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ABSTRACT 

 

THE PREDICTORS OF DISORDERED EATING ATTITUDES: A 

COMPARISON STUDY OF CLINICAL AND HEALTHY POPULATION 

 

Başak İNCE 

Master’s Thesis, the Department of Clinical Psychology 

Supervisor: Assoc. Prof. Dr. Hanife Özlem Sertel-Berk 

July 2016, - 61 pages 

 

Eating disorders (EDs) are characterized by insistent disturbance in eating behaviour 

and serious distress about weight and body shape. Since disordered eating attitudes 

(DEAs) are significantly associated with EDs, this study aimed to explore predictors 

of DEAs among clinical and healthy population in Turkey. Furthermore, this study 

investigated predictors of DEAs in females and males. Sample consisted of 63 

patients (only 2 males) with EDs and 119 university students (64 females and 55 

males). For testing the predictors of DEAs, Demographic Information Form, Eating 

Disorder Examination Questionnaire (EDEQ), Eating Attitudes Test (EAT-40), Body 

Image Satisfaction Questionnaire (BISQ), Toronto Alexithymia Scale (TAS-20), and 

Beck Depression Inventory (BDI) were administered to the participants. Descriptive 

statistics analyses on EDEQ, EAT-40, BISQ, BDI and TAS-20 showed that scores of 

patients were higher compared to the students except the score of BISQ, and 

patients’ body mass index (BMI) was lower. Moreover, a statistically significant 

difference between female and male students for BMI was found, but not for the 

scores of EAT-40, EDEQ, BISQ, BDI, and TAS-20. A further multiple regression 

analysis showed that BISQ, BMI, and TAS-20 explained significant variance of 

EDEQ and EAT-40. Different predictors of total and subscales of EDEQ and EAT-

40 were found for each sample and gender. BDI only found to predict weight 

concern score in female university students. It is believed that current findings 

contributed to understanding of predictors of DEAs and EDs for both clinical and 

healthy population, and genders. A further contribution of the study was to improve 

knowledge of appearance of EDs in Turkish society. Within the context of relevant 
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literature, results, strengths, limitations and implications of the study were discussed. 

Moreover, suggestions for future research were provided. 

 

Keywords: disordered eating attitudes, eating disorders, body dissatisfaction, 

depression, alexithymia, body mass index 
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ÖZET 

 

BOZULMUŞ YEME TUTUMLARININ YORDAYICILARI: KLİNİK VE 

SAĞLIKLI POPÜLASYONUN KARŞILAŞTIRILMASI ARAŞTIRMASI  

 

Başak İNCE 

Yüksek Lisans Tezi, Klinik Psikoloji Anabilim Dalı 

Danışman: Doç. Dr. Hanife Özlem Sertel-Berk 

Temmuz 2016, - 61 sayfa 

 

Yeme bozuklukları (YB) yeme davranışında devamlı bozulma,  kilo ve beden şekli 

hakkında ciddi stresle karakterize bir hastalıktır. Bozulmuş yeme tutumları (BYT) 

YB ile anlamlı bir ilişki içinde olduğundan, bu araştırmanın amacı Türkiye’de klinik 

ve sağlıklı popülasyonda BYT’nin yordayıcılarını belirlemektir. Bu çalışma ayrıca 

BYT’nin kadın ve erkeklerdeki yordayıcılarını araştırmıştır. Örneklem 63 hasta (ikisi 

erkek) ve 119 üniversite öğrencisinden (64 kadın, 55 erkek) oluşmaktadır. BYT’nın 

yordayıcılarının belirlenmesi için, katımcılar Demografik Bilgi Formu, Yeme 

Bozuklukları Değerlendirme Ölçeği(YDÖ), Yeme Tutum Testi(YTT-40), Beden 

Bölgelerinden Hoşnut Olma Ölçeği (BBHOÖ), Toronto Aleksitimi Skalası (TAS-20) 

ve Beck Depresyon Envanterini (BDE) doldurmuşladır. Betimleyici istatistik 

analizine göre hastaların YBDÖ, YTT-40, BBHOÖ, BDE ve TAS-20’den aldıkları 

skorlar BBHOÖ dışında tüm ölçeklerde üniversite öğrencilerine göre daha yüksektir. 

Buna ek olarak, hastaların beden kitle indeksleri (BKİ) öğrencilerden daha düşüktür. 

Kadın ve erkekler arasında sadece BKİ açısından istatistiksel olarak anlamı bir fark 

bulunmuştur. Çoklu regresyon analizine göre, YBDÖ ve YTT-40’taki varyans 

BBHOÖ, BKİ ve TAS-20 tarafından istatistiksel olarak anlamlı şekilde 

açıklanmaktadır. Ayrıca, her bir katılımcı popülasyonu için YBDÖ’nün alt ölçekleri 

ve YTT-40’ın farklı yordayıcıları olduğu bulunmuştur. BDE ise sadece kadın 

üniversite öğrencilerindeki kilo kaygısını yordamaktadır. Bu araştırmanın 

bulgularının, BYT’nın ve YB’nın yordayıcılarının klinik ve sağlıklı gruplarına ve her 

iki cinsiyete ilişkin varolan bilgiye katkıda bulunduğuna inanılmaktadır. Çalışma 

ayrıca YB’nın Türk toplumdaki görünürlüğüne ilişkin bilgi sunmaktadır. Varolan 
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literatür kapsamında; çalışmanın sonuçları, güçlü ve zayıf yönleri ile çıkarımları 

tartışılmıştır.  Aynı zamanda, gelecek çalışmalar için önerilerde bulunulmuştur. 

 

Anahtar sözcükler: Bozulmuş yeme tutumları, yeme bozuklukları, beden 

memnuniyetsizliği, depresyon, aleksitimi, beden kitle indeksi. 
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1. CHAPTER 

 

INTRODUCTION 

Eating disorders (EDs) are life-threatening mental illnesses characterized by 

insistent disturbance in eating behaviour and serious distress related to weight and/or 

body shape which in turn lead to impaired physical and/or psychosocial functioning 

(APA, 2013; Juarascio et al., 2016). Most frequently seen attitudes and behaviours in 

eating disorders are inadequate or excessive food intake, obsessive thoughts about 

food and dieting, dissatisfaction with body shape, fear of gaining weight and extreme 

occupation with weight and body shape (Alpaslan, Soylu, Avcı, Coşkun, Kocak & 

Taş, 2015). According to cognitive-behavioural model of EDs, main factor in the 

development and maintenance of eating related pathology is the overvaluation of 

body and worry about weight and body shape (Fairburn, 2008).  

ED symptoms and behaviours start developing during adolescence, and 

individuals with ages of 10-24 are indicated to be risk group for developing EDs 

(Alpaslan et al., 2015; Juarascio et al., 2016). Even though 12-month prevalence rate 

of EDs has been shown to change between 0.3 and 1.6% for adolescents, more than 

20% of adolescents state that they engage some kind of disordered eating behaviours 

(Jacobson & Luik, 2014). Moreover, 12-month prevalence rate of EDs for adults has 

been indicated to be between 0.5 and 2.15 % (Jacobson & Luik, 2014). The existence 

of disordered eating attitudes and behaviours in early adolescence has shown to be an 

important predictor of symptoms of EDs in late adolescence as well as young 

adulthood (Juarascio et al., 2016). Therefore, it is believed that it is crucial to 

improve our understanding regarding to psychological factors that trigger disordered 

ED attitudes and behaviours among young people. In this way, it would be possible 

to develop prevention interventions.  

EDs are known to cause decreased levels of functionality and high levels of 

comorbid psychiatric illnesses and distress. For instance, depression, anxiety 

disorders, obsessive-compulsive disorder, and addiction are commonly observed 

among patients with EDs (Vardar & Erzengin, 2011). Furthermore, eating related 

disturbances can lead to lower cognitive performances, higher level of class 

absenteeism, and interference in academic duties (Yanover & Thompson, 2008). 

These consequences of EDs lead to development of a chronic course as well as 
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decreased positive outcome among both the general and clinical population (Nagl et 

al., 2016). Existence of both of psychological and physical disturbances observed in 

EDs make them unique among other mental health illness (Wiseman, Sunday, 

Klapper, Harris, & Halmi, 2001).  

 

1.1. The Aim of the Current Study 

Eating disorders (EDs) have become world-wide health concern in both mental 

and physical levels. In this regard, conducting studies on aetiology and epidemiology 

of disordered eating attitudes have great importance in order to develop prevention 

and treatment interventions. Therefore, the aim of the current study is to investigate 

predictors of disordered eating attitudes among ED patients and female and male 

undergraduate university students. In this way, it would be possible to gain a better 

understanding regarding to development of disordered eating attitudes in both 

clinical and healthy population as well as in both genders. In the light of this 

knowledge, a further aim of the current study aims is to contribute to existing 

knowledge regarding to features and incidence of EDs in Turkey. It is believed that 

gathering information from Turkey is particularly important since Turkey is where 

Europe and Asia are connected both geographically and culturally.  

1.2. Research Questions 

For the purposes of the current study, the following research questions will be 

tested.  

1. Do body dissatisfaction, body mass index, depression, alexithymia and 

gender predict disordered eating attitudes and eating disorders pathology? 

2. Do predictors of disordered eating attitudes and eating disorders pathology 

show differences between patients with eating disorders and undergraduate 

university students? 

3. Do predictors of disordered eating attitudes and eating disorders pathology 

show differences between females and males? 

 

 

 

 

  



3 
 

2. CHAPTER 

 

LITERATURE REVIEW  

2.1. Definition of Eating Disorders in DSM – 5  

According to the Fifth Edition of the Diagnostic and Statistical Manual of 

Mental Disorders (DSM – 5), pica, rumination disorder, avoidant/restrictive food 

intake disorder, anorexia nervosa, bulimia nervosa, and binge-eating disorder are 

classified under Feeding and Eating Disorders (APA, 2013). For the scope of the 

current study, only anorexia nervosa, bulimia nervosa, binge-eating disorder, and 

other specified feeding or eating disorder will be explained in details.  

