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Abstract

Eating disorders, a diagnostic group in which eating behaviour is seriously impaired, are a growing
problem worldwide. Psychological factors underlying eating disorders have been investigated, yet
no definite conclusions have been drawn. An important area of research is the relationship between
eating disorders, early childhood experiences, and emotional expression difficulties. The purpose
of this study was to examine the early childhood traumas, alexithymia, emotional expression, and
attachment styles in young adults with self-reported disordered eating behaviour, in comparison
with individuals with no reported disordered eating behaviour and health issues. Included in the
study were 39 participants with disordered eating behaviour and 20 participants as control, between
18-35 years of age, and consisting 43 women and 16 men. Participants completed medical history
and sociodemographic information form, Childhood Trauma Questionnaire, Twenty-Item Toronto
Alexithymia Scale, Emotional Expression Questionnaire, and Experience in Close Relationships.
Results showed that physical abuse and alexithymia were significantly more prevalent in individu-
als with self-reported disordered eating behaviour. Attachment anxiety and avoidance scores were
high in both groups, with no significant difference. There was no difference in emotional expression
in positive, negative or intimacy subscores between groups. Findings suggested that clinical psy-
chologists need to examine early childhood experiences, family dynamics, and alexithymia in detail
to apply more efficient intervention approaches for young adults with disordered eating behaviour.
It is also remarkable that more than half of the individuals with disordered eating behaviour have
not received any psychological consultation indicating that there is a need for increasing public
awareness towards eating behaviour problems.

Oz

Oz-bildirime dayali yeme davrams1 bozuklugunda aleksitimi, duygusal ifade, cocukluk ¢ag
travmasi ve baglanmanin incelenmesi

Yeme bozukluklari, yeme davraniginin ciddi bigimde bozulmasi olarak tanimlanmakta olup diinya
capinda giderek artan bir problem olarak karsimiza ¢ikmaktadir. Yeme bozukluklari altinda yatan
psikolojik faktorler arastirilmig, fakat gegerli bir sonuca ulagsmak miimkiin olmamistir. Bazi
calismalar yeme bozukluklari, erken ¢ocukluk donemi deneyimleri ve duygusal ifade sorunlari
arasindaki iliski iizerinde durmaktadir. Bu arastirmanin amaci, yeme davranisi bozuklugu rapor
eden geng yetiskin grupta; erken ¢ocukluk donemi travmalari, aleksitimi, duygusal ifade ve
baglanma stillerini bilinen bir yeme veya saglik problemi olmayan bireylerle karsilastirarak
incelemektir. Calismaya 18-35 yas arasinda, 43 kadin ve 16 erkek; yeme davranist bozuklugu rapor
eden 39 katilimer ve yeme davranist bozuklugu olmayan 20 katilimer kontrol grubu olmak tizere
toplam 59 katilimer dahil edilmistir. Katilimeilar, tibbi dykii ve sosyodemografik bilgi formu,
Cocukluk Cagi Travma Olgegi, 20-maddeli Toronto Aleksitimi Olgegi, Duygusal ifade Olgegi ve
Yakin iliskilerde Yasantilar Envanteri doldurmuslardir. Sonuglar yeme davranisi bozuklugu olan
bireylerde fiziksel istismar ve aleksitimi goriilme sikliginin anlaml diizeyde yiiksek oldugunu
gostermektedir. Kaygili ve kagingan baglanma puanlar1 her iki grupta da yiliksek olup, gruplar
arasinda anlamli bir fark bulunamamistir. Duygusal ifade Olgeginin pozitif, negatif veya yakinlik
alt puanlarinda gruplar arasinda fark bulunamamistir. Bulgular, daha etkin terapi yaklagimlar
uygulayabilmek i¢in klinik psikologlarin yeme davranisi bozukluklarinda erken ¢ocukluk ¢agi
deneyimlerini, aile dinamiklerini ve aleksitimi varligim1 detayli bir sekilde degerlendirmelerini
onermektedir. Ayrica yeme davranisi bozuklugu olan bireylerin yarisindan fazlasinin hi¢ psikolojik
danismanlik almamasi yeme davranisi bozukluguna yonelik toplumsal farkindaligin arttirilmasi
gerektigini gostermistir.
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Eating disorders (EDs) are a diagnostic group in which
eating behaviour is seriously impaired. Anorexia ner-
vosa and bulimia nervosa are the two most common
issues in this diagnostic group, accompanied by seri-
ous mental and physical health problems, which might
eventually increase the mortality rates for individuals
with these disorders (Erbay Gonenir & Seckin, 2016).
Many individuals do not meet the criteria for these di-
agnoses, but are often affected by subthreshold EDs,
named as ‘eating disorder not otherwise specified’,
that are as severe and prolonged as classical condi-
tions. In general, EDs are defined as excessive concern
with weight and shape, preoccupation with dieting,
and feeling overwhelmed by fear of gaining weight
(Taylor et al. 2015). Disordered eating behaviour
(DEB) defines health behaviour problem related to
eating. It includes binge eating or unhealthy weight
control behaviours such as fasting, skipping meals
(Nagata et al., 2018), purging, binge eating, over eat-
ing, vomiting, laxative abuse, extreme dieting, and ex-
treme exercise (Herpertz-Dahlmann, 2009; Taylor et
al. 2015), some of which constitute core criteria for
ED diagnosis, according to the Diagnostic and Statis-
tical Manual, 5™ Edition (DSM-5) (APA, 2013).

