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ABSTRACT

Tansu Tugcu, Evaluation of Teachers’ Fat Phobia Levels and Healthy Lifestyle
Behaviors. Yeditepe University Institute of Health Sciences, Department of
Nutrition and Dietetics, MSc Thesis, Istanbul, 2022.

This research was carried out with 136 teachers between October 2021 and November
2021 on teachers teaching students aged 7-17 in a private educational institution, in order
to evaluate teachers' fat phobic attitudes and healthy lifestyle behaviors. The study was
carried out on 121 female and 15 male participants, aged between 18-57, who gave
education in Bursa Private Emine Ornek Educational Institutions after the ethics
committee approval. An online questionnaire including sociodemographic information,
height and weight, fat-phobia scale, and healthy lifestyle behaviors scale was applied to
the participants. 91.9% of the teachers were found to be fat phobic. The total scores of
healthy lifestyle behaviors and the scores of the fat phobic teachers in the interpersonal
relationships and stress management sub-dimensions of this scale were found to be
statistically significantly lower (p< 0.05). Considering that interpersonal relationships and
stress management behaviors have an impact on the development of fat phobia, it has
been concluded that teachers should receive more training in this area and that it is

possible to raise children and adolescents in a non-fat phobic environment.

Keywords: Fat phobia, Weight bias, Healthy Lifestyle, Teachers



OZET

Tansu Tugcu, Ogretmenlerin Kilofobi Diizeyleri ile Saghkh Yasam Bicimi
Davramislarinin degerlendirilmesi Yeditepe Universitesi Saghk Bilimleri Enstitiisii,

Beslenme ve Diyetetik Anabilim Dah Yiiksek Lisans Tezi, Istanbul, 2022.

Bu arastirma 6zel bir egitim kurumunda 7-17 yas araligindaki 6grencilere egitim veren
ogretmenler tizerinde, 08retmenlerin kilofobik tutumlarini ve saglikli yasam bigimi
davraniglarii degerlendirmek amaciyla Ekim 2021- Kasim 2021 tarihleri arasinda 136
ogretmen ile gergeklestirilmistir. Calisma etik kurul izni sonras1 Bursa Ozel Emine Ornek
Egitim Kurumlarinda egitim veren 18-57 yas araliginda 121’1 kadin, 15’1 erkek katilimci
iizerinde yiiriitiilmiistiir. Katilimcilara sosyodemografik bilgileri, boy ve kilolari, kilofobi
Olcegi ve saglikli yasam bicimi davraniglar1 6lgcegi iceren online anket uygulanmustir.
Ogretmenlerin %91,9’u kilofobik ¢ikmistir. Kilofobik 6gretmenlerin, saghkli yasam
bi¢cimi davranislar1 toplam skorlar1 ve bu 6lcegin kisiler arasi iligkiler ve stres yonetimi
alt boyutlarindan aldiklar1 puanlar istatistiksel olarak anlamli sekilde diisiik bulunmustur
(p<0.05). Kisiler arasi iliskiler ve stres yonetimi davranislarin kilofobinin gelismesinde
etkisi oldugu gbéz oniinde bulundurulursa 6gretmenlerin bu alanda daha fazla egitim
almalar1 gerektigi ve bu sayede cocuk ve addlesanlar1 kilofobik olmayan bir ortamda

yetistirmenin miimkiin oldugu sonucuna ulagilmistir.

Anahtar Kelimeler: Kilofobi, Kilo 6nyargisi, Saglikli Yasam Bi¢imi, Ogretmenler

Xi



1. INTRODUCTION AND PURPOSE

Obesity, defined by the World Health Organization (WHO) as an increase in body
fat, has become a common public health problem worldwide (1). In addition to physical
and metabolic disorders, obesity causes some psychiatric and social problems (2).

Furthermore, the physiological and psychological problems caused by obesity,
and the problems caused by social aspects are not adequately emphasized. Obesity should
also be investigated socially due to the severely biased, discriminatory, and stigmatizing
behavior of community members. Especially in western societies, in spite of being thin is
admired, individuals with obesity are excluded from society and exposed to various
negative labels (3,4). The negative attitudes exhibited by society towards individuals with
high body weight have been demonstrated by many studies (5,6,7).

Considering that obesity is increasing day by day in the light of national and
international scientific studies, it is a fact that negative attitudes towards people with
higher body weight will increase. These negative attitudes towards overweight or people
with obesity are defined as “Fatphobia” and precautions are taken to reduce and eliminate
the individuals' fatphobia levels by emphasizing many types of research (6,7,8).

According to WHO’s statement, the causes of 70-80% of deaths in developed
countries and 40-50% of deaths in underdeveloped countries are diseases that occur
depending on lifestyle (9). In order to improve health, it is important to know these risk
factors and to protect individuals from these risk factors from childhood (10).

This study is planned to be carried out with the aim of evaluating the comparison
of the fatphobia levels and Health-Promoting Lifestyle Profile Scale of teachers who are
working at a private middle and high school. With this study, a conclusion will be
revealed whether teachers have any bias or attitude toward individuals with obesity,
especially students, by collecting many independent variables such as the Body Mass
Index (BMI) of these teachers, age, gender, branch, marital status, year of the profession,
and which level of students they are educated. If the study is carried out successfully, it
is thought that it will be a pioneer in fatphobia, especially in the field of education.

This study is a cross-sectional descriptive study aimed at determining the
fatphobia levels of teachers working in Emine Ornek private middle and high school, and
revealing whether this level differs according to Body Mass Index, branch, and duration

of the study and Health-Promoting Lifestyle Profile Scale score.



2. GENERAL INFORMATION

2.1.Definition and Prevalence of Obesity

Obesity is a health problem characterized by an increase in adipose tissue in the body,
caused by one or more metabolic, environmental, psychological, or behavioral reasons
(11). It was accepted as an epidemic disease by World Health Organisation (WHO) in
2008 and its prevalence in the world has reached enormous numbers in recent years (12).
Individuals with a body mass index (BMI) of 30 and above according to the worldwide
accepted limit values are obese. In addition to this classification, abdominal obesity can
also be classified according to waist circumference. According to the International
Diabetes Foundation (IDF); a Waist circumference of 80 cm or more in women and 94
cm in men is considered a risk group for obesity (13). Centers for Disease Control 2000
(CDC) Based on the Body Mass Index (BMI) percentiles for childhood and adolescence,
range 85-95% of the percentile chart as overweight and 95% define them as obese (14).
Globally, overweight and obesity is a major public health concern, and there are more
overweight or obese than underweight adults. In 2016, 39% of men and 40% of women
aged 18 and over, accounting for nearly 2 billion adults, were overweight, and 11% of
men and 15% of women, more than half a billion, were obese worldwide. Both
overweight and obesity have shown a marked increase over the past four decades (15).
The 2005-2006 National Health and Nutrition Examination Survey (NHANES) published
that 32.7% of people over the age of 18 in the USA were overweight, 34.3% were obese,
and 5.92% were morbidly obese. Due to these reports, it is reported for the first time that
the adult obesity population of the USA is more than the overweight adult population
(16). In a study conducted in Australia, It was determined that 3.71 million people,
corresponding to 17.5% of the population, were obese, revealing that 23.5% of the total
adult population and 10.6% of the child population were obese (17). According to Soto's
report; obesity has become a worldwide health problem and is also seen with high
intensity in Mexico. The prevalence of obesity in Anglo-American children is much
higher, particularly in southeastern Mexico. He also stated that the burden of diseases
caused by obesity in Mexico had increased significantly in the last 15 years (18). Obesity
is among the top 5 causes of death worldwide (19). What enables us to characterize
obesity as one of the most important health problems in the world is that it affects not
only adults but also children and adolescents (20). Childhood obesity rates vary among
countries; its prevalence has increased over the past 40 years. Since 1980, obesity among

children has doubled in more than 70 countries and has approximately tripled in some



developing countries (21,22). Recent studies estimate that 80% of the 20-year-old
population will be overweight or obese by 2020 (21). The prevalence of obesity in
children in Turkey varies between 1.6% (Elazig) and 8.4% (Antalya Urban), and 7.8%
(Bursa). According to a compilation study (Kocaeli, Bursa, Dlizce) in the western region
of our country, the prevalence of obesity is around 7%. On the other hand, it is between
2-3% in similar studies in the eastern region. This situation is related to the prevalence of
the lifestyle that causes obesity in western provinces. In general, it can be said that the
prevalence of obesity in our country is similar to the countries in the European region
(23).

2.2.Psychological Effects of Obesity

Obesity is a highly visible disease that anyone can evaluate and comment on someone’s
weight status. People with obesity are thought to be extremely responsible for their
condition. The scientific literature consistently shows that overweight people are biased
and consequently discriminated against in three key areas of life: education, employment,
and health care (7). In 1985, the National Institutes of Health published a report
highlighting the importance of the psychological burden of obesity (24).

