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ABSTRACT

Erciyas, E. (2022). Investigation of the Relationship between Eating Attitudes and
Emotional Eating Tendencies of University Students during the COVID-19
Pandemic Process and Evaluation of the Frequency of Consumption of Sugary
Foods. Yeditepe University, Institute of Health Sciences, Department of Nutrition
and Dietetics, Master Thesis, Istanbul.

Eating behaviors of individuals are governed not only by physical hunger but also by
emotions. Identifying and preventing the development of eating behaviors that
adversely affect health will increase the quality of life and duration of individuals. In
this study, it was aimed to examine the relationship between susceptibility to eating
disorders and emotional eating tendencies that may arise or increase with the negative
emotional changes brought by the COVID-19 pandemic process in university students
and to evaluate the frequency of consumption of sugary foods. Demographic
information, nutritional habits, physical activity and sleep status, Eating Attitude Test-
26, Emotional Appetite Questionnaire and consumption frequency of 20 types of sugary
foods were questioned to 546 undergraduate students studying at Yeditepe University.
NCSS 2007 program was used for data analysis. The mean age of the students
participating in the study was 21.7+2.1 years, 64.2% were female and 35.9% were male.
The average BMI values of the students were 22.86+3.85. The mean of the eating
attitude test with a cut-off point of 20 was found to be 13.09+7.69 for the students.
Accordingly, while the majority of the students showed a healthy eating attitude, 15.6%
were found to be prone to eating disorders. Eating attitude test values of women were
found to be higher than men (p=0.001; p<0.05). According to the emotional appetite
questionnaire scores, students tended to eat less in negative emotions or situations,
while they tended to eat more in positive emotions and situations. Men's emotional
appetite questionnaire mean scores were higher than women's (p=0.001; p<0.05). As a
result of the research, a very weak and positive correlation was found between the
Eating Attitudes Test-26 and the Emotional Appetite Questionnaire (r=.089, p<0.05). In
order to manage the nutritional habits of university students, trainings, programs and

policies should be created to increase nutritional knowledge and awareness.

Keywords: University students, eating attitude, emotional appetite, sugary food
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OZET

Erciyas, E. (2022). COVID-19 Pandemisi Siirecinde Universite Ogrencilerinin
Yeme Tutumu ile Duygusal Yeme Egilimlerinin Iliskisinin Incelenmesi ve Sekerli
Besin Tiiketim Sikhiginin Degerlendirilmesi. Yeditepe Universitesi, Saghk Bilimleri
Enstitiisii, Beslenme ve Diyetetik Anabilim Dali, Yiiksek Lisans Tezi, Istanbul.

Bireylerin yeme davranislar1 sadece fiziksel aglik degil duygular tarafindan da
yonetilmektedir. Sagligi olumsuz yonde etkileyen yeme davraniglarinin belirlenmesi ve
gelisiminin 6nlenmesi bireylerin hayat kalitesini ve siiresini arttiracaktir. Bu ¢aligmada
tiniversite o6grencilerinde COVID-19 pandemi siirecinin getirdigi olumsuz duygu
degisiklikleriyle ortaya cikabilecek veya artabilecek yeme bozukluklarina yatkinlik ve
duygusal yeme egilimlerinin birbiriyle iligkisinin incelenmesi ve sekerli besin tiiketim
sikliklarinin degerlendirilmesi amaglanmustir. Yeditepe Universitesi’nde 6grenim goren
546 lisans 6grencisinin demografik bilgileri, beslenme aliskanliklari, fiziksel aktivite ve
uyku durumlari ile Yeme Tutum Testi-26, Duygusal Istah Anketi ve 20 cesit sekerli
besinin tiikketim sikliklar1 sorgulanmistir. Verilerin analizi icin NCSS 2007 programi
kullanilmistir. Caligsmaya katilan 6grencilerin yas ortalamasi 21.7+2.1 y1l olup, %64,2'si
kadm, %35,9'u erkektir. Ogrencilerin BKI degerleri ortalamas1 22.86+3.85 'tir. Kesme
puant 20 olan yeme tutum testinin ortalamasi Ogrencilerde 13.094+7.69 olarak
bulunmustur. Buna bagli olarak dgrencilerin cogunlugu saglikli yeme tutumu gostermis
olup, %15,6's1 ise yeme bozukluguna yatkin bulunmustur. Kadinlarin yeme tutum testi
degerleri erkeklere gore daha yiiksek bulunmustur (p=0,001; p<0,05). Duygusal istah
anketi puanlarma gore Ogrenciler, olumsuz duygu veya durumlarda daha az yeme
egilimindeyken, olumlu duygu ve durumlarda daha fazla yeme egilimi gostermistir.
Erkeklerin duygusal istah anketi ortalama puanlari kadinlara gore daha yliksek
bulunmustur (p=0,001; p<0,05). Arastirma sonucunda, Yeme Tutumu Testi-26 ile
Duygusal Istah Anketi arasinda pozitif yonde ve ¢ok zayif diizeyde anlamli bir iliski
bulunmustur (r=.089, p<0.05). Universite 6grencilerinin beslenme aliskanliklarimi
yonetilebilmeleri i¢in beslenme bilgi ve farkindaligini arttiran egitimler, programlar ve