Prevalence studies reported that 11% of young
adults have engaged in DEB to lose weight; despite
this, only 2% of young adults are diagnosed with ED
(Nagata et al., 2018). This finding clearly shows that
screening studies are important to show the real num-
ber of young adults suffering from eating behaviour
problems. A screening study in a Turkish university
reported that 6.3% of university students were affected
by DEB (Celik et al., 2016). It is important not to un-
derestimate the importance of self-reported eating be-
haviour problems because these behaviours can pro-
gress into serious medical, cognitive, social, and emo-
tional problems, and therefore should not be seen
simply as a lifestyle choice.

Equally important is to recognise that DEB could
be an indication of much more widespread but hidden
psychological issues. Emotion and its various aspects,
such as emotional expression difficulties or alexi-
thymia (Bydlowski et al., 2005), early life experiences
such as childhood trauma or attachment problems
have been studied in relation to ED (Zachrisson &
Skérderud, 2010). Some studies showed a strong rela-
tionship between ED and emotions and childhood
traumas (Bulik et al., 1997; Bydlowski et al., 2005;
Goldner et al., 1991). It has been suggested that expo-
sure to childhood trauma could increase vulnerability
to ED (Guillaume et al., 2016; Monteleone et al.,
2019).

According to a psychosomatic theory, obese people
who have emotional eating attitudes are unaware of
their feelings, that is, they experience alexithymia.
Alexithymia is a cognitive personality state in which
the person has difficulties in defining and expressing
emotions, in distinguishing emotions from physical
sensations, and in communicating emotional states to

others. Other characteristics are limited imagination
and concrete thinking style (Gtileg et al., 2009; Lane
et al., 1996). Because of their difficulty identifying
emotions, these people show eating attitude towards
their emotional drives rather than hunger signal
(Ouwens et al., 2003). It has been shown that anorexic
patients can neither distinguish between hunger and
satiety, nor between physical sensations and inner
emotion processes (Bruch, 1985). Another example of
this phenomenon is that individuals with bulimia do
not perceive that they are actually experiencing vom-
iting, due to stress (Davis & Marsh, 1986). Studies
showed that individuals with ED are more alexithymic
than healthy individuals (Bydlowski et al., 2005).

Mood change is known to affect eating attitude.
Research clearly showed the relationship between
emotional states and EDs (Faith et al., 1998; Geliebter
& Aversa, 2003). Emotional changes cause maladap-
tive strategies, one of which is improper eating behav-
iour, DEB, in the case of stressed state (Ty & Francis,
2013). For example, overeating can be a strategy to
avoid anxiety, stress, sadness or incompetence
(Bradford & Petrie, 2008). On the other hand, different
emotions can result in different eating behaviours; for
instance, distress can cause loss of appetite, and sad-
ness, an increase (as cited in Macht, 2008). People
who eat in response to negative emotions may tend to-
wards binge eating and bulimia (Macht, 2008). More-
over, emotional eating has conscious and unconscious
components (Chesler, 2012). Eating attitudes aimed at
reducing stress is a conscious behaviour, while eating
attitudes of alexithymic individuals who have difficul-
ties identifying and expressing emotions is uncon-
scious (Chesler, 2012).