A study conducted in the United States found that adolescents with obesity had the
following risks: A 60% higher risk of being diagnosed with anxiety or depression. A
40% greater risk of having feelings of worthlessness. A 40% greater risk of parental
concerns about their child’s self-esteem. A 70% greater risk of being told by a healthcare
provider that they have behavioral problems. A 30% greater risk of being withdrawn (25).
Nonobese children have stated that they would prefer to be friends with a child with a
physical disability, such as a missing limb or blindness, then a child with obesity (26).
Children with obesity are more likely to suffer from negative or decreased self-esteem or
self-image, increased anxiety, sad affect, and symptoms of depression (27). One study
found that 42% of children with obesity, met the Diagnostic and Statistical Manual of
Mental Disorders (DSM-1V) criteria for a mood disorder and 40% for an anxiety disorder
(28). Individuals with obesity often experience low quality of social life or insecurity
about their image. This causes them to experience an increased risk of depression, guilt,
suicidal thoughts, psychiatric disorders, and body image disorders. In addition, the
cortisol hormone, which rises due to stress, affects metabolism, just like in Cushing's
Syndrome (29). It is thought that the daily discrimination of individuals with obesity is

perceived as a chronic stress factor by the body and may create this effect. Therefore, it



is thought that such discrimination or prejudices increase the severity of obesity much
more (30). In scenarios where obesity develops since childhood, these children may be at
higher risk for depression and body image disorders as adults (31).

2.3.The Concept of Phobia and Attitude
The etymology of the word phobia is based on the Greek word "phobos”, which means
escape, panic, fear, and terror. Although the words fear and phobia are used
interchangeably, they have different meanings. Horror; is the feeling of anxiety aroused
by the thought of serious danger, while a phobia is an unrealistic feeling that emerges as
a result of a certain level of pressure. Phobias describe feelings and reactions related to
places, situations, objects, and functions, which can be seen in intensity disproportionate
to the stimulus shown as the cause, and where the individual cannot prevent avoidance
behaviors despite knowing that this exaggerated anxiety response is irrational. In other
words, a phobia is an intense fear of a situation or object that does not actually pose a
danger. Individuals with a phobia may not only avoid an object or situation but also avoid
situations that will remind them of that object or situation (32,33,34).
It can be said that fears and phobias are genetic; people with a specific phobia in their
parents have similar phobias, and the discourses of other people and the effect of the
environment are effective in the emergence of the phobia (33).
In the psychology literature, it is seen that attitude is defined with different words. For
example, Wicker defined attitude by stating that it is a mental and neural readiness, it is
organized through experience, and it has a directing effect on individuals' reactions to
things and situations they are related to (35). Krech and Champbell defined attitude as a
continuous organization of motivational, emotional, perceptual, and cognitive processes
related to one's individual world (36). After the 1970s, the attitude was reduced to the
words like and dislike.
The attitude was defined as a psychological predisposition showing the degree of liking
and disliking when evaluating it (36).
Eiser lists the characteristics of attitude as follows:

e Attitudes are subjective experiences based on inferences that people make from

their observations.



e Attitudes are experiences towards some subject or object. That is, attitudes should
not be considered merely as emotional reactions. Instead, it should be considered
as part of the experience with a topic.

e Attitudes are experiences with an appraisal dimension towards a subject or object.
If we have an attitude towards an object, we not only experience it, but we also,
to some extent, include our own evaluations.

e Attitudes include judgments made as a result of interpretation.

e Attitudes are expressed through language. Although attitudes can be expressed
non-verbally with expressions, verbal expressions have a deeper content.

e Expressing attitudes is a product of intelligence. When other people report their
attitudes, we can understand why they act that way and how they feel.

e Attitudes enable communication. Expressions of attitudes are made for others to
understand; that is, it is a social act.

e Different individuals may have different approaches to their attitudes. Opinions
and attitudes towards an object or subject may differ from person to person.

e Individuals with different attitudes towards an object or concept also differ in their
beliefs about whether that object or concept is right or wrong.

e If there are inconsistencies between a person's verbally expressed attitudes and
social behaviors, it becomes difficult to understand what this person wants to

express, so it can be said that attitudes are related to social behaviors (37).

2.4.Fat Phobia

Fat phobia is the pathological fear of gaining weight, being fat or obese, and
having a negative attitude or prejudice towards overweight or individuals with obesity
(38). Although many studies have been carried out on this subject and different terms
have been used to define fat phobia, it is generally preferred to use the term fat phobia
instead of expressing it as prejudice, discrimination, negative attitude, belief, or thought
(16). Individuals with fat phobia are generally labeling individuals with obesity as; lazy,
weak-willed, unattractive, poor self-control, slow, frail, inactive, selfish, food-loving, out
of shape, overeating, anxious, low self-esteem, disorganized, unsuccessful, unmotivated,
worthless, lacking in self-confidence, emotional and having body image issues (35). For
example, in the study of Puhl et al., it was determined that people with fatphobia think

that obesity is related to one's own will, and they hold individuals with obesity responsible



for this situation and engage in more stigmatizing behaviors (36). A similar study revealed
that intern health professionals who were overweight themselves understood the reality
of being obese better and were not prejudiced (39).

Weight bias has been shown to have major effects on the quality of life of children
and adolescents. Exposure to weight bias has been associated with many negative
emotional consequences, including depression, anxiety, dislike of one's own body, and
increased suicidal thoughts in some individuals. In addition, it has been found that
children's bonds with their peers and social environment, academic performance, physical
health, and participation in physical activities are negatively affected. Furthermore, it has
been reported that this may cause behavioral disorders such as overeating, diet pills, or
laxative use (37). Children with obesity may struggle with mood disorders, anxiety, and
depression 2.5 times more than their normal-weight peers who do not face fatphobia (40).
Studies have shown that fatphobic behaviors among children emerge in early childhood,
and children between the ages of 5-10 tend to want to be friends with children in the ideal
weight range instead of overweight or children with obesity. It has even been found that
even preschool-aged babies are exposed to more negative adjectives than overweight
babies (41). In a study of 2516 adolescents, the rate of unhealthy eating behavior for
adolescent boys who were teased because of their weight was 27.5%, while this rate was
19.3% for boys who were not mocked. While the rate of unhealthy eating behavior among
adolescent women who were teased because of their weight was 18.2%, this rate was 11%
among adolescent women who were not mocked (42). In the study of Puhl, Luedicke, and
Heuer in two schools, 28% of students in one school and 38% of students in the other
school stated that they were teased because of their weight. According to a study
conducted in 2013, it was revealed that fatphobic attitudes have effects on children and
adults that can lead to psychological disorders, social isolation, academic failure,
economic difficulties, and ultimately increased weight gain and disrupted eating habits
(43,44). As a result of a study conducted on high school students, it was reported that
students exposed to such negative attitudes and behaviors avoided physical activity and
going to the gym and also increased their calorie intake (45). According to a recent study,
2/3 of girls and 1/4 of boys reported being bullied by their peers because of their weight.
This rate is approximately 60% in children with a high BMI (46). Similarly, in a study of
50 adolescent girls with obesity, all but 2 reported that they had been subjected to

nicknames, teasing, or ridicule (47,48).



In the study of Rich et al., it was shown that children show fatphobic attitudes at
an early age, and their teachers are effective in this. In a study conducted on teachers and
parents in Mexico in 2008, it was revealed that participants with a normal BMI and who
thought that self-control was unimportant in losing weight had more negative attitudes
towards children with obesity (49). Positive traits such as having more friends or being
happy are more appropriate for children with an ideal BMI range, but being more
unhealthy and unhappy seems appropriate for children with obesity (50).

In addition, the fatphobic attitude of the children among themselves is also
remarkable. In the study by Latner and Stunkard, 6 different drawings were presented to
5th and 6th-grade children. The children ranked 6 drawings of healthy children with or
without obesity, various disabilities, and how much they liked each drawing. As a result
of the study, it was shown that the children liked the child with obesity's drawing in the
last place. Girls liked children with obesity's drawing less than boys. In 2003, children
rated healthy children’s drawing much higher than the 1961 version of the same study. In
2003, the difference between the scores of a child with obesity and healthy children was
40.8% higher than in 1961 (51). Therefore, it is certain that overweight and children with
obesity are exposed to fatphobia by their peers, and this negative attitude will continue
throughout their childhood (52).

Children with obesity and overweight children are often less accepted by their
peers as playmates and are socially excluded (53). Considering the increasing prevalence
of childhood obesity, it is inevitable that this weight-based discrimination and negative
behaviors between overweight and children with obesity will increase (54). It was
observed that children who reported being bullied by their peers because of their weight
had less commitment to school and less willingness to go to school. Since school is
perceived as a stressful environment by children with obesity, a decrease in school and
course performance is expected. In a study by Puhl, it was reported that children with
obesity who reported being exposed to weight discrimination had lower school grades
than their peers who were in the ideal BMI range (55). According to a more recent study,
children aged 9-11 years were found to be highly fat phobic. This attitude is particularly
worrying, considering that one-third of children are in the obese category. In addition, it
is suggested that children who are exposed to such stigmatization at this age may show a
behavior pattern that leads to unhealthy nutrition in the future (46). It is highly expected
and common for the individual to experience pubertal and socio-emotional changes

during early adolescence. When social pressure is placed on the adolescent to be thin, the



individual may be expected to obsess over their weight or be ridiculed by their peers (54).
It is also the period when children and adolescents have strong desires and expectations
for approval from their peers. Being exposed to fatphobia during this period when their
social identities are determined makes them very vulnerable. Since this situation has very
dangerous consequences for the emotional and social development of the adolescent, its
effects become a very important issue (56,57).

The effects of weight phobia increase as age increases in children and adolescents.
In a study conducted by Canning on 2000 high school students, when the university
applications of high school students were examined, it was seen that the university
entrance rate of overweight students with high BMI values was lower despite having the
same success (58). According to a study conducted by Grilo on 40 adult women with
obesity; it was observed that women who were exposed to fat phobia during childhood or
adolescence exhibited more body image disorders, anxiety, binge eating behavior, or
unhealthy weight control behaviors as adults (59). This is because obesity in younger age
groups is more degrading than in other age groups, and individuals are exposed to more
negative and discriminatory attitudes. And people exposed to these negative attitudes at

a young age will carry traces of them throughout their lives (60,61).