politikalar olusturulmalidir.

Anahtar Kelimeler: Universite 6grencileri, yeme tutumu, duygusal istah, sekerli besin
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1. INTRODUCTION AND PURPOSE

Nutrition is the consumption of nutrients for growth, development and
continuation of life and for the protection and improvement of current health. It is one
of the most important basic human needs. Mankind has always aimed to be healthy and
productive throughout its existence. Being healthy and productive occurs when the
physical, mental, social and mental health continues for many years without
deterioration. The health of individuals is governed by elements such as nutrition,
genetic factors and environmental circumstances. Nutrition is at the top of the list
among these elements (1). Adequate and balanced nutrition; It is the intake and proper
consumption of the nutrients needed for the growth of the body, regeneration of tissues

and healthy functioning (2).

While the normal development of eating behavior, which is rapidly shaped from
infancy, results in healthy eating behaviors throughout life, negative changes in eating
behavior can cause some health problems such as obesity. Many factors such as neural
factors, individual factors, socio-demographic factors and environmental factors are
effective in shaping eating behavior (3,4). Among these, university education is a period
in which lifestyle and eating habits change, some chronic diseases begin to emerge, and
unwanted behaviors such as smoking and consumption of junk food gain momentum. In
this period, wrong eating habits bring many health problems such as obesity,
cardiovascular diseases, hypertension and diabetes (5,6).

Many habits that will determine the lifestyle of individuals and their health
status in the future are formed in university life. Eating attitudes and behaviors are one
of the factors that create the quality of life and healthy lifestyle attitudes of university
students. Eating disorders occur at almost any age; however, university students are in
the risk group. Problems encountered during this process can lead people to eating
disorders (7).

Eating behavior; It describes complex problems characterized by excessive
emotions, attitudes, and behaviors along with body weight and food consumption (8).
Eating disorders (EDs) is a condition defined as the deviation of eating habits from

normal and can cause serious problems such as depression, anxiety, malnutrition,

1



overnutrition and substance abuse. It can be seen commonly among psychiatric diseases

9).

Adolescence is a period in which physical, social and spiritual problems are
experienced. Approximately 15.6% of Turkey's population is in the 15-24 age group,
and eating disorders are frequently seen in the teenage years or young adulthood, and

although it is more common in women, it affects both genders (10,11).

A specific cause and pathogenesis for ED is unknown, and it is accepted that risk
factors involve general social, familial, biological, developmental, psychological,
behavioral factors and life events (12). In previous epidemiological studies in Turkey,
the incidence of any type of ED in adolescents and young adults has been reported as
4%, and it is estimated that this rate will increase over time (13). For this reason,
university students constitute the risk group for ED due to their age and possible
psycho-social and economic difficulties. It is important to take education and preventive
measures on this issue, to provide protection and to provide treatment if the disease has

occurred (9).

Foods provide psychological saturation as well as physiological saturation. Since
the foods consumed are pleasurable and associated with the reward system, they also
have a way of revealing positive emotions and providing well-being. This effect is more
clearly seen in carbohydrate-rich foods, especially in simple sugar consumption. The
effectiveness of carbohydrates in improving negative mood is explained by the fact that
carbohydrate absorption is positively associated with central serotonin synthesis and
release (14). In a study on mood swings and carbohydrate consumption, depression; It
was found to be connected with a rise in appetite and carbohydrate consumption.
Dysphoric mode has also been reported to increase carbohydrate consumption (15).