 

2.1.1. Anorexia Nervosa 

As a very first diagnostic category of EDs, Anorexia nervosa (AN) has a 

chronic course which is likely to disable patients in psychological, physical and 

societal levels (Bühren et al., 2014). The perception of the body size or shape is 

significantly disturbed in AN. Being underweight is known to be the main clinical 

feature of individuals with AN. Even though individuals with AN are underweight, 

they are afraid of and show resistance to gaining weight (Ertekin & Yücel, 2013). 

These patients consider weight loss as a sign of success, discipline and self-control 

(Ortaçgil, 2009). Restriction of food intake, excessive exercise, misuse of laxatives, 

enamas and diuretics and self- induced vomiting are the methods that individuals 

with AN engage in order to control their weights. Due to malnutrition and starving 

the body, AN causes cognitive and physical damages in patients (Ertekin & Yücel, 

2013). Table 1 represents DSM – 5 criteria for AN and subtypes of AN (APA, 2013; 

p.338-339). 
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Table 1  

The Diagnostic Criteria for Anorexia Nervosa 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). 

 

DSM – 5 has indicated the levels of disorder severity based on World Health 

Organization categories for adults (APA, 2013). According to individuals’ body 

mass index (BMI), severity of disorder is considered to be:  

Mild: BMI>17kg/m
2
 

Moderate: BM116-16.99 kg/m
2
 

Severe: BM115-15.99 kg/m
2
 

Extreme: BMI < 15 kg/m
2  

 

The lifetime prevalence rate of AN has been indicated to be between 0.3 – 2.2 

% (Jacobson & Luik, 2014; Keski-Rahkonen et al., 2007; Whitehouse et al., 1992). 

According to the finding of the National Comorbidity Study Replication (NCS-R), an 

adult study on 2980 people in the United States, lifetime prevalence of AN was 0.9 

% in women and 0.3 % men (Hudson, Hiripi, Pope, & Kessler, 2007). Furthermore, 

the incidence of AN has been found to be 270 per 100.000 person-years in young 

women aged 15-19 (Keski-Rahkonen et al., 2007).  

Research has shown that AN has the highest levels of morbidity and mortality 

rates compared to other psychiatric disorders (Bühren et al., 2014). In a meta-

analysis study conducted by Arcelus and colleagues (2011), weighted annual 
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mortality rate was found to be 5 per 1000 person years for patients with AN. 

Similarly, another study on AN patients who were followed up for 13.4 years 

reported that standardized mortality ratio was 6.2 (Papadopoulos, Ekbom, Brandt, & 

Ekselius, 2009). 

2.1.2. Bulimia Nervosa 

Bulimia nervosa (BN) as another type of ED is characterized by uncontrolled 

and recurrent episodes of binge eating and purging as weight control methods such as 

excessive exercising, vomiting, dieting, fasting and misuse of laxatives and diuretics  

(Ertekin & Yücel, 2013; Ortaçgil, 2009). During the binge eating episodes, patients 

often consume big amounts of high caloric foods (e.g., cake, pizza, burger and 

chocolate) within a short period of time. DSM – 5 criteria for BN are presented in 

Table 2 (APA, 2013; p.345). Binge eating episodes are generally planned and occur 

secretly due to feeling ashamed about it. Even though patients describe relief in the 

beginning of these episodes, they start feeling regretful and guilty followed by harsh 

self-criticizing when the episode is over (Ertekin & Yücel, 2013). Whereas vomiting 

generally provoked by fingers in the first stages of BN, no such effort is needed 

during proceeded periods of the disorder. It is also important to mention here that it 

can take many years for parents to realize the problem since the binge eating and 

purging episodes generally occur hidden (Ertekin & Yücel, 2013).  
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Table 2 

 

The Diagnostic Criteria for Bulimia Nervosa 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. 

 

The life time prevalence rate of BN has been reported to be changed between 

0.5 – 3% (Jacobson & Luik, 2014; Keski-Rahkonen et al., 2009). With regard to 

gender, the lifetime prevalence of BN is between 1.5- 2 % for women and 0.5 % for 

men (Hay, Girosi, & Mond, 2015; Hudson, Hiripi, Pope, & Kessler, 2007). 

Moreover, the incidence rate of BN has been reported to be 300/100.000 person-

years for ages of 16–20 years and 150/100.000 for ages of 10–24 years (Keski-

Rahkonen et al., 2009). Based on findings of several studies, the mortality rate of BN 

changes between 0.5 – 3.9% (Ertekin & Yücel, 2013; Keski-Rahkonen et al., 2009). 

Although prognosis found to be more positive and mortality rate found to be lower in 

BN compared to AN, BN is still a significant health concern.  

  

2.1.3. Binge Eating Disorder 

 Binge eating disorder (BED) is characterized by uncontrollable consumption 

of large amount of food within a very short period of time compared to a healthy 

person’s food consumptions under the same conditions (Ortaçgil, 2009; Turan, 

Poyraz, & Özdemir, 2015). In the binge eating episodes, people consume food 

without feeling physical hunger until they feel uncomfortably full which in turn 

causes feelings of guilt, shame and depression (Ertekin & Yücel, 2013). Similarly to 
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BN, persistent and frequent overeating episodes along with loss of control feeling are 

observed among individuals with BED. However, in contrast to BN, these 

individuals do not engage compensatory behaviours (e.g., excessive exercise, use of 

laxatives and vomiting) in order to eliminate negative effects of binge eating 

episodes (Ortaçgil, 2009; Turan, Poyraz, & Özdemir, 2015).  Table 3 indicates DSM 

– 5 criteria for BED (APA, 2013; p.350). It has been previously stated that in spite of 

the fact that body mass index of individuals with BED are assumed to be above 

normal range, they do not necessarily have diagnosis of obesity (Ortaçgil, 2009).  

 

Table 3 

The Diagnostic Criteria for Binge Eating Disorder 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 afterward. 

 

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 nen/osa and does not occur exclusively during the 

course of bulimia nervosa or anorexia nervosa. 

 

Evidence has shown that BED is more commonly diagnosed type of ED 

when compared to AN and BN with the lifetime prevalence rate ranged between 

1.12% to %4.5 (Jacobson & Luik, 2014; Semiz, Kavakçı, Yağız, Yontar, & Kuğu, 

2013). The National Comorbidity Study Replication (NCS-R) on 2980 United States 

citizen adults found that the lifetime prevalence of BED is 3.5 % in women whereas 

it is 2 % for men (Hudson et al., 2007). 
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BED has been introduced as a separate diagnostic criteria in DSM –5 in 2013, 

therefore our knowledge regarding to longitudinal course of the disorder is limited. 

According to result of a recent study, the standardized mortality ratio of BED is 

calculated to be 1.50 (Fichter & Quadflieg, 2016). Although it is lower than other 

EDs, it is considered to be a significant ratio for general population.   

 

2.1.4. Other Specified Feeding or Eating Disorder  

In DSM-IV, eating disorder not otherwise specified (EDNOS) was the 

residual category that had been used to describe individuals who did not meet the full 

criteria for a specific EDs but still exhibited EDs features. This category was 

renamed in DSM -5, and now it is called as other specified feeding or eating disorder 

(OSFED) (APA, 2013). DSM-5 criteria for OSFED are demonstrated in Table 4 

(APA, 2013; p.354-354).  

Since name of OFSED has been introduced in DSM-5, most of the previous 

EDs studies were conducted according to criteria of its former category EDNOS.  

Evidence has indicated that the number of EDNOS cases were higher in men 

compared to women (Raevuori, Anna Keski-Rahkonen, & Hoek, 2014). The 

proportion of patients with EDNOS have been demonstrated to be more in 

comparison to AN and BN. Earlier research reported that 40-60% of the patients 

were diagnosed with EDNOS among the EDs patients who seek treatment (Machado, 

Gonçalves, & Hoek, 2012). However, the proportion of cases with EDNOS found to 

drop from 73% to 51% following the application of DSM-5 criteria for OSFED to 

the same sample (Machado, Gonçalves, & Hoek, 2012). Similarly, one of the few 

studies conducted on OSFED as new diagnostic criteria in DSM-5 showed that 

patients with OSFED accounts for between 15-40% of DSM-5 EDs cases 

(Fairweather‐Schmidt & Wade, 2014). Even though the proportion of these patients 

has decreased, the prevalence of OSFED is still high. For example, according to a 

community cohort study on 699 adolescent female twins, prevalence of OSFED was 

5% (Hay, Girosi, & Mond, 2015). Given with the high prevalence of OSFED within 

the general population and EDs patients, it is believed to be worthwhile to improve 

our knowledge about its predictors and characteristics features.  
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Table 4 

The Diagnostic Criteria for Other Specified Feeding or Eating Disorder 

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 compensatorybehaviors 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. 
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2.2. Incidence and Prevalence of Eating Disorders in Turkey 

Evidence has demonstrated that EDs are more common in Western countries 

and prevalence rates are increasing. Even though number of people who are suffering 

from EDs in Western societies is higher, studies have indicated that prevalence of 

EDs in Non-Western countries has shown to be on the rise (Hoek, 2006; Yücel et al., 

2011). Industrialization, city life, media influence, increased interaction between 

cultures and changes in feeding behaviour can be considered as reasons of increased 

prevalence and awareness regarding to EDs among Non-Western countries (Semiz et 

al., 2013). However, compared to large number of studies conducted in Western 

societies, number of studies investigating epidemiology, aetiology, socio-

demographic and clinical features of EDs outside of these societies appears to be 

limited (Hoek, 2006; Yücel et al., 2011). 

Turkey is a unique country where influences of European, Mediterranean, 

Asian and Islamic values are observed (Yücel et al., 2011). Similarly to Western 

countries, disordered eating behaviours have started to take more attention with 

given negative psychological and physical consequences, and EDs have become a 

major public health issue in Turkey (Tozun, Unsal, Ayranci, & Arslan, 2010). 

However, there is lack of epidemiological studies in clinical population in Turkish 

population. Most of the studies have been conducted on normal population including 

high-school and university students. Hence, our knowledge about the clinical 

representation of EDs remains limited.  