Research on childhood abuse and trauma in indi-
viduals with ED showed that emotional neglect was
the most common issue, followed by emotional abuse,
physical abuse and physical neglect, respectively
(Mitchell & Mazzeo, 2005). In addition, sexual abuse
was reported in almost half of the cases in some stud-
ies (Carter et al., 2006; Rodriguez et al., 2005). It is
known that patients with a history of abuse and trauma
are the group that responds least well to treatment;
therefore, it is important to determine any history of
childhood abuse or trauma in cases with ED in the
clinic (Mahon et al., 2001; Rodriguez et al., 2005). It
should be noted that people become more vulnerable
to abuse and neglect when not securely attached
(Kavlak & Sirin, 2009).

Attachment disorders have been associated with
ED in relation to parental bonds. The relationships
were found between parental bond and ED psycho-
pathology, particularly between insecure attachment
and ED (Monteleone et al., 2019; Tasca & Balfour,
2014). It was also shown that people with ED showed
greater separation anxiety and insecure attachment
compared to those without (Kuipers et al., 2016). On
the other hand, when parents of individuals with ED
were examined, mothers of children with anorexia
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were found to have more problems in secure attach-
ment compared to other mothers (Szalai & Czeglédi,
2017). Bulimia symptoms and body dissatisfaction
were related to insecure attachment, which was ac-
companied by uncertain and intimidating relationships
(Szalai & Czeglédi, 2017). According to a compara-
tive study, a higher level of insecure attachment was
found in the group of individuals with ED than the
group without (Tasca & Balfour, 2014). Furthermore,
secure attachment was seen as a protective factor in
ED, which could be a promising aspect in the therapy
of individuals with ED (Szalai & Czeglédi, 2017).

The aim of this study was to investigate whether
young individuals with DEB have alexithymia, emo-
tional expression difficulties, traumas in early devel-
opmental period, and a particular attachment style.
Specifically, the hypothesis was that, compared to
without eating behaviour problems individuals, those
with DEBs have more experience of childhood
trauma, more alexithymia, and more serious problems
with emotional expression and attachment.

METHOD
Participants

Two groups of participants were recruited for this
study: participants with self-reported DEB (rn = 40)
and without known health issues and self-reported
DEB participants (n = 20). For both groups, individu-
als who did not complete surveys were excluded. Ex-
clusion criteria for self-reported DEB group were hav-
ing systematic diseases and/or severe mental health is-
sues. One participant who did not complete the sur-
veys from DEB group was excluded. This resulted in-
clusion of 59 individuals (43 women, 16 men) aged
between 18-35 years; 39 participants in self-reported
DEB group (Mg = 23.10, SD = 2.30) and 20 partici-
pants in the control group (Mg = 24.10, SD = 2, 57).

Ten percent of the participants were graduates of
high school, and the remaining 90% were undergrad-
uate students or graduates of higher education institu-
tions (vocational school, university, etc.). However,
the vast majority were students (73%), only 29% of
the entire group were in employment. Fifty-eight per-
cent of respondents reported that they were in a rela-
tionship, and the rest reported no relationship. All
were from the middle-income (75%) or high-income
level (25%).

Measures

Eating Behaviour, Medical History and Sociodemo-
graphic Information Participants were asked to fill in
the following information: Age, gender, height,
weight, education, relationship status, income status,
profession, and working condition. Body Mass Index
(BMI) was calculated from weight and height of

individuals via formula of BMI = kg/m’, where kg is a
person's weight in kilograms and m? is their height in
meters squared. The cut-off levels for BMI scores pre-
sented by World Health Organization for individuals
over 20 years of age were used to categorize body
composition of the groups (WHO, 2020).