Emotional eating is defined as the eating behavior that is thought to occur only
in response to the emotional state, not because of the feeling of hunger or when the meal
time has come, and it is known that emotional eating is generally triggered by negative
emotional states (16). It is clear that not every individual with emotional eating behavior
is obese or slightly obese, and not all obese or slightly obese individuals show

emotional eating behavior. However, it is wondered why some individuals consume

2



food above their metabolic needs. Studies show that individuals with emotional eating
behavior may resort to eating to regulate their negative emotional states in daily life. For
example in several studies, chocolate consumption caused a spike in mood among
individuals with emotional eating behavior compared to individuals without emotional

eating behavior (17).

Eating behaviors related to different emotional states also show changes (16). If
a mood occurs more frequently during eating than other moods, the relationship
between eating and mood is strong. If this mood can cause behavioral changes, it is
suitable for revealing the tendency to eat (18). In a study considering the link between
eating behavior and mood, it was found that severe stress levels were correlated with the
consumption of large quantities of food, mostly the consumption of high-energy snacks
(17).

This study was created to examine the differences in eating attitudes and
emotional eating tendencies in the process of negative mood changes experienced by
university students who received online education from home during the COVID-19
pandemic period. Thus, with the data obtained from this study, it was intended to
examine the emotional eating tendencies and susceptibility to eating disorders that may
arise or increase with negative emotional changes such as fear, anxiety and stress
brought about by the pandemic process, and to evaluate the relationship between them
and the frequency of consumption of sugary foods.

Hypotheses:

e During the COVID-19 pandemic, university students' eating attitude test and
emotional appetite questionnaire scores differ according to students' demographic
characteristics, eating habits, physical activity and sleep states.

e There is a relationship between and eating attitude test and emotional appetite

questionnaire of university students.



2. BACKGROUND

2.1 Eating Attitude

Attitude is defined as an individual's positive or negative attitude toward any
item, person, group, or idea, and it is made up of three parts: behavioral, cognitive, and
emotional. According to this definition, eating attitude can be defined as beliefs,
thoughts, feelings and behaviors towards food and it can help understand food choices
(19).

A decline in physical, mental, and social well-being occurs when nutrients are
consumed in excess or insufficiently. Nutrition, in this context, is a conscious behavior
that should be practiced to improve people's quality of living, develop and protect
people's health, and maintain social, mental, and physical well-being (20). The
management of motor abilities, social and emotional development of a person through
central and environmental elements shapes their eating attitude. From birth, it is linked
to all social relations. Individuals' eating habits are linked to both pleasant and

unpleasant experiences (21).

Nutrition has an impact on mental health, as well as mental health and spoilage.

Emotional and cognitive factors, in particular, influence eating attitudes (22). It
is known that emotions have a 30-48% effect on eating behavior and appetite and
increase or decrease eating (20). Many theories have been put forward to explain eating
behavior from the perspective of psychology. The basic theory is that individuals use
eating as an emotional defense mechanism when they encounter distressing situations
and that they cope with the distressed situation in this way (23). Despite individual
variances, negative emotional states such as stress, depression, anxiety and anger have

been demonstrated to increase food consumption and disrupt eating attitudes (24).

One of the fundamental building blocks of eating disorders is the negative
process in eating attitudes and behaviors. The findings of the studies reveal that eating
attitudes and behaviors are influenced by social, cultural, and psychological variables
(25). Because eating attitudes and behaviors are shaped early in life, young people have

been observed with unhealthy eating attitudes and behaviors that are not diagnostic (26).



The term "impaired eating attitude” is frequently used to describe the process that leads
to eating disorder (27).

Individuals learn to exhibit eating behavior against negative affect as a result of
confusing childhood experiences with hunger and satiety, according to the
psychosomatic theory, which is another theory explaining impaired eating attitudes. The
inability of the child to learn hunger and/or satiety signals as a result of the parent's use
of foods for external reward or punishment, as well as the parent's management of the
child's nutritional behavior on behalf of the child without listening to the child's own
eating needs, results in the conditioning of eating in reaction to positive and negative
emotions. Seeing eating as an emotionally comforting element and conditioning eating
as a reward leads to using eating to counteract negative affect and maintaining
emotional eating behavior in adulthood, especially in individuals who have not been
successful in reflecting and regulating emotions in childhood (28).

