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Abstract
The primary purpose of this study is to adapt the Intuitive Eating Scale-2,
which was originally developed in the USA, to Turkish and to assess its
reliability and validity in the Turkish population. The IES-2 was originally
developed to contain 23 items and 4 subscales: Eating for Physical Rather
Than Emotional Reasons (EPR), Unconditional Permission to Eat (UPE),
Reliance on Hunger and Satiety Cues (RHSC) and Body-Food Choice
Congruence (B-FCC). In the first study, an exploratory factor analysis was
conducted to evaluate the factor structure of the Turkish IES-2 and it
revealed a similar four-factor structure as in the original study. 2 items were
omitted from the Turkish IES-2 due to low KMO value and low primary
loading. Reliability and validity study was conducted with 264 people from
the normal population. Results indicate that the Turkish IES-2 is a reliable
and valid scale for the assessment of intuitive eating. In the second study, it
was checked if the four-factor structure could be confirmed with a different
sample of 271 participants through confirmatory factor analysis. Another
aim of the second study was to check if the four factors of the IES-2 load on
to a higher factor, intuitive eating. The results indicated that the data fit well
and the four-factor structure was confirmed with a different sample. A
second-order CFA revealed an overall acceptable fit and except for UPE,
first-order factors loaded highly on to higher-order intuitive eating factor in
the Turkish sample. Consequently, the results of the present study
demonstrated that IES-2 is a valid and reliable instrument for adult
population in Turkey. The Turkish IES-2 can be a useful tool for identifying
individuals who do not have the ability to distinguish physical hunger from
emotional hunger. The findings are discussed along with the limitations and

clinical implications of the study and with suggestions for future research.
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Ozet
Bu calismanin amaci ABD’de gelistirilen Sezgisel Yeme Olgegi-2’yi
Tirkge’ye adapte etmek ve Tiirk popiilasyonda gecerlik ve gilivenilirlik
analizlerini yapmaktir. SYO-2 orijinal halinde 23 madde ve 4 alt dlcege
sahiptir: Duygusal Degil Fiziksel Sebeplerle Yeme, Yemeye Sartsiz izin
Verme, A¢lik ve Doygunluk ipuglarina Giivenme ve Viicut-Yemek Secim
Uyumu. ilk calismada SYO-2’nin Tiirkge versiyonunun faktdr yapisini
degerlendirmek i¢in kesfedici faktor analizi uygulanmis ve orijinal
calismadakine benzer bir sekilde dort faktorlii bir yapt bulunmustur. Tiirkge
versiyonunda biri diisiik KMO degeri ve biri kendi faktoriine diisiik sekilde
yiiklenmesi sebebiyle iki madde c¢ikarilmistir. Gegerlik ve giivenirlik
analizleri normal popililasyondan 264 katilimer ile gergeklestirilmistir.
Sonuglar SYO-2’nin Tiirkge versiyonunun sezgisel yemeyi dlgmede gecerli
ve giivenilir bir 6lgek oldugunu ortaya koymustur. Ikinci calismada 271
kisilik bir bagka 6rneklemde dortlii faktor yapisinin iyi bir sekilde uyum
gosterip gostermedigine dogrulayici faktdr analizi yoluyla bakilmistir. ikinci
calismanin bir bagska amac1 SYO-2’nin dért faktoriiniin daha yiiksek bir
faktore, sezgisel yemeye, yiiklenip yiliklenmedigini gormektir. Sonuglar
faktor yapisinin bir baska orneklemde de yeterli sekilde uydugunu ve
‘Yemeye Sartsiz Izin Verme’ faktorii disindaki faktorlerin Tiirk 6rneklemde
sezgisel yemeye yliksek diizeyde yiiklendigini gostermistir. Sonug olarak bu
calismanin sonuglart SYO-2’nin Tiirk yetiskin popiilasyonda gegerli ve
giivenilir bir 6lgek oldugunu ortaya koymustur. SYO-2’nin Tiirkge
versiyonu fiziksel acligt duygusal agliktan ayirt edemeyen bireylerin
saptanmasi i¢in faydali bir arac olabilir. Bulgular, calismanin sinirliklari,

klinik ¢ikarimlar ve gelecek ¢aligsmalar i¢in Oneriler tartisiimistir.



CHAPTER 1: INTRODUCTION

1.1 INTUITIVE EATING

Until recently, eating behaviors were mainly classified as pathological
and non-pathological. Most studies focused on how pathological eating
behaviors developed, how these behaviors could be healed and how the
researchers could measure and interpret them. However non-pathological
eating behaviors do not necessarily have to be adaptive (Tylka & Wilcox,
2006) and studies on adaptive eating behaviors were underrepresented in the
literature. Intuitive eating is one of the adaptive types of eating behaviors. It
is mainly characterized as eating in response to physiological hunger and
satiety cues, and not to emotional or external ones (Tylka, 2006). According
to Tylka and Kroon Van Diest (2013) people who eat intuitively do not get
preoccupied about food. Although they do care about taste, they mainly
value their body’s functioning in their food choices. They trust their internal
cues about when, what and how to eat (Tylka & Kroon Van Diest, 2013).

Intuitive eating is a term that is used by several psychologist and
nutritionists (Carper, Fisher & Birch, 2000; Tylka, 2006, Tribole & Resch,
1995). They claim that intuitive eating is adaptive since it mainly focuses on
what the body needs and people who eat intuitively are in contact with their
internal physiological states and they are not preoccupied with food (Tylka,
2006). According to these scholars, there are three central features of
intuitive eating: (a) unconditional permission to eat, (b) eating for physical
rather than emotional reasons, and (c) reliance on internal hunger and satiety
cues.
1.1.1 Unconditional Permission to Eat.

According to Tribole and Resch, people who give themselves
unconditional permission to eat do so as a response to their internal
physiological hunger signals and eat the food they desire at a particular
moment (Tribole & Resch, 1995). They do not perceive certain types of
food as unacceptable and do not avoid them. They trust their bodies about

when, what and how to eat (Tylka, 2006).



On the contrary people who restrict themselves about eating and
have ‘conditions’ in their eating behaviors try to limit and control their
eating, and get preoccupied about food (Polivy & Herman, 1999). Because
of the restriction about food and the preoccupation that comes with it, the
likelihood of conditional eaters to eat more than the intuitive eaters
increases. In one study, researchers found out that restrained eaters break
their restraint especially when they believe their previous meal was high in
calorie and tasted good. The cognitive preoccupation is important in this
overeating behavior since it is based on the perception of the restrained
eaters (Woody, Costanzo & Liefer, 1981).

1.1.2 Eating for Physical Rather Than Emotional Reasons

People who eat intuitively depend on their physical cues. When they feel
hungry, they eat and they do not take their emotions into account. Herman
and Polivy proposed a boundary model to explain the difference between
individuals who eat intuitively and who restrict themselves. People who do
not diet have only two boundaries: hunger and satiety. When hungry they
eat and when their body sends the signals of satiety they stop eating. This is
not the case for people who restrict their eating since they have a third
unnatural diet boundary (as cited in Tylka 2006). But when there is a
rupture in this boundary, the eating behavior may get out of control and lose
its connection with bodily signals. People who diet may eat ‘unpermitted’
food when their mood changes. This paves the way to eating in negative
mood states (Costanzo, Reichmann, Friedman & Musante, 2001).
1.1.3 Reliance on Internal Hunger and Satiety Cues

Relying on internal hunger and satiety cues are inborn processes that all
human beings have. Research has revealed that young children have an
inner sense of balance about food. When they were given a low-energy or
high-energy meal as the first course and then had the chance to choose from
a variety of food, they chose high-energy or low-energy foods respectively,
thus balancing their first course (Birch & Deysher, 1985). In another study,
Birch, McPhee and Sullivan (1989) made children drink beverages that

changed in caloric density in several different conditions and water in one



condition. Independent from the caloric density of the beverage, the children
ate food that had fewer calories when compared to water condition (Birch,
McPhee & Sullivan, 1989). These show that even young children balance
their energy intake and have an innate compensation mechanism about food.
However this process may change due to environmental reasons. Societal
thin ideals or parenting practices regarding eating may be the two of many
reasons; these will be elaborated on below. When society values dieting and
being thin (Fredrickson & Roberts, 1997) or when parents interfere with
their children’s eating patterns with the concern that they cannot regulate
their eating behaviors (Birch & Fisher, 1998), this innate mechanism
disappears and people start to rely on external cues about eating.

1.1.4 Intuitive eating and physical health

Intuitive eating is based on physiological cues; therefore the body is in
charge of eating decisions. If we consider that the body will intuitively try to
balance its choices, intuitive eating is also expected to contribute to physical
health. According to Gast, Campbell Nielson, Hunt and Leiker (2015) since
intuitive eaters value their internal physiological mechanisms, they also
engage in physical activity for their internal physiological needs rather than
relying on external factors. In their study, they found that for intuitive eaters
being physically active for intuitive eaters is part of the self-concept.
Intuitive eaters engage in physical activity if they enjoy it and if it gives
internal satisfaction. This is not the case for non-intuitive eaters: they mostly
engage in physical activity because of external factors like pressure from
society (Gast, Campbell Nielson, Hunt & Leiker, 2015).

The intuitive eating approach is mostly used in health-focused
applications. Especially in obesity treatment calorie-restraining diet
programs are not always successful and gaining the weight that was lost is
common (Péneau, Ménard, Méjean, Bellisle & Hercberg, 2013). On the
other hand intuitive eating is an innate mechanism and its main focus is not
weight loss; it creates balance within the body. Thus, a new trend is
blooming in the treatment of obesity: not focusing on weight loss and

putting health at the center.



In one research, obese women were separated into two groups; diet and
non-diet group. These groups were then compared in several aspects.
Weight loss only occurred in the diet group. Despite this fact both the diet
and non-diet groups improved in cholesterol, LDL, triglycerides and blood
pressure. It cannot be claimed that weight-loss approaches are unhealthy
since both of these groups improved (Bacon et al., 2002). At this point one
may think that intuitive eating approaches and weight loss approaches do
not differ in terms of creating physical health outcomes. Although this may
be true, the real difference mostly shows itself in psychological health

outcomes.
1.1.5 Intuitive eating and psychological health

According to Tylka (2006) intuitive eating is a highly adaptive
phenomenon not only in the realm of nutrition but also in psychological
well-being. She claims that women who eat more intuitively care less about
societal thin ideals. With the increase of intuitive eating optimism, self-
esteem and satisfaction with life also increase (Tylka, 2006). Bacon et al.’s
(2002) study also examined how diet and non-diet groups differ in attrition
and self-evaluation. The real difference was found here: while 42% of the
diet group dropped out, only 8% of the non-diet group dropped out.
Participants in the non-diet group showed significant improvement in scores
on the Rosenberg Self-Esteem Scale (RSES) one year after the treatment.
On the other hand participants in the diet group showed an immediate
improvement in RSES; however this improvement was not maintained. ‘The
program made me feel better about myself” was validated by 93% of the
non-diet group and only 51% of the diet group. Also the dropouts of the diet
group mostly indicated that they felt like they were failing the program.
This was not the case for dropouts from the non-diet group (Bacon et al.,
2002). As it was said above, although these two groups did not differ much
with regards to physical health, the difference was huge with regards to
psychological health. Intuitive eating approaches are not programs to

succeed or fail; they signify mainly a return to the innate mechanism that all



human beings have when they are born. As a result, returning to this innate
mechanism has much better psychological outcomes than the programs that

impose restraint and boundaries to natural mechanisms.

1.1.6 How intuitive eating patterns are lost
No infant in the world diets. Human beings are born with intuitive

eating patterns. In an environment where unconditional acceptance lacks
and imposition of rigid rules on eating behavior exists this tendency towards
intuitive eating may disappear for some individuals (Carper, Fisher & Birch,
2000). The contemporary life style that is characterized by food
advertisements, dieting industry and restaurants that serve large portions
may be examples of non-accepting environment (Van Dyke & Drinkwater,
2013). When people start dieting as a result of a non-accepting environment
they may forget to rely on their bodily signals and may lose touch with their
hunger and satiety cues (Birch & Fisher, 2000). Below, two of the possible
processes that contribute to the disappearance of intuitive eating patterns in
most individuals are specified.
1.1.6.1 Objectification Theory

According to objectification theory, starting in young ages, women
start to perceive themselves through the lens of others (Fredrickson &
Roberts, 1997). If the observers’ perspective is negative, women also start to
perceive themselves in a negative way (Augustus-Horvath & Tylka, 2011).
In the objectification process, the body is perceived as a separate entity and
the rest of the person is not taken into consideration. Experiences of
objectification lead women to internalize this third person gaze and this may
pave the way for ‘self-objectification’ (Fredrickson & Roberts, 1997). The
self-objectification process may lead to increased body shame, decreased
awareness of internal states, increased appearance anxiety (Mercurio &
Landry, 2008), and even eating disorders (Augustus-Horvath & Tylka,
2011); but even if things do not get that serious, most women become
chronic dieters to achieve the thin ideals of society.