In 2006, a study conducted in Turkey in order to investigate the prevalence of 

EDs among university students where 951 students (459 males and 492 females) 

were participated. Findings of this study showed that only 2.2% of the students had 

EDs. Among those with EDs, 1.7% of them had BN while 0.31% of them had BED 

(Kugu, Akyuz, Dogan, Ersan, & Izgic, 2006). Another research investigated eating 

attitudes of female university students, and indicated that 12.4 % of the 258 students 

showed behaviours and attitudes related to EDs (Celikel et al., 2008). According to a 

more recent study, EDs were observed in 68 students (2.33 %) out of 2907 high 

school students. In terms of type of EDs, prevalence of BED (0.99%) was found to 

be higher than AN (0.03%) and BN (0.79%) (Vardar & Erzengin, 2011). 

Furthermore, Alpaslan and his colleagues (2015) recently conducted a study on high 

school students in order to examine the prevalence of disordered eating attitudes. 

Results of this study demonstrated that 13.6% of adolescents engage in problematic 



11 
 

eating behaviours and attitudes. As one of the few research on clinical population, 

Yücel and her colleagues (2011) investigated diagnostic and clinical characteristic of 

EDs patients in a university hospital in İstanbul, Turkey. They found that out of 110 

patients (only 1 of them was male) with the mean age of 21.55, 57.66 % of patients 

met the DSM-IV criteria for AN, 34.23% of them BN and 8.11 % of them eating 

disorder not otherwise specified (EDNOS). Based on the existent literature, it is 

possible to conclude that EDs is a significant health concern.  

In 2012, the Republic of Turkey Health Ministry also conducted a study in 

order to investigate severity of problems related to body mass index (BMI) scores. 

According to findings of Turkey Body Weight Research (TBWR) on 6082 Turkish 

citizens, 3.6 % of the participants were in underweight range, 39.7 % of them were in 

normal range, 33.3 % of them were overweight in range, and 23.4 % were considered 

to be obese.  

According to Turkish Statistical Institute (2016), 16.4% of the Turkish 

population consists youths who are aged between 15 -24 years old. Compared to the 

most of the Western countries, the percentage of youths appears to be higher. Since 

EDs are mostly seen among adolescents and young adults, it would be particularly 

worthwhile to conduct studies among Turkish adolescents and young people for the 

determination of risk factors.  

2.3. Disordered Eating Attitudes 

Subclinical eating disorders are defined as the existence of some attitudes and 

behaviours related to EDs but not enough to meet full diagnostic criteria (Sanford-

Martens, Davidson, Yakushko, Martens, & Hinton, 2005). Subclinical eating 

disorders and problems have been found to be the most importance predictors of EDs 

(Alpaslan et al., 2015). Previous literature has underlined that unhealthy eating 

attitudes, behaviour and habits are common among adolescents and young adults 

(Celikel et al., 2008). Dissatisfaction with body image, obsessive thoughts about 

food, weight and dieting, fear of fatness and preoccupation related to being 

overweight are defined as disordered eating attitudes (DEAs) (Costarelli,  Demerzi, 

& Stamou 2009). Moreover, feeling angry in the case of hunger, use of food to deal 

with undesirable emotions, classifying food (dangerous or safe) and inadequate 

knowledge about nutrition are considered to be typical problematic eating attitudes 

(Alvarenga, Koritar, Pisciolaro, Mancini, Cordás, & Scagliusi, 2014). According to 
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research findings from several countries, it has been stated that the prevalence of 

DEAs changes between 5 to 30% in adolescents (Alpaslan et al., 2015). A study in a 

clinical population found that patients with AN and BN show more dysfunctional 

eating attitudes compared to patients with BED and obesity (Alvarenga et al., 2014). 

Evidence has indicated that the presence of DEAs is a strong risk factor for 

the development of clinical EDs (Alpaslan et al., 2015). Since subclinical eating 

problems have been indicated as being one of the significant precursors of the 

development of EDs, improving our understanding regarding to disordered eating 

behaviour and attitudes has particular importance for developing prevention 

interventions and improving existing treatment strategies (Alpaslan et al., 2015).     

2.4. Possible Predictors of Disordered Eating Attitudes  

 

2.4.1. Body Dissatisfaction  

As a discrepancy between real and ideal body figures, body dissatisfaction 

consists of negative evaluation of one’s body, fear of weight and becoming fat and 

inappropriate use of body image as a way of self-evaluation (Brechan & Kvalem, 

2015; Furnham, Badmin, & Sneade, 2002). Evidence has suggested that body 

dissatisfaction is the strongest factors that trigger development of pathological eating 

among girls as well as women (Furnham, Badmin, & Sneade, 2002; Lewis‐Smith, 

Diedrichs, Rumsey, & Harcourt, 2016). A recent study investigated adolescents aged 

between 12 to 15 years old during a 4-years period, and showed that body 

dissatisfaction is likely to increase the chance of development of an eating disorder 

by 68% (Rohde, Stice, & Marti, 2015). Moreover, studies reported that there is a 

higher prevalence of EDs among people who are belong to groups where being thin 

is considered to be ideal body shape such as athletes and dancers (Furnham, Badmin, 

& Sneade, 2002). Besides of the research demonstrating the significant influence of 

body dissatisfaction, some studies state that body dissatisfaction indirectly affect EDs 

(Furnham, Badmin, & Sneade, 2002). Therefore, the impact of body dissatisfaction 

on disordered eating attitudes and behaviours remains unclear. 

 

2.4.2. Body Mass Index (BMI) 

An association between disordered eating attitudes and body mass index 

(BMI) has been previously suggested. Evidence has indicated that overweight and 

obese individuals are likely to exhibit weight and body shape concerns and related 
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dieting behaviours (Fan, Li, Liu, Hu, Ma, & Xu, 2010). Regarding to the relationship 

between BMI and ED types, in their study, Alvarenga and colleagues (2014) has 

found that “the BMI was lower for AN, intermediate for BN and higher (and similar) 

for BED and OBS patients” (p.101). Vogeltanz-Holm and her colleagues (2000) have 

shown that onset and chronicity of binge eating behaviours are predicted by BMI.  

Furthermore, BMI has been found to be significantly related to higher scores of 

dissatisfaction with body shape, drive for thinness and bulimia symptoms (Fan et al., 

2010). Contradictorily, there are also some studies which did not identify statistically 

significant difference between individuals with DEAs and without DEAs regarding 

to BMI (Alpaslan et al., 2015; Kugu el al., 2006). However, it is possible to suggest 

that BMI might predict types of EDs to different extents since not all of DEAs are 

related to every type of ED. Thus, it is believed that testing the predicting role of 

BMI on DEAs would contribute to knowledge on aetiology of EDs. 

 

2.4.3. Depression 

Depression is an emotional state which is characterized by the feelings of 

sadness and hopelessness, the loss of pleasure and interest in daily activities, loss of 

sleep, appetite and sexual desire. The sense of guilt, worthlessness and emptiness, 

impaired cognitive abilities and somatic complains are also seen in individuals with 

depression (APA, 2013; Büyükgöze-Kavas, 2007). Evidence has demonstrated that 

there is a strong association between depression and EDs (Celikel et al., 2008; 

Hudson et al., 2007). Previous literature has been indicated that depression is the 

most common co-morbid psychological disorder among patients with ED (Semiz et 

al., 2012). A study conduct on 1,895 German children and adolescents aged between 

11 to17 years showed that youngsters with disordered eating behaviours exhibited 

significantly higher levels of depressive symptoms compared to their healthy peers 

(Herpertz-Dahlmann et al., 2008). According to findings of several studies, 20% to 

90% of individuals with EDs suffer from depressive disorders at least once during 

their lifetimes (Öztürk, 2012; Semiz et al., 2012). Evidence further suggested that 

depression and negative affect play a significant role on the development and 

maintenance of disordered eating (Celikel et al., 2008; Juarascio et al., 2016). For 

instance, it has been proposed that depression might trigger binge eating (Brechan & 

Kvalem, 2015). Moreover, Juarascio and her colleagues (2016) have suggested that 

depressive symptoms and negative affect can be risk factors for the onset and 
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maintenance of ED attitudes and behaviours. In this regard, it is believed that any 

research on if and what extent depressive symptoms predict disordered eating 

attitudes and behaviour would broaden our understanding regarding to aetiology of 

EDs.  

 

2.4.4. Alexithymia 

Alexithymia is defined as inability to identify and verbalize emotions, 

differentiate bodily sensations and emotions and describe emotions to others 

(Alpaslan et al., 2015; Zerach, 2014). Feelings of emptiness, limited imagination and 

high levels of negative feelings along with a lack of positive feelings are other 

characteristic features of alexithymia (Alpaslan et al., 2015). Individuals with 

alexithymia suffer from affective dysregulation and lack of awareness regarding to 

their feelings, thus they are not able to manage their feelings (Celikel et al., 2008).  

Evidence has demonstrated that individuals with EDs and DEAs had higher 

levels of alexithymia compared to healthy subjects (Alpaslan et al., 2015; Öztürk, 

2012; Zerach, 2014). Several studies have reported that prevalence of alexithymia 

changes between 23% to 77% for AN patients, 51% to 83% for BN patients and 

24.1% to 62.5% for BED patients (Carano et al., 2006; Quinton & Wagner, 2005).  

However, it has been also mentioned that there are some studies that reported no 

relationship between alexithymia level and ED symptom severity (Celikel et al., 

2008). Given contrary findings regarding to association between EDs and 

alexithymia, it is believed that a further investigation on this association would bring 

a more clear understanding. Previous literature has suggested that individuals with 

alexithymia may engage disordered eating behaviours such as bingeing or starving in 

order to handle with their uncontrollable feelings (Celikel et al., 2008). In this regard, 

it is possible to assume that alexithymia would predict disordered eating attitudes and 

behaviours.  

 

2.4.5. Gender 

Evidence has demonstrated that there is an approximately 10 times higher 

chance of developing EDs for women compared to men (APA, 2013; Goddard 

Carral-Fernández, Denneny, Campbell, & Treasure, 2014). Regarding to the type of 

EDs, unlike AN and BN, the ratio for prevalence of BED between females and males 

is more equal since BED is shown to be most commonly diagnosed ED among men 
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(Raevuori, Keski-Rahkonen, & Hoek, 2014). One of the reasons for this difference in 

lifetime prevalence of EDs has been suggested to be under detection of disordered 

eating attitudes among men (Raevuori, Keski-Rahkonen, & Hoek, 2014). There are 

relatively few studies on men regarding to the aetiology and epidemiology of EDs 

and DEAs. Thus, it is believed that any investigation on men would make an 

important contribution to the current knowledge.  