According to the Escape Model theory, eating behavior is used as an escape
method. When the ego is threatened, a person's eating behavior is used to escape and
distract from the stimuli (29). As shown in a study, those who engage in binge eating
are influenced by a desire to escape from introspection. These people have been seen to
have emotional suffering in addition to anxiety and depression, particularly when they
have a self-awareness sensitive to others' high standards and expectations, and when
they fall short of them. People tend to narrow their attention to the stimuli surroundings
and avoid cognitively meaningful thoughts in order to escape from this distress, which

triggers the eating behavior (30).

Attachment (31), body image, resilience, cognitive restriction, alexithymia (32),
obsessive-compulsive symptoms, external control perceptions, locus of control,
assertiveness, introverted hostility (33), depression (34), perfectionism, sociotropy, and
autonomy were found to be associated with eating behavior in addition to emotions
(35).

Furthermore, it is well recognized that several factors, including impulsivity
(36), stress, parental modeling, happiness, boredom, and rage, are strongly linked to

emotional eating (20).



Boredom and loneliness, in particular, have been shown to influence eating
behavior among these variables. Moreover, this relationship is observed not only in
obese people, but also in individuals of normal weight. Boredom promotes eating
behavior and triggers eating attacks in people of normal weight, but more so in obese

people, as shown in a study (37).

There has been research done to better understand the relation between anxiety
and eating. Although the number of research in the context of anxiety in persons with
and without eating disorders is small, the findings are impressive. One study looked into
several types of anxiety in non-clinical teens and discovered that women were more
concerned about their weight, appearance, and food than men, and that their anxiety
levels were higher. Individuals with eating disorders had higher levels of anxiety than
the control group, according to studies conducted with people with and without eating
disorders (38). In those prone to anxiety and chronic dieters, food consumption was also

found to be triggered by social evaluation and school-related concerns (39).

Social variables have a significant impact on psychiatric symptoms. Food, diet,
and body shape are all very important in Western countries and Westernized Far Eastern
countries like Japan today. Thinness and beauty have always been considered key
factors in determining attractiveness, particularly in women. "Slimness is vital for
women's apparel to look beautiful; a lady with the ideal woman's appearance should
have a physique like a model, very slim and stylish appearing,” they say in
advertisements, sports clubs, dress styles, and societies. These messages from the media

and society play a significant impact in women's obsessive eating symptoms (40).

There are additional research that demonstrate that eating attitudes are disrupted
as a result of strict dietary behaviors or difficult interpersonal encounters fueled by a
person's sense of excess weight and shape. In fact, a decrease in BMI (Body Mass

Index) following strict dietary practices predicts a decline in eating attitudes (34).



2.2 Eating Disorders

Eating attitude, which includes decisions about what, when, and with whom a
person will eat, is a concept that can shift in response to psychological and social factors
in addition to biological and physiological necessities (41). The expression of eating

behavior with serious disorders is referred to as an eating disorder (21).

Many elements influence the development of an individual's eating behavior
from birth, including the reward mechanism, homeostatic systems, sensory and motor
system development, the environment and culture in which the individual grows up, and
parental attitudes. While eating is an unavoidable part of life, it can occasionally
become a psychiatric condition with obsessions or deviations from normal eating
behaviors (42).

It is the manifestation of behaviors such as refusing to accept one's own body
weight or exercising to avoid gaining weight. Additionally, some people use self-
induced vomiting to avoid gaining weight. One of these scenarios is the feeling of not
being able to maintain body weight control. At the cognitive level, eating disorders
impact people's beliefs of their bodies, making them believe they are overweight, out of
shape, and weak. As a result, disparities in eating patterns emerge, leading to a decline
in eating behavior. Individuals who are in this condition reduce their food intake,

exercise, or force themselves to vomit in order to avoid gaining weight (9).

Individuals' eating attitudes are linked to their eating behaviour. Attitudes are
abstract inclinations that pave the way for behaviors, rather than concrete behaviors
(43).

One of the fundamental building elements of eating disorders is the negative
process in eating attitudes and behaviors. Eating disorders, according to the APA, are
dangerous to people's health and include abnormal eating behaviors. The most crucial
determinant in the emergence of eating disorders in the future is an abnormal eating
attitude (25,44). According to the findings of a study involving 530 university students,
weight anxiety, binge eating, bulimia nervosa, and anorexia nervosa are all linked to

disordered/negative eating attitudes (45).