2.5.Healthy Lifestyle Concept

The whole of the actions that an individual does voluntarily or involuntarily is called
behavior, and the whole of actions that he does in the name of health and uses to improve
his health is called health behavior. Lifestyle is the set of habits that an individual makes
routinely. Lifestyle can sometimes affect the individual positively and sometimes
negatively (62). While the individual's being controlled in his behaviors for his own
health, arranging his activities accordingly, protecting himself from disease creates a
healthy lifestyle, trying to maintain his well-being throughout his life ensures its

continuity (63).

2.5.1.Healty Lifestyle Behaviors

Healthy lifestyle behaviors are activities that people believe and practice to be good to
improve their health, minimize diseases, or prevent diseases (64). Improvement of health
is not intended to prevent any disease or disorder but to further improve the general health

and well-being of the individual (65).



Healthy lifestyle behavior consists of conscious actions aimed at effectively protecting
the health of people and others. Since people do not have information about the
negativities or healthy options they may face, they may engage in attitudes and actions
that deteriorate their health (66). Healthy lifestyle behaviors vary according to the
demographic and social status of the individual. While the mortality rate due to lifestyle
is 70-80% in developed countries, it is 40-50% in developing countries (67). School is
where children spend most of their time and receive their primary education; therefore,
school and teachers can influence children’s behavior regarding food choices and

physical activity (68).

2.5.2.Components of Healthy Lifestyle
It is reported that six factors have a significant effect on healthy lifestyle behaviors or
activities (69). These can be listed as follows;

e Health Responsibility

e Self-Realization (Spiritual Development)

e Exercise and Physical Activity

e Interpersonal Relationship

e Stress Management

e Nutrition

2.5.2.1.Health Responsibility

According to Steinbooks, health responsibility is for individuals to exhibit
behaviors such as weight control, exercise, and avoiding smoking in order to protect and
maintain health, to have health checks on time, to feel better by applying the
recommendations of physicians, and to create less health expenses (70). The protective
measures taken by the individual for the purpose of protecting her own health, her
attitudes and behaviors towards her health, and her interest in health care are under the
individual's own health responsibility (71). It is thought that a person who is trying to
improve her health also realizes her responsibilities (70).

Health responsibility behaviors are affected by many factors such as cultural
habits, health literacy level, health inequality, mental capacity, and social media. It is
assumed that individuals are free to choose healthy living behaviors. However, these

responsibilities are under the influence of many internal and external factors such as the



actions of individuals, their voluntariness, and what they hear from different people. In
terms of individual health responsibility, it is recommended to consider especially internal
effects (72).

In general, it has been reported that there are two types of health responsibilities;
role and causal responsibility. While role responsibility explains the autonomous
decision-making of individuals, the responsibility for causation emphasizes the
determination of the choices that occur based on behavior (73).

2.5.2.2.Self Realization

In 2007, self-actualization was defined as an innate human need or tendency to
actively use all of her abilities and qualities to develop and realize her potential, and exist
in every human being (74). Self-actualization is being exactly what a person can be and
want to be. In some individuals, this may take the form of a desire to be a wonderful
parent; in another, it may manifest itself as a desire for perfection in athletic abilities, as
a painting or an invention (75).

Developing appropriate long-term goals and setting activities accordingly helps
one achieve self-actualization (76). The spiritual development of the individual is defined
as the "unifying force" that affects his soul and body. In this context, the individual can
express himself and please himself in line with his abilities (77). Social environment and
family relations are among the factors that affect the spiritual development of the
individual (78).

2.5.2.3. Exercise and Physical Activity

It is the concept of fitness that people exercise their muscular functions with their
characteristic natural abilities on the way to happiness and health. Fitness is also described
as the state of the body to perform physical activities without distress or injury (79).

Exercising is known to provide many benefits. The most important of these are
listed as providing muscle strength, joint range, flexibility, coordination, and weight
control at all ages, while the other benefits can be expressed as making people feel better,
improving personal control, and increasing socialization. It is also known that regular
physical activity has many positive effects on cardiovascular, musculoskeletal, metabolic,

hormonal systems, and psychological functions (80,81).
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2.5.2.4.Interpersonal Relationship

The term interpersonal relations, which covers all kinds of communication that
cause the individual to interact with others, includes the elements of emotion, thought,
behavior, and reciprocity (82). Fiske and Taylor reported that in the study of interpersonal
relations on the scale of social psychology approaches, the individual is evaluated both
as a phenomenon in terms of processes within himself and as an interpersonal
phenomenon in terms of social networks. In other words, the person states that he or she
is seen as an influencing and affected factor (83).

The mother-child, husband-wife, and teacher-student relationships that individuals
establish throughout their lives, as well as the relationships of friends, relatives, and
colleagues, help us to understand interpersonal relationship support. For society to be
happy and productive, these support systems must continue successfully. A person's
personality and behaviors are shaped by these relationships (84).

Every social structure, Along with its own social network, cultural and historical
background, it affects the perception of the other in the relationship as well as the self-
perception of the individual, thus enabling interpersonal relations to take shape. The
individual is affected in a normative way, such as conforming to gain the approval of the
group or community to which she belongs, not being excluded, or remaining in conflict.
At the same time, it gains a social identity by being influenced by the sharing of useful
and compulsory information as a reflection of the harmony shown. Thus, according to the
social model where there is life, the individual can adjust herself and take shape in

relationships (85).

2.5.2.5.5tress Management

In cases where coping skills are not used appropriately, the process of perceiving
possible situations in the internal and external environments as a threat, war, or danger is
called stress (86). Stress can always be experienced while working, thinking, writing, or
reading a book; it is not just caused by anxiety and worry. The individual can be exposed
to stress while resting. Because the heart pumps blood in the resting state, the brain works,
the lungs are filled with air, bodily functions work continuously even in inactivity, the
mind is active when awake, and things are constantly being thought about (87).

Since people's reactions when exposed to various stressors will vary according to

their socio-demographic characteristics, The methods of coping with stress will differ
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accordingly. Getting away from stress sources, various relaxation techniques, exercises,
socializing and physical activities help in coping with stress (88).

Not paying attention to one's self-care and not prioritizing their health indicates
that the person is under stress. Behaviors similar to these also affect health negatively,
making the body vulnerable to possible diseases (89).

2.5.2.6.Nutrition

Nutrition is the activities carried out to maintain vital functions and make life
happy, as well as consuming the nutrients that the individual needs for growth and
development. The right to food is included in the National Human Rights documents (90).
Nutrition is essential for growth, survival, and proper maintenance of health. For
individuals and society to live happily, peacefully, and in prosperity, it is indispensable
to acquire appropriate and high-quality dietary habits (91).

Bozhiyik et al. grouped a healthy and balanced diet under four main headings:
getting from every food group, getting every nutrient needed by the body according to to
need, consuming different foods, and avoiding unhealthy foods (76).

Nutrition includes the main factors such as the number of meals, the types of foods
that people consume in main and snack meals and their portions, the way they provide
nutrients, their cooking habits, as well as whether individuals eat slowly or quickly,
chewing times, tired, sad or happy. While it is a process that covers many details, such as
food consumption preferences and consuming hot or cold foods. In addition to these, it is
known that details such as education levels, income levels, nutritional knowledge, the
environment, and traditions of individuals also affect their eating habits (92).

It is known that chronic diseases are seen at a high rate in unbalanced and
malnourished societies, and in addition to this, the emerging infectious diseases increase,
and these diseases that are exposed can result in death even though they are severe (93).
Communities and individuals need to become conscious in order to protect and maintain
their health. For this reason, it is very important for people and institutions that can be
effective on the health of societies, provide education and direct them, and have sufficient

knowledge about nutrition (94).
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3. MATERIAL AND METHODS
This study was conducted in Bursa Private Emine Ornek Educational Institutions, and the
ethics committee approval of the study was received from Yeditepe University Non-
Interventional Clinical Research Ethics Committee on 13.08.2021.
The sample of the study consists of 200 teachers who give education to the age range of
7-17 in Bursa Private Emine Ornek Educational Institutions. In this study, in which the
data were collected between 01.10.2021 and 30.11.2021, 137 teachers out of a total of
200 volunteered to participate in the study. One of the 137 teachers was excluded from
the study because they dropped out during our study. Thus, our total number of volunteers
became 136. 89% (n=121) of the participants were women and 11% (n=15) were men.
The ages of the individuals ranged from 18 to 57 years, with an average of 37.31+8.47
years.
Teachers' fat phobia levels were determined by the Fat phobia Scale developed by
Rabinson, Bacon, and O'Reilly, abbreviated and revised by Bacon et al., and adapted into
Turkish by Kocak et al.(5,38). It consists of 14 pairs of adjectives used to describe
overweight people presented in the form of a list, and the grading of the items is made
according to the 5-point rating system. Numbers close to 5 characterize a high-fat phobic
attitude, and numbers close to 1 characterize a low-fat phobic attitude. Evaluation in the
fat phobia scale is made by dividing the total score from 14 items by 14. According to the
score obtained; 2.5 and below means neutral or positive fatphobia; 2.5-3.6 corresponds
to low negative fat phobia; A score of 3.6-4.4 means moderate negative fat phobia, and
finally 4.4 and above mean high negative fatphobia. The Test-Retest analysis result of the
short form of the scale adapted by Kocak et al. was found to be 0.82 (95).
The Healthy Lifestyle Behaviors Scale-11 used in the study was designed by Walker,
Sechrist, and Pender in 1987; In 1996, Walker was adapted by Hill Polerecky and
renamed HLBS 11 (96,97). The validity and reliability research of the scale in Turkey was
conducted by Bahar et al. in 2008 (98). While measuring the health-promoting behaviors
of the person related to a healthy lifestyle, the overall score of the scale gives the healthy
lifestyle behaviors score. The scale consists of 52 items and six subgroups (health
responsibility, physical activity, nutrition, spiritual development, interpersonal
relationship, and stress management). With all the items of the Health Promoting
Lifestyle Profile Scale (HPLPS I1) being positive, the marking is a 4-point Likert type. A