Information about medical history and DEBs was
obtained with simple open-ended questions asking
about any eating behaviour problem, diagnosed ED,
physical and mental health problems. To detect DEB,
participants answered the question ‘Do you have any
eating behaviour problems?’. Details about eating be-
haviour problem (e.g., over-eating, under-eating,
vomiting, anorexia, over-appetite etc.) were obtained
through an open-ended question ‘Can you define the
eating behaviour problem you have?’. Simple ques-
tions like these were shown to be at least as good as
other available instruments for classifying the cases
with DEB correctly (Keski-Rahkonen et al., 2006).
Participants with diagnosed issues were asked if they
used medication. Finally, participants were asked to
describe any professional help received from a dieti-
tian or psychologist for their DEBs.

Childhood Trauma Questionnaire (CTQ) CTQ was
developed by Bernstein and colleagues in 1994, and
adapted to Turkish by Sar and colleagues in 2012.
CTQ provides score in five areas: sexual abuse, phys-
ical abuse, emotional abuse, emotional neglect, and
physical neglect during childhood. It consists of 28
items retrospectively investigating abuse and neglect
history before the age of 20. Each statement is scored
according a 5-point Likert type scale (1 = never, 5 =
very often). Of the total scores from all 28 questions,
3items (10, 16, and 22) measure only denial of trauma,
and do not affect the total score. The scores from five
subscales were used in this study (Bernstein et al.,
1994). In order to test the prevalence of childhood
trauma in our sample, the number of participants en-
dorsing at least one item (scoring 2 or higher) on each
CTQ subscale was calculated in order to evaluate the
differences in frequency of each abuse type between
groups. This usage of the scale has a precedent in the
literature (Mitchell & Mazzeo, 2005). The Cronbach’s
alpha internal consistency reliability coefficients were
between .80 and .87 in the adapted Turkish version
(Sar et al., 2012), and between .79 and .94 in the orig-
inal questionnaire (Bernstein et al., 1994).

Twenty-item Toronto Alexithymia Scale (TAS-20)
TAS-20 was developed by Bagby and colleagues in
1994 and reliability and factorial validity were shown
to be good in the Turkish population. (Giileg et al.,
2009). It has 3 subscales: 1) difficulty identifying feel-
ings, 2) externally-oriented thinking, and 3) difficulty
describing feelings. Each item is evaluated with a 5-
point Likert type scale (1 = strongly disagree, 5 =
strongly agree). Interpretation and the cut-off scores
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were defined for alexithymia (61 or more points), pos-
sible alexithymia (52 to 60 points), and non-alexi-
thymia (51 or fewer points) (Bagby et al., 1994). In
this study, using 61 points as a cut-off point, we cate-
gorised individuals as either alexithymic (61 or higher
points) or mnon-alexithymic (< 61 points). The
Cronbach’s alpha internal consistency reliability coef-
ficients were between .57 and .80 in adapted Turkish
version (Giileg et al., 2009), while it ranged between
.66 and .78 in the original (Bagby et al., 1994).

Emotional Expression Questionnaire (EEQ) EEQ
was developed by King and Emmons in 1990 and
adapted to Turkish by Kuzucu in 2011. EEQ measures
positive, negative, and intimacy (closeness) emotions
with 16 items. Statements are scored with a Likert type
scale with seven intervals (1 = strongly disagree, 7 =
strongly agree) (King & Emmons, 1990; Kuzucu,
2011). Total scores for each positive, negative, and
closeness expression subscales are calculated sepa-
rately. The Cronbach’s alpha internal consistency reli-
ability coefficients were .85 in the adapted Turkish
version (Kuzucu, 2011), while .78 in the original one
(King & Emmons, 1990).

Experience in Close Relationships (ECR) Experi-
ences in Close Relationships Scale is a 36 item self-
report measure of romantic attachment style. Siimer
adapted ECR to Turkish in 2006. ECR measures two
dimensions, anxiety and avoidance of attachment in
romantic relationships (Brennan et al., 1998). The
Cronbach’s alpha internal consistency reliability coef-
ficients were between .86 and .90 in adapted Turkish
version (Siimer, 2006) and between .78 and .84 in the
original one (Brennan et al., 1998).