It has also been reported that it can appear as significant psychiatric illnesses
with elevated levels of morbidity and mortality (46). The DSM-5 (The Diagnostic and
Statistical Manual of Mental Disorders) renamed "Eating Disorders™" to "Feeding and
Eating Disorders." (47). Eating disorders have a variety of causes, including biological,
psychological, developmental, and social factors. It has been attached to anxiety and
mood disorders, as well as physical issues such as sleep disturbances, heart

abnormalities, hormone imbalances, and a variety of gastrointestinal complaints (48).

2.2.1 Epidemiology of Eating Disorders

Eating disorders primarily affect women and are more prevalent during
adolescence (49). The lifetime prevalence of eating disorders is estimated to be between
1-5%, according to the findings of the studies (50). According to studies on the
frequency of ED, AN cases occur 8 times for every 100,000 people, while BN cases
occur 12 times for every 100,000 people (51). Persons with eating disorders were
studied in terms of prevalence, frequency, onset, and course of disease within the scope
of DSM-5 diagnostic criteria in a study done with individuals with eating disorders
whose diagnostic interviews continued every year for eight years. The lifelong
prevalence estimates of eating disorders in people under the age of 20 were found to be
0.8% for anorexia nervosa (AN), 2.6% for bulimia nervosa (BN), and 3.0% for binge
eating disorder (BED). Anorexia nervosa, bulimia nervosa, and binge eating disorder all
have initiation ages of 19-20 years old forAN , 16-20 years old for BN, and 18-20 years
old for BED. Many studies have been conducted in Turkey to determine the incidence
of ED.

Kilig (1998) used the international composite diagnostic assessment (CIDI) to
determine the 12-month incidence of BN in a large epidemiology research representing
the Turkish population. It was found to be 0.5 % in both men and women. Semiz,
Kavakei, Yagiz et al. (2012) revealed that the prevalence of ED was 1.52 %, BN
prevalence was 0.63 %, and BED prevalence was 0.81 % in a recent epidemiology
study conducted in Sivas city center. Women were also shown to be statistically
substantially more likely than men to be diagnosed with ED (88.2 %).Furthermore,
those with eating disorders are more likely to have functional impairment, distress,

suicidality, a history of psychiatric therapy, and a low BMI. Eating disorders are known



to change within itself, with the most common transition being from BED to BN (23 %)
(52-54).

2.2.2 Etiology of Eating Disorders

The exact cause of eating disorders is yet unknown. Biological, psychological,
and sociocultural variables influence a person's eating behaviors (55).

Table 2.1 Factors Affecting Eating Behavior Disorders (55)

Biological Factors Psychological Factors Socio-cultural Factors
Genetics Personality Environmental

Central control mechanism that | Body dissatisfaction Social media pressure
regulates appetite Sexuality Social perception
Neurochemical Familial factors Friendship groups
Pharmacological

Biological Factors:

a. Genetic predisposition: This is one of the major elements in the emergence of
eating disorders. According to studies, genetic predisposition has a 50-80% role
in the development of AN and BN (56).

b. Central control mechanism that regulates appetite: Three key systems in this
mechanism take a vital part in the emergence and progression of eating disorders
(57). Homeostatic system; regulates h unger, satiety, and autonomic neuronal
activity.

- Drive system; controls eating-reward systems linked to food seeking
and consumption.

- Self-regulatory system; This is the system that regulates and directs the
meaning of appetite and value of life (57).

c. Neurochemical factors: It is caused by the dysregulation of neurotransmitter
systems and neuromodulators. Norepinephrine enhances appetite while
epinephrine and serotonin suppress it. Norendocrine alterations in eating

disorders are linked to calorie restriction, weight loss, and eating behavior (42).



d. Antipsychotics, mood stabilizers, and antidepressants have all been
demonstrated to be beneficial in the treatment of eating disorders (58).
Antidepressants function by enhancing the central nervous system's transmission

of norepinephrine and serotonin (42).