score of 1 is given for the "never" answer, 2 for the "sometimes" answer, 3 for the "often"
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answer, and 4 for the "regularly” answer. The lowest total score on the scale is 52, and
the highest score is 208. The Cronbach's alpha coefficient of the scale is ninety-two.
BMI values were calculated with the height and weight data entered by the participants,
and BMI values of 18.5 kg/m? and below were evaluated as underweight; While BMIs
between 18.5-24.9 kg/m? are considered normal; Those between 25.0-29.9 kg/m? were
considered overweight, those who were 30 kg/m? and above were considered obese (96).
In the online surveys, the participants were provided with their own smartphones. The
first part of this online questionnaire created with onlineanketler.com has questioned
whether the participant's participation in the study was voluntary and whether non-
volunteers were excluded from the study sample. Afterward, in the second part of the
questionnaire, demographic questions such as sex, age, marital status, level of education
to students, branch, years of occupation, height, weight, health status rating, and whether
they have children were directed to the 136 volunteer participants. Fat phobia and healthy
living behaviors scales were applied in the third and fourth parts of the questionnaire.
NCSS (Number Cruncher Statistical System) 2007 (Kaysville, Utah, USA) program was
used for statistical analysis. Descriptive statistical methods (mean, standard deviation,
median, frequency, percentage, minimum, maximum) were used while evaluating the
study data. The conformity of the quantitative data to the normal distribution was tested
with the Shapiro-Wilk test and graphical examinations. Independent groups t-test was
used for comparisons between two groups of normally distributed quantitative variables.
Repeated measures analysis of variance was used for within-group comparisons of
normally distributed quantitative variables, and Bonferroni-corrected pairwise
evaluations were used for pairwise comparisons. Fisher's Exact Test and Fisher-Freeman-
Halton exact test were used to compare qualitative data. Pearson correlation analysis and
Spearman correlation analysis were used to evaluating the relationships between

quantitative variables. Statistical significance was accepted as p<0.05.
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4. RESULTS

The study was conducted between 01.10.2021 and 30.11.2021 in Bursa Private
Emine Ornek Educational Institutions with a total of 136 participants, 89% (n=121)
women and 11% (n=15) men. The ages of the individuals ranged from 18 to 57 years,
with an average of 37.31+8.47 years.

71.3% (n=97) of the participants are married.

When the class levels of the students that the participants were teaching were
examined, the distribution was as follows: 22.1% of them were in kindergarten (n=30),
30.9% of them were in primary, and 17.6% were in middle school and 33.8% were high
school level students.

Branch distribution of the participants are, 2.2% (n=3) Physical Education, 1.5%
(n=2) Information Technologies, 11.8% Foreign Language, 2.9% (n) =4) Philosophy,
4.4% (n=6) Science, 1.5% (n=2) Visual Arts, 8.1% (n=11) Mathematics, 8.1% of (n=11)
are teachers of vocational knowledge, 1.5% (n=2) Music, 11.8% (n=16) Pre-School
Education, 8.1% (n=11) Special Education, 6.6% ( n=9) PCG, 23.5% (n=32) Primary
school Teaching, 1.5% (n=2) Social Studies, 2.2% (n=3) Technology and Design, % 4.4
of them (n=6) are Turkish Language and L.iterature.

The profession years of the teachers participating in the research ranged from 1 to
36 years, with an average of 13.95+8.28 years. The height of the participants varied
between 1.5 m and 1.9 m, and the average height was determined as 1.66+0.07 m. The
weight of the teachers participating in the study ranged from 40 to 106 kg, and the average
weight was determined as 67.23+11.56 kg. The BMI values of the participants in the
study ranged from 16 to 34 kg/m?, and the average BMI value was found to be 23.90+3.54
kg/m?. 5.1% (n=7) of the participants were underweight, 56.6% (n=77) were normal
weight, 29.4% (n=40) were overweight, 8.8% (n = 12) is obese.

The participant’s scores for rating their own health status ranged from 1 to 10, and
the average score was determined as 7.57+£1.61. 64% (n=87) of the participants have
children (Table 4.1).
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Table 4.1 Distribution of Descriptive Features

n (%)
Sex Women 121 (89.0)
Men 15 (11.0)
Marital status Single 39 (28.7)
Married 97 (71.3)
*Grade Level Kindergarten 30 (22.1)
Primary school 42 (30.9)
Middle school 24 (17.6)
High school 46 (33.8)
Branch Physical education 3 (2.2)
Information technologies 2 (1.5)
Foreign language 16 (11.8)
Philosophy (2.9)
Science (4.9
Visual arts (1.5)
Mathematics 11 (8.1)
Vocational knowledge 11 (8.1)
Music 2 (1.5)
Pre-school education 16 (11.8)
Special education 11 (8.1)
Psychologlcal _counsellng and 9 (6.6)
guidance service
Primary school teacher 32 (23.5)
Social studies 2 (1.5)
Technology design 3 (2.2)
;I_'urklsh language and 6 (4.4)
iterature
Presence of
children Having no children 49 (36.0)
Having children 87 (64.0)
BMI Underweight 7 51
Normal 77 56.6
Overweight 40 29.4
Obese 12 8.8
Mean+SD Range (min-max)
Age 37.31+ 8.47 18-57
Grading own health status 7.571£1.61 1-10
BMI 23.90+3.54 16-34

*More than one option is marked.
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FAT PHOBIA SCALE

neutral fat
phobia
8%

Figure 4.1 Distribution of participants' fat phobia levels

Neutral fat phobia in 8.1% (n=11), low negative fat phobia in 41.9% (n=57),
moderate negative fat phobia in 35.3% (n=48), 14.7% (n=20) had a high degree of fat
phobia. (Figure 4.1).

As the distribution of responses given to Fat Phobia Scale’s 14 different adjective
pairs seen in Table 4.2. the most chosen ones to adjective pairs between 1-5 points are as
follows; in industrious/lazy option 57 of participants marked 3 point, in has willpower/no
willpower option 43 of participants marked 5 point, in attractive/unattractive option 49 of
participants selected 1 point, in good self-control/poor self-control option 41 of
participants marked 2 point, in fast/slow option 46 of participants chose 1 point, in having
endurance/no endurance option 43 of participants selected 3 point, in active/inactive
option 51 of participants selected 1 point, in strong/weak option 54 of participants chose
3 point, in self-sacrificing/self-indulgent option 74 of participants marked 3 point, in
dislikes food/likes food option 88 of them selected 1 point, in shapely/shapeless option
44 of them selected 3 point, in undereats/overeats option 79 of participants marked 1
point, in secure/insecure option 50 of them selected 3 point and finally, in high self-
control/low self-control option 52 of them marked 3 point. (Table 4.2).

On the other hand; the least chosen ones to adjective pairs between 1-5 points are
as follows; in industrious/lazy option 14 of participants marked 2 point, in has
willpower/no willpower option 9 of participants marked 2 point, in attractive/unattractive

option 7 of participants selected 5 point, in good self-control/poor self-control option 8
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of participants marked 5 point, in fast/slow option 10 of participants chose 5 point, in

having endurance/no endurance option 14 of participants selected 5 point, in

active/inactive option 8 of participants selected 5 point, in strong/weak option 13 of

participants chose 1 point, in self-sacrificing/self-indulgent option 8 of participants

marked 5 point, in dislikes food/likes food option 6 of them selected 4 point, in

shapely/shapeless option 11 of them selected 1 point, in undereats/overeats option 4 of

participants marked 4 point and 4 of participants marked 5 point, in secure/insecure option

11 of them selected 1 point and finally, in high self-control/low self-control option 13 of
them marked 1 point. (Table 4.2).

Table 4.2 Distribution of Responses to Fat Phobia Scale Questions

Lazy

No will power
Attractive

Good self-control
Fast

Having Endurance
Active

Weak
Self-indulgent
Dislikes food
Shapeless
Undereats
Insecure

Low self-esteem

5 4 3 2 1

n (%) n (%) n (%) n (%) n (%)
27(19.9) 22(16.2) 57(41.9) 14(10.3) 16 (11.8) Industrious
43(31.6) 38(27.9) 35(25.7) 9(6.6) 11(8.1) Has will power
7(5.1) 10 (7.4) 35(25.7) 35(25.7) 49(36.0) Unattractive
8 (5.9) 15(11.0) 34(25.0) 41(30.1) 38(27.9) Poor self-control
10(7.4) 12(8.8) 29(21.3) 39(28.7) 46(33.8) Slow
14(10.3) 16(11.8) 43(31.6) 36(26.5) 27 (19.9) Having no endurance
8(5.9) 10(7.4) 24(17.6) 43(31.6) 51 (37.5) Inactive
27(19.9) 25(18.4) 54(39.7) 17(125) 13(9.6)  Strong
8 (5.9) 11 (8.1) 74(54.4) 17(125) 26(19.1) Self-sacrificing
8(559) 6(44) 10(7.4) 24(17.6) 88(64.7) Likes food
38(27.9) 24(17.6) 44(32.4) 19(14.0) 11(8.1)  Shapely
4(2.9) 4(2.9) 22(16.2) 27(19.9) 79(58.1) Overeats
31(22.8) 28(20.6) 50(36.8) 16(11.8) 11(8.1) Secure
31(22.8) 25(18.4) 52(38.2) 15(11.0) 13(9.6) High self-esteem

91.9% (n=125) of the participants in the study have fat phobia. (Table 4.3).