Previous literature has indicated that there are both similarities and 

differences in the clinical features of EDs in females and males. For instance, it has 

been previously mentioned that women and men attribute different meanings to 

being underweight. While women consider being underweight as something good, 

men think it is bad (Furnham, Badmin, & Sneade, 2002). Moreover, while 

persistence and perfectionism are seen in both genders, men mostly focus on building 

muscle rather than becoming thinner (Goddard et al., 2014). Given with these 

differences among women and men, it is plausible to assume that different factors 

would predict eating attitudes in women and men. However, it is also important to 

mention here that gender can be a predictor of disordered eating attitudes 

(Büyükgöze‐Kavas, 2007). In this regard, an investigation on gender as a predicting 

factor of DEAs as well as how different factors influence development of DEAs 

among both genders appears to be necessary for more clear understanding. 
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3. CHAPTER 

METHOD 

3.1. Participants 

A total of 182 individuals (63 patients with ED and 119 undergraduate 

university students) participated in the current study.  

63 patients with EDs who were referred to the Eating Disorders Program of 

the Psychiatry Department in İstanbul University Faculty of Medicine were 

participated in the study. Of those patients, 32 (50.8 %) had diagnosis of AN, 23 

(36.5%) had diagnosis of  BN, and 8 ( 12.7 % ) had diagnosis of EDNOS. There was 

no patient who had diagnosis of BED. Only two of the patients were men. Mean age 

of the participants was 20.98 (SD = 5.06) where age range was between 14 to 30 

years.  

For the comparison of eating attitudes and its’ predictors among healthy 

sample and patients with EDs, 119 undergraduate Psychology students from İstanbul 

Arel University were recruited. Of these undergraduate students, 64 (53.8 %) were 

female and 55 (46.3 %) were male. The age range of the undergraduate participants 

was between 18 to 28 years. These participants' mean age was 21.47 (SD= 2.13). 

There were no significant age differences between gender and both samples. Mean 

age of the female undergraduate students was 21.29 (SD = 2.13) while mean age of 

the male undergraduate students was 21.69 (SD = 2.13). 

Ethical approval for the study was obtained from Faculty of Medicine at 

İstanbul University. A written informed consent was provided to all of the 

participants, and participation to the study was voluntary based (Appendix A). 

3.2. Instruments 

For the purpose of the current study, The Demographic Information Form 

(Appendix B) and Turkish versions of the Eating Disorder Examination 

Questionnaire (Appendix C), The Eating Attitudes Test-40 (Appendix D), Body 

Image Satisfaction Questionnaire (Appendix E), Toronto Alexithymia Scale 

(Appendix F), and Beck Depression Inventory (Appendix G) have been administered 

to the participants.  
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3.2.1. The Demographic Information Form  

This form primarily was prepared in order to gather demographic information 

regarding to the participants (e.g., age, gender, current weight and height). 

Body Mass Index (BMI) of the participants was calculated by dividing each 

individual's body weight by the square of her/his height (kg/m
2
). Participants 

considered being in the underweight range (BMI < 18.5 kg/m
2
), normal weight range 

(BMI < 24.9 kg/m
2
) and overweight range (BMI > 25 kg/m

2
) based on the World 

Health Organization's recommendations (WHO, 2000).  

 

3.2.2. The Eating Disorder Examination Questionnaire (EDE-Q) 

EDE-Q is a self-report questionnaire which was developed based on the 

Eating Disorder Examination interview (EDE) (Fairburn & Cooper, 1993; Fairburn 

& Beglin, 1994). The EDE-Q aims to investigate attitudes, behaviours and cognitions 

related to eating disorders symptoms over the past 28 days. This questionnaire 

consists of total of 28 items with the four subscales of weight concern, eating 

concern, shape concern and dietary restraint. In the EDE-Q, by thinking about their 

last 28 days, responders are expected to rate each item on a 7-point Likert scale (0: 

no days; 6: everyday) where higher scores indicating higher ED pathology. This 

questionnaire also measures the frequency of disordered eating behaviours. The 

EDE-Q has been shown to provide good validity with the Cronbach's α = 0.87 

(Harrison, Mountford, & Tchanturia, 2014).  

Yucel and her colleagues (2011) have validated EDE-Q in Turkish and tested 

reliability in a sample of non-clinical adolescents. Test-retest reliability has been 

shown to be good for EDE‐Q total score (r = .91). Furthermore, internal consistency 

of the EDE‐Q was found to be high (Cronbach’s α = 0.93) for total scale. The 

questionnaire also provided good internal consistencies for all of subscales ranging 

from 0.63 to 0.86 (Yucel et al., 2011).    

 

3.2.3. The Eating Attitudes Test-40 (EAT-40)  

EAT-40 is a self-report instrument which was developed to assess behaviours 

and attitudes related to EDs, AN and BN symptoms in particular (Garner & 

Garfinkel, 1979). This instrument consists of 40 items, and each item is rated on a 6 - 

point Likert scale, from never to always. It is important to mention here that there is 

no fixed scoring for each item. According to statements, scoring of the items shows 
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changes. The sum of scores of each item provides total score and score of 30 and 

greater indicates greater disordered eating attitudes. The EAT-40 demonstrated good 

internal consistency with the Cronbach's α = 0.94 (Garner & Garfinkel, 1979). The 

study on reliability and validity of the Turkish version of the EAT-40 was conducted 

by Savasir and Erol (1989), and indicated to be a good instrument for investigating 

EDs in Turkish population.  

 

3.2.4. Body Image Satisfaction Questionnaire (BISQ)  

As a self report questionnaire, BISQ was developed in order to investigate 

satisfaction with body image (Berscheid, Walster, & Bohrnstedt, 1973). The BISQ 

has two forms for women (25 items) and men (26 items). The questionnaire consists 

of six subscales. The general appearance subscale assesses satisfaction with body 

position, body part ratio, body colour, sport ability, height, weight and muscle power.  

The face subscale investigates satisfaction with hair, ears, eyes, mouth, teeth, noose, 

chin, facial beauty and voice for both gender and amount of hair on the face only for 

men. The trunk subscale covers items related to satisfaction with hips, ankles, 

abdomen and legs. The extremities subscale assesses satisfaction with hands, arms, 

shoulders and feet. There are also two other subscales that investigates satisfaction 

with chest and upper torso and sexual organs (Canpolat, Orsel, Akdemir, & Ozbay, 

2005). 

In the BISQ, responders are asked to rate the degree of their satisfaction with 

above mentioned body parts on a 5- point Likert scale. The mean score of the BISQ 

is obtained by dividing total score to the number of items. Higher scores represent 

higher body satisfaction in the BISQ.  The Turkish version of the BISQ which was 

adapted by Cok (1988, 1990) from the original questionnaire and tested validity and 

reliability of a sample of Turkish adolescents was administered in this study. 

 

3.2.5. Beck Depression Inventory (BDI) 

As a 21-item self-report instrument, BDI assesses depressive symptoms (e.g., 

loss of appetite and hopelessness) in the past 2 weeks (Beck, Ward, Mendelson, 

Mock, & Erbaugh, 1961). In the BDI, responders are asked to rate given statements 

regarding to their frequency or severity on a 4-point Likert scale (0: none of the time, 

3: most or all of the time). A higher total score of BDI represents greater depression 

severity. Scores between 0-10 indicates the normal range, scores of 11-16 indicate 
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mild symptoms and scores of 17-20 borderline clinical depression, 21-40 indicates 

severe symptoms while 41 and above indicates extreme levels of depression. The 

BDI has provided high internal consistency for both psychiatric (Cronbach's α = 

0.86) and non-clinical population (Cronbach's α = 0.81) (Beck et al., 1961). The BDI 

has been adapted to Turkish by Hisli (1988), and has been shown to be valid and 

reliable instrument for assessing depression in Turkish population (Cronbach's α = 

0.74).     

 

3.2.6. Toronto Alexithymia Scale (TAS-20)  

TAS was developed as a self-report instrument in order to investigate 

alexithymia (Bagby, Parker, & Taylor, 1994). This 20-item questionnaire consists of 

three-factors. The first factor, Difficulty in Identifying Feelings (DIF) measures 

individuals’ ability to describe their emotions and to differentiate the bodily 

sensations from emotions is assessed. Difficulty in Describing Feelings (DDF) is the 

second factor which measures difficulty in explaining emotions to others. Lastly, the 

third factor measures Externally Oriented Thinking (EOT). Score of 61 and above in 

TAS is an indicator of that individual is in the alexithymic range.  

The TAS-20 has been found to provide good internal consistency 

(Cronbach’s α = 0.81; Bagby, Parker, & Taylor, 1994). TAS -20 has been translated 

and validated to Turkish by Kose and his colleagues in 2005. In Turkish version of 

TAS-20, the Cronbach's α alpha for the total scale has been demonstrated to be 0.78 

(Güleç et al., 2009). Furthermore, the three factors of the TAS-20 provided 

acceptable internal consistency (Cronbach's α = 0.80 for the DIF, Cronbach's α = 

0.57 for the DDF and Cronbach's α = 0.63 for the EOT).   

 

3.3. Procedure 

Recruitment of the patients with ED to the current study was done from the 

The Eating Disorders Program (EDP) of the Psychiatry Department in İstanbul 

University Faculty of Medicine. As a part of routine care, each of the patients who 

were referred to EDP are asked to complete a package of questionnaires measuring 

eating disorders and most commonly diagnosed co-morbid mental illnesses. In this 

way, the data pool is created by the folders of ED patients who are referred to the 

EDP. However, not every patient completes all of the questionnaires in this package. 
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Thus, patients who filled out all of above mentioned questionnaires are included in 

the current study from the data pool of patients with EDs at EDP.  

University students were recruited from Istanbul Arel University. Students in 

Psychology Department were informed about the current study and invited to take a 

part of this study. A package consists of Psychosocial-Demographical Information 

Form, EDE-Q, EAT-40, BISQ, TAS-20 and BDI were given to students who were 

willing to participate to the study. Students returned the package when they 

completed all of the questionnaires.  