Procedure

Participants with self-reported DEB were recruited
from diet clinics or contacted through the Instagram
Izmir University of Economics (IEU) support group
(an announcement was made inviting the participation
of people who have eating behaviour problems or
EDs), and the participants without DEB problem with
no known health issues were recruited through a notice
displayed in the IEU canteen. All participants who
volunteered to participate approved the informed con-
sent form before filling the evaluation form with open-
ended questions about sociodemographic information
and medical history. Self-reports on childhood trauma
history, alexithymia, ability to express emotions, and
attachment were evaluated using the standardized
questionnaires described above. Ethical permission
was obtained from the IEU Ethical Committee
(20.08.2019, 33) for the study.

Statistical Analysis

Data were analysed using Statistical Package for the
Social Sciences (SPSS; version 21.0 for Windows).

Distributions of variables were examined with histo-
gram and descriptive statistics. One-way multivariate
analysis of variance (MANOVA) was used to assess
the effect of group (participants with self-reported
DEB vs. the control group) on all surveys. In this way
familywise error resulting from multiple testing was
minimised. Also, both comparisons of each measure
as well as comparisons of a combination of scores are
tested (Field, 2009). Frequencies were calculated for
nominal data, and then comparisons between two
groups were conducted via using chi-square test. For
all tests, degrees of freedom, number of cases, test sta-
tistic and p-value were presented. The level of signifi-
cance was specified at 0.05.

RESULTS

Comparison of Age, Body Mass Index, and Health
Status among Groups

The chi-square was conducted to compare the gender
and health status of participants in two groups (Table
1). There was no gender difference between groups
(1, N = 59) = .07, p = .79). Physical or chronic
health problems was found significantly higher (;’(1,
N=59)=5.22, p=.02) in DEB group (39%) than in
control group (10%). There was no difference between
groups in regular medication use (y’(1, N = 59) =1.15,
p =.28) and mental health issues (y°(1, N=59) =3.07,
p = .08). In DEB group, 44% of individuals reported
seeking dietetic and psychological consultation.

Body Mass Index (BMI) of participants were clas-
sified, and distribution of BMI categories between
groups is presented in Table 1. The proportion of sub-
jects in BMI categories was different in groups (x° (1,
N=59)=7.91, p=.048). The frequency of overweight
(n = 12), and obese (n = 8), and underweight partici-
pants (n =5) were higher in DEB group. Normal BMI,
on the other hand, was evidently higher in control
group (n =13).

Eating behaviour problems reported by only partic-
ipants in DEB group are presented in Table 1. Over-
eating behaviour was the most common problem
(26%), followed by overeating and increased appetite
(21%), situational eating (18%), skipping meals (10%)
and vomiting and loss of appetite (10%), loss of appe-
tite and under-eating (5%), and bulimia, increased ap-

petite, irregular eating, and overeating and vomiting
(2.5% for each).

Comparison of Childhood Trauma, Alexithymia,
Emotional Expression and Attachment Style Among
Two Groups

All survey scores were compared among participants
with self-reported Disordered Eating Behaviour, and
participants in control group by using one-way
MANOVA. In the MANOVA, CTQ and TAS total
scores, EEQ and ECR subscores were used as depen-
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Table 1. Frequency of Gender, Health Status, Body Mass Index and the Type of Eating Behaviour Problems among
Groups