The total scores of the participants in the Fat Phobia Scale ranged from 1.6 to 5

points, and the average score was determined as 3.57+0.72.

Neutral fat phobia in 8.1% (n=11), low negative fat phobia in 41.9% (n=57),
moderate negative fat phobia in 35.3% (n=48), 14.7% (n=20) had a high degree of fat
phobia. 91.9% (n=125) of the participants in the study have fat phobia.
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The Cronbach's alpha value for the total of the fat phobia Scale was found to be

0.868; accordingly, our scale is highly reliable. (Table 4.3).

Table 4.2 Distribution of Fat Phobia Scale Scores and Groups

Fat Phobia Scale Total

Score
Number of questions 14
Mean+SD 3.57+0.72
Min-Max 1.6-5
Fat Phobia Scale Groups n (%)
neutral fat phobia (52,5 points) 11 (8.1)
low negative fat phobia (2,5-3,6 points) 57 (41.9)
moderate negative fat phobia (3,4-4,4 points) 48 (35.3)
high degree of fat phobia (>4,4 points) 20 (14.7)
Presence of fat phobia
Fat phobia 11 (8.1)
No fat phobia 125 (91.9)

The distribution of the answers given by the participants to the Health Promoting

Lifestyle Profile Scale questions is shown in Table 4.4.

Table 4.3 Distribution of Responses to the Questions on The Health Promoting Lifestyle

Profile Scale
3 >
<5 (3] [yt =
e >
n(%) n(%) n(%o) n(%o)
Discuss my problems and concerns with people close to me. 3(2.2) 38(27.9) 72(52.9) 23 (16.9)
Choose a diet low in fat, saturated fat, and cholesterol. 16 (11.8) 65(47.8)  30(22.1) 25 (18.4)
Report any unusual signs or symptoms to a physician or 6 (4,4) 62 (45,6)  42(30,9) 26 (19,1)
other health professional.
Follow a planned exercise program. 44 (32,4) 64 (47,1) 14 (10,3) 14 (10,3)
Get enough sleep. 8(5,9) 49 (36,0)  48(35,3) 31 (22,8)
Feel I am growing and changing in positive ways 3(2,2) 49 (36,0) 59 (43,4) 25 (18,4)
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Praise other people easily for their achievements

Limit use of sugars and food containing sugar

Read or watch TV programs about improving health.
Exercise vigorously for 20 or more minutes at least three
times a week (such as brisk walking, bicycling, aerobic
dancing, using a stair climber).

Take some time for relaxation each day.

Believe that my life has purpose

Maintain meaningful and fulfilling relationships with others.
Eat 6-11 servings of bread, cereal, rice and pasta each day
Question health professionals in order to understand their
instructions.

Take part in light to moderate physical activity (such as
sustained walking 30-40 minutes 5 or more times a week).
Accept those things in my life which | can not change.

Look forward to the future.

Spend time with close friends.

Eat 2-4 servings of fruit each day.

Get a second opinion when | question my health care
provider's advice.

Take part in leisure-time (recreational) physical

activities (such as swimming, dancing, bicycling).

I discuss my concerns and problems with people

close to me.

Concentrate on pleasant thoughts at bedtime.

Feel content and at peace with myself

Find it easy to show concern, love and warmth to others.

Eat 3-5 servings of vegetables each day.

Discuss my health concerns with health professionals

Do stretching exercises at least 3 times per week.

Use specific methods to control my stress.

Work toward long-term goals in my life.

Touch and am touched by people I care about.

Eat 2-3 servings of milk, yogurt or cheese each day.

Inspect my body at least monthly for physical changes/danger
signs.

Get exercise during usual daily activities (such as walking
during lunch, using stairs instead of elevators, parking car
away from destination and walking).

Balance time between work and play.

Find each day interesting and challenging.

Find ways to meet my needs for intimacy.

Eat only 2-3 servings from the meat, poultry, fish, dried
beans, eggs, and nuts group each day

Ask for information from health professionals about how to

1(0,7)

27 (19,9)
25 (18,4)
26 (19,1)

20 (14,7)
6 (4.4)
1(0,7)
61 (44,9)
9 (6,6)

29 (21,3)

12 (8,8)
6 (4.4)

2 (1,5)
29 (21,3)
21 (15,4)

33 (24,3)

23 (16,9)

27 (19,9)
10 (7,4)
6 (4,4)

6 (4,4)
25 (18,4)
2 (1,5)
22 (16,2)
17 (12,5)
25 (18,4)
10 (7,4)
11.(8,1)

22 (16,2)
13 (9,6)
10 (7,4)
9 (6,6)

24 (17,6)

42 (30,9)

10 (7.4)

66 (48,5)
75 (55,1)
64 (47,1)

66 (48,5)
18 (13,2)
23(16,9)
44 (32,4)
54 (39,7)

57 (41,9)

62 (45,6)
46 (33,8)
25 (18,4)
62 (45,6)
72 (52,9)

72 (52,9)

63 (46,3)

61 (44,9)
48 (35,3)
63 (46,3)
24 (17,6)
68 (50,0)
23(16,9)
72 (52,9)
46 (33,89)
60 (44,1)
45 (33,1)
44 (32,4)

61 (44,9)
42 (30,9)
46 (33,8)
56 (41,2)

52 (38,2)

57 (41,9)

64 (47,1)
29 (21,3)
24 (17,6)
26 (19,1)

24 (17,6)
57 (41,9)
65 (47,8)
20 (14,7)
56 (41,2)

31 (22,8)

44 (32,4)
44 (32,4)
62 (45,6)
22 (16,2)
29 (21,3)

19 (14)

40 (29,4)

30 (22,1)
54 (39,7)
62 (45,6)
66 (48,5)
39(28,7)
66 (48,5)
37(27.2)
56 (41,2)
35(25,7)
55 (40,4)
53 (39,0)

45 (33,1)
47 (34,6)
55 (40,4)
45 (33,1)

45 (33,1)

28 (20,6)

61 (44,9)
14(10,3)
12 (8,8)

20 (14,7)

26 (19,1)
55 (40,4)
47 (34,6)
11(8,1)

17 (12,5)

19 (14,0)

18 (13,2)
40 (29,4)
47 (34,6)
23(16,9)
14 (10,3)

12 (8,8)

10 (7,4)

18 (13,2)
24 (17,6)
5(3,7)

40 (29,4)
4(2,9)

45 (33,1)
5(3,7)

17 (12,5)
16 (11,8)
26 (19,1)
28 (20,6)

8(5,9)

34(25,0)
25 (18,4)
26 (19,1)

15 (11,0)

9 (6,6)
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take good care of myself.

Check my pulse rate when exercising. 36(26,5) 57(41,9) 33(243) 10 (7,4)
Practice relaxation or meditation for 15-20 minutes daily. 20(14,7) 57(41,9) 39(28,7) 20 (14,7)
Am aware of what is important to me in life. 23(16,9) 51 (37,5 38 (27,9) 24 (17,6)
Get support from a network of caring people 22 (16,2) 62(45,6)  28(20,6) 24 (17,6)
Read labels to identify nutrients, fats, and sodium 53(39,0) 62 (45,6) 18 (13,2) 3(2,2)
content in packaged food.

Attend educational programs on personal health 20 (14,7) 69 (50,7) 43 (31,6) 4(2,9)
care.

Reach my target heart rate when exercising. 19 (14,0) 49 (36,0) 35 (25,7) 33 (24,3)
Pace myself to prevent tiredness 2(1,5) 42 (30,9) 56 (41,2) 36 (26,5)
Feel connected with some force greater than 4(2,9) 51 (37,5) 43 (31,6) 38 (27,9)
myself.

Settle conflicts with others through discussion and 21 (154) 60(44,1) 24(17,6) 31 (22,8)
compromise

Eat breakfast. 11(8,1) 47(34,6) 54(39,7) 24 (17,6)
Seek guidance or counseling when necessary. 15 (11,0) 40 (29,4) 47 (34,6) 34 (25,0)
Expose myself to new experiences and challenges. 3(2,2) 38 (27,9) 72 (52,9) 23 (16,9)

The scores of the participants in the Health Promoting Lifestyle Profile Scale,
"Health Responsibilities” subscale ranged from 15 to 32 points, with an average score of
22.27+3.01; The scores they got from the "Exercise” subscale ranged from 9 to 29 points,
with the mean score being 17.81£3.70; The scores they got from the "Nutrition™ subscale
ranged from 14 to 30 points, with the mean score being 21.18+3.22; The scores they
received from the "Self-realization" subscale ranged from 15 to 32 points, with an average
score of 24.17+£3.12; The scores they got from the "Interpersonal relationship” subscale
ranged from 19 to 34 points, with an average score of 25.72+2.97; The scores they
received from the "Stress Management" subscale ranged from 15 to 27 points, and the
average score was determined as 20.10£2.76. (Table 4.5).