Psychological Factors:

Another factor that develops eating disorders through influencing eating attitude
behaviors is the individual's psychological concerns with themselves and their
environment (59).

a. Personality: Psychological factors such as lack of self-confidence in society,
negative and inflexible thinking tendency, inability to express emotions,
perfectionist structure, high success expectation, and feelings of guilt take a vital
part in the emergence of eating disorders by affecting eating attitude behaviors
(60).

b. Body perception and dissatisfaction: Body image focuses on how individuals
views his/her body, both positively and negatively, and how he/she
visualizes his/her feelings. Body dissatisfaction arises when there is a disconnect
between an individual's current physique and the body they desire. Obesity and
eating attitude and behavior disorders are related to body dissatisfaction,
especially in adolescence (61).

c. Sexuality: In recent years, a thin body has been viewed as a source of sexual
attractiveness. This situation, especially among adolescents, encourages
unhealthy eating behaviors and leads to eating disorders (62). Emotional,
physical, and sexual abuse are other circumstances. According to studies, 30%
of bulimia nervosa patients were sexually abused as children, and 50% of them
were physically abused as children (56).

d. Familial factors: Situations such as parental love, family strife, and parent-child
communication influence an individual's eating behavior beginning in
childhood. According to studies, children who are subjected to familial pressure
and challenges begin dieting during adolescence, limit their eating habits, or
tend to malnutrition (63). According to attachment theory, the changing
and imbalanced early communications as the mother-infant relationship

may lead to eating behavior disorder later in life (64).
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Sociocultural Factors:

a. Environmental: Individuals are pushed to body dissatisfaction by high socio-
cultural ideals and expectations concerning body image (61).

b. Media pressure: In Western countries, where thinness is associated with beauty,
professional groups such as celebrities, sports, and ballerinas, who are frequently
featured in the media, encourage people to lose weight. In young people, this
situation has been shown to cause disorder in eating attitude behaviors
(restrictive, emotional and external). Therefore, easy access to and extensive use
of social media are mostly related to eating disorders in adolescents (65).

c. Social perception: The beauty model imposed by society and affecting women in
general; it has been proven that the perception of a slim body influences the
individual's body standards and eating habits (66).

d. Friendship groups: According to a study undertaken to assess the impact of
peers on eating behavior, peer adolescents influence one another and have an

impact on eating behavior, with women being more influenced (66).

2.2.3 Feeding and Eating Disorders Identified in DSM 5

One of the most widely used classifications is the Diagnostic Statistical Manual
of Mental Disorders (DSM) criteria. According to the DSM-IV diagnostic criteria,
eating disorders are examined under 3 main headings: 1. Anorexia Nervosa (AN), 2.
Blumiya Nervosa (BN), and 3. Eating disorder not otherwise specified (EDNOS).
According to the DSM-5 diagnostic criteria (2013), the classification of eating
disorders; Pica, Rumination Disorder (RD), Avoidant/Restrictive Food Intake Disorder
(ARFID), Anorexia Nervosa (AN), Bulimia Nervosa (BN), Binge Eating Disorder
(BED), Other Specified Feeding or Eating Disorder (OSFED), and Unspecified Feeding
or Eating Disorder Eating Disorder (UFED) (67).

2.2.3.1 Pica

Pica disease is defined as the consumption of non-nutritive items for at least
1 month at a developmental age when this behavior is improper (68). Despite the
specific base of pica is unidentified, it has been advocated that malnutrition, dietary
deficits, gastrointestinal issues, or infection susceptibility may all play a part in its
pathogenesis. Ice, sand, clay, soil, plastic, fabric, lime, paper, hair, and match tips are

the most commonly eaten things in pica disease. It has been reported that pica causes
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serious somatic consequences such as peptic ulcer, intestinal obstruction, infections,
anemia, electrolyte imbalance and poisoning (69). Although it is more common in
children, it is a disease that affects people of all ages and societies. Pica can only be

diagnosed in children who are older than two years old (70).

According to DSM-5, the diagnostic criteria are as follows (70):
A. Non-nutritive value during a period of at least one month when eating items.
B. The attitude of eating non-nutritive, non-food products is incompatible with the
developing stage of the person.
C. This eating attitude is not based on culture or is socially acceptable.
D. If the condition arise in terms of another mental disease, it is severe enough to
merit further clinical assessment (eg, autism spectrum disorder, intellectual

developmental disorder, schizophrenia).

2.2.3.2 Rumination Disorder (RD)

Rumination disorder is the withdrawal of food after eating without nausea,
involuntary retching, or disgust (50). RD is a disorder based on the ability to chew food
by removing it from the mouth and chewing it back into the mouth, or swallowing and

chewing the food again, or expelling it (60). It can be seen in every period of life (69).