When a person makes a comment on or makes fun of the physical

appearance, weight and body of another person, this gives the message that



the person does not fit the beauty standards of the society, that she should
try to achieve that standard and that right now she is inadequate since she
does not fit this standard (Tylka & Sabik, 2010). These processes contribute
to self objectification and give a sense of inadequacy. Tylka and Sabik

(2010) elaborated their idea with a figure:

b g
Sexual
Objeciification via
Appearance
Feedback
Bodly Body Body Shame Disordered Eating
Surveillance Comparison

Self-Esteem

h
Figure 1. Tylka and Sabik (2010) combined the tenets of

objectification theory, social comparison theory and self-esteem.

As it can be seen from the figure, starting with sexual objectification via
appearance feedback from others, several processes get activated and they
all interact with each other. At the end of these processes, there is one final
destination: disordered eating.

Objectification theory mainly focuses on women, but its basic principles
can be applied to men too. Constant self-objectification paves way to body
surveillance, anxiety, body shame and reduced awareness about internal
bodily states (Moradi, 2010). Since relying on internal cues and body
appreciation are strong predictors of intuitive eating (Tylka & Hill, 2004),
objectification and self-objectification that are created as a result of this

process are huge threats for intuitive eating patterns.



1.1.6.2 Parenting
1.1.6.2.1 Well-Intentioned Parental Restrictions

As mentioned before, environmental factors may disrupt the tendency of
intuitive eating that human beings have from birth. However this
environment does not always have to be a non-accepting and objectifying
environment. Well-intentioned behaviors may also cause the loss of
intuitive eating patterns. Parents may force their children to eat more (e.g.
trying to make the child eat more vegetables) or eat less (e.g. trying to make
the child eat less junk food) because of health concerns (Birch & Fisher,
1998). Although well-intentioned acts, strict parental control in feeding
paves way to poorer self-regulation in young children (Faith, Scanlon,
Birch, Francis & Sherry, 2004). According to Carper, Fisher and Birch
(2000), parental pressures to eat and to restrict the food intake both change
behavior in girls as young as 5 years old (Birch & Fisher, 2000). This makes
children focus less on their bodily signals and more on emotional and
external cues.
1.1.6.2.2 Effect of Parents’ Eating Behaviors

In their study, Birch and Fisher (2000) found out that a mother’s
perception of their own body and weight is an indicator of restriction in
child feeding (Birch & Fisher, 2000). This brings up questions about how
parents’ eating behaviors affect their child-feeding practices. According to
Pike and Rodin’s (1991) study, mothers of daughters with disordered eating
have a longer history of dieting and have more disordered eating patterns
themselves. These findings suggest a transmission of disordered eating
patterns (Pike & Rodin, 1991). In another study, it was found that even 5-
year-old girls know about dieting behaviors and their responses to the
questions about dieting are similar to responses of older children and adults
if their mothers are dieting. These answers were much more articulated than
the answers of children whose mothers were not on a diet. So it can be said
that transmission of dieting information occurs much earlier than dieting

behavior in children (Abramovitz & Birch, 2000).



As it can be seen from previous studies, parental eating behaviors have a
great effect on children’s eating patterns. When more disordered eating
patterns are transmitted from the previous generation, the risk of developing
disordered eating patterns increases. This, in turn, is a huge risk factor for
losing the intuitive eating patterns. Being constantly exposed to dieting
behavior, the children lose their connection with internal states at a very
young age.

1.1.7 Importance and benefits of intuitive eating

As indicated earlier, intuitive eating is an innate, adaptive process.
The presence of intuitive eating correlates positively with psychological
well-being and negatively with eating disorder symptomatology (Tylka &
Wilcox, 2006). These theoretical findings have clinical implications and
traditional weight loss approaches are gradually getting abandoned.
Approaches that focus on health and innate mechanisms are starting to be
implemented. Below is a comparison of traditional dieting approaches and
health at every size approaches.
1.1.7.1 Health at every size versus dieting approaches

Numerous studies proved that intuitive eating strategies are much
more sustainable and health-related than energy-restricted dieting. There is a
high risk of developing maladaptive eating patterns like emotional eating
when dieting (Péneau, Ménard, Méjean, Bellisle & Hercberg, 2013).
Contrary to dieting, intuitive eating programs focus more on health rather
than size and weight loss (Bacon, Stern, Van Loan & Keim, 2005). Also
rather than increased cognitive restraint, decreased constraint is encouraged
in ‘health at every size’ programs. These programs aim to increase the
reliance on intuitive regulation (Bacon, Stern, Van Loan & Keim, 2005).
Research reveals that these programs achieve long-term weight maintenance
among obese or overweight women (Bacon, Stern, Loan & Keim, 2005) and
lower body mass index (BMI) (Tylka, 2006; Tylka & Kroon Van Diest,
2013). However, physical benefits are not the only benefits that ‘health in
every size’ programs provide. These programs also increase psychological

well-being. In one study, Bacon, Stern, Van Loan and Keim (2005)



implemented two different programs with different groups. One group was
dieting and the other was in an intuitive eating program. 100% of the
individuals in the second group reported feeling better about themselves and
this ratio was only 47% in the diet group. Also after a brief amount of time
with improvement, the individuals in the diet group demonstrated a
worsening of self-esteem and more than half of these individuals expressed
that they felt like they failed. None of the individuals in intuitive eating
program expressed these kinds of feelings (Bacon, Stern, Van Loan &
Keim, 2005).
1.2 WHAT IS NON-INTUITIVE EATING?: EMOTIONAL EATING

Emotional eating is the opposite of intuitive eating. Rather than
depending on bodily signals, emotional eaters depend on emotional states
for their eating behaviors. Researchers have found that emotional eaters
overeat in negative and stressful situations because food distracts them and
helps them escape disturbing mood states (Telch, 1997). There are different
approaches on why people eat when they feel emotional. These approaches
are briefly explained below.
1.2.1 Inadequate affect regulation

The models that focus on the role of inadequate affect regulation in
emotional eating claim that emotional eaters eat as a response to aversive
mood since they have learned that eating distracts them from those negative
mood states (Telch, 1997).
1.2.2 Escape Theory

This theory claims that emotional eating (or overeating in the sense that
it is more than what the body needs) is a response to threatening self-
awareness. When an individual’s body becomes subjected to internal or
external high standards, it becomes harder to attain those standards. Thus,
emotional eaters want to escape from that threatening awareness of self by
moving their focus to other external stimuli, like food (Heatherton &

Baumeister, 1991).



1.2.3 Restraint Theory

Herman and Polivy claim that negative affect causes emotional
eating (or overeating in the sense that it is more than what the body needs)
especially for individuals who are restrained eaters (as cited in Spoor,
Bekker, Van Strien, & van Heck, 2007). The more these individuals try to
limit their energy intake, the more they get preoccupied about food (Polivy
& Herman, 1999).
1.3 IS INTUITIVE EATING AN ANTI-THESIS OF DISORDERED
EATING?

As mentioned above, intuitive eating is an adaptive eating behavior that
all human beings have from birth onwards. This behavior may change due
to environmental and psychological reasons. Psychological well-being is not
only an absence of pathology. It has its own dynamics and strengths
(Seligman & Csikszentmihalyi, 2000). However, research about eating
disorders usually only focuses on pathology or lack of pathology. Tylka and
Wilcox (2006) claim that this is the wrong approach since a low level of
pathology does not equal adaptive eating. Although intuitive eating usually
correlates with absence of eating disorder symptoms, it cannot be reduced
only to that. Tylka and Wilcox (2006) proved this in a study, in which they
aimed to understand how the Intuitive Eating Scale subscales are related to
eating disorder symptoms. They found that unconditional permission to eat
and ED symptomatology have a strong negative relationship. Thus, it is not
possible to perceive unconditional permission to eat as a concept
independent from the absence of ED symptomatology. However this was
not the case for the other two subscales, namely, eating for physical rather
than emotional reasons and reliance on hunger/satiety cues. The authors
found that these two make additional contributions to well-being indices.
With this finding, the authors proved that intuitive eating is a concept worth
examining that does not only represent lack of ED symptomatology (Tylka
& Wilcox, 2006).
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1.4 THE INTUITIVE EATING SCALE

The IES was developed in 2006 by Tracy Tylka (Tylka, 2006). Tylka
noted that most instruments that assess eating behaviors were focused on
pathology, and wanted to develop an instrument that assesses intuitive
eating which is a type of adaptive eating. Her study was based on three
central features of intuitive eating: (a) unconditional permission to eat when
hungry and what food is desired, (b) eating for physical rather than
emotional reasons, and (c) reliance on internal hunger and satiety cues to
determine when and how much to eat (Tylka, 2006). These features later
became the three factors of Intuitive Eating Scale. These three first-order
factors loaded on a higher-order intuitive eating factor.

The IES is a scale based on these three factors and has 21 items. It
has been validated in a sample of college women. Its psychometric
properties are good. It is stable over a 3-week period, the relationship
between first and second administration found to be .90. Also, the scale has
been found to be internally consistent (o= .85) (Tylka, 2006).

1.5 THE INTUITIVE EATING SCALE -2

Tylka and Kroon Van Diest developed the IES-2 (Tylka & Kroon
Van Diest, 2013). There are several reasons why the original IES did not
seem inadequate. First, these researchers thought the IES did not assess an
important component of intuitive eating, which is gentle nutrition. Gentle
nutrition can be explained as the tendency to choose food to honor health
and body functioning as well as good taste. This is added as the fourth
factor (Body-Food Choice Congruence). Second, they thought that the
majority of the items in the IES assessed the absence of intuitive eating. In
developing the IES-2 they added items that assess the presence of intuitive
eating. Also the items that assessed the absence of intuitive eating were
reverse-scored. Since reverse scoring made the scoring process more
complicated, all new items were designed to be positively scored. Lastly,
since Cronbach’s alpha for the original RHSC subscale was low to mid .70s,
they added and replaced some items to improve its internal consistency. As

a result, Tylka and Kroon Van Diest added 17 more items and one more
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factor to the original IES. Its psychometric properties were evaluated in a
larger sample and male participants were also included. After factor
analysis, 15 items were deleted and the final 23 items remained (11 original,
12 newly developed items). It has 4 first-order factors and these factors load
on a higher-order intuitive eating factor. The present study is conducted
with this 23-item, 4-factor Intuitive Eating Scale-2.
1.6 PRESENT STUDY

Although there are numerous studies on and various scales
measuring eating disorder symptomatology, adaptive eating has not
received that much research attention. Consistent with the research trend in
the world, in Turkey eating behaviors are usually assessed with scales that
aim to distinguish disturbed and non-disturbed eating. The scales that were
adapted to Turkish like EAT-40 (Erol & Savasir, 1989), EAT-26 (Ergiiney-
Okumus & Sertel-Berk, 2016) and EDE-Q (Yiicel, Polat, Ikiz, Pirim-
Diisgor, Yavuz & Sertel-Berk, 2011) are all examples of such scales and to
my knowledge there are no scales in Turkish to assess adaptive eating
patterns independent from pathology. As mentioned above, low ED
symptomatology does not mean that the person has healthy eating
behaviors. Adaptive eating is an independent concept. Intuitive eating
approaches are important especially for people who have binge eating
patterns. According to Giineri Akay (2016), the adaptation of the IES-2 to
Turkish is important because it will give a chance to compare intuitive
eating behaviors in Turkey with international data. Also it will provide an
opportunity to identify individuals who do not have the ability to distinguish
physical hunger from emotional hunger. Clinically, it will be possible to
intervene these individuals before they are diagnosed with eating disorders.
This is especially important in Turkey since a 2010 study claims that obesity
prevalence has increased to 42% in women and 26.9% in men
(MedCHAMPS, 2011). If clinicians can intervene before diagnosis,
programs like health at every size (mentioned above) can be implemented

and more serious health risks can be prevented beforehand.
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1.6.1 Hypotheses.