DEB Control Total
n=139) (n=20) (m=159)
n (%) n (%) n (%)
Gender Female 28 (72) 15(75) 43 (73)
Male 11 (28) 5(25) 16 (27)
Physical Health Problem* Yes 15 (38) 2 (10) 17 (29)
No 24 (62) 18(90) 42 (71)
Mental Health Problem Yes 9 (23) 1(5) 10 (17)
No 30 (77) 19(95)  49(83)
Medication Use Yes 13 (33) 4 (20) 17 (29)
No 26 (67) 16 (80) 42 (71)
BMI Category* Underweight (<18.49kg/m?) 8(21) 2 (10) 10 (17)
Normal (18.5-24.9 kg/m?) 11 (28) 13(65) 24 (41)
Overweight (25-29.9 kg/m?) 12 (30) 4 (20) 16 (27)
Obesity (>30 kg/m?) 8 (21 1(5) 9 (15)
Eating Behaviour Problem®  Overeating 10 (26) -
Overeating and Increased Appetite 8(21) -
Situational Eating 7 (18) -
Skipping Meals 4 (10) -
Vomiting and Loss of Appetite 4 (10) -
Loss of Appetite and Undereating 2(5) -
Bulimia 1(2.5) -
Increased Appetite 1(2.5) -
Irregular Eating 1(2.5) -
Overeating and Vomiting 1(2.5) -

Note: *Data is available only for participants with DEB, not applicable for the control participants. *p < .05

Table 2. Comparison of Childhood Trauma, Alexithymia, Emotional Expression, and Attachment Style Among Two
Groups (N =59)

DEB Control
(n=39) (n=20)
Variable Mean (SD) Mean (SD) F df p
CTQ-Total Score 38.26 (12.89) 32.20 (5.68) 3.992 1 .051
TAS-Total Score 51.72 (13.55) 47.80 (7.14) 1.456 1 233
EEQ-Positive Expression 29.41 (8.02) 29.85 (5.44) .048 1 .827
EEQ-Negative Expression 18.67 (4.85) 19.30 (4.26) 244 1 .623
EEQ- Closeness Expression 23.51 (4.99) 24.10 (3.95) 209 1 .649
ECR-Anxious Attachment 3.34(1.20) 3.13(0.94) 479 1 492
ECR-Avoidant Attachment 2.95 (1.16) 2.37(1.02) 3.638 1 .062

Note: CTQ: Childhood Trauma Questionnaire, TAS: Toronto Alexithymia Scale, EEQ: Emotional Expression Question-

naire, ECR: Experience in Close Relationships Questionnaire, DEB: Disordered Eating Behavior

dent variables, because EEQ and ECR do not provide
any total scores. Assumptions of equal covariance ma-
trices was met, and homogeneity of variance were met
for all but not for CTQ and TAS total scores, and pos-
itive expression subscore of the EEQ. Pillai’s Trace
was used for multivariate test statistic because it is
considered to be robust when an assumption is vio-
lated, and sample sizes are unequal. No significant dif-
ferences were found on either of these measures be-
tween groups, Pillai’s Trace =.108, F(1, 57) = .884, p
=.526. Further univariate analyses of the outcome var-
iables indicated a marginally significant effect of
groups on the total score of CTQ (F(1,57) =3.992, p
= .051). Descriptive statistics and univariate analyses
are given in Table 2.

Chi-square analyses were conducted to examine sig-

nificant differences in the percentage of individuals
with childhood trauma history and alexithymia. In or-
der to report the prevalence of childhood trauma, the
number of participants endorsing at least one item on
each CTQ subscale was calculated in order to evaluate
the frequency of each abuse type in both groups (Table
3). Although trauma history was evident in both
groups, higher frequency rates were observed in DEB
group. The percentage of individuals endorsing phys-
ical abuse was significantly higher in DEB group
(A(1, N=59) = 4.393, p = .036).

Frequency of alexithymic individuals was calcu-
lated, and alexithymic individuals were found only in
the self-reported DEB group (26%), while none in
control group reached the cut-off score (y*(1, N = 59)
=6.18, p=.013; Table 3).