3.4. Statistical Analysis 

Analyses of the data collected for the purpose of current study were 

performed using the Statistical Package for Social Sciences (SPSS), version 21. 

Before conducting main analyses, preliminary analyses were performed in order to 

explore the data. First of all, normality assumption was checked to see if data is 

normally distributed. Running descriptive statistics showed that data for each 

questionnaire and descriptive characteristics of the sample (e.g., age and gender) was 

found to be normally distributed based on skewness and kurtosis levels. 

As a second step, the reliability analysis was conducted in order to investigate 

reliability of the EDEQ, the EAT-40, the BISQ and the TAS-20. Reliability analysis 

showed that these questionnaires provide good Cronbach’s alpha levels ranged .81 to 

.92 for undergraduate students and good Cronbach’s alpha levels ranged .80 to .91 

for eating disorder patients. Therefore, it is concluded that running main analyses on 

these questionnaires is reliable for the current sample.  

Descriptive statistics and frequency analyses were applied in order to 

describe demographic characteristics of the current sample (e.g., mean age and BMI 

and number of individuals with each EDs). Moreover, independent sample t-tests 

were conducted for testing if there is a difference between patients with EDs and 

undergraduate students on  levels of disordered eating attitudes measured by EAT-

40, eating disorder pathology measured by EDEQ, body satisfaction measured by 

BISQ, depression measured by BDI, TAS-20 measured by TAS-20 and BMI. Further 

independent sample t-tests were conducted to investigate if there is a difference 

between female and male students on levels of above mentioned measures.   

For the main analysis, a multiple regression analysis was conducted in order 

to investigate whether depression, body satisfaction, alexithymia and BMI predicted 
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disordered eating attitudes and eating disorder pathology. Individual multiple 

regression analysis with the use of enter method was conducted for both comparison 

of eating disorders patients and university students and female and male university 

students. Collinearity Statistics further was conducted to test multicollinearity 

assumption. Results of tolerance and variance inflation factor (VIF) values showed 

that the current data did not suffer from multicollinearity.  
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4. CHAPTER 

RESULTS 

There were missing values in the collected data. Therefore, before conducting 

main analysis, missing value analysis and pattern analysis were conducted. 

According to results of missing value and pattern analyses, there was no variable 

with missing value more than 5% and these missing values were considered to be 

random. Therefore, missing values in each variable were replaced by using mean 

series. Then, analyses were conducted in the completed data.  

4.1. Comparison of Eating Disorders Patients and Undergraduate University 

Students 

 

4.1.1. Descriptive Features  

Results of descriptive statistics analyses and independent sample t-tests 

indicated that there was no statistically age difference between ED patients and 

undergraduate students. A further analyses on  total EDEQ, EAT-40, BISQ, BDI, 

TAS-20 and BMI showed that scores of patients with eating disorders were higher in 

all of the variables compared to university students except the score of BISQ. These 

differences between these groups were statistically significant regarding to the mean 

scores of above mentioned outcome variables. Table 5 represents mean scores, 

standard deviations and standard errors of ED patients and undergraduate students on 

these outcome measures.  

 

Table 5 

Scores of Patients with EDs and University Students on Outcome Measures 

  Patients with EDs (N =63) University Students (N=119) 

  M SD SE M SD SE 

EDEQ 3.37 1.44 0.18 1.34 1.29 0.12 

EAT-40 40.14 11.23 1.42 16.38 7.35 0.67 

BISQ 3.42 0.85 0.11 3.87 0.63 0.06 

BDI 21.39 12.32 1.55 13.01 9.12 0.84 

TAS-20 56.39 13.06 1.64 50.08 10.40 0.95 

BMI 18.16 3.28 0.41 22.55 3.63 0.33 
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4.1.2. Predictors of Eating Disorders Examination Questionnaire 

(EDEQ) 

Before presenting results, there is an important point that one needs to be 

cautious regarding to BISQ scores. BISQ measures body satisfaction in which higher 

scores are considered to be more satisfaction with the body and negative scores 

gathered in the analysis actually is an indicator of that body dissatisfaction predicts 

eating disorders pathology.  

A multiple regression analysis was conducted in order to investigate whether 

depression, body dissatisfaction, alexithymia and BMI predicted eating disorder 

pathology measured by total EDEQ score.  It was found that BDI, BISQ, TAS-20 

and BMI explain a significant amount of the variance in eating disorders pathology 

(F (4, 114) = 20.21, p < .001, R
2
 = .42, R

2
Adjusted = .39) in university students. The 

analysis indicated that BISQ (β = - .33, t (118) = -4.11, p < .001) and BMI (β = .44, t 

(195.96) = 5.99, p < .001) significantly predicted eating disorder pathology. 

However, no statistically significant predicting effects of BDI or TAS-20 were 

found.  

Among patients with eating disorders, it was found that BDI, BISQ, TAS-20 

and BMI explain a significant amount of the variance in eating disorders pathology 

(F (4, 58) = 9.10, p < .001, R
2
 = .39, R

2
Adjusted = .34). The analysis demonstrated that 

BISQ (β = - .26, t (62) = -2.17, p =.03), BMI (β = .26, t (62) = 2.49, p = .02) and 

TAS-20 (β = .37, t (62) = 2.75, p =.01) significantly predicted eating disorder 

pathology. However, BDI did not significantly predict eating disorder 

psychopathology.  Table 6 displays the unstandardized regression coefficients, the 

standardized regression coefficients, t-test and significance values found in the 

multiple regression analysis. 
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Table 6 

Summary of Multiple Regression Analysis for Variables Predicting EDEQ in 

University Students and ED Patients 

            B       SE         β       t      p 

University 

Students 

BISQ -0.66 0.16 -0.33 -4.11 0.00 

BDI 0.02 0.01 0.14 1.65 0.10 

TAS-20 0.00 0.01 0.00 0.05 0.96 

BMI 0.16 0.03 0.44 5.99 0.00 

  
     

ED 

Patients 

BISQ -0.44 0.20 -0.26 -2.17 0.03 

BDI 0.01 0.02 0.05 0.33 0.74 

TAS-20 0.04 0.01 0.37 2.75 0.01 

BMI 0.11 0.05 0.26 2.49 0.02 

 

 

In addition to overall score of EDEQ, predictors of each subscale of EDEQ 

were also investigated for both patients with eating disorders and undergraduate 

university students.  

4.1.2.1. Eating Disorders Examination Questionnaire Dietary Restrained Subscale 

(EDEQ-DR) 

BDI, BISQ, TAS-20 and BMI explain a significant amount of the variance in 

the EDEQ-DR (F (4, 114) = 9.76, p < .001, R
2
 = .26, R

2
Adjusted = .23) in university 

students. While BISQ and BMI significantly predicted EDEQ-DR, there was no 

statistically significant predicting effect of BDI or TAS-20.   

BDI, BISQ, TAS-20 and BMI explain a significant amount of the variance in 

EDEQ-DR (F (4, 58) = 3.70, p =.01, R
2
 = .20, R

2
Adjusted = .15) in patients with eating 

disorders. The analysis demonstrated that only TAS-20 significantly predicted 

EDEQ-DR. 

4.1.2.2. Eating Disorders Examination Questionnaire Eating Concern Subscale 

(EDEQ-EC) 

Among university students, BDI, BISQ, TAS-20 and BMI explain a 

significant amount of the variance in the EDEQ-EC (F (4, 114) =11.42, p < .001, 

R
2
 = .29, R

2
Adjusted = .26). BISQ and BMI significantly predicted EDEQ-EC; however 

BDI or TAS-20 did not significantly predict EDEQ-EC.    

BDI, BISQ, TAS-20 and BMI explain a significant amount of the variance in 

EDEQ-EC (F (4, 58) = 9.75, p < .001, R
2
 = .40, R

2
Adjusted = .36). According to 
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analysis, BISQ and TAS-20 significantly predicted EDEQ-EC while BDI or BMI did 

not make a statistically significant effect. 

4.1.2.3. Eating Disorders Examination Questionnaire Shape Concern Subscale 

(EDEQ-SC) 

BDI, BISQ, TAS-20 and BMI explain a significant amount of the variance in 

the EDEQ-SC (F (4, 114) = 26.55, p < .001, R
2
 = .48, R

2
Adjusted = .46) in university 

students. Analysis showed that BISQ and BMI significantly predicted EDEQ-SC, but 

BDI or TAS-20 did not significantly predicted EDEQ-SC.   

BDI, BISQ, TAS-20 and BMI explain a significant amount of the variance in 

eating disorders pathology (F (4, 58) = 11.37, p =.01, R
2
 = .44, R

2
Adjusted = .40) in 

patients with eating disorders. Except BDI, all of these variables significantly 

predicted EDEQ-SC.  

4.1.2.4. Eating Disorders Examination Questionnaire Weight Concern Subscale 

(EDEQ-WC) 

In university students, BDI, BISQ, TAS-20 and BMI explain a significant 

amount of the variance in the EDEQ-WC (F (4, 114) = 21.11, p < .001, R
2
 = .43, 

R
2

Adjusted = .41). Analysis showed that all of the variables significantly predicted 

EDEQ-WC except TAS-20.   

In patients with eating disorders, BDI, BISQ, TAS-20 and BMI explain a 

significant amount of the variance in EDEQ-WC (F (4, 58) = 5.45, p =.01, R
2
 = .27, 

R
2

Adjusted = .22). The analysis demonstrated that only TAS-20 and BMI significantly 

predicted EDEQ-WC.  