1.6.1.1 Study 1
a. Intuitive eating will be higher in men than women. Although the
media affect both men and women, in the modern world, women get
more affected by the thin ideal that is promoted by the media. Thus, I
hypothesize that women will have lower intuitive eating scores.
b. Intuitive eating will not increase linearly with age, especially for
women. Recent studies have found that women between the ages 18-36
gain more weight than younger or older age categories of women. It is
claimed that this weight gain might be related to contraception use,
university transitions, eating fast food and quitting smoking (Wane, van
Uffelen & Brown, 2010). It is possible that women in these ages are
more likely to have dieting behaviors. Thus, I expect that women in mid
20’s and 30’s will have the lowest IES-2 total score.
c. In the previous studies (Tylka, 2006; Tylka & Kroon Van Diest,
2013; Camilleri et al., 2015) score on the IES-2 was found to correlate
positively with different types of psychological well-being indices. |
expect that this pattern will be seen in this study too. Thus, the IES-2 will
be correlated positively with the Rosenberg Self-Esteem Scale and the
IES-2 will be correlated negatively with EAT-26, Maudsley Obsessive-
Compulsive Inventory and Social Physique Anxiety Scale; these scales
assess disordered eating, obsessive thoughts and social anxiety about
body, respectively.
d. The IES-2 will be negatively correlated with participants’ BMI,
since higher BMI indicates elevated weight.

1.6.1.2 Study 2.
e. After confirmatory factor analysis, the overall model would provide a
good fit to the data in a different sample.
f. The first-order factors would load on a second-order intuitive eating

factor.
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CHAPTER 2: STUDY 1

2.1 METHOD
2.1.1 Participants

Anyone above the age of 18 was eligible to participate in this study.
The participants were contacted through Internet and the scales were
uploaded on Survey Monkey. Convenience sampling was used. 342 people
participated to the study. 264 completed surveys were eligible for the
analysis. Of these 264 participants, 217 were women (82.20%) and 47
(17.80%) were men. Ages of participants varied between 18 and 66 (M=
33.56, SD= 12.83). 143 (54.2%) of the participants were either bachelor’s
level students or graduates, 103 (39%) were master or doctorate level
students or graduates. Only 15 (5.7%) were high school graduates.
Remaining 3 participants (1.1%) reported to have higher education level
than doctorate level. 93 (35.2%) of the participants were married and 171
(64.8%) of them were unmarried. In all participants, minimum weight was
40 kg and maximum weight was 115 kg (M=64.90, SD=13.08). From all
participants, minimum height was 150 centimeters and maximum height
was 191 centimeters. Mean height of the participants was 166.4 and the
standard deviation was 7.67. The participants only reported their height and
weight in demographic information form. Their BMI was calculated by the
researcher with this formula in SPSS: (weight in kilograms)/(height in
meters)>

89 (33.7%) participants were university students. 225 (85.2%)
participants reported that they do not diet whereas 39 (14.8%) participants
reported that they diet. When asked about the health problems in the last 6
months (participants had the chance to choose more than one option), 0.8%
indicated that they had a traffic accident, 16.3% indicated that gained or lost
excessive weight, 0.8% indicated that they had an important surgery, 27.3%
indicated that they had psychological problems and 56.8% indicated that
they had other unspecified problems. 6.81% indicated that they did not have
any health related problems in the last 6 months.
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63.6% percent of the participants lived with their families, followed
by 9.5% living alone, 9.1% living with friends, 8.7% living in a dormitory.
9.1% chose ‘other’ in which most participants indicated that they live with
their partners or relatives. Monthly household income of the participants
was less than 1000 Turkish Liras for 0.8%, 1000-2999 Turkish Liras for
9.1%, 3000-4999 Turkish Liras for 20.1%, 5000-6999 Turkish Liras for
18.2%, 7000-8999 Turkish Liras for 10.2%, 9000-9999 Turkish Liras for
5.3% and more than 10000 Turkish Liras for 36.4%.

2.1.2 Instruments
2.1.2.1 Informed Consent Form

There was an informed consent form that the participants signed
before enrolling in the study. Although the aim of the study was not
extensively explained in this form, the participants knew that the study was
about eating attitudes. The participants were informed that if they were
interested in the study, the debriefing could be done via e-mail.
2.1.2.2 Demographic Information Form

The data were collected anonymously, so the form did not ask for a
name. The form included questions about participants’ age, gender, self-
reported height and weight, education, marital status, health status, the
people they live with and monthly household income.
2.1.2.3 The Intuitive Eating Scale — 2 (IES —2)

The IES-2 was originally developed by Tylka and Kroon Van Diest
(2013). It includes 4 factors: 1) Eating for Physical Rather Than Emotional
Reasons, 2) Unconditional Permission to Eat, 3) Reliance on Hunger and
Satiety Cues, 4) Body-Food Choice Congruence. The first three factors are
present in the first version of the IES (Tylka, 2006) but fourth factor is
recently added to the scale. There are 23 items that are scored in 5-Likert-
type scale. There is a total intuitive eating score and higher scores indicate
greater level of intuitive eating. The IES-2 has good psychometric
properties (o= .87 for women, a=.89 for men).

Eating for Physical Rather Than Emotional Reasons has eight items:
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7- 1 find myself eating when I’'m feeling emotional (e.g., anxious,
depressed, sad), even when I’m not physically hungry.
8- I find myself eating when I am lonely, even when I'm not
physically hungry.
9- I use food to help me soothe my negative emotions.
10- I find myself eating when I am stressed out, even when I’m not
physically hungry.
11- T am able to cope with my negative emotions (e.g., anxiety,
sadness) without turning to food for comfort.
12- When I am bored, I do NOT eat just for something to do.
13- When I am lonely, I do NOT turn to food for comfort.
14- I find other ways to cope with stress and anxiety than by eating.
Unconditional Permission to Eat has six items:
1- Ttry to avoid certain foods high in fat, carbohydrates, or calories.
2- T have forbidden foods that I don’t allow myself to eat.
3- I get mad at myself for eating something unhealthy.
4- If I am craving a certain food, I allow myself to have it.
5- T allow myself to eat what food I desire at the moment.
6- I do NOT follow eating rules or dieting plans that dictate what,
when, and/or how much to eat.
Relying on Hunger and Satiety Cues has six items:
15- I trust my body to tell me when to eat.
16- I trust my body to tell me what to eat.
17- I trust my body to tell me how much to eat.
18- I rely on my hunger signals to tell me when to eat.
19- 1T rely on my fullness (satiety) signals to tell me when to stop
eating.
20- I trust my body to tell me when to stop eating.
Body-Food Choice Congruence has three items:
21- Most of the time, I desire to eat nutritious foods.
22- I mostly eat foods that make my body perform efficiently (well).
23- I mostly eat foods that give my body energy and stamina.
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The full table of translated items can be found in Appendix F.

2.1.2.4 Turkish Version of the IES-2

The original IES-2 was forward translated to Turkish by the author.
The advisor, fluent in English and a second scholar whose native language
is English performed the back translations. The author and the advisors
compared the back translations with the original scale and fine-tuned the
translation. Dr. Tracy Tylka who developed the original IES scale (Tylka,
2006) and took part in the development process of the IES-2 (Tylka &
Kroon Van Diest, 2013) supported the adaptation process and gave her
suggestions about item arrangement. A pilot test was done and the last
shape of the scale’s Turkish version was given.
2.1.2.5 Rosenberg Self-Esteem Scale

Rosenberg Self-Esteem Scale (RSES) (Rosenberg, 1965) is a self-
report measure that aims to assess self-worth and self-acceptance. There are
10 items that are scored in 5-Likert-type scale (1-strongly disagree, 5-
strongly agree). Higher scores mean higher self-esteem. RSES is a widely
used scale in psychological research and has good psychometric values
(0a=.77).

RSES was standardized to Turkish by Cuhadaroglu (1986) and the
Turkish version also has high internal reliability (a=.82)
2.1.2.6 Maudsley Obsessive-Compulsive Inventory

Maudsley Obsessive-Compulsive Inventory (MOCI) aims to assess
obsessive-compulsive behaviors and traits. It was originally developed by
Hodgson and Rachman (Hodgson & Rachman, 1977). There are 30 items in
true-false format (true answers are 1 point and false answers are 0 point) and
it gives a total “obsessionality” score and subscale scores. There are four
subscales in the original inventory: Checking, Cleaning, Slowness and
Doubting.

MOCI was standardized to Turkish by Erol and Savasir in 1988
(Erol & Savasir, 1988). In this version, the authors added 7 more items from

the Minnesota Multi Phasic Inventory (MMPI), making the total item
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number 37. Also they added Rumination subscale. In this study only
Checking and Rumination subscales (total of 11 items) were used since it
was hypothesized that eating patterns would be mainly related to these two
subscales.

2.1.2.7 EAT-26

EAT-26 is a self-report measure that aims to assess disturbances in
eating patterns. There are 26 items that are scored in 6-Likert-type scale.
The original scale was developed by Garner, Olmsted, Bohr and Garfinkel
in 1982 (Garner, Olmsted, Bohr & Garfinkel, 1982). It is a shortened and
more economic version of EAT-40 scale that was developed by Garner and
Garfinkel (1979) and is highly correlated with EAT-40 (r = 0.98) (Garner,
Olmsted, Bohr & Garfinkel, 1982). It has three factors: dieting, bulimia and
food occupation and oral control. The cut-off score is 20, with scores above
20 showing the presence of disturbances in eating patterns. Although it is a
shortened version of EAT-40, EAT-26 has good psychometric properties
(0=.90).

EAT-26 is standardized to Turkish by Ergiiney-Okumus and Sertel-
Berk (2016) and this version also has high internal reliability (a=.75).
2.1.2.8 Social Physique Anxiety Scale (SPAS)

Social Physique Anxiety Scale (SPAS) is a self-report measure that
aims to assess individuals’ anxiety about their physical appearances. The
original scale was developed by Hart, Leary and Rejeski (1989). There are
12 items that are scored in 5-Likert-type scale. The scores range from 12 to
60 and anxiety about physical appearance increases as the score increase.
The scale has high internal reliability (0=.90).

SPAS was standardized to Turkish by Miilazimoglu-Balli and As¢1
(2006) and this version also has high internal reliability (a=.81 for girls,
a=.77 for boys). In the Turkish version, the items are scored in 6-Likert-type
scale.

2.1.3 Procedure
The data were collected via Survey Monkey. The link was

distributed through social media, acquaintances of the author, and the
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academic advisors. After informed consent form, the participants filled the
different scales. Survey Monkey randomized the scale sequences. After the
scales, the participants filled the demographic information form. 139
(52.65%) of the participants gave their e-mail addresses for a second
application of the IES-2 in order to assess test-retest reliability. In this
second application the participants only filled the IES-2 with no
demographic information or other scales. The data was analyzed in SPSS
21.
2.2. RESULTS
2.2.1 Descriptive Statistics

Descriptive statistics of the scales with means and standard
deviations for all study variables are listed in Table 1. It should be noted
that all descriptive statistics were calculated after and according to

exploratory factor analysis’ results.

Table 1
Descriptive Statistics for All Study 1 Variables
N Min. Max. Mean Std.
Deviation

IES-2 Total 264 1.57 4.86 3.37 0.64
EPR 264 1.00 5.00 3.25 1.03
UPE 264 1.00 5.00 3.35 0.73
RHSC 264 1.00 5.00 3.57 0.87
BFCC 264 1.00 5.00 3.29 0.90
Maudsley OCI 264 .00 10.00 3.62 2.70
Rosenberg SES 264 21.00 33.00 26.14 1.81
Social Physique

) 264 12.00 71.00 38.95 12.46
Anxiety Scale
EAT-26 264 .00 41.00 10.54 8.17
BMI 262 15.06 37.11 23.33 3.97
Weight 262 40 115 64.90 13.08
Height 264 150 191 16646  7.67

Men (M = 3.66, SD = 0.57) had higher total IES-2 scores than
women (M = 3.31, SD = 0.64). This pattern was also visible in subscales and

can be seen in Table 2 and 3. This can be related to the fact the women are
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targeted more in the objectification process (mentioned above, Fredrickson
& Roberts, 1997). Independent-Samples T-test was conducted to check if
the gender difference in the IES-2 total scores was significantly different.
Although there was an asymmetrical male-female distribution, Levene’s test
for equality of variances revealed that equal variances could be assumed. T-
test results revealed that the mean difference between male and female

scores were statistically significant: t(262) =-3.41, p =0.001.