271

JCPR 2021;5(3):266-274

Table 3. Prevalence of Childhood Trauma and Alexithymia Among DEB and Control Groups

DEB Control Total Chi-square test

CTQ Subtests* n (%) n (%) n I df P

Sexual abuse 12 (31) 3 (15) 15 1.733 1 187
Emotional neglect 28 (72) 12 (60) 40 0.842 1 358
Emotional abuse 20 (51) 8 (40) 28 0.674 1 411
Physical abuse 11 (28) 1(5) 12 4.393 1 .036*
Physical neglect 21 (54) 8 (40) 29 1.014 1 313
Alexithymia® 10 (26) 0 (0) 10 6.175 1 .013*

Note: * CTQ subscales are positive (+) when individuals endorse at least one item in the subscale, ® Alexithymia is positive

(+) when total TAS score =>61. *p < .05.
DISCUSSION

This research investigated relationships between dis-
ordered eating behaviour and childhood traumas, alex-
ithymia, emotional expression, and attachment atti-
tudes in young adults. Hypotheses were confirmed for
childhood trauma and alexithymia, but not for emo-
tional expression and attachment. Findings showed
that individuals with self-reported DEB had experi-
enced trauma, particularly physical abuse, during their
childhood. They were more likely to be alexithymic,
which is an issue related to the cognitive state of de-
fining and expressing emotions. In contrast, they re-
ported no problems in expressing positive, negative or
intimate emotion, and, despite experiencing attach-
ment avoidance and anxiety, these aspects of their re-
lationships were not different from their peers without
DEB. In addition, 38% of individuals with DEB re-
ported physical health problems, 23% reported mental
health problems and 33% reported medication use.
Despite reporting eating behaviour problems, only
44% of this group reported seeking dietetic and psy-
chological consultation. Their body compositions
were more likely to deviate from normal in terms of
being obese or underweight.

Women are more commonly diagnosed with ED
than men (Robinson et al., 2013), and thus 73% of our
participants were women. Another underlying reason
is gender roles. Men were found less likely to seek
help with emotional problems than women (Moller-
Leimkiihler, 2002), and this also applies to EDs, men
were less likely to seek help behaviours, due to the so-
cially imposed masculine image (Smart, 2006). This
finding explains why fewer men responded to our sur-
vey. In addition, disordered eating behaviour may be
caused women’s changing perceptions of beauty and
body image, especially during adolescence, due to the
influence of social role models, such as celebrities and
singers (Mooney et al., 2004).

The relationship between emotions and EDs has
been the subject of research. Results of the statistical
model show that alexithymia disrupts negative emo-
tion regulation, leading to emotional eating problems
(Spence & Courbasson, 2012). These individuals’ eat-
ing attitude, it is argued, is directed by emotional im-
pulses rather than hunger signal because they are una-
ble to identify feelings (Ouwens et al., 2003). Similar

results were found in a study focused on “difficulty in
identifying emotions” and the possibility of develop-
ing a serious eating pathology in the presence of alex-
ithymia (Ridout et al., 2010). Alexithymia was also
found as a condition seen in bulimic and anorexic in-
dividuals (Beales & Dolton, 2000). Studies in general
show difficulty in expressing emotions in ED
(Bydlowski et al., 2005; Ridout et al., 2010), however,
in our study, there were no differences between self-
reported DEB and the control group in the “expressing
emotions” subscale of the TAS-20 and Emotion Ex-
pression Questionnaire. It is possible that the Level of
Emotional Awareness Scale, used in other studies, is
a more sensitive questionnaire, better able to reveal
emotional expression difficulties in ED groups
(Bydlowski et al., 2005). However, the two different
scales pointed to the same result in our study, suggest-
ing consistency. Due to the very limited knowledge
about the mechanisms underlying the relationship be-
tween EDs and recognizing, expressing and coping
with emotions, future studies focusing on this relation-
ship would be very beneficial for understanding psy-
chopathology of EDs.

Some researchers focused on the relationship be-
tween ED and trauma in childhood. In a few studies
with severe cases of ED, almost half of the cases re-
ported sexual abuse (Carter et al., 2006; Rodriguez et
al., 2005). In our study, 31% of individuals with DEB
reported some degree of sexual abuse, compared to
15% of control group. In a study which used the same
trauma questionnaire as this study, the most common
type of trauma was emotional neglect (79%), fol-
lowed by emotional abuse (72%), physical abuse
(68%), and physical neglect (60%) (Mitchell &
Mazzeo, 2005). Our findings revealed similar results
for individuals with self-reported DEB: histories of
emotional neglect (72%), physical neglect (54%),
emotional abuse (51%), sexual abuse (31%), and
physical abuse (28%). Another study conducted with
women with reported physical abuse in childhood
showed a high rate of subclinical eating disorder
symptoms (Rayworth et al., 2004). In line with earlier
findings, our study showed that childhood physical
abuse could be an important indication of disordered
eating behaviour later in life. Childhood trauma and
abuse are two of the most important issues to be con-
sidered in ED, because those with trauma history are
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the least responsive to treatment (Mahon et al., 2001;
Rodriguez et al., 2005).