The unstandardized regression coefficients, the standardized regression 

coefficients, t-test and significance values found in the multiple regression analysis 

for each subscale and each sample are presented in Table 7.  
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Table 7 

Summary of Multiple Regression Analysis for Variables Predicting Subscales of EDEQ in University Students and ED Patients 

    Patients with EDs (N =63)   Undergraduate Students (N=119) 

    B SE  β t p   B SE  β t p 

EDEQ-

DR 

BISQ -0.41 0.27 -0.21 -1.6 -0.19   -0.78 0.23 -0.30 -0.34 0.001 

BDI -0.02 0.02 -0.16 -0.96 0.34 

 

0.10 0.02 0.05 0.56 0.60 

TAS-20 0.05 0.02 0.36 2.33 0.02 

 

-0.01 0.02 -0.05 -0.55 0.60 

BMI 0.12 0.06 0.23 1.94 0.06   0.16 0.04 0.35 4.18 0.00 

  
           

EDEQ-

EC 

BISQ -0.43 0.21 -0.24 -2.04 0.04 

 

-0.37 0.14 -0.23 -2.58 0.01 

BDI 0.02 0.02 0.15 0.15 0.31 

 

0.02 0.01 0.18 1.92 0.06 

TAS-20 0.04 0.02 0.34 0.34 0.01 

 

0.00 0.01 0.01 0.13 0.90 

BMI 0.09 0.05 0.20 0.20 0.05   0.11 0.02 0.37 4.49 0.00 

  
           

EDEQ-SC 

BISQ -0.60 0.22 -0.31 -2.72 0.01 

 

-0.86 0.17 -0.38 -5.03 0.00 

BDI 0.01 0.02 0.10 0.73 0.47 

 

0.02 0.01 0.12 1.49 0.14 

TAS-20 0.04 0.02 0.34 2.60 0.01 

 

0.01 0.01 0.04 0.45 0.65 

BMI 0.12 0.05 0.25 2.45 0.01   0.18 0.03 0.45 6.53 0.00 

  
           

EDEQ-

WC 

BISQ -0.31 0.25 -0.16 -1.25 0.21 

 

-0.63 0.18 -0.28 -3.51 0.001 

BDI 0.01 0.02 0.09 0.57 0.57 

 

0.03 0.01 0.19 2.22 0.03 

TAS-20 0.04 0.02 0.30 2.01 0.049 

 

0.00 0.01 0.03 0.36 0.71 

BMI 0.12 0.06 0.25 2.21 0.03   0.18 0.03 0.46 6.26 0.00 
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4.1.3. Predictors of Eating Attitudes Test-40 (EAT-40) 

A multiple regression analysis was conducted in order to investigate if 

depression, body satisfaction, TAS-20 and BMI predicted eating attitudes measured 

by EAT. BDI, BISQ, TAS-20 and BMI found to explain a significant amount of the 

variance in eating disorders pathology (F(4, 114) = 3.81, p = .006, R
2
 = .12, 

R
2

Adjusted = .09) among undergraduate students.  The analysis indicated that only BMI 

(β = .26, t(118) = 2.77, p =.007) significantly predicted disordered eating attitudes. 

However, BISQ, BDI and TAS-20 did not significantly predict disordered eating 

attitudes.   

Among patients with eating disorders, results of the enter method indicated 

that BDI, BISQ, TAS-20 and BMI explain a significant amount of the variance in 

disordered eating attitudes (F(4, 58) = 7.48, p < .001, R
2
 = .34, R

2
Adjusted = .30). The 

analysis showed that BISQ (β = - .29, t(62) = -2.34, p =.02) and TAS-20 (β = .46, 

t(62) = 3.30, p =.02) significantly predicted disordered eating attitudes. However, no 

predicting effect of BDI and BMI on disordered eating attitudes was found. The 

unstandardized regression coefficients, the standardized regression coefficients, t-test 

and significance values in the multiple regression analysis can be seen in Table 8. 

 

Table 8 

Summary of Multiple Regression Analysis for Variables Predicting EAT-40 in 

University Students and ED Patients 

            

            B       SE        β     t      p 

University 

Students 

BISQ 0.23 1.13 0.02 0.21 0.84 

BDI 0.05 0.08 0.06 0.54 0.59 

TAS-20 0.13 0.07 0.18 1.76 0.08 

BMI 0.51 0.18 0.25 2.76 0.01 

  
     

ED 

Patients 

BISQ -3.82 1.64 -0.29 -2.34 0.02 

BDI -0.05 0.14 -0.05 -0.35 0.72 

TAS-20 0.40 0.12 0.46 3.30 0.002 

BMI -0.12 0.37 -0.03 -0.32 0.75 
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4.2. Comparison of Female and Male Undergraduate University Students 

Since there were only 2 men patients with eating disorders in the current 

sample, it was not possible to run a parametric analysis on predictors of eating 

disorder pathology and eating attitudes among women and men in EDs patient 

sample. Hence, how predictors of eating disorder pathology and disordered eating 

attitudes differ in genders was investigated only in the undergraduate university 

student sample. 

 

4.2.1. Descriptive Features  

Descriptive statistics analyses and independent sample t-tests were conducted 

for testing if there is a difference between female and male undergraduate students 

on the levels of disordered eating attitudes, eating disorder pathology, body 

satisfaction, depression, alexithymia and BMI. A statistically significant difference 

(t(18) = -4.82, p < .001) between female and male students on mean score of BMI 

was found. However, no significant difference was found on mean scores of EAT-40, 

EDEQ, BISQ, BDI and TAS-20. Mean scores, standard deviations and standard 

errors of female and male undergraduate students on outcome measurements are 

presented in Table 9. 

 

Table 9 

Scores of Female and Male University Students on Outcome Measures 

  

Female Students                                                              

(N = 64) 

Male Students           

(N = 55) 

  M SD SE M SD SE 

EDEQ 1.36 1.38 0.17 1.32 1.19 0.16 

EAT-40 15.44 6.06 0.76 17.48 8.53 1.15 

BISQ 3.82 0.64 0.08 3.92 0.63 0.09 

BDI 12.29 7.31 0.91 13.84 10.87 1.47 

TAS-20 49.26 10.65 1.33 51.03 10.12 1.36 

BMI  21.18 3.35 0.42 24.14 3.32 0.45 

 

4.2.2. Predictors of Eating Disorders Examination Questionnaire 

(EDEQ) 

In female students, it was found that BDI, BISQ, TAS-20 and BMI explain a 

significant amount of the variance in eating disorders pathology (F(4, 59) = 18.51, p 

< .001, R
2
 = .56, R

2
Adjusted = .53).  The analysis further indicated that only BMI (β = 
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.49, t(63) = 4.78, p < .001) significantly predicted eating disorder pathology. 

Nevertheless, no statistically significant predicting effects of BISQ, BDI or TAS-20 

were found on eating disorder pathology for women.  

In male students, results of the enter method demonstrated that BDI, BISQ, 

TAS-20 and BMI explain a significant amount of the variance in eating disorders 

pathology (F(4, 51) = 4.95, p =.002, R
2
 = .28, R

2
Adjusted = .22). The analysis showed 

that BISQ (β = - .26, t(55) = -2.17, p =.02) and BMI (β = .40, t(55) = 3.10, p = .03) 

significantly predicted eating disorder pathology. However, BDI and TAS-20 did not 

significantly predict eating disorder psychopathology among male students. Table 10 

presents unstandardized regression coefficients, the standardized regression 

coefficients, t-test and significance values found in the multiple regression analysis. 

 

Table 10 

Summary of Multiple Regression Analysis for Variables Predicting EDEQ in Female 

and Male University Students 

    
 

      

            B       SE         β      t        p 

Females 

BISQ -0.32 0.25 -0.15 -1.32 0.19 

BDI 0.03 0.02 0.16 1.30 0.20 

TAS-20 0.02 0.02 0.12 1.04 0.30 

BMI 0.20 0.04 0.49 4.78 0.00 

       

Males 

BISQ -0.65 0.22 -0.34 -2.94 0.005 

BDI 0.02 0.01 0.20 1.44 0.16 

TAS-20 -0.01 0.01 -0.11 -0.88 0.38 

BMI 0.17 0.04 0.48 3.86 0.00 

 

 

Predictors of each subscale of EDEQ were further investigated for comparing 

female and male undergraduate university students.  

 

4.2.2.1. Eating Disorders Examination Questionnaire Dietary Restrained Subscale 

(EDEQ-DR) 

BDI, BISQ, TAS-20 and BMI explain a significant amount of the variance in 

the EDEQ-DR (F(5, 59) = 6.57, p < .001, R
2
 = .32, R

2
Adjusted = .27) in female 
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students. Only BMI significantly predicted EDEQ-DR, there was no statistically 

significant predicting effect of other variables.   

In male university students, BDI, BISQ, TAS-20 and BMI explain a 

significant amount of the variance in EDEQ-DR (F(5, 49) = 6.48, p < .001 , R
2
 = .34, 

R
2

Adjusted = .29). The analysis demonstrated EDEQ-DR significantly predicted by 

BISQ and BMI. However, BDI or TAS-20 did not predict EDEQ-DR.  

4.2.2.2. Eating Disorders Examination Questionnaire Eating Concern Subscale 

(EDEQ-EC) 

Among female university students, BDI, BISQ, TAS-20 and BMI explain a 

significant amount of the variance in the EDEQ-EC (F (4, 59) =11.49, p < .001, R
2
 = 

.43, R
2

Adjusted = .40). Analysis showed that BMI was the only variable which 

significantly predicted EDEQ-EC.  

BDI, BISQ, TAS-20 and BMI did not explain a significant amount of the 

variance in EDEQ-EC (F (4, 50) = 2.43 p = 0.06, R
2
 = .16, R

2
Adjusted = .09) for male 

university students. However, analysis indicated that BISQ and BMI significantly 

predicted EDEQ-EC. 

4.2.2.3. Eating Disorders Examination Questionnaire Shape Concern Subscale 

(EDEQ-SC) 

BDI, BISQ, TAS-20 and BMI explain a significant amount of the variance in 

the EDEQ-SC (F(4, 59) = 24.01, p < .001, R
2
 = .62, R

2
Adjusted = .60) in university 

students. Only BISQ and BMI found to significantly predicted EDEQ-SC.   

For male university students, BDI, BISQ, TAS-20 and BMI explain a 

significant amount of the variance in eating disorders pathology (F(4, 50) = 8.39, p < 

.001, R
2
 = .40, R

2
Adjusted = .35) in patients with eating disorders. As in females, BISQ 

and BMI significantly predicted EDEQ-SC.  

4.2.2.4.Eating Disorders Examination Questionnaire Weight Concern Subscale 

(EDEQ-WC) 

In female university students, BDI, BISQ, TAS-20 and BMI explain a 

significant amount of the variance in the EDEQ-WC (F(4, 59) = 16.36, p < .001, 

R
2
 = .59, R

2
Adjusted = .54). Analysis showed that only BMI significantly predicted 

EDEQ-WC.   