Table 2
Means, Standard Deviations and Minimum-Maximum Values for Female
Participants
N Minimum Maximum Mean Std. Deviation
IES-2 Total 217 1.57 4.86 3.31 0.64
EPR 217 1.00 5.00 3.13 1.02
UPE 217 1.00 5.00 3.33 0.69
RHSC 217 1.00 5.00 3.54 0.88
BFCC 217 1.00 5.00 3.27 0.90
Table 3

Means, Standard Deviations and Minimum-Maximum Values for Male
Participants

N Minimum Maximum Mean Std. Deviation
IES-2 Total 47 2.57 4.81 3.65 0.56
EPR 47 1.88 5.00 3.81 0.87
UPE 47 1.60 5.00 3.44 0.89
RHSC 47 2.00 5.00 3.71 0.81
BFCC 47 1.50 5.00 3.40 0.87

One-way ANOVA was conducted to check the differences of the
IES-2 total scores of age groups in each gender. Data were tested for
normality and homogeneity of variance. In both female and male data the
distribution was normal and the variances were homogenous. One-way
ANOVA was used. A quadratic, non-linear trend was expected and the
results revealed that the groups were significantly different and the trend

was non-linear (F(1, 211) = 4.713, p = 0.03). Planned contrasts revealed
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that the age group of 26-35 had the lowest IES-2 scores among women
(#(211)=2.90, p = 0.004). In male data, there was no significant difference
(F(1,43)=0.295, p = 0.59, t(43)=-0.676, p = 0.503). This may be caused
by the fact that the total number of male participants was 47 and this might
not give a reliable result about the difference among different age groups;
however a non-linear pattern also existed in male data. Although not
significantly different, age group of 36-45 had the lowest IES-2 scores

among male participants.
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Figure 2. Mean Scores for Female Participants
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Figure 3. Mean Scores for Male Participants
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2.2.2 Exploratory Factor Analysis

To assess the factor structure of the IES-2, exploratory factor
analysis was conducted on 23 items. All the analyses were conducted in
SPSS 21. Kaiser-Meyer-Olkin Measure of Sampling Adequacy was found
to be 0.88, thus the data had adequate common variance allowing an EFA.
The significance of Bartlett’s test of sphericity, ¥2 (253) = 3901.316,
p<0.001, suggested that the correlation matrix is factorable (Tabachnick &
Fidell, 2007). Common factor analysis with principal axis factoring and
direct oblimin rotation was used since the factors were expected to be
correlated. Delta weight was specified to be 0 since this value allows
moderate correlation between the factors. The number of factors was
determined by factor eigenvalues above 1.0 and a noticeable change in the
slopes within the scree plot (Tabachnick & Fidell, 2007).

Five factors had eigenvalues greater than 1.0. Initial eigenvalues and
percentage of variance accounted for by each of these factors were 8.13 and
35.35% for Factor 1, 2.61 and 11.36% for Factor 2, 2.21 and 9.63% for
Factor 3, 1.52 and 6.62% for Factor 4 and 1.14 and 4.97% for Factor 5.
Together they accounted for 67.94% of the variance. In the scree plot, it was
not clear where a notable change starts; after factor 3 or 4. So the factor
analysis was run again and the number of factors was fixed to 3 and 4
respectively. In 3-factor structure the results were not interpretable since the
items that were in the same factor were negatively correlated. That is why
the factor number was fixed to 4 and the structure became interpretable.

To be sure about the factor structure, a parallel analysis in R was
conducted since it estimates the number of factors in a data set more
accurately. Parallel analysis shows eigenvalues of existing data set along
with random data set that has identical dimensionality and the intersection
point is accepted as the appropriate factor number (Brown, 2006). Parallel

analysis also suggested that the four factors should remain.
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Figure 4. Parallel Analysis

The factor-item structure is the same with original IES-2 factor-item
structure. In interpreting the rotated factor pattern, items with a factor
loading of 0.40 were considered to represent the factor (Camilleri et al.,
2015). Two items were excluded. One of them was in Factor 4 (item 21-
Most of the time, I desire to eat nutritious foods). The item had KMO value
that is lower than 0.5 and thus it was dropped (Field, 2009). After this
exclusion the factor analysis was computed again and this time item 6 (I do
NOT follow eating rules or dieting plans that dictate what, when, and/or
how much to eat) in Factor 2 had primary loadings less than .40 and it was
also dropped.

The first factor is Eating for Physical Rather than Emotional
Reasons and it is composed of items 7-8-9-10-11-12-13-14. The factor
loadings change between 0.46 and 0.94. The item that has the biggest
loading is 10. The second factor is Unconditional Permission to Eat and it is
composed of items 1-2-3-4-5. The factor loadings change between 0.50 and
0.71. The item that has the biggest loading is 1. The third factor is Reliance
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on Hunger and Satiety Cues and it is composed of items 15-16-17-18-19-
20. The factor loadings change between 0.69 and 0.86. The item that has
the biggest loading is 17. The fourth factor is Body-Food Choice
Congruence and it is composed of items 22-23. The factor loadings are
0.77 and 0.96. The item that has the biggest loading is 22. Table 4

presents the pattern matrix of item-factor loadings of the IES-2.
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2.2.3 Reliability
2.2.3.1 Internal Reliability

The Cronbach’s Alpha of the overall IES-2 was computed to be .89.
With regard to subscales Cronbach’s Alphas of .93 for Eating for Physical
Rather than Emotional Reasons (EPR), .70 for Unconditional Permission to
Eat (UPE), .92 for Reliance on Hunger and Satiety Cues (RHSC), .86 for
Body-Food Choice Congruence (B-FCC) were computed.
2.2.3.2 Test-Retest Reliability

Test—retest reliability was computed by calculating the intra- class
correlation coefficients (ICC) for the IES-2 scores (Shrout & Fleiss, 1979).
This ICC was estimated from a one-way random effect ANOVA model with
the participant as the random effect (Shrout & Fleiss, 1979).

Of the 264 participants, 58 completed the scale twice. Mean test-
retest interval was 24.5 days (SD: 6.764, range:18-45 days). ICC were 0.89
for the IES-2 total score (95% CI: 0.82, 0.94), 0.87 for Eating for Physical
Reasons (95% CI: 0.78, 0.92), 0.68 for Unconditional Permission to Eat
(95% CI: 0.47, 0.81), 0.86 for Reliance on Hunger and Satiety Cues (95%
CI: 0.77, 0.92) and 0.82 for Body-Food Choice Congruence (95% CI: 0.70,
0.89). These ICC indicated a high test-retest reliability for almost all scores
except for Unconditional Permission to Eat where test— retest reliability was
moderate.
2.2.4 Validity
2.2.4.1 Construct Validity

In the present study, construct validity was evaluated through the
examination of the IES-2 subscales. The subscales were all found to have
positive significant correlations with the total IES-2 mean. Only
Unconditional Permission to Eat did not correlate or found to be negatively
correlated with other factors. The possible reason for that is discussed in the

discussion. The findings are presented in Table 5.
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Table 5
Correlations of the IES-2 Total Scores and the IES-2 Subscale Scores

IES-2 Total EPR UPE RHSC BECC
IES-2 Total 1 .89 34" .80™ 367
EPR .89™ 1 .08 ST 277
UPE 34 .08 1 A1 -17
RHSC .80™ ST 11 1 28"
BFCC 36 27 -17 28 1
** p<0.01

2.2.4.2 Criterion Validity

To determine the criterion validity, the correlations between the total
IES-2 scores and scores of Rosenberg Self-Esteem Scale, EAT-26,
Maudsley Obsessive-Compulsive Inventory and Social Physique Anxiety
Scale were calculated. Negative correlations were expected between the
IES-2 scores and subscale scores and scores of EAT-26, Maudsley
Obsessive-Compulsive Inventory and Social Physique Anxiety Scale and
the participants’ BMI. On the other hand, positive correlation was expected
between the IES-2 scores and Rosenberg Self-Esteem Scale since RSES is a
scale that measures psychological well-being. Table 6 shows that the data

were in the expected pattern.
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Table 6

Correlation of the IES-2 Scores, Maudsley Obsessive Compulsive Inventory,

Rosenberg Self-Esteem Scale, Social Physique Anxiety Scale, EAT-26 and

Participants’ BMI

Social
IES-2 Maudsley Rosenberg  Physique  EAT- BMI
Total OCI SES Anxiety 26
Scale
[ES-2 Total 1 -.30™ 33" -.63™ -26" 225"
Maudsley - s - -
-.30 1 =27 33 22 .01
OClI
Rosenberg - - *x
33 -27 1 -40 .00 .01
SES
Social
Physi
ysique _63" 33" _40™ 1 37" 26"
Anxiety
Scale
EAT-26 =26 227 .00 37" 1 .05™
BMI =25 .01 .01 26" .05™ 1
< 0.01
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CHAPTER 3: STUDY 2 - CONFIRMATORY FACTOR
ANALYSIS OF THE IES-2

In Study 2, a confirmatory factor analysis was conducted to
determine if the 21-item, 4-factor structure would be confirmed in a
different sample. Also, a second-order confirmatory factor analysis was
conducted to see if first-order factors load on a higher-order intuitive eating
factor.

To be sure that Sample 1 and Sample 2 does not have significant
differences on the IES-2 total score, EPR, UPE, RHSC, B-FCC scores,
weight and height independent-samples T-test was conducted. The results
revealed that the groups did not have significant differences in any of these
measures except height.

3.1 METHOD
3.1.1 Participants

Anyone above the age of 18 was eligible to participate in this study.
The participants were contacted through Internet and the scales were
uploaded on Survey Monkey. Convenience sampling was used. 338 people
participated to the study. 271 completed surveys were eligible for the
analysis. Of these 271 participants, 227 were women (83.8%) and 42
(15.5%) were men. 2 (0.7%) people classified their gender as ‘other’. Ages
of participants varied between 18 and 63 (M = 28.22, SD = 11.30). 181
(66.8%) of the participants were either bachelor’s level students or
graduates, 77 (28.4%) were master or doctorate level students or graduates.
161 (59.4%) participants were university students. Only 13 (4.8%) were
high school graduates. 39 (14.4%) of the participants were married and 232
(85.6%) of them were unmarried. From all participants, minimum weight
was 40 kg and maximum weight was 117 kg (M = 63.25, SD = 12.98).
From all participants, minimum height was 150 centimeters and maximum
height was 192 centimeters (M = 167.8, SD = 7.54). 209 (77.1%)
participants reported that they did not diet whereas 62 (22.9%) participants
reported that they dieted. When asked about the health problems in the last 6

months (participants had the chance to choose more than one option), 0.7%
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indicated that they had a traffic accident, 11.1% indicated that gained or lost
excessive weight, 2.2% indicated that they had an important surgery, 21.4%
indicated that they had psychological problems and 8.9% indicated that they
had other unspecified problems. 65.7% indicated that they did not have any
health related problems in the last 6 months. 63.1% percent of the
participants live with their families, and this is followed by 14% living
alone, 10.7% living with friends, 6.3% living in a dormitory. 5.9% chose
‘other’ in most participants indicated that they live with their partners or
relatives. Monthly household income of the participants was less than 1000
Turkish Liras for 0.7%, 1000-2999 Turkish Liras for 9.6%, 3000-4999
Turkish Liras for 18.1%, 5000-6999 Turkish Liras for 22.5%, 7000-8999
Turkish Liras for 13.7%, 9000-9999 Turkish Liras for 8.5% and more than
10000 Turkish Liras for 26.9%.
3.1.2 Instruments
3.1.2.1 Informed Consent Form

There was an informed consent form that the participants signed
before enrolling in the study. Although the aim of the study was not
extensively explained in this form, the participants knew that the study was
about eating attitudes. The participants were informed that if they were
interested in the study, the debriefing could be done via e-mail.
3.1.2.2 Demographic Information Form

The data were collected anonymously, so the form did not ask for a
name. The form included questions about participants’ age, gender, self-
reported height and weight, education, marital status, health status, the
people they live with and monthly household income.
3.1.2.3 Turkish Version of the IES-2

Turkish version of the IES-2 that was used in Study 1 was used in
this study.
3.1.3 Procedure

The data were collected via Survey Monkey. The link was
distributed through social media and acquaintances of the author and the

advisors. After informed consent form, the participants filled the Turkish
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version of the IES-2. After that, the participants filled the demographic
information form. The data was analyzed in SPSS 21, R 3.3.3 and R Studio
1.0.136.
3.2. RESULTS
3.2.1 Descriptive Statistics

Descriptive statistics with means and standard deviations for all

study variables are listed in Table 7.