When the average scores of the participants from the Health Promoting Lifestyle
Profile Scale were examined according to the subscale, the average of the scores obtained
from the Interpersonal Relationship subscale was found to be the highest at 25.72, and
the mean of the scores obtained from the Physical Activity sub-dimension was the lowest
with 17.81. (Table 4.5).

The total scores of the participants on the Health Promoting Lifestyle Profile Scale
ranged from 109 to 159, with the mean score being 131.25+£10.88. The Cronbach's alpha
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value for the Total Health Promoting Lifestyle Profile Scale was found to be 0.676;

Accordingly, our scale is quite reliable. (Table 4.5).

Table 4.4 Evaluation of the Subscale of the Health Promoting Lifestyle Profile Scale and
the Scale's Internal Consistency

Number of MeanzSD Min-Max

questions
Health responsibilities 9 22.27+.01 15-32
Exercise 8 17.81+3.70 9-29
Nutrition 9 21.18+3.22 14-30
Self-realization 9 24.17+3.12 15-32
Interpersonal relationship 9 25.72+2.97 19-34
Stress management 8 20.10£2.76 15-27
Total 52 131.25+10.88 109-159

The scores of the women participating in the study on the Fat phobia Scale range
from 1.6 to 5 points, with an average score of 3.59+0.71, and the scores of the males
participating in the study on the Fat phobia Scale range from 1.9 to 4.5 points. It was
determined as 3.38+0.74. (Table 4.6).

The scores of the kindergarten teachers who participated in the study on the Fat
phobia Scale ranged from 2.3 to 4.7 points, the average score was 3.47+0.61, and the
scores of the primary school teachers on the Fat phobia Scale ranged from 1.6 to 5 points.
The scores of the middle school teachers on the Fat phobia Scale range from 3 to 4.9
points, the average score is 3.81+0.58, and the scores of the high school teachers on the
Fat phobia Scale are between 1.8 and 4 points. It varies between .9 points and the mean
score was determined as 3.45+0.77. (Table 4.6).

The scores of the participants with a BMI in the "underweight™ category ranged
from 2.3 to 4.4, with an average score of 3.64+0.69, while the scores of the participants
in the "normal weight" category received between 1.6 and 5 points. The average score of
the participants in the “overweight” category is between 2.3 and 4.9, the mean score is
3.56+0.77, and the mean score is 3.64+0.58. The scores of the participants whose values
were in the “obese” category ranged between 1.9 and 4.9, and the average score was

determined as 3.37+0.81. (Table 4.6).
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Fat phobia scores do not show a statistically significant difference according to
their gender, education level, and BMI levels (p>0.05). (Table 4.6).

Table 4.5 Evaluation of Fat Phobia scores according to descriptive features

Fat phobia scores

Mean+SD Min-Maks p
Sex Women 3.59+0.71 1.6-5
40.270
Men 3.38+0.74 1.9-45
*Grade level Kindergarten 3.47+0.61 2.3-4.7 40.410
Primary school  3.60+0.77 1.6-5 40.709
Middle school 3.81+0.58 3-4.9 40.067
High school 3.45+0.77 1.8-4.9 40.156
BMI Underweight 3.64+0.69 3.8 (2.3-4.4)
Normal 3.56+0.77 3.6 (1.6-5)
_ "0.711
Overweight 3.64+0.58 3.7 (2.3-4.9)
Obese 3.37+£0.81 3.3(1.9-4.9)

aStudent T Test; "Oneway ANOVA Test; *more than one option ticked

No statistically significant correlation was found between the age and years in the

profession and the fat phobia scores of the cases (p>0.05). (Table 4.7).

Table 4.6 Evaluation of Fat Phobia scores according to descriptive features

Fat phobia scores

Min-Max
Age " -0,021
0.804
p
r -0,012
Year of profession
p 0.892

Pearson correlation analysis; ‘Spearman analysis
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There is no statistically significant difference in fat phobia levels according to the
participants' gender, age, education level, years in the profession, and BMI levels
(p>0.05). (Table 4.8).

Table 4.7 Evaluation of Descriptive Characteristics According to Fat Phobia Levels

Fat Phobia
Low Moderate Highly
Neutral ) ) )
negative negative negative
(n=11) p
(n=57) (n=48) (n=20)
Women 10 (8.3) 47 (38.8) 45 (37.2) 19 (15.7)  20.268
Sex
Men 1(6.7) 10 (66.7) 3(20.0) 1(6.7)
Kindergarten 2 (6.7) 14 (46.7) 12 (40) 2 (6.7) 30.548
Primary school 4 (9.5) 15 (35.7) 16 (38.1) 7 (16.7) 40.793
Grade level
Middle school 0 (0) 10 (41.7) 9 (37.5) 5 (20.8) %0.385
High school 5 (10.9) 22 (47.8) 12 (26.1) 7 (15.2) %0.373
Underweight 1(14.3) 2 (28.6) 3 (42.9) 1(14.3)
Normal 6 (7.8) 31 (40.3) 26 (33.8) 14 (18.2)
BMI ) 30.531
Overweight 2 (5.0) 18 (45.0) 17 (42.5) 3(7.5)
Obese 2 (16.7) 6 (50.0) 2 (16.7) 2 (16.7)
Mean+SD
Age 39.64+8.24  37.374£9.19  36.75+8.35 37.20+6.95 0.600
Year of profession 17.3646.27 13.96+9.23 13.33+£7.93 13.50+7.23 10.317
BMI 23.45+4.68 24.37+£3.33  23.65+3.42 23.4£3.83  20.531

3Fisher Freeman Halton Test; ®PKruskal Wallis Test; *More than one option ticked

According to their gender, the scores of the participants from the Health
Promoting Lifestyle Profile Scale "Health Responsibility”, "Exercise”, "Nutrition",
"Self-Realization", "Interpersonal relationship", "Stress Management™ subscales and the
Total Health Promoting Lifestyle Profile Scale were statistically does not show a
significant difference (p>0.05). (Table 4.9).

According to the status of giving education in kindergarten, the scale of Health
Promoting Lifestyle Profile Scale, "Health Responsibility”, "Exercise”, "Nutrition",

"Self-Realization", "Interpersonal relationship”, "Stress Management" subscales and the
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sum of the Health Promoting Lifestyle Profile Scale scores do not differ statistically
significantly (p>0.05). (Table 4.9).

According to the status of primary school education, the Health Promoting
Lifestyle Profile Scale consisted of the subscales of "Health Responsibility"”, "Exercise",
"Nutrition”, "Self-Realization", "Interpersonal relationship™, "Stress Management™ and
the sum of the Healthy Lifestyle Behaviors Health Promoting Lifestyle Profile Scale
scores do not differ statistically significantly (p>0.05). (Table 4.9).

The scores of the middle school teachers participating in the research from the
Health Promoting Lifestyle Profile Scale "Health Responsibility”, "Physical Activity",
"Nutrition"”, "Interpersonal Relationship”, "Stress Management" sub-dimensions and the
Total Health Promoting Lifestyle Profile Scale do not show a statistically significant
difference ( p>0.05). (Table 4.9).

The scores of the high school teachers participating in the research from the Health
Promoting Lifestyle Profile Scale "Health Responsibility”, "Physical Activity",
"Nutrition”, "Interpersonal Relationship”, "Stress Management" sub-dimensions and the
Total Health Promoting Lifestyle Profile Scale do not show a statistically significant
difference ( p>0.05). (Table 4.9).

According to BMI levels, the scores of the participants from the Health Promoting
Lifestyle Profile Scale "Health Responsibility”, "Physical Activity”, "Nutrition",

"Interpersonal Relationship™, "Stress Management™ sub-dimensions and the Total Health
Promoting Lifestyle Profile Scale do not show a statistically significant difference.

(p>0.05). (Table 4.9).
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Table 4.8 Evaluation of Health Promoting Lifestyle Profile Scale Total Scores According
to Descriptive Characteristics

Health Promoting Lifestyle Profile Scale Total

Significance
Mean + SD Min.-Max. p

Sex Women 131.53+10.67  109-159 °0.398
Men 129.00+12.59 111-150

Kindergarten No 131.55+10.98 109-159 b0.551
Yes 130.20+10.63 109-158

Primary school ~ No 131+10.52 109-159 b0.690
Yes 131.81+11.76 109-156

Middle school No 130.56+10.68 109-158 b0.112
Yes 134.46+11.45 117-159

High school No 131.91+11.47 109-159 b0.323
Yes 129.96+9.59 112-151

BMI Underweight 124.14+10.09 109-139 40.340
Normal 132.27+10.18 110-159
Overweight 130.43+11.50 110-158
Obese 131.58+13.04 109-151

aKruskal Wallis Test; °Student T Test; *p<0.05
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Between the ages of the participants in the study and the scores they got from the
Health Promoting Lifestyle Profile Scale’s "Health Responsibility”, "EXxercise",
"Nutrition”, "Self-Realization", "Interpersonal relationship”, "Stress Management"
subscales and the Total score has no statistically significant relationship (p>0.05). (Table
4.10).

The years of the study participants in the profession and the scores they got from
the Health Promoting Lifestyle Profile Scale’s "Health Responsibility", "Exercise",
"Nutrition”, "Self-Realization", "Interpersonal relationship”, "Stress Management"
subscales and the Health Promoting Lifestyle Profile Scale total no statistically significant
relationship was found between the two (p>0.05). (Table 4.10).