In male university students, BDI, BISQ, TAS-20 and BMI explain a 

significant amount of the variance in eating disorders pathology (F(4, 50) = 5.32, p 
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=.001, R
2
 = .30, R

2
Adjusted = .24). The analysis demonstrated that BISQ and BMI 

significantly predicted EDEQ-WC while other variables did not predict.  

Table 11 shows the unstandardized regression coefficients, the standardized 

regression coefficients, t-test and significance values found in the multiple regression 

analysis for each subscale and both females and males.  
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Table 11 

Summary of Multiple Regression Analysis for Variables Predicting Subscales of EDEQ in Female and Male University Students  

    Female Students (N = 64)   Male Students (N= 55) 

    B SE  β t p   B SE  β t p 

EDEQ-

DR 

BISQ  -.31 .38 -.12 -.81 .42   -.83 .29 -.38 -2.87 .006 

BDI  .01 .04 .04 .24 .82 

 

.02 .02 .15 1.08 .28 

TAS-20  .03 .02 .18 1.21 .23 

 

-.03 .02 -.25 -1.94 .06 

BMI  .19 .06 .37 2.89 .005   .21 .06 .44 3.51 .001 

  
           

EDEQ-

EC 

BISQ -.06 .22 -.04 -.27 .79 

 

-.44 .21 -.28 -2.08 .04 

BDI .03 .02 .21 1.57 .12 

 

.02 .01 .17 1.13 .27 

TAS-20 .01 .01 .06 .48 .64 

 

-.00 .01 -.04 -.28 .79 

BMI .16 .04 .48 4.17 .000   .09 .04 .29 2.05 .045 

  
           

EDEQ-SC 

BISQ -.58 .26 -.24 -2.24 .03 

 

-.77 .23 -.37 -3.34 .002 

BDI  .04 .02 .17 1.52 .13 

 

  .02 .02 .17 1.29 .20 

TAS-20  .02 .02 .10 .93 .36 

 

-.01 .02 -.04 -.30 .77 

BMI  .22 .05 .47 4.92 .00    .21 .05 .54 4.51 .00 

  
           

EDEQ-

WC 

BISQ -.34 .29 -.14 -1.21 .23 

 

-.55 .24 -.28 -2.27 .03 

BDI   .04 .03  .19 1.59 .12 

 

  .03 .02 .24 1.75 .09 

TAS-20   .01 .02 .09 .78 .44 

 

-.01 .02 -.05 -.36 .72 

BMI  .24 .05 .51 4.99 .00    .18 .04 .49 3.78 .00 
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4.2.3.Predictors of Eating Attitudes Test-40 (EAT-40) 

Multiple regression analysis with the use of enter method showed that BDI, 

BISQ, TAS-20 and BMI did not explain a significant variance in disordered eating 

attitudes (F(4, 51) = .15, p = .96, R
2
 = .01, R

2
Adjusted = -.06) among undergraduate 

male students. Unlike males, BDI, BISQ, TAS-20 and BMI found to explain a 

significant amount of the variance in disordered eating attitudes (F(4, 59) = 5.75, p = 

.001, R
2
 = .28, R

2
Adjusted = .23) among undergraduate female students. The analysis 

showed that only TAS-20 (β = .45, t(63) = 3.03, p =.02) significantly predicted 

disordered eating attitudes in females. However, no predicting effect of BISQ, BMI 

or BDI was found. The unstandardized regression coefficients, the standardized 

regression coefficients, t-test and significance values in the multiple regression 

analysis are presented in Table 11. 

 

Table 12 

Summary of Multiple Regression Analysis for Variables Predicting EAT-40 in 

Female and Male University Students 

            

           B       SE        β       t    p 

Females 

BISQ 0.56 1.38 0.06 0.40 0.69 

BDI -0.02 0.13 -0.02 -0.15 0.88 

TAS-20 0.26 0.09 0.45 3.03 0.004 

BMI 0.43 0.24 0.23 1.80 0.08 

       

Males 

BISQ 0.20 1.93 0.01 0.10 0.92 

BDI 0.07 0.13 0.09 0.56 0.58 

TAS-20 0.01 0.13 0.01 0.08 0.93 

BMI 0.47 0.39 0.18 1.21 0.23 
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5. CHAPTER 

 

DISCUSSION 

The aim of the current study was to investigate the predictors of disordered 

eating attitudes and eating disorders. More specifically, this study examined whether 

depression, body mass index, body dissatisfaction and alexithymia predict disordered 

eating attitudes and eating disorder pathology. This study further investigated how 

predictors of disordered eating attitudes and eating disorder pathology show changes 

in the undergraduate university students and patients with eating disorders. 

Additionally, the possible predictors for female and male university students were 

explored.  Overall, this study provided evidence for all of the above mentioned 

factors as to be predictors of disordered eating attitudes (DEAs) and eating disorders 

(EDs) except depression. 

 

5.1. Comparison of Eating Disorders Patients and Undergraduate University 

Students  

Findings of the current study revealed that patients with eating disorders 

presented significantly higher levels of eating pathology, problematic eating attitudes 

and behaviours, depression and alexithymia compared to the university students. 

Moreover, body mass index (BMI) of these patients was found to be significantly 

lower than these students. As expected, university students exhibited higher levels of 

body image satisfaction. Thus, it is possible to conclude that patients with EDs and 

university students demonstrated distinctive patterns.  

The current study further demonstrated that DEAs were predicted by body 

dissatisfaction among patients with EDs. In other words, decrease in body 

satisfaction among ED patients resulted in increased DEAs. However, the situation 

appeared to be different in the undergraduate university students. Among those 

students, it was found that DEAs were predicted by body mass index (BMI). Thus, 

when BMI of these students rises, it is more likely that they would present more 

DEAs. Whereas BMI based on the actual weight and height, satisfaction with body 

image is significantly associated with the standards that one places on her/himself by 

being independent of the actual body size (Anton, Perri, & Riley, 2000). Thus, this 

discrepancy found in this study between students and patients pointed out the 

importance of self-evaluation for the development of disordered eating attitudes and 
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behaviours. It appears that although university students who could also be considered 

as a part of healthy population evaluate themselves in an objective manner, patients 

with EDs make more subjective evaluations. In this regard, it is plausible to assume 

that how an individual evaluates her/himself plays a significant role on the eating 

attitudes and behaviours. More specifically, the discrepancy between ideal self and 

real self might become to be a significant risk factor.   

It has been previously indicated that body dissatisfaction and BMI play 

predictive role on increasing dieting behaviours and pathological eating behaviours 

(Fan et al., 2010; Paxton, Neumark-Sztainer, Hannan, & Eisenberg, 2006). As in line 

with the earlier literature, body image dissatisfaction and BMI played predictive 

roles in the undergraduate university students on the mean score of eating disorders 

instrument. Similar to the university students, increase in body image satisfaction and 

BMI predicted higher scores of eating disorders in patients with EDs. However, 

different than the situation in the university students, alexithymia was found to be 

another predictive factor in the development of eating disorders pathology among 

patients with EDs. Based on this finding; one can assume that alexithymia is a 

differential feature for having higher levels of eating disorder pathology which would 

lead to be diagnosed with an eating disorder.  

When subscales of eating disorders instrument examined, BMI and 

alexithymia found to predict weight concerns in patients with EDs. Furthermore, 

eating concerns were predicted increased levels of alexithymia and body 

dissatisfaction. Shape concerns of these patients were shown to increase by body 

dissatisfaction, BMI and alexithymia. Alexithymia found to be a predictive factor for 

dietary restraint in patients with EDs in this study. Overall, these findings mainly 

emphasize the importance of alexithymia symptoms for the development of ED 

pathology.  

Previous literature has suggested that improving capacity of identifying and 

expressing emotions would positively affect one’s perception of body and symptoms 

of alexithymia (Carano et al., 2006). In this sense, integration of strategies to deal 

with alexithymia within the interventions for the patients with EDs is likely to 

increase treatment outcome. However, a caution is needed. Evidence has indicated 

that there might be different underlying mechanisms of alexithymia symptoms for 

ED patients who present restricted eating behaviours compared to ones who present 

binge eating and purging behaviours (Nowakowski, McFarlane & Cassin, 2013). 
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Therefore, determination of underlying mechanisms of alexithymia symptoms for the 

subtypes of EDs should be the first step before delivering any intervention. 

Results of the current study showed that increase in BMI and body 

dissatisfaction among the university students found to predict higher levels of shape 

concerns, eating concerns and dietary restrained behaviours among the university 

students. Furthermore, weight concerns of the university students were predicted by 

higher levels of BMI, body dissatisfaction and depression.  

Finding the predicting effect of depression only on weight concerns but not 

on any other variables related to DEAs or EDs is remarkable. In the current study, 

the mean score of the university students in the Beck Depression Inventory found to 

be in the mild symptoms range while the mean score of the patients with EDs found 

to be in the severe symptoms range. Even though university students and patients 

with EDs presented higher scores than the normal range, no predicting effect of 

depression was demonstrated on DEAs or ED pathology for either of these groups. 

This result is contradictory with the several studies (e.g., Juarascio et al., 2016) 

which demonstrated that depression significantly predicted increase in eating 

disorder pathology. The reasoning behind the present study’s finding might be that 

there is only a relationship between depression and weight concern since depression 

has known to cause increased appetite for some individuals which resulted in weight 

gain. Previous research supports this idea with the scientific evidence on a positive 

association between weight concerns and depression in adolescents (Herpertz-

Dahlmann et al., 2008). Likewise, another study has demonstrated that a significant 

amount of variance in weight concern is explained by depressive symptoms (Wilksch 

& Wade, 2004). 

This present finding about depression rises a further question that whether 

depression is a consequence of EDs and DEAs rather than being a risk factor. For 

instance, a recent study conducted on adolescents has shown that depression may be 

considered to be both a cause and a consequence for obese individuals (Goldfield, 

Moore, Henderson, Buchholz, Obeid, &, Flament, 2010). Previous research has 

demonstrated that body dissatisfaction that often observed among patients with EDs 

is a strong predictor of depressive mood, thus it considered to be a risk factor (Paxton 

et al., 2006). Some individuals have a tendency to consider having ideal body weight 

under their personal controls. When achieving ideal body size becomes highly 

important, one is likely to evaluate him/herself negatively in the case of any failure 
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during this journey. Those with less satisfaction with their body can also define this 

failure as a personal inadequacy. As a consequence, these negative evaluations result 

in development of depressive symptoms (Paxton et al., 2006). However, a further 

evaluation on this issue is necessary in order to draw statistically supported 

conclusion.  