Table 7
Descriptive Statistics for All Study 2 Variables

Min. Max. Mean Std. Dev.
IES-2 TOTAL 1.62 4.67 3.33 0.53
EPR 1.00 5.00 3.30 0.86
UPE 1.20 5.00 3.22 0.77
RHSC 1.00 5.00 3.47 0.76
BFCC 1.00 5.00 3.29 0.80
BMI 15.9 39.1 22.35 3.75
Weight 40 117 63.25 12.98
Height 150 192 167.80 7.54

3.2.2 Confirmatory Factor Analysis

The CFA aimed to test whether the four-factor model would be
confirmed in a different data set. CFA was conducted in R 3.3.3 and R
Studio 1.0.136. Since the data was ordinal, Unweighted Least Squares
(ULS) was used as the estimation method as ULS provides more accurate
and less variable parameter estimates and more precise standard errors and
better coverage rates (Forero, Maydeu-Olivares & Gallardo-Pujol, 2009;
Kogar & Yilmaz Kogar, 2015). In the French adaptation of the IES-2,
Camilleri et al. (2015) also used ULS as the estimation method (Camilleri et
al., 2015).

According to Brown (2006), good model fit should have these
properties: RMSEA (< .06, 90% CI < .06, CFit ns), SRMR (< .08), CFI (=
95), and TLI (= .95) (Brown, 2006). Considering these values, the

goodness-of-fit indices demonstrated that overall the model provided an

32



adequate fit to the data: RMSEA = 0.057 (90% CI= 0.048-0.066), SRMR =
0.07, CFI=0.98, TLI = 0.97.

To see if it was possible to improve the model fit, modification indices
that bigger than 10 were checked. The largest indices suggested that items 3
and 12 might have double loading. To be sure about the possible double
loading of these items, EFA results were checked once again and it was seen
that these items loaded only on their own factors. The other items that had
high modification indices were also checked and it was seen that items 4
and 5, 15 and 18, 19 and 20, 7 and 10, and 15 and 19 had similarly worded
phrases. Tylka and Kroon Van Diest (2013) also hypothesized that these
items would share method variance because of similar wording. That is why
correlated errors between these items were estimated in this study too
(Tylka & Kroon Van Diest, 2013). After these estimations, CFA was
conducted again and all the goodness of fit indices got much better results
and the data had better fit. First order CFA results and modified results are

given in Table 8.

Table 8

Goodness of Fit Indices for Various Statistical Models of CFA for the IES-2
Model e df y*df CFI TLI RMSEA 90% CI SRMR
Four 344068 183 044 098 097 0.057 0.048- 0.07
Factors/

Second- 0.066

Order

Four 280.137 178 1.57 099 0.98 0.046 0.036- 0.06
Factors-

modified/ 0.056

Second-

Order

Second-order CFA was conducted to see if four factors load on a
higher intuitive eating factor. Two of the goodness of fit indices were a bit
higher than the accepted baselines (RMSEA=0.073, 90% CI= 0.065-0.082),
and SRMR=0.082). The others were acceptable (CFI=0.962, TLI=0.957).
Modification indices were checked to see if it is possible to make the data fit
better and once again it was seen that the largest modification indices were

suggestions of double loading in some items. These items were 3, 8 and 12.
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EFA results were checked and no indications of double loading were found.
As it was the case in the first order CFA, items 4 and 5, 15 and 18, 19 and
20, 7 and 10, and 15 and 19 were estimated since they shared method
variance due to similar wording. After these estimations, second-order CFA
was conducted once again. Goodness of fit indices got better and the data
turned out to have acceptable fit. When the details were checked, it was seen
that UPE factor loaded weakest on higher-order intuitive eating factor; its
loading was 0.01. Other factors seemed to load much stronger on higher-
order intuitive eating factor (EPR=0.66, RHSC=0.71, B-FCC=0.44). Thus, a
three-factor second-order CFA without UPE was conducted to be sure if this
relative inadequacy of the model was caused by UPE’s special condition.
The result of the three-factor CFA was much better than the four-factor
CFA’s. This indicated that second-order CFA turned out to be relatively
inadequate because of UPE. Nonetheless, the results indicated an overall
adequate fit for the first-order factors to load on higher-order intuitive eating
factor. Four-factor, four-factor modified and three-factor goodness of fit
indices of second-order CFA are given in Table 9. It should be kept in mind
that three-factors model was conducted only to see if the data did not have a
better fit because of UPE’s weak loading. The real fit values of the model
are indicated with ‘four-factors modified/second-order’.

Table 9
Goodness of Fit Indices for Various Statistical Models of Second-Order CFA
for the IES-2

90%

Model r df y¥df CFI TLI RMSEA CI SRMR

Four Factors/ 454.768 185 246 0.96 096 0.073 0.065- 0.08
Second-Order
0.082

Four Factors- 388.391 180 2.16 0.97 0.97 0.06 0.057- 0.07
modified/
Second-Order 0.074

Three Factors/ 186.070 97 1.92 099 0.98 0.058 0.046- 0.07
Second-order
0.071
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UPE’s loading on higher-order intuitive eating factor was not weak
in the original study and the French adaptation of the IES-2 (Tylka & Kroon
Van Diest, 2013; Camilleri et al., 2015). Thus, it was questioned if this
condition was culture specific. To be sure about this, a post hoc second-
order CFA was conducted with the data that was collected for the first
study. Once again, in this study too, UPE created a problem and loaded
weakest (0.14), whereas other factors load much stronger on higher-order
intuitive eating factor (EPR=0.78, RHSC=0.78, B-FCC=0.37). When it was
out of the model, the data fit much better. Four-factor, four-factor modified
and three-factor goodness of fit indices of second-order CFA that was
conducted with Study 1’s sample data are given in Table 10.

It should be noted that UPE was not fixed to zero and was deleted
completely with its items in both Sample 2 and Sample 1 comparison
models. Thus, some of the differences between four-factor and three-factor

models might be caused by this.

Table 10
Goodness of Fit Indices for Second-Order CFA for the IES-2 with Study 1’s
Sample Data

Model o df  %df CFI TLI RMSEA 90% CI SRMR
Four 417.382 185 225 098 098 0.069 0.060-  0.07
Factors 0.078

Four 368.005 180 2.04 099 098 0.063 0.054- 0.06
Factors- 0.072

modified

Three 204.324 129 1.58 099 099 0.047 0.034- 0.06
Factors 0.059
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Table 11
First and Second-Order CFA Values of the IES-2

First Second
Order Order
F1: Eating for Physical Rather Than Emotional Reasons 0.66

(EPR)

7- 1 find myself eating when I’'m feeling emotional (e.g., 0.74
anxious, depressed, sad), even when I’'m not physically

hungry.

8- I find myself eating when I am lonely, even when I’'m not 0.77
physically hungry.

9- I use food to help me soothe my negative emotions. 0.91

10- I find myself eating when I am stressed out, even when 0.78
I’m not physically hungry.

11- I am able to cope with my negative emotions (e.g., 0.44
anxiety, sadness) without turning to food for comfort.

12- When I am bored, I do NOT eat just for something to 0.69
do.

13- When I am lonely, I do NOT turn to food for comfort. 0.77

14- 1 find other ways to cope with stress and anxiety than by 0.64

eating.
F2: Unconditional Permission to Eat (UPE) 0.01

1- I try to avoid certain foods high in fat, carbohydrates, or 0.79

calories.

2- I have forbidden foods that I don’t allow myself to eat. 0.67

3- I get mad at myself for eating something unhealthy. 0.51
4- If T am craving a certain food, I allow myself to have it. 0.38
0.60

5- I allow myself to eat what food I desire at the moment.
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Table 11 cont.

F3: Reliance on Hunger and Satiety Cues (RHSC)
15-I trust my body to tell me when to eat.

16- I trust my body to tell me what to eat.

17- 1 trust my body to tell me how much to eat.

18- I rely on my hunger signals to tell me when to eat.

19- I rely on my fullness (satiety) signals to tell me when to stop
eating.

20- I trust my body to tell me when to stop eating.

F4: Body-Food Choice Congruence (B-FCC)

0.56

0.61

0.85

0.69

0.77

0.77

0.71

0.44
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CHAPTER 4: DISCUSSION

The present study aimed to adapt Intuitive Eating Scale — 2 (Tylka &
Kroon Van Diest, 2013) to Turkish and assess the reliability and validity of
the Turkish IES-2.

In the first study, the original IES-2 was translated to Turkish,
exploratory factor analysis was conducted and reliability and validity of
Turkish IES-2 were assessed with a sample of 264 participants. The results
of the first study suggested that the Turkish IES-2 is a reliable and valid tool
for the assessment of adaptive, intuitive eating patterns.

It was found out that women have lower total IES-2 and subscale
scores compared to men and this is in line with the previous study (Tylka &
Kroon Van Diest, 2013; Camilleri et al., 2015). As suggested above, the
effect of new thin ideals that are constantly presented in the media paves
way to self-objectification and this process is much more evident in women.
Although it is not possible to say that men are not affected, women are in a
more risky situation when it comes to objectifying their own body
(Fredrickson & Robert, 1997). Thus, it was not surprising that women
displayed lower IES-2 scores. Hypothesis (a) was supported with these
findings.

The IES-2 scores did not increase linearly with age. Wane, van
Uffelen and Brown (2010), suggested that women gain more weight
between 18-36 years of age and contraception use, university transitions,
eating fast-food and quitting smoking might be some of several reasons of
that (Wane, van Uffelen & Brown, 2010). Besides these, there could be a
cultural component. In Turkey, most women in their 20s and 30s get
married and become pregnant. In Turkey this can be a more valid reason for
weight gain compared to reasons like contraception use. Because of these
reasons (and because of the fact that this age range is also most vulnerable
in terms of the effect of the media), women may not internalize intuitive
eating behaviors at these ages. The data validated this pattern since women

in the 25-36 age range had the lowest IES-2 scores. However this pattern
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was also visible in men (although the difference was not statistically
significant, mean difference pattern can be roughly interpreted). Male
participants 36-45 years of age had the lowest IES-2 scores. This age range
is also when men first start noticing the signs of aging and decreasing
testosterone. In several studies, decreased testosterone has been related to
higher BMI and weight gain (Tan & Pu, 2002; Huhtaniemi, 2014), meaning
that men might have a transition to dieting approach after noticing the
change in their body. Also, there may be a cultural explanation for why
Turkish men at these ages have the lowest IES-2 scores. One of them can be
the recent implementation of programs aiming to reduce smoking rates in
Turkey. It was found that men who quit smoking in these ages gain weight
(Satman et al., 2013). Also in an interview with Kaymak, Giineri Akay
pointed out that Turkish men cope with stress through alcohol consumption
and emotional eating (Kaymak, 2014). With these general and culturally
related findings hypothesis (b) was supported.

An exploratory factor analysis was conducted to determine the factor
structure of the Turkish IES-2. After the exploratory factor analysis, it was
decided that two items had to be deleted. One of them was item 21 in Factor
4 (Most of the time, I desire to eat nutritious foods) and it had low KMO
value. Turkey, being a Mediterranean country, it is possible to say that it has
a wide range of nutritious food (Bach-Faig et al., 2011) and access to
nutritious food might be easier than in most of the Western countries. Thus
it can be hypothesized that people in Turkey might not perceive this item as
an important part of the scale. The second deleted item was item 6 in Factor
2 (I do NOT follow eating rules or dieting plans that dictate what, when,
and/or how much to eat) and it was deleted due to low primary loading. It is
the only item in Factor 2 that is not about specific foods and the restraints
on them; rather it is about rules and plans. Since it is so different from the
other items in the factor, it is possible to say that this sample did not
perceive it as a part of that factor.

At the end of this process, the Turkish IES-2 became a 21-item, 4-

factor scale. It had good psychometric properties; its overall internal
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reliability was high (Cronbach’s Alpha = .89). For the subscales,
Cronbach’s Alpha was .93, .70, .92 and .86 for Eating for Physical Rather
than Emotional Reasons (EPR), Unconditional Permission to Eat (UPE),
Reliance on Hunger and Satiety Cues (RHSC), Body-Food Choice
Congruence (B-FCC) respectively. The Turkish IES-2’s test-retest
reliability was also high. Mean test-retest interval was 24.5 days (in the
original study it was 20.57 days; Tylka & Kroon Van Diest, 2013). ICC
were 0.89 for the total IES-2 score and 0.87, 0.68, 0.86 and 0.82 for Eating
for Physical Rather than Emotional Reasons (EPR), Unconditional
Permission to Eat (UPE), Reliance on Hunger and Satiety Cues (RHSC),
Body-Food Choice Congruence (B-FCC), respectively. Only the test-retest
reliability of Unconditional Permission to Eat’s was moderate.