The BMI measurements of the participants in the study and the scores they got
from the Health Promoting Lifestyle Profile Scale "Health Responsibility”, "Exercise",
"Nutrition”, "Self-Realization”, “Interpersonal relationship”, "Stress Management"
subscales and the Health Promoting Lifestyle Profile Scale total has no statistically
significant relationship between them (p>0.05). (Table 4.10).

Table 4.9 The Relationship between Age, Year of Profession, BMI, and Health

Promoting Lifestyle Profile Scale Scores

Age Year of profession BMI
r+ p rt P rs P
Health responsibilities 0.041 0.640 0.002 0.984 -0.023  0.790
Exercise 0.033 0.700 0.010 0.908 0.070 0.416
Nutrition 0.153 0.076 0.161 0.061 0.076 0.377
Self-realization 0.057 0.509 0.106 0.218 -0.032  0.712
Interpersonal relationship - 0.650 -0.027 0.752 -0.144  0.095
0.039
Stress management 0.082 0.341 0.089 0.303 -0.034  0.696
Total 0.094 0.274 0.114 0.186 -0.017  0.846

‘Pearson correlation coefficient; "Spearman correlation coefficient
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A statistically significant and weak correlation was found between the scores of
the participants on the total Fat phobia Scale and the scores they got from the Health
Promoting Lifestyle Profile Scale "Self-realization™ subscale (r=0.209; p=0.015; p<0.05).
(Table 4.11).

The scores of the teachers participating in the study from the Total Fat phobia
Scale and the scores they got from the Health Promoting Lifestyle Profile Scale from the
"Health Responsibility”, "Exercise”, "Nutrition”, "Interpersonal relationship”, "Stress
Management" subscales and the Health Promoting Lifestyle Profile Scale’ total score has
no statistically significant relationship (p>0.05). (Table 4.11).

Table 4.10 The Relationship Between Fat Phobia and Health Promoting Lifestyle
Profile Scale Scores

Fat phobia Total score

r# P
Health responsibilities -0.030 0.726
Exercise -0.064 0.457
Nutrition -0.151 0.079
Self-realization 0.209 0.015*
Interpersonal relationship 0.045 0.605
Stress management -0.120 0.166
Total -0.033 0.701

‘Pearson Correlation Coefficient; *p<0.05

When the gender distribution of the participants was examined according to the
presence of fat phobia, 90.9% of the participants without fat phobia (n=11) were women,
while 9.1% were men. While 88.8% of the participants with fat phobia (n=125) were
women, 11.2% were men. (Table 4.12).

When the age distribution of the participants according to the presence of fat
phobia was examined, the ages of the participants (n=11) without fat phobia ranged from
25 to 56, with a mean age of 39.64+8.24. The ages of the participants with fat phobia
(n=125) ranged from 18 to 57, and the mean age was 37.10£8.49. (Table 4.12).
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When the years of occupation of the participants according to the presence of fat
phobia were examined, the years of the participants without fat phobia (n=11) ranged
between 5 and 26 years, with an average of 17.36+6.27. The years of the participants with
fat phobia (n=125) ranged from 1 to 36, with an average of 13.65+8.39 years. (Table
4.12).

When the BMI values of the participants were examined according to the presence
of fat phobia, the BMI values of the participants without fat phobia (n=11) ranged
between 18 and 33, with an average of 23.45+4.68. The BMI values of the participants
with fat phobia (n=125) ranged from 16 to 34, and the mean value was found to be
23.94+3.44. The presence of fat phobia does not show a statistically significant difference
according to the gender, age, education level, years in the profession, and BMI levels of
the participants (p>0.05). (Table 4.12).

Table 4.11 Evaluation of Descriptive Characteristics According to the Presence of
Fat Phobia

Fat Phobia
No fat phobia Fat phobia p
(n=11) (n=125)
Sex Women 10 (90.9) 111 (88.8) ¢1.000
Men 1(9.1) 14 (11.2)
Grade level Kindergarten 2 28 ¢1.000
Primary school 4 38 °0.738
Middle school 0 24 €0.212
High school 5 41 ¢0.508
BMI Underweight 1 6 30.355
Normal 6 71
Overweight 2 38
Obese 2 10
Mean+SD Mean+SD
Min-Max Min-Max
Age 39.64+8.24 37.10+8.49 ®0.198
25-56 18-57
Year of 17.3616.27 13.65+8.39 ®0.062
profession 5-26 1-36
BMI 23.45+4.68 23.94+3.44 ®0.441
18-33 16-34

aFjsher Freeman Halton Test; "Kruskal Wallis Test; SFisher’s Exact Test
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The scores of those with fat phobia in the "Interpersonal relationship™ subscale of
the Health Promoting Lifestyle Profile Scale were found to be statistically significantly
lower than those who did not (p=0.039; p<0.05). (Table 4.13).

The scores of those with fat phobia in the "Stress Management" subscale of the
Health Promoting Lifestyle Profile Scale were found to be statistically significantly lower
than those who did not (p=0.026; p<0.05). (Table 4.13).

The scores of those with fat phobia from the Total Health Promoting Lifestyle
Profile Scale were found to be statistically significantly lower than those who did not
(p=0.045; p<0.05). (Table 4.13).

According to the prevalence of fat phobia, the scores of the participants in the
Health Promoting Lifestyle Profile Scale "Health Responsibility”, “Exercise",
"Nutrition”, and " Self-realization" subscales do not show a statistically significant
difference (p>0.05). (Table 4.13).

Table 4.12 Evaluation of Health Promoting Lifestyle Profile Scale Scores According
to the Presence of Fat Phobia

Fat phobia

No fat phobia(n=11)  Fat phobia(n=125)

Mean = SD Mean + SD p
Health responsibilities 23.18+2.89 22.19+3.02 £0.285
Exercise 18.27+2.90 17.7743.77 ®0.561
Nutrition 22.27+3.10 21.0843.22 ®0.258
Self-realization 23.73+1.90 24.21+3.21 ®0.647
Interpersonal relationship 27.362.46 25.58+2.98 £0.039*
Stress management 21.73+1.68 19.96+2.80 ©0.026*
Total 136.55+7.43 130.78+11.03 ®0.045*

bKruskal Wallis Test; *p<0.05
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5. DISCUSSION AND CONCLUSION

This study was conducted on 136 teachers between 01.10.2021 and 30.11.2021 to
evaluate teachers’ fat phobia levels and healthy lifestyle behaviors. Results obtained by
the data form were analyzed by using NCSS 2007.

136 participants voluntarily agreed to participate in the study, 15 (11%) were male
and 121 (89%) were female, the ages of the teachers ranged between 18-57 and the mean
age was 37.31+8.47. This numerical difference between female participants and male
participants is related to the fact that the total number of female teachers working at Bursa
Private Emine Ornek Educational Institutions is higher than the number of male teachers.

We can say that the literature is divided into two about whether gender or age has
an effect on fat phobia. Toprak and Sara¢ in their study in 2017 revealed that female
participants showed more fat phobic attitudes than male participants. The reason for this
is that women are more exposed to the pressures of being thin and to fat phobia in society
(99). In society, not only adult women but more critically girls are also exposed to fat
phobia. In the last 20 years, the ages of girls who are dissatisfied with their bodies and
want to be thinner have decreased to 5-6 years old (100). In this way, fat phobic attitudes
that start at a young age lead to the formation of children's thoughts and attitudes on body
image, and these attitudes continue in primary school, secondary school, high school, and
young adult life (101). In a study conducted at the University of Liverpool on 202
participants, it was reported that female participants scored more negatively on
overweight individuals than male participants (102). According to a study conducted on
2100 university students at Sakarya University in 2016, the fat phobia scores of female
students were found to be statistically significantly higher than the fat phobia scores of
male students (13).

Contrary to these findings, in a study conducted with 583 participants at Hacettepe
University in 2020 to determine the factors affecting fat phobia, it was determined that
there was no significant difference in fat phobia scores according to gender (103). In a
similar study conducted at Heidelberg University in 2020, no significant gender-related
difference was found in the fat phobia scores of 490 participants (104). In 2 different
studies conducted on university students to investigate the fat phobic attitudes of students,
no significant difference was found according to gender (42,105). Swift et al. In their
study in 2012 examining the fat phobic attitudes of intern health personnel, reported that
fat phobia scores showed a significant difference with age and BMI values, but there was

no significant relationship with gender (48). Similarly, in a study conducted on health
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department students, no statistically significant difference was found between the fat
phobia scores of male and female students. In addition, in this study, the fat phobia scores
of the students were not statistically significant according to their age (106). In our study,
the fat phobia scores of the participants did not show a significant difference according
to age and sex, and it is compatible with the majority of the literature. In our study, we
think that there is no significant difference in fat phobia according to age and sex and that
it is possible for teachers to have pedagogical elements in their education despite age and
gender differences.

BMI is another descriptive feature that is thought to be a determinant of fat phobia,
apart from age and gender. When the BMI values of the participants in our study were
examined, the mean BMI value was found to be 23.90+3.54 kg/m2. 5.1% (n=7) of the
participants were underweight, 56.6% (n=77) were normal, 29.4% (n=40) were
overweight and 8.8% (n=12) were obese. When we look at the mean BMI values of 4
different fat phobia categories in order to investigate the effect of BMI values on the fat
phobic attitude, the mean BMI of the participants with neutral fat phobia is 23.45+4.68,
and the mean BMI of the participants with a low negative fat phobia is 24.37£3.33, the
mean BMI of the participants with moderate negative fat phobia was 23.65+3.42 and the
mean BMI of the participants with high negative fat phobia was 23.4+3.83. According to
this distribution, the group with the lowest mean BMI is the high negative fat phobic
group. However, this difference was not statistically significant.