When the development of emotional regulation is
considered, attachment is an important aspect to be
questioned. According to Fuendeling (1998), the
avoidance attachment style is characterized by the in-
terruption of emotional feeling, potentially promoting
a disordered regulation that can consist of reduced
emotional recognition and reduced ability to recognise
and self-regulate bodily signals such as hunger, sa-
tiety, fatigue, and emotional emotions. Nevertheless,
only few studies have explored anxious and avoidant
attachment styles in relation to EDs (Zachrisson &
Skérderud, 2010; Kuipers & Bekker, 2012). In our
study, we observed that young adults both with and
without DEB were anxious and avoidant about attach-
ment, with no difference between them. It is likely that
participants exhibit age specific attitudes, because in
young adulthood, people begin to establish intimate
relationships. Previous research showed insecure at-
tachment as an indicator for ED, and even highlighted
the importance of secure attachment as a protective
factor (Szalai & Czeglédi, 2017; Tasca & Balfour,
2014). However, a specific mechanism between at-
tachment and ED has yet to be found (Zachrisson &
Skérderud, 2010). Nevertheless, we can suggest inves-
tigating secure and insecure attachment in young indi-
viduals, and anxious and avoidance attachment styles
in different age groups with DEB.

The effective and accurate diagnosis of ED re-
quires a semi-structured interview conducted by an ex-
perienced clinician, according to the latest criteria
stated in DSM-5 (APA, 2013). For screening pur-
poses, on the other hand, several questionnaires have
been shown to have good psychometric properties.
Simple screening questions like those in this study
were shown to be at least as good as other available
instruments; for anorexic patients this type of ques-
tions detect 90% of cases correctly (Keski-Rahkonen
et al., 2006). In our study, almost half of the individu-
als who reported disordered eating behaviour had ED
diagnosis. Our observations showed that most individ-
uals who seek medical treatment, and thereby get di-
agnoses, are either obese individuals or severe cases
of ED. On the other hand, young individuals with nor-
mal body composition but with DEB were not referred
to medical care with sufficient frequency. A popula-
tion-based study in Australia showed that women with
lower weight are less likely to apply to health services
and use medication, compared to those of high BMI
(Reidpath et al., 2002). This situation may lead to de-
lays in treating serious disorders characterized by low
weight symptoms, such as anorexia nervosa, resulting
in a more difficult and prolonged treatment process.
Thereby, professionals dealing with young adults with
low weight symptoms should be on the alert for possi-
ble EDs.

Conclusion and Recommendations

Childhood trauma and alexithymia are accompanied
with self-reported disordered eating behaviours in
young adults. Treatment of disordered eating behav-
iours in young adults can be become more complex if
these comorbid issues are not examined in detail.
Without intervention, such issues might result in re-
lapse into disordered eating behaviour. Therefore, cli-
nicians need to refer the individual with ED to other
professionals dealing with the comorbid issues in-
volved. In addition, there should be an examination of
eating behaviours of individuals with emotional pro-
cessing deficits and childhood traumas. Clinicians
should be aware of this link, even though the underly-
ing mechanisms are not fully understood.

Physical appearance and body composition is an
important issue in adolescence and young adulthood,
and not only for women, but also for men. This age
group might develop dangerous behaviours aimed at
losing and controlling weight in order to gain an ac-
ceptable body shape. Thus, young individuals aware
of their disordered eating behaviour but with socially
acceptable body compositions may generally avoid
seeking health care services. To overcome this prob-
lem, efforts should be made to increase public aware-
ness about the consequences of ED, to identify young
adults with undiagnosed ED, and to encourage them to
consult ED professionals.
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