Overall, the construct validity was good since except for
Unconditional Permission to Eat, all subscales were significantly correlated
with the IES-2 total score. As it was the case in the original study, UPE and
B-FCC were found to be inversely related. As Tylka and Kroon Van Diest
(2013) hypothesized, this 1s understandable since a person who does not
limit himself and eat unconditionally (UPE) may not always choose the
food that will give his body energy and stamina (B-FCC).

Criterion validity was determined by looking at the correlations
between the IES-2 and Rosenberg Self-Esteem Scale, EAT-26, Maudsley
Obsessive-Compulsive Inventory and Social Physique Anxiety Scale. As a
scale that assesses psychological well-being, the IES-2 had a significant
positive correlation with Rosenberg Self-Esteem scale, which is another
scale that assesses psychological well-being. All the other scales, which
assess disordered eating, obsessive thoughts and body anxiety in social
situations respectively, had significant negative correlations with the IES-2.
It can be said that the Turkish IES-2 has good criterion validity and
hypothesis (c) was supported with these findings.

Similar to the original study (Tylka & Kroon Van Diest, 2013), the
participants’ BMI and the IES-2 scores were negatively correlated. As

Tylka and Kroon Van Diest suggests, it is not possible to say that intuitive
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eating makes people lose weight; however it is evident that listening to
bodily signals and eating according to these signals is related to lower BMI
(Tylka & Kroon Van Diest, 2013). With this finding, hypothesis (d) was
supported.

In the second study, a confirmatory factor analysis was conducted to
see if the data fits well with another sample. The sample consisted 271
participants. Unweighted Least Squares (ULS) was used as the estimation
method since ULS provides more accurate and less variable parameter
estimates and more precise standard errors and better coverage rates in
ordinal data (Forero, Maydeu-Olivares & Gallardo-Pujol, 2009; Kogar &
Yilmaz Kogar, 2015).

Goodness of fit indices were evaluated according to the criteria that
was suggested by Brown (Brown, 2006). All the indices were found to be
good and the data seemed to fit well; however modification indices were
also checked to determine particular sources of strain (Brown, 20006).
Modification indices suggested that items 3 and 12 might have double
loadings, thus EFA results were checked again and no such double loading
problem was found. Another problem involved correlated errors between
items 4 and 5, 15 and 18, 19 and 20, 7 and 10, and 15 and 19. When
checked, it was seen that these items had similarly worded phrases and
share method variance as it was the case in the original study (Tylka &
Kroon Van Diest, 2013). When all these were estimated and CFA was
conducted again, the data fit much better and all the goodness of fit indices
revealed better results. The factor structure of the Turkish IES-2 obtained in
Study 1 was confirmed in Study 2 and hypothesis (e) was supported.

Lastly, it was evaluated if first order factors load on a second-order
intuitive eating factor. Goodness of fit indices were evaluated and indices
needed some improvement. Modification indices were checked and it was
seen that the largest ones suggested double loading of items 3, 8 and 12.
EFA results were checked for eliminating the double loading suggestion and
no signs of double loading were found. As it was the case in the first order

CFA, items 4 and 5, 15 and 18, 19 and 20, 7 and 10, and 15 and 19 were
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estimated due to shared method variance because of similar wordings. The
model turned out to have an acceptable fit however it was seen that UPE
had a weak loading on intuitive eating. It can be said that hypothesis (f) is
partly supported.

In second-order model, Unconditional Permission to Eat (UPE) had
a weak loading on intuitive eating and it may be one of the reasons why
second-order model had only acceptable fit. To be sure a three-factor
second-order model was run without UPE and it was seen that the fit got
much better. This was not the case in the original study (Tylka & Kroon
Van Diest, 2013) and in the French adaptation of IES-2 (Camilleri et al.,
2015). To be sure if it was about a cultural difference, a post hoc second-
order CFA was conducted in the sample data that was collected for Study 1
and once again UPE had the weakest loading. UPE had correlational
problems with other factors in Study 1 too. It should be kept in mind that in
both Sample 2 and Sample 1 models some of the differences between four-
factor and three-factor models might be caused by the fact that UPE was not
fixed to zero and was deleted completely from the model with its items.
Nevertheless, it is possible to say that specifically in the Turkish sample,
unconditional permission to eat has a weak relation with intuitive eating.
Although it is not possible to give a definite reason for this cultural
difference, a tentative theory might be suggested here. When looked at the
items of UPE, it can be seen that the items have a ‘mental involvement’
aspect. Giving permission, having forbidden foods or trying to avoid certain
foods are not natural processes. On the other hand, the items in the other
factors are more related to the connection of the mind with the body and
these involve more natural processes. Collectivistic cultures are usually
considered as relying more on intuitions. As collectivistic and
individualistic tendencies are found to coexist for people in Turkey
(Goregenli, 1995) it can be hypothesized that a factor that has a big deal of
mental involvement might not be perceived as an intuitive process, whereas
connection of the mind with the body might be perceived as a more intuitive

process. A wider cultural comparison about the perception of adaptive
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eating patterns is beyond the scope of current study; however it is important

to keep in mind this cultural difference for future research.

4.1 CLINICAL IMPLICATIONS

The Turkish IES-2 is the first scale that assesses adaptive eating
behaviors in Turkish. Up to this study, scales that assess disordered eating
behaviors were adapted to Turkish. Low disordered eating symptomatology
does not mean that the individual has the ability to distinguish physical
hunger from emotional hunger, or that she/he has adaptive eating behaviors.
Thus, these scales were not adequate to assess adaptive eating patterns. Now
it is possible to assess intuitive/adaptive eating behaviors within the Turkish

population.

This study was conducted with a total of 535 participants from
different backgrounds, age groups and occupations. It can be said that, the
sample was heterogeneous and diverse. The Turkish IES-2 can be used in
assessing intuitive eating behaviors in the normal population. Now that the
IES-2 is adapted to Turkish, it is possible to compare international data with

Turkish data (Giineri Akay, 2016).

Also now it is possible to identify individuals who do not have the
ability to distinguish physical and emotional hunger. This will make it
possible to intervene and improve these individuals’ eating behaviors before
they are diagnosed with eating disorders (Gilineri Akay, 2016). Different
examples of such intervention programs exist. One of them, “My Body
Knows When”, is an intervention program designed for non-clinical
population. This program helped people move away from dieting mentality
and to rely on their intuitions in eating decisions (Cole & Horacek, 2010).
Also, as mentioned before, intuitive eating approaches have significant
psychological benefits (Tylka, 2006; Bacon et al., 2002). Thus, it is possible
to say that intervention programs that support intuitive eating approaches

help individuals improve their eating behaviors and decrease maladaptive
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eating patterns like binge-eating episodes (Bush, Rossy, Mintz & Schopp,
2014). These are important interventions in preventing eating disorders;
now Turkish IES-2 can be used to assess individuals with maladaptive

eating practices and specific intervention programs can be designed.

4.2 LIMITATIONS AND SUGGESTIONS FOR FUTURE
RESEARCH

There are several limitations of these two studies. Firstly, although
both male and female participants were included in these studies, male
participants were much fewer than female participants and male data may
not be generalizable. Future research should involve more male participants

or focus solely on male participants and their intuitive eating behaviors.

Secondly, the characteristics of the samples in these two studies may
not represent the Turkish population. The education and income levels is
much higher than the average population. Future research should be

conducted with a more representative sample.

Thirdly, these data were collected from a normal population. It
would be interesting to collect data from people who have different eating
disorders like anorexia nervosa, bulimia nervosa and binge eating. This
would give us the chance to compare them with the normal population and
disorder-specific fluctuations in total and subscale scores would be visible.
Also, disorder-specific applications like ‘health at every size’ (applied to
obese patients) can be implemented. The IES-2 scores can be used as an
assessment tool in such programs and can be computed before and after the

intervention.

Another limitation of the studies was UPE’s weak loading on the
higher-order intuitive eating factor. It was controlled in two different
samples and in both of the models UPE had a weak loading; thus it was
concluded that this was a culture-specific condition. Future research should

investigate this culture specific perception of UPE in the Turkish
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population.

Lastly, B-FCC happened to be a factor with only two items in this
study. Although it has originally three items and only one item was omitted

due to low KMO value, additional research is required for it.
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CHAPTER 5: CONCLUSION

Before this adaptation study, eating behaviors could only be
measured by scales that assess disordered eating and it was not possible to
assess adaptive eating behaviors in the Turkish population. Since adaptive
eating is not equal to non-disordered eating and has its own dynamics, these
scales that assess disordered eating are not good enough. Intuitive eating is
one type of adaptive eating and Intuitive Eating Scale-2 is one of the best
tools that assess it. That is why the Turkish IES-2 will be beneficial in
identifying individuals who do not have the ability to distinguish physical
hunger from emotional hunger in the Turkish population. The present
research, despite its limitations, may be regarded as a valuable step of a new

approach to assessing adaptive eating behaviors in Turkish.

47



References

Abramovitz, B., & Birch, L. (2000). Five-year-old girls’ ideas about dieting
are predicted by their mothers’ dieting. Journal of The American
Dietetic Association, 100(10), 1157-1163.

Augustus-Horvath, C. & Tylka, T. (2011). The acceptance model of
intuitive eating: A comparison of women in emerging adulthood,
early adulthood, and middle adulthood. Journal of Counseling
Psychology, 58(1), 110-125.

Bach-Faig, A., Berry, E., Lairon, D., Reguant, J., Trichopoulou, A., &
Dernini, S. et al. (2011). Mediterranean diet pyramid today. Science
and cultural updates. Public Health Nutrition, 14(12A), 2274-2284.

Bacon, L., Keim, N.L., Van Loan, M.D., Derricote, M., Gale, B., Kazakz,
A., Stern, J.S. (2002). Evaluating a 'non-diet' wellness intervention
for improvements of metabolic fitness, psychological well-being and
eating and activity behaviors. Int J Obes. 26(6), 854-865.

Bacon, L., Stern, J., Van Loan, M., & Keim, N. (2005). Size acceptance and
intuitive eating improve health for obese, female chronic dieters.
Journal of The American Dietetic Association, 105(6), 929-936.

Birch, L. L., & Deysher, M. (1985). Conditioned and unconditioned caloric
compensation: Evidence for self-regulation of food intake in young
children. Learning and Motivation, 16(3), 341-355.

Birch L. L. & Fisher, J. O., (1998). Development of eating behaviors among
children and adolescents. Pediatrics 101(2), 539-549.

Birch, L. L., & Fisher, J. O. (2000). Mothers’ child-feeding practices
influence daughters’ eating and weight. The American Journal of
Clinical Nutrition, 71(5), 1054-1061.

Birch, L., McPhee, L., & Sullivan, S. (1989). Children's food intake
following drinks sweetened with sucrose or aspartame: Time course
effects. Physiology & Behavior, 45(2), 387-395.

Brown, T. A. (2006). Confirmatory factor analysis for applied research.
New York: Guilford Press.

48



Bush, H., Rossy, L., Mintz, L., & Schopp, L. (2014). Eat for Life: A work
site feasibility study of a novel mindfulness-based intuitive eating
intervention. American Journal of Health Promotion, 28(6), 380-
388.

Camilleri, G., M¢jean, C., Bellisle, F., Andreeva, V., Sautron, V., Hercberg,
S., & Péneau, S. (2015). Cross-cultural validity of the Intuitive
Eating Scale-2. Psychometric evaluation in a sample of the general
French population. Appetite, 84, 34-42.

Carper, J. L., Fisher, J. O., & Birch, L. L. (2000). Young girls’ emerging
dietary restraint and disinhibition are related to parental control in

child feeding. Appetite, 35, 121-129.

Cole, R., & Horacek, T. (2010). Effectiveness of the My Body Knows
When intuitive-eating pilot program. American Journal of Health

Behavior, 34(3), 286-297.