 

5.2. Comparison of Female and Male Undergraduate University Students 

Earlier research has demonstrated that gender plays a significant role on the 

development of unhealthy eating behaviours and attitudes (Ortaçgil, 2009). Even 

though the present study did not find statistically significant differences between 

females and males for the outcome measures, males exhibited higher mean scores on 

disordered eating attitudes, depression, alexithymia, body satisfaction and BMI 

compared to their female peers. However, as one can assume from the growing 

evidence on the field of ED research, females showed higher mean scores for eating 

disorder pathology. 

When predictors of disordered eating attitudes and behaviours were examined 

in female and male university students, it was found that increases in alexithymia 

symptoms results in increased DEAs among females. Nevertheless, variables in the 

current study did not explain the significant variance in male’s DEAs. There might 

be another factor which was not investigated within the scope of this study, but 

actually leads increases in DEAs among male university students. For instance, 

pressure of muscle building has been previously shown to have positive correlation 

between disordered eating attitudes and behaviours (Olivardia, Pope Jr, Borowiecki 

III & Cohane, 2004). The reasoning behind engaging in DEAs for men might be that 

they are particularly aiming for muscular body rather than being skinny or losing 

weight. Thus, it is crucial to further research to distinguish muscularity and weight 

concern in men when investigating the DEAs. 

Findings of the current study revealed that BMI was the only predictor factor 

in female university students regarding to overall eating disorders pathology. 

Nevertheless, increases in body dissatisfaction and BMI were shown to predict 

increased eating disorders pathology in male university students. In the matter of the 

predictors of subscales of eating disorders instrument, higher levels of body 

dissatisfaction and BMI among male university students were found to result in 

increased dietary restrained, eating, shape and weight concerns. Similarly to their 
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peers, shape concerns of female university students were predicted by BMI and body 

dissatisfaction. However, only higher levels of BMI were found to cause dietary 

restrained, eating and weight concerns among these females. 

 

5.3. Limitations 

The current study has several limitations that must be acknowledged when 

interpreting the results. First, the small sample size of male patients with EDs was 

underpowered to detect meaningful differences between female and male patients. 

Therefore, it was not possible to run analysis to provide information about how 

predictors of disordered eating attitudes and eating disorders pathology show 

changes between genders in the clinical sample. Second, disordered eating attitudes, 

eating disorders pathology, body mass index, body satisfaction, depression, and 

alexithymia were measured by the application of self-report questionnaires. Even 

though all of the instruments used in this study are validated, reliable, and well-

known, self-report questionnaires are associated with increased risk of social 

desirability bias (Brechan & Kvalem, 2015). Another limitation of the present study 

was that the predictors of EDs and DEAs did not investigated for the subgroups of 

EDs, namely AN, BN, BED, and OSFED. Since each of these subtypes of EDs have 

their own specific features, it is likely that different factors would influence these 

subtypes. For instance, it has been previously suggested that there might be a strong 

link between binge eating and mood changes, whereas bulimic behaviours and 

attitudes might be more strongly linked to cognitive processes (Berg, Frazier, & 

Sherr, 2009). Thus, investigation of unique diagnostic categories within eating 

disorders would enrich our understanding regarding to the specific risk factors of 

subtypes of EDs. It would be also beneficial to target different features when 

delivering interventions. Lastly, the demographic characteristics of the current 

sample did not included to the analysis. Therefore, it was not possible to draw a 

conclusion regarding to the effect of demographical variables such as place of 

residence and education.     

 

5.4. Strengths 

Despite the limitations, there are also several strengths of the current study. 

First of all, the research design of this study can be considered to be fairly powerful 

since a group of patients with EDs as well as university students were included. As 
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another methodological strength, attitudes and behaviours related to EDs were 

measured by the application of multiple instruments rather than relying on a single 

tool. Moreover, this study provided remarkable information regarding to the 

predictors of EDs in Turkish students and patients, and contributed to Turkish 

literature on EDs which is quite limited. In this way, it is believed that the knowledge 

about characteristics and appearance of EDs in a non-Western society was improved. 

Furthermore, the existing literature has criticised about the fact that most of the 

studies on EDs only focus on females in spite of growing evidence of EDs among 

males. Thereagainst to this limitation of existent literature, a relatively good number 

of male participants were included to this study. 

 

5.5. Clinical Implications 

The results of the current study provided considerable implications for 

public health and mental health services. First of all, to the present author’s 

knowledge, this is the one of the few studies on EDs that investigated both clinical 

and healthy population, particularly in Turkey. Thus, it is believed that it would be 

possible to improve the existent interventions with the help of provided information 

about the characteristics of the Turkish EDs patients in the ways suggested by the 

current study. More specifically, this study demonstrated the importance of 

alexithymia for both prevention and treatment strategies for EDs. Furthermore, the 

findings have drawn attention to the fact that depression might be a consequence of 

EDs rather than being a precursor or a risk factor.  

This study also believed to increase the awareness regarding to EDs among 

males. Growing number of males suffer from EDs and body dissatisfaction, and they 

started seeking cosmetic surgery and engaging excessive exercises. The increase in 

prevalence of EDs among males and increased number of people who needs care put 

more burden on the public health care services (Olivardia et al., 2004). By the means 

of present findings, it would be possible to develop interventions which are also 

tailored to meet the specific needs of males.  

 

5.6. Future Directions 

Based on the current findings and shortcomings of the existent literature in 

the EDs field, directions for the future studies are provided. It has been previously 

proposed that while binge eating and mood changes are related, bulimic behaviours 
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are linked to cognitive processes (Berg, Frazier, & Sherr, 2009). Thus, investigation 

of unique diagnostic categories within eating disorders would enrich our 

understanding regarding to specific risk factors of each subtype of EDs. Further 

research would also benefit from conducting any research on male patients with EDs. 

Our existent knowledge about the clinical representations of the ED patients is 

limited to females. Moreover, instruments for identification of DEAs and EDs were 

mainly developed and psychometrically tested on females which are likely to result 

in under recognition of ED symptoms among males (Raevuori, Keski-Rahkonen, & 

Hoek, 2014). Given with the lack of scientific evidence and reliable and validated 

instruments for testing EDs in males, practitioners may fail to recognise EDs in their 

male clients. In this regard, any research on the development of psychometrically 

tested instruments with the focus of features of male ED patients would contribute to 

both of the scientific field and clinical practice. Finally, it is believed that a further 

investigation of self-esteem which is close relationship with body satisfaction as a 

risk factor for development of EDs among both patients and healthy population 

would be beneficial (Olivardia et al., 2004). 

 

5.7. Conclusion 

In many respects, eating disorders are world-wide health concerns. The 

present study emphasized that EDs are not Western specific mental illness, but also a 

serious issues in non-Western societies such as Turkey. Thus, it is crucial to identify 

the risk factors and enhance efficacy of existent interventions targeting EDs. The 

findings of the current study facilitated a better understanding about the predictors of 

disordered eating attitudes and eating disorders pathology. More specifically, this 

study showed that higher levels of body dissatisfaction, BMI and alexithymia result 

in higher levels of disordered eating attitudes and eating disorders pathology. It is 

believed that it would be possible to develop and improve the prevention and 

treatment strategies for EDs by taking present findings account.  
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APPENDICIES 

(In Turkish) 

APPENDIX A 

Consent Form 
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APPENDIX B 

The Psychosocial-Demographical Information Form 

Demografik Form 

1. Cinsiyet:  

2. Doğum Tarihi: 

3. Eğitim Durumu:  a) Okuryazar değil     b) İlköğretim    c) Lise     d) Üniversite    

e) Yüksek Lisans    f)Doktora        

 

4. Medeni Durum 

a) Evli        b) Bekar           c) Birlikte yaşıyor   

 

5. Maddi durum 

a) Düşük     b) Orta      c) Üst - orta     d) Yüksek    e) Çok yüksek 

 

6. Şu anda yaşadığı yer 

a) Metropol    b)Büyükşehir    c) Küçükşehir     d) Kasaba     e) Köy 

 

7. Yetiştiği yer 

a) Metropol    b)Büyükşehir    c) Küçükşehir     d) Kasaba     e) Köy 

 

8. Meslek: 

 

9. Çalışma Durumu: 

a) Çalışıyor: ____________________________ (lütfen çalıştığınız işinizi yazınız)  e  

b) Çalışmıyor: 

 

10. Çalışmıyor ise nedeni: 

a) Hastalığa bağlı sebepler 

b) Başka nedenlerle: ____________________________(lütfen nedenini yazınız) 

c) Öğrenci olduğu için 

 

11. Şu anki kilo:  Boy: 

a) Şimdiye kadar en yüksek kilo: 

b) Şimdiye kadar en düşük kilo: 

 

12. Daha önce yeme problemleri ile ilişkili doktora başvuru var mı? 

a) Yok                          b) Var;  (Kaç defa): ________________________________ 

 

13. Daha önce bir tedavi gördünüz mü? 

a) Hayır                          b) Evet 
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14. Evet ise tedavi türü nedir? 

a)Yatarak  ise  i) Psikiyatri ii) özel 

b) Ayaktan ise i) devlet ii)özel 

 

15. Psikiyatrik öz geçmiş (geçmişte psikiyatrik başka bir sorunu var mı?) 

a) Yok                 b) Var;  (Açıklayınız): ________________________________ 

 

16. Psikiyatrik soy geçmiş (1. Derece akrabalarında psikiyatrik bir sorun var mı?) 

a) Yok                 b) Var;  (Açıklayınız): ________________________________ 
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APPENDIX C 

The Eating Disorder Examination Questionnaire 
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APPENDIX D 

The Eating Attitudes Test-40 
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APPENDIX E 

Body Image Satisfaction Questionnaire 
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APPENDIX F 

Toronto Alexithymia Scale – 20 
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APPENDIX G 

Beck Depression Inventory 
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