The diagnostic criteria of retrieval (rumination) disorder in DSM-5 are as follows (70):

A. For a minimum of one month, refrain from eating commonly consumed
foods.

B. There should be no medical need for frequent retrieval.

C. This should not happen only when there are other eating disorders present
(AN, BN and BED).

D. If this problem develops as part of another psychological disorder (e.g.,
intellectual developmental or other neurodevelopmental disorder), it should not be
treated as an eating disorder on its own; instead, it should be subjected to a separate

psychiatric evaluation.
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2.2.3.3 Avoidant/Restrictive Food Intake Disorder (ARFID)

ARFID refers to a of heterogenous group of presentations that presumably have
several etiologies. The majority of people with eating difficulties have underlying
fundamental health problems, most frequently neurological or gastroenterological
problems (71). DSM-5 has defined avoidant restrictive food intake disorder as a new
disorder in the "Feeding and Eating Disorders" section (72). In the DSM-5, ARFID is
now recognized as a non-age-related disorder (73). It contains a heterogeneous clinical
display that can cause important weight loss, nutritional deficiencies, dependence on
enteral feeding or nutritional supplementation, and/or significant interference with
psychosocial functioning (74). Symptoms can appear in the context of a general
disinterest in food and eating, sensory-based food selectivity, and fear about negative

eating impact, such as choking or vomiting (75).

Patients with ARFIDs are at risk for the same medical consequences that
anorexia nervosa patients are. Comorbidity with anxiety disorders or
neurodevelopmental problems is common (84). A person with avoidant-restrictive food
intake disorder can only be identified if they are not concerned about their weight or
shape (72).

The diagnostic criteria for ARFID, according to DSM-5, should be as follows (70):

A. It's an eating disorder in which one or more of the symptoms are present at the
same time (eg, a feeling of indifference and discomfort towards food; feeling
anxious about the odious consequences of nutrition). The following are
diagnostic criteria that set it apart from other eating disorders:

1. Significant loss of body weight (no expected body weight gain for
children or stagnation of growth).

2. There is a serious nutritional deficit.

3. Adherence to enteral nutrition or nutritional supplements taken orally.

4. It is associated with conditions such as a marked decline in
psychosocial functioning.

B. This should not involve an absence of food or a cultural dietary tradition.

C. There should be no evidence of body weight or physical pain, and this eating

disorder should not appear primarily in the presence of AN or BN.
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D. The eating disorder should not be associated with a concomitant medical
condition or explained better by another mental illness.Additional clinical
assessments should be conducted when this disorder is linked to another condition

or disorder.

2.2.3.4 Anorexia Nervosa (AN)
Eating disorders are a type of mental illness in which one's eating habits are
seriously impaired. The two most common diagnoses in this group are AN and BN,

both of which are accompanied by substantial physical and mental symptoms (76).

AN is the third most frequent chronic condition among young people, having
first been documented in 1874. The average age of emergence for AN is around 15

years, and girls are 10 times more likely than boys to have it (70).

AN is a severe mental disease marked by severe dietary restriction or other
weight-loss strategies, as well as a fear of gaining too much weight or having a distorted
body image, or both (e.g., excessive physical activity, purging). Also, AN is
distinguished from avoidant-restrictive eating disorder by concerns about weight and

shape. AN also causes major impairments in cognitive and emotional functioning (77).

Patients with AN, who have a major degradation in body image, are reported to
be extremely fearful of gaining weight. With this fear, individuals use laxatives and
diuretics to reduce weight, and they exercise excessively. They do, however, exhibit
obsessive behaviors like as weighing themselves frequently, monitoring calories, and
only eating a tiny amount of food. Physical changes are visible in people who lose a lot
of weight in a short period of time. Hair and tooth loss are common symptoms, as are
hair dryness, body hair growth, and a considerable drop in body temperature. Patients
with anorexia nervosa often have the attitude that they are unaware of their condition,
do not accept it, and even if they are aware and accept it, they do not want to alter it and
oppose therapy because they are terrified of gaining weight. This circumstance triggers
a chain of events that can lead to death (42).

Although the treatment results of the patients are variable, the mortality rate in

AN is high. Although persons with AN respond to treatment, only half of those who
14



have the disease can recover, with 30% making a partial recovery and 20% improving
or worsening their condition. Mortality from physical causes or suicide is around 5-
18%. A positive prognosis is connected with AN onset at a young age, family support,
early diagnosis, and treatment; vomiting, extreme weight loss, bulimia, chronicity, and

obsessive compulsive personality features are connected with a bad prognosis (78).