Costanzo, P. R., Reichmann, S. K., Friedman, K. E., & Musante, G. J.
(2001). The mediating effect of eating self-efficacy on the
relationship between emotional arousal and overeating in the

treatment-seeking obese. Eating Behaviors, 2, 363-368.

Cuhadaroglu, F. (1986). “Adolesanlarda Benlik Saygis1”, Hacettepe
Universitesi Tip Fak, Psikiyatri ABD Yayimlanmamis Uzmanlik
Tezi, Ankara.

Ergiiney-Okumus, E. & Sertel-Berk, O. (2016). Yeme Tutumu Testi Kisa
Formu (YTT-26): Tiirkge Gegerlik ve Giivenirlik Calismasi. 79.
Ulusal Psikoloji Kongresi’'nde sunulmus poster bildiri. 5-7 Eylil
2016, Tepekule Kongre Merkezi, Izmir.

Erol N, Savagir 1. (1988). Maudsley Obsesif-Kompulsif Soru Listesi. 24.
Ulusal Psikiyatri ve Norolojik Bilimler Kongresi Bilimsel Calisma
Kitabi (107-114). Ankara.

Erol N, Savasir I. (1989). Yeme Tutum Testi: Anoreksiya nervoza belirtileri
indeksi. Tiirk Psikoloji Dergisi, 7(23), 19-25.

49



Faith, M. S., Scanlon, K. S., Birch L. L, Francis, A., Sherry, B. (2004).
Parent-Child feeding strategies and their relationships to child eating
and weight status. Obesity Research, 12 (11), 1711-1722.

Field, A. P. (2009). Discovering statistics using SPSS. London, England :
SAGE.

Forero, C., Maydeu-Olivares, A., & Gallardo-Pujol, D. (2009). Factor
analysis with ordinal indicators: A Monte Carlo Study comparing
DWLS and ULS estimation. Structural Equation Modeling: A
Multidisciplinary Journal, 16(4), 625-641.

Fredrickson, B. L., & Roberts, T.A. (1997). Objectification theory: To-
ward understanding women’s lived experiences and mental health

risks. Psychology of Women Quarterly, 21, 173-206.

Garner, D. & Garfinkel, P. (1979). The Eating Attitudes Test: an index of
the symptoms of anorexia nervosa. Psychological Medicine, 9(02),
273.

Garner, D., Olmsted, M., Bohr, Y., & Garfinkel, P. (1982). The Eating
Attitudes Test: psychometric features and clinical correlates.
Psychological Medicine, 12(04), 871.

Gast, J., Campbell Nielson, A., Hunt, A., & Leiker, J. (2015). Intuitive
eating: associations with physical activity motivation and BMIL
American Journal of Health Promotion, 29(3), €91-€99.

Goregenli, M. (1995). Toplumumuzda bireycilik-topluluk¢uluk egilimleri.
Tiirk Psikoloji Dergisi (Turkish Journal of Psychology), 11, 1-13.

Giineri Akay, G. (2016). Yeme bozukluklarinda fiziksel agligi duygusal
acliktan ayirt edebilme. Turkiye Klinikleri J Psychol-Special Topics,
1(2), 17-22.

Hair, J., Black, W., Babin, B., & Anderson, R. (2013). Multivariate data
analysis (7th ed.). Pearson.

Hart, E.A., Leary, M.R., & Rejeski, W.J. (1989). The measurement of social
physique anxiety. Journal of Sport & Exercise Psychology, 11, 94—
104.

50



Heatherton, T. F., & Baumeister, R. F. (1991). Binge-eating as an escape
from self-awareness. Psychological Bulletin, 110, 86—108.

Hodgson, R. J., & Rachman, S. (1977). Obsessional-compulsive complaints.
Behaviour Research and Therapy, 15(5), 389-395.

Huhtaniemi, I. (2014). Andropause — lessons from the European Male
Ageing Study. Annales D'endocrinologie, 75(2), 128-131.

Kaymak, E. (2014). EXCLUSIVE - Stressed-out Turkish men turning to
comfort food. Anadolu Agency. Retrieved 13 June 2017, from
http://aa.com.tr/en/health/exclusive-stressed-out-turkish-men-
turning-to-comfort-food/160948

Kogar, H., & Yilmaz Kogar, E. (2015). Comparison of different estimation
methods for categorical and ordinal data in confirmatory factor
analysis. Egitimde ve Psikolojide Ol¢cme Ve Degerlendirme
Dergisi, 6(2).

Mediterranean studies of cardiovascular disease and hyperglycaemia:
analytical modelling of population socio-economic transitions
(MedCHAMPS). Newcastle: Newcastle University; 2011.

Mercurio, A., & Landry, L. (2008). Self-objectification and Well-being: The
impact of self-objectification on women’s overall sense of self-worth
and life satisfaction. Sex Roles, 58(7-8), 458-466.

Moradi, B. (2010). Addressing Gender and Cultural Diversity in Body
Image: Objectification Theory as a Framework for Integrating
Theories and Grounding Research. Sex Roles, 63(1-2), 138-148.

Miilazimoglu Ball1 O., As¢1 F.H. (2006). Sosyal fiziksel kaygi envanterinin
gecerlik ve guivenirlik ¢aligsmasi. Spor Bilimleri Dergisi, 17, 11-19.

Péneau, S., Ménard, E., Méjean, C., Bellisle, F., & Hercberg, S. (2013). Sex
and dieting modify the association between emotional eating and
weight status. The American Journal of Clinical Nutrition, 97, 1307—

Pike, K., & Rodin, J. (1991). Mothers, daughters, and disordered eating.
Journal of Abnormal Psychology, 100(2), 198-204.

Polivy, J., & Herman, C. P. (1999). Distress and eating: Why do dieters

overeat? International Journal of Eating Disorders, 26, 153—164.

51



Rosenberg, M. (1965). Society and the adolescent self-image. Princeton, NJ:
Princeton University Press.

Satman, 1., Omer, B., Tutuncu, Y., Kalaca, S., Gedik, S., & Dinccag, N. et
al. (2013). Twelve-year trends in the prevalence and risk factors of
diabetes and prediabetes in Turkish adults. European Journal of
Epidemiology, 28(2), 169-180.

Seligman, M. E., & Csikszentmihalyi, M. (2000). Positive psychology: An

introduction. American Psychologist, 55, 5—14.

Shrout, P. E., & Fleiss, J. L. (1979). Intraclass correlations. Uses in
assessing rater reliability. Psychological Bulletin, 86(2), 420—428.

Spoor, S., Bekker, M., Van Strien, T., & van Heck, G. (2007). Relations
between negative affect, coping, and emotional eating. Appetite,
48(3), 368-376.

Tabachnick, B. G., & Fidell, L. S. (2007). Using multivariate statistics.
Boston: Pearson/Allyn & Bacon.

Tan, R., & Pu, S. (2002). Impact of obesity on hypogonadism in the
andropause. International Journal of Andrology, 25(4), 195-201.

Telch, C. F. (1997). Skills training treatment for adaptive affect regulation
in a woman with binge-eating disorder. International Journal of
Eating Disorders, 22, 77-81.

Tribole, E., & Resch, E. (1995). Intuitive eating: A recovery book for the
chronic dieter. New York: St. Martin’s Press.

Tylka, T. & Hill, M. (2004). Objectification Theory as It Relates to
Disordered Eating Among College Women. Sex Roles, 51(11-12),
719-730.

Tylka, T. (2006). Development and psychometric evaluation of a measure
of intuitive eating. Journal of Counseling Psychology, 53(2), 226-
240.

Tylka, T. and Wilcox, J. (2006). Are intuitive eating and eating disorder
symptomatology opposite poles of the same construct?. Journal of

Counseling Psychology, 53(4), 474-485.

52



Tylka, T., & Sabik, N. (2010). Integrating Social Comparison Theory and
self-esteem within Objectification Theory to predict women’s
disordered Eating. Sex Roles, 63(1-2), 18-31.

Tylka, T. & Kroon Van Diest, A. (2013). The Intuitive Eating Scale—2: Item
refinement and psychometric evaluation with college women and
men. Journal of Counseling Psychology, 60(1), 137-153.

Van Dyke, N. & Drinkwater, E. (2013). Review Article Relationships
between intuitive eating and health indicators: literature review.
Public Health Nutrition, 17(08), 1757-1766.

Wane, S., van Uffelen, J., & Brown, W. (2010). Determinants of weight
gain in young women: A review of the literature. Journal of
Women's Health, 19(7), 1327-1340.

Woody, E., Costanzo, P., Leifer, H., & Conger, J. (1981). The effects of
taste and caloric perceptions on the eating behavior of restrained and
unrestrained subjects. Cognitive Therapy and Research, 5, 381-390.

Yiicel B., Polat A., ikiz T., Pirim-Diisgér B., Yavuz A. E., Sertel-Berk H. O.
(2011). The Turkish version of the Eating Disorder Examination
Questionnaire: Reliability and validity in adolescents. Eur Eat

Disord Rev 19(6): 509-11.

53



CHAPTER 6: APPENDICES

54



Appendix A: Demographic Information

Demografik Bilgiler

Yasiniz:

Cinsiyetiniz:

Medeni durumunuz:

Egitim diizeyiniz:

Universite dgrencisiyseniz boliimiiniiz ve smifimz:
Mesleginiz:

Oturdugunuz yer:

Ailenizde haneye giren ortalama aylik gelir:
Son 6 ayda yasadiginiz saglik problemleri:
Kilonuz:

Boyunuz:

Diyet yapiyor musunuz?



Appendix B: Maudsley Obsessive-Compulsive Inventory —

Checking and Rumination Subscales

Sik sik hosa gitmeyen seyler diisliniir, onlar1 zihnimden uzaklastirmakta

glicliik cekerim. D/Y

Sik sik havagazini, su musluklarini ve kapilart birkag kez kontrol ederim.

D/Y

Aklima takilan nahos diisiinceler hemen her giin beni rahatsiz eder. D/Y
Bana gore bazi sayilar son derece ugursuzdur. D/Y

Mektuplar1 postalamadan 6nce onlari tekrar tekrar kontrol ederim. D/Y
Esas sorunum bazi seyleri tekrar tekrar kontrol etmemdir. D/Y

Bazi seyleri birden fazla kontrol ederim. D/Y

Sabahlar1 elimi yliziimii yikamak ¢ok zamanimi alir. D/Y

Her giin baz1 seyleri tekrar tekrar kontrol etmek bana zaman kaybettirir.

D/Y

Kendimi toparlayamadigim i¢in giinler, haftalar, hatta aylarca hicbir seye el

siirmedigim olur. D/Y

Bazen 6nemsiz diisiinceler aklima takilir ve beni giinlerce rahatsiz eder.

D/Y



Appendix C: Rosenberg Self-Esteem Scale

MADDE 1

1. Kendimi en az diger insanlar kadar degerli buluyorum.

a. COK DOGRU b.DOGRU c. YANLIS d. COK YANLIS

2. Bazi olumlu 6zelliklerim oldugunu dusunuyorum.

a. COK DOGRU b.DOGRU c. YANLIS d. COK YANLIS

3. Genelde kendimi basarisiz bir kisi olarak gérme egilimindeyim.
a. COK DOGRU b.DOGRU c. YANLIS d. COK YANLIS
MADDE 2

4. Ben de diger insanlarin birgogunun yapabildigi kadar birgeyler yapabilirim.
a. COK DOGRU b.DOGRU c. YANLIS d. COK YANLIS

5. Kendimde gurur duyacak fazla birsey bulamiyorum.

a. COK DOGRU b.DOGRU c. YANLIS d. COK YANLIS
MADDE 3

6. Kendime kars! olumlu bir tutum igindeyim.

a. COK DOGRU b.DOGRU c. YANLIS d. COK YANLIS
MADDE 4

7. Genel olarak kendimden memnunum.

a. COK DOGRU b.DOGRU c. YANLIS d. COK YANLIS
MADDE 5

8. Kendime karsi daha fazla saygi duyabilmeyi isterdim.

a. COK DOGRU b.DOGRU c. YANLIS d. COK YANLIS
MADDE 6

9. Bazen kesinlikle kendimin bir ise yaramadigini disunuyorum.
a. COK DOGRU b.DOGRU c. YANLIS d. COK YANLIS

10. Bazen kendimin hig de yeterli bir insan olmadigimi disuntyorum.
a. COK DOGRU b.DOGRU c. YANLIS d. COK YANLIS



Appendix D: Turkish EAT-26

Yeme Tutum Olgei-26

Agiklama: Bu dlgek, profesyonel dikkat gercktiren bir yeme bozuklugunuz olup olmadigin belirlemede size yardimer olan bir
tarama Olgegidir. Bu tarama Olgegi yeme bozuklugu tams: konulmas: veya profesyonel damgmanh@in yerini almasi igin
geligtirilmemigtir. Asagida yer alan formu dogru, diriistge ve miimkién oldugunca eksiksiz doldurunuz. Sorulann dogru ya da
yanhs cevab yoktur, Tm cevaplanniz gizli kalacakur,

A, Bililmil: Asagidaki sorulan tamamlayimz.