AN's medical issues influence all organs and systems, and this is usually caused
by malnutrition, weight loss, and cleansing activities (79). Gastrointestinal symptoms

that impact the entire Gl tract are particularly common (80).

The DSM-5 classification system divides anorexia nervosa into two categories.
The "Restrictive Form™ is the first type of AN. The Restrictive Type is characterised by
actions such as restricted eating, not eating at all, or engaging in extreme sports for three
months without a binge eating episode. In this type, weight loss is seen with almost no

eating and excessive exercise (70).

The "Binge Eating and Purging Form™ is the second type of AN. Unlike the first
type, this one involves three months of recurring binge eating and purging (70).

The DSM-5 Diagnostic criteria for Anorexia Nervosa are as follows (70):

A. Having the lowest body weight regarding age, gender, and development
because the individuals are not acquiring enough energy for their requirements.

B. Fear of gaining weight and participating in actions that keep you from gaining
weight despite being underweight.

C. Body image malformation, with an overabundance of importance placed on
body weight and shape.

The lowest level of body weight of the individual is another factor used to
identify the degree of dysfunction and the treatment approach. Body Mass Index Values
are used in the DSM-5 to determine the severity of the condition. As a result, the
following criteria were employed in the evaluation (70):

+ Not heavy: BMI > 17 kg/ m?

* Moderate: BMI 16- 16.99 kg/ m?

* Heavy: BMI 15- 15.99 kg/ m?

« Extremely: BMI <15 kg/ m?
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2.2.3.5 Bulimia Nervosa (BN)

Bulimia nervosa is a disorder marked by binge eating, recurrent eating attacks,
and incorrect weight-loss compensatory actions (81). Individuals have been reported to
be unable to quit eating despite efforts and fears during attack periods (82). BN can ocur
with normal and/or overweight. The average onset age for BN, which ranks second
among the most common eating disorders, is late adolescence or early adulthood (70). If
the weight falls below the BN threshold, AN with the precipitating overpurging subtype
is diagnosed (83).

To avoid weight gain, the individual willfully participate in undesirable
compensating behaviors such vomiting, laxative use, diuretic use, fasting, and extreme
exercise (84). Binge eating and incorrect compensatory behaviors occur at least once
per week for an average of three months (55). Body size and weight have a significant
affect on people's self-confidence (56).

The following are the DSM-5 diagnostic criteria for BN (70):

A. Binge eating bouts on a regular basis. Both of the following factors contribute
to a binge eating episode:

1. Consuming significantly more food in a distinct time period (within any two
hours) than most people would consume at the same time period under similar
circumstances.

2. During this time, you may lose control of your eating habits (a person's sense
that they can't stop eating or control what and how much they consume.)

B. Inappropriate compensatory actions, such as compulsive self-induced
vomiting, diuretics, abuse of laxatives or other drugs, not eating at all, or exercising
excessively, to prevent weight gain.

C. At least once a week over the past three months, both binge eating episodes
and inappropriate compensatory actions have occurred.

D. Inexplicably being influenced by body weight and shape in self-assessment.

E. Bulimia nervosa not occurring only during episodes of AN.

For objectively determine the extent of the disorder, there are DSM-5 criteria for BN as
well as for AN (70):
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» Mild: Inappropriate compensatory behavior (use of laxative, diuretic drugs,
vomiting, excessive exercise, not eating at all) 1-3 times a week on average.

* Moderate: Inappropriate compensatory behavior (use of laxative, diuretic
drugs, vomiting, excessive exercise, not eating at all) 4-7 times a week on average.

* Severe: Inappropriate compensatory behavior (use of laxative, diuretic drugs,
vomiting, excessive exercise, not eating at all) 8-13 times a week on average.

» Extreme: Inappropriate compensatory behavior (use of laxatives, diuretics,

vomiting, excessive exercise, not eating at all) on average 14 or more times a week.

It is a table in which BN and AN behavior patterns, which try to manage body
weight, are determinative. Unlike the AN image, however, the patient's body weight is
at normal or slightly above normal range. Patients suffer from uncontrollable eating
episodes. They eat a lot of high-calorie items in a short amount of time. They feel a
brief sensation of relief following these episodes. However, they tend to act like
vomiting and using laxatives, with or without warning, due to their dread of gaining
weight and feelings of guilt caused by what they ate. The depressed and anxious feeling
that follows sets off new eating attacks, creating a vicious cycle. Impulsivity is a
prevalent feature in BN patients, and it i