1._Dogum Tarihiniz Ay: Giin: Yil:
2. Cinsiyetiniz: Erkek Kadin
3. Boyunuz Cm. -

4. Suanki kilonuz:
5. En Yiksek Kilonuz (Hamilelik Harig):

6. Yetiskinliktcki En Disiik Kilonuz:

7. Ideal Kilonuz: A
B. Béliimii: Asafida yer alan her bir ifade icin size uygun gelen  Daima I Cok  Sik | Bazen | Nadiren | Higbir

bir sikki isaretleyiniz, sik sik zaman

. Sismanlamaktan &diim kopar.

. Acikugimda yemek yememeye ¢aliginm.

Kendimi stirekli yemek dilsiiniirken bulurum.

Yemek yemeyi durduramadigimi hissettigim zamanlar olur.

._Yiyecegimi kiigOk parcalara bdlerim.

. Yedigim yiyeceklerin kalorisini bilirim,

. Ekmek, patates, piring gibi yilksek kalorili yiyeceklerden

 kagween.

8. Bagkalan, benim daha fazla yememi tercih ediyorlar gibi gelir.

9. Yemek vedikten sonra Kusarim.

10. Yemek yedikten sonra asin sugluluk duyanm.

1. Zayif olma arzusu zihnimi meggul eder.

12. Egzersiz yaptgumda, harcaditim kalorileri dislinfirGim.

13. Bagkalan ¢ok zayif oldugumu diigiiniir.

14. Vilcwdumda yag birikecegi (sigmanlayacagim) disiincesi zihnimi |
mesgul eder.

15. Yemeklerimi vemck. baskalannminkinden daha uzun siirer.

16.Sekerli viveceklerden kagininm.,

17.Diyet (perhiz) yemekleri yerim.

18. Yasamim vivecegin Kontrol ettigini diigiiniiriim,

19, Yiyecek konusunda kendimi denetleyebilirim.

20.Yemek yeme konusunda bagkalannin bana baski yapugm
hissederim.

21. Yivecekle ilgili diisiinceler cok fazla zamanims alir,

22, Tath yedikten sonra rahatsiz hissederim.

23. Divet yaparim.

24, Midemin bos olmasindan hoslamnm,

25. Yemeklerden sonra igimden kusmak gelir.

26. Sekerli, vagh viyvecekleri denemekien hoslaminm. I [
C. Bolimii: Davranigsal Sorular: "Higbir Ayda bir | Ayda | Haftada | Hafta | Giinde bir

Gegligimiz 6 ayda; zaman | yadadaha 2-3 kez | birkez da2-6 | yadadaha

\IQVIAI&!.IIJ—

—— _—

A Durduramayacagimizi hissettifiniz tikimrcasina yeme
ataklannz oldu mu?*

B Kilonuzu ve beden seklinizi kontrol etmek igin
kendinizi kusturdunuz mu?

C Kilonuzu ve beden seklinizi kontrol etmek igin
laksatif (barsak soktiirlici), diyet haplan veya idrar
soktilriledl kullandimz mi?

D | Kilo vermek ya da kilonuzu kontrol etmek igin bir
giinde 60 dakikadan fazla egzersiz yaptiniz mi?

E Gegtigimiz 6 ayda 9 kilodan fazla verdiniz mi? | Evet | Haywr
*Tiknurcasina yeme ataklari: aym sartlarda pek gok kiginin yivebildiZinden gok daha fazla yemek ve yeme Kontroling
_kaybettiginiz hissi olarak tammlanmaktadir.

_ Copyright: EAT-26: (Gamer e1 al. 1982, Psychological Medicine, 12. 871-878). D. Gamer"in izniyle adaptasyonu yapilmistir.
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Appendix E: Turkish Social Physique Anxiety Scale

Bu anket sizin sosyal fizik kaygilarimizla ilgilidir. Liitfen her soruyu dikkatlice okuyunuz ve size en
uygun gelen kutu icine (X) isareti koyunuz. Ornegin “Fiziksel goriiniisiimden hosnudum” ciimlesini
okudunuz. Fiziksel goriliniisiniizden hi¢ hosnut degilseniz “tamamen yanlis” yazili kutunun i¢ine (X)
isareti koyunuz; fiziksel goriiniisiiniizden her zaman hosnutsaniz “tamamen dogru” yazan kutunun
icine (X) ile igaretleyiniz.

Tamamen

Yanhs

Genellikle

Yanhs

Bazen

Yanhs
Bazen

g

Genellik
Dogru
Tamamen
Dogru

1. Fiziksel goriiniisiimden hosnudum.

2. Beni ¢gok zayif veya gok sisman gosteren kiyafetleri

giymekten hi¢ endise duymam.

3. Fiziki goriiniimiim hakkinda takintili olmamayi isterdim.

4. Diger insanlarin kilom veya kas gelisimim hakkinda
olumsuz yargilart oldugu konusunda endiseye kapildigim

zamanlar olur.

5. Aynaya baktifim zaman fiziksel goriiniisiimden dolay1

kendimi iyi hissederim.

6. Fiziksel goriiniisiimiin ¢ekici olmayan bolgeleri, belirli

sosyal ortamlarda sinirli olmama neden olur.

7. Basgkalarim yanindayken fiziksel goriintisimden

endiselenirim.

8. Diger insanlara, fizigimin ne kadar hos goriindiigi

konusunda son derece rahatim.

9. Diger insanlarin fizigimi inceledigini bilmek beni rahatsiz

eder.

10. Fiziksel goriniimiimii diger insanlara gosterecegim zaman

¢ok utangag olurum.

11. Bagkalar: bariz bir bigcimde viicuduma baktiklarinda kendimi

genellikle rahat hissederim.

12. Mayoluyken viicudumun seklinden dolay: kendimi siklikla

sinirli hissederim.




Appendix F: The Turkish IES-2

1 2 3
Kesinlikle Katilmiyorum  Katilmiyorum — Ne Katiliyorum Ne Katilmiyorum

4 5
Katiliyorum Kesinlikle Katiliyorum

—_

Yag, karbonhidrat ya da kalori bakimindan zengin belirli yiyeceklerden kaginmaya

caligirim.

Kendime yemeye izin vermedigim yasakli yiyeceklerim vardir.

Sagliksiz bir sey yedigimde kendime kizarim.

Canim belirli bir yiyecegi cektiyse onu yemek icin kendime izin veririm.

O an neyi yemeyi istiyorsam onu yemek icin kendime izin veririm.

Neyi, ne zaman ve/veya ne kadar yiyecegimle ilgili seyleri dikte eden yeme kurallarin

ve diyet planlarini takip etmem.

7. Bazi duygulara kapildigimda (6rn., kaygili, depresif, iizgiin) fiziksel olarak a¢
olmasam bile kendimi yemek yerken bulurum.

8. Fiziksel olarak a¢ olmasam da yalniz hissettigimde kendimi yemek yerken bulurum.

9. Olumsuz duygularimi yatigtirmak i¢in yemegi kullanirim.

10. Stresli oldugumda fiziksel olarak a¢ olmasam da kendimi yemek yerken bulurum.

11. Olumsuz duygularimla (6rn., kaygi, iiziintii) yemegin verecegi rahatlamaya
basvurmadan da basa ¢ikabilirim.

12. Sikildigimda sadece bir mesgale olsun diye yemek yemem.

13. Yalniz hissettigimde rahatlamak i¢in yemek yemem.

14. Stres ve kaygiyla basa ¢ikmak i¢in yemekten bagka yollar bulurum.

15. Bedenimin bana ne zaman yemek yemem gerektigini hatirlatacagina giivenirim.

16. Bedenimin beni ne yemem gerektigi konusunda yonlendirecegine giivenirim.

17. Bedenimin bana ne kadar yiyecegimi hissettirecegine giivenirim.

18. Aclik sinyallerimin bana ne zaman yemek yemem gerektigini hatirlatacagina
giivenirim.

19. Tokluk sinyallerimin beni yemek yemeyi ne zaman durdurmam gerektigi konusunda
uyaracagina giivenirim.

20. Bedenimin bana yemek yemeyi ne zaman durdurmam gerektigini hatirlatacagina
giivenirim.

21. Cogu zaman besin degeri yliksek yiyecekleri yemeyi arzu ederim.

22. Cogunlukla bedenimin daha iyi bir performans gostermesini saglayacak yiyecekler
yerim.

23. Cogunlukla bedenime enerji ve dayaniklilik saglayacak yiyecekler yerim.
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Appendix G: The Modified Turkish IES-2 and Scoring

Instructions

1 2 3

Kesinlikle Katilmiyorum Katilmiyorum  Ne Katiliyorum Ne Katilmiyorum

4 5
Katiliyorum Kesinlikle Katiliyorum

=

Yag, karbonhidrat ya da kalori bakimindan zengin belirli yiyeceklerden

kacinmaya c¢alisirim.

Kendime yemeye izin vermedigim yasakli yiyeceklerim vardir.

Sagliksiz bir sey yedigimde kendime kizarim.

Canim belirli bir yiyecegi ¢ektiyse onu yemek i¢in kendime izin veririm.

O an neyi yemeyi istiyorsam onu yemek i¢in kendime izin veririm.

Bazi duygulara kapildigimda (6rn., kaygili, depresif, lizgiin) fiziksel olarak ag

olmasam bile kendimi yemek yerken bulurum.

7. Fiziksel olarak a¢ olmasam da yalniz hissettigimde kendimi yemek yerken
bulurum.

8. Olumsuz duygularimi yatistirmak i¢in yemegi kullanirim.

9. Stresli oldugumda fiziksel olarak a¢ olmasam da kendimi yemek yerken
bulurum.

10. Olumsuz duygularimla (6rn., kaygi, tiziintii) yemegin verecegi rahatlamaya
bagvurmadan da basa ¢ikabilirim.

11. Sikildigimda sadece bir mesgale olsun diye yemek yemem.

12. Yalniz hissettigimde rahatlamak i¢in yemek yemem.

13. Stres ve kaygiyla basa ¢ikmak i¢in yemekten baska yollar bulurum.

14. Bedenimin bana ne zaman yemek yemem gerektigini hatirlatacagina
giivenirim.

15. Bedenimin beni ne yemem gerektigi konusunda yonlendirecegine giivenirim.

16. Bedenimin bana ne kadar yiyecegimi hissettirecegine giivenirim.

17. Aglik sinyallerimin bana ne zaman yemek yemem gerektigini hatirlatacagina
giivenirim.

18. Tokluk sinyallerimin beni yemek yemeyi ne zaman durdurmam gerektigi
konusunda uyaracagina giivenirim.

19. Bedenimin bana yemek yemeyi ne zaman durdurmam gerektigini
hatirlatacagina giivenirim.

20. Cogunlukla bedenimin daha iyi bir performans gdstermesini saglayacak
yiyecekler yerim.

21. Cogunlukla bedenime enerji ve dayaniklilik saglayacak yiyecekler yerim.
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Puanlama Prosediirii:

1. 1,2,3,6,7,8 ve 9. maddeleri ters olarak skorlayin.

2. Toplam IES-2 Skoru: Biitiin maddeleri toplayin ve 21’e boliin.

3. Sartsiz Yemeye Izin Verme (UPE) Alt Olgegi: 1,2, 3, 4 ve 5. maddeleri
toplaymn ve 5’e boliin.

4. Duygusal Degil Fiziksel Sebeplerle Yeme (EPR) Alt Olcegi: 6,7, 8,9, 10, 11,
12 ve 13. maddeleri toplayin ve 8’e boliin.

5. Aclik ve Doygunluk Ipuclarina Giivenme (RHSC) Alt Olgegi: 14,15, 16, 17,
18 ve 19. maddeleri toplayin ve 6’ya boliin.

6. Beden-Yiyecek Secim Uyumu (B-FCC) Alt Olgegi: 20 ve 21. maddeleri
toplayin ve 2’ye boliin.