In parallel with our research, in the research conducted at Sakarya University in
2016 with 2100 participants in order to evaluate the fat phobia levels of university
students; It was observed that the level of fat phobia of the participants whose BMI values
were in the underweight category was higher than those of the students with normal
weight, overweight and obese. In the analyzes performed in this study, it was determined
that there was a statistically negative and weakly significant relationship between BMI
and fat phobia scores. Accordingly, Cetinkaya reported that as BMI decreases, students
become more fat phobic (107). This situation showed us the impression that individuals
who try to keep their BMI values within normal ranges by adapting to distorted healthy
living habits reflected in social media and communication tools may be more fat phobic.
In the online study conducted by Alperin et al. in the USA in 2013, a total of 1176
participants volunteered. In this study, which was founded on the fact that the negative
attitude towards overweight people is related to our relationship with our own body, the

participants with low BMI levels had higher fat phobia levels than the participants with
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normal BMI levels, slightly overweight and obese (108). The fact that the participants
with high BMI values in these studies were less fat phobic may be due to their more
understanding of overweight and people with obesity and the fact that they did not feel
the need to defend their egos against overweight and people with obesity (109).

Contrary to these studies, there is a study of 450 medical students with a mean age
of 23.1+2.88 years, the average BMI value was reported as 22.0+2.64. The BMI value of
84% of the students participating in the study was normal, and the BMI value of about
10% was overweight or obese. Average fat phobia values were found to be higher in
overweight individuals than in individuals with normal body weight. Negative biased
attitudes towards individuals with obesity were reported to be higher in overweight
individuals, and the difference was found to be statistically significant (19).

When the fat phobia values of the participants who voluntarily participated in our
study were examined, it was found that the scores ranged between 1.6-5 and the mean fat
phobia score was 3.57+0.72. This score of fat phobia showed that the group we studied
was moderate negative fat phobic, as Bacon stated (5). According to our research, 64.7%
of the teachers stated that individuals with obesity like to eat, 58.1% of them stated that
individuals with obesity overeat, 37.5% of them stated that individuals with obesity are
inactive and 36% of them stated that individuals with obesity are not attractive.

A study was conducted in Aydin in 2019 in which a total of 401 high school senior
(12.) students, 216 of whom were women (53.9%) and 185 were men (46.1%),
participated. The ages of the students ranged from 17 to 19. The aim of the study was to
evaluate the social physical anxiety and fat phobia levels of students preparing for the
university entrance exam. The mean score of women participating in the study was found
to be 2.81, and the mean score of fat phobia for men was found to be 2.77 (110). Different
from our study, the fact that students preparing for the university entrance exam were in
the low negative fat phobic class in this study, whose average age is younger than our
study, can be seen as an effect of the "body positivity movement™ that has become
widespread today. The body positivity movement is a movement that opposes the
invisibility and devaluation of everyone outside of an ideal body idea, which is idealized
and bounded by industries such as health, aesthetics, cosmetics, fashion, media, and
advertising (111).

In the study conducted in 2016 to compare the negative attitudes and behaviors of
379 registered and student nurses toward overweight people, the average fat phobia of the

student nurses was 3.70+0.50, and the mean fat phobia of the registered nurses was
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3.91+0.43. In this study, parallel to our study, the participants are in the moderate negative
fat phobia class. In this study conducted on nurses, the mean fat phobia score of registered
nurses with more years of profession was found to be statistically significantly higher
than nurses who were students (112). In our study, the teachers in the neutral fat phobia
group had the highest year of profession mean score, but this was not statistically
significant.

According to a descriptive study conducted at Cukurova University in 2010 on
201 young women and 266 young men, the mean female participants’ fat phobia score
was 3.55+0.69, and the average male participants' fat phobia score was 3.62+0.69.
Furthermore, the frequency distributions obtained from the responses given to the items
in the fat phobia scale in this study are consistent with our study. The majority of young
female and male students reported that individuals with a high body weight were
unattractive (n=165), slow (n= 250), weak (n= 159), inactive (n= 186), self-indulgent (n=
132), likes food (n= 319), their bodies were shapeless (n=254), and they overeat (n=281)
(42).

In a cross-sectional study conducted on 524 nursing and midwifery students in
2014, the mean value of all participants was 3.02+0.59. The mean fat phobia score of the
nursing students was 2.97+0.59, and for the midwifery students was 3.11+0.59. It has
been reported that there is a statistically significant difference between the fat phobia
attitudes of nursing and midwifery students (106).

Fat phobia has been most researched in the healthcare industry. For example, 1130
students of the University of Nottingham participated in the 2012 study by Swift et al.
The prejudices of students studying dietetics, medicine, nursing, and nutrition towards
overweight people were investigated. The participants' fat phobia scores ranged from 1.9
to 5, while the mean fat phobia score was reported as 3.8+0.5 (48). Similar to our study,
the smallest fat phobia group in the study was determined as the neutral fat phobic group.
This made us think that the intensity of fat phobia is still a current problem in different
fields of study such as health and education.

As one of the few studies conducted in the field of education; 205 teachers and 80
parents participated in the study conducted by Cruz et al. in the region on the Mexican-
US border in 2007. The aim of the study was to determine the attitudes of teachers and
parents towards children with obesity. The questionnaire used in the research included 3
separate subheadings; Attitudes about features of the children with obesity, Attitudes

related to the care of the child with obesity, and Strong beliefs on the personal
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responsibility of obesity. As a result of the study, it was shown that both teachers and
parents have a strong negative attitude towards children with obesity. Teachers and
parents cited low personal responsibility and low self-control as causes of obesity in
children. It was observed that teachers' negative attitudes toward children with obesity
were lower than that of parents, but teachers gave more priority to the importance of
child's self-control in the prevention of childhood obesity (18). In our study, we found it
more appropriate to apply the fat phobia scale to teachers for the first time in Turkey and
to make a cross-sectional situation assessment in this area, instead of directly looking at
the weight bias attitude shown by teachers and parents to children. In this way, we aimed
to find the source of teachers' fat phobic attitudes and to take initiatives to improve this
point.

The HPLPS Il measures health-promoting behaviors in relation to healthy
lifestyles. High scores obtained from this scale indicate that the level of having and
developing health-promoting behaviors is high. The lowest score that can be obtained
from the scale is 52, and the highest score is 208 (98). In our study, while the age range
of 136 volunteer teachers who participated, ranged from 18 to 57, the average score they
got from the total HPLPS Il scale was 131+10.88. The lowest score obtained from the
scale is 109 and the highest score is 159. In a study conducted in 2017, which was similar
to our study in terms of age range and number of participants, an average of 100.45+19.82
points was obtained from the HPLPS I1. In this study conducted in Iran, the fact that the
participants were selected among type 2 diabetes patients explains the difference in scores
(113).

In a similar study conducted in Korea, Bae and Yoon, who think that teachers are
role models for students in terms of healthy living habits, applied the HPLPS Il scale on
474 teachers with an average age of 42.6 in 2020. The total scale average of the
participants, consisting of primary, middle school, and high school teachers, was
130.73+22.81. This study reveals parallel results with our research (114).

In our study, the average score obtained from the sub-dimension of health
responsibility was 22.27+3.01. In Bae's study, the mean score obtained from the sub-
dimension of responsibility for health was 24.62+0.51. It is an expected result that the
scores were close and high since both studies were conducted with adults who could take
responsibility for their own health. (114).

The exercise subscale evaluates the level at which individuals do regular exercise

and physical activities (115). In our study, the mean score of the exercise sub-dimension
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was found to be 17.81+3.70. The exercise sub-dimension, which has the lowest mean
among all sub-dimensions, was found to be 9.4+0.71 in Bae's study and 13.9+4.50 in a
study conducted on nurses in Turkey. In parallel with our study, the averages taken from
this sub-dimension in these two different studies are the lowest averages (114,116).

Healthy eating habits play a major role in ensuring growth and development,
maintaining the body's functions, and developing healthy behaviors. With a good diet,
protection can be provided against chronic diseases such as diabetes, hypertension,
cardiovascular diseases, and cancer types that may occur in adolescence and continue into
adulthood (117). In our study, the mean score obtained from the nutrition sub-dimension
was 21.18+3.22. This is on average higher than the nutritional sub-dimension scores
obtained in Bae's and Kirag's studies. Considering that the educational institution we are
working with is an institution that gives importance to healthy nutrition, a factor may
have affected our result (114,116).

The interpersonal relationship subgroup evaluates the relationship and continuity
level of the individual with her family, friends, and close environment (78). In our study,
the average score obtained from the sub-dimension of interpersonal relations was
25.72+2.97. This score is higher than the average scores of the sub-dimension of
interpersonal relations in Bae and Kirag's studies. Considering that the psychologists at
our school regularly give personal development and approach to adolescents' seminars,
we would expect to reach a higher result compared to similar studies (114,116).

Spiritual development is a unifying force that unites the body and spirit and is
beyond the individual's self and existence (78). In this study we conducted on teachers,
the average score obtained from the self-realization sub-dimension was found to be
24.17+3.12. The average score obtained from the same sub-dimension in Bae's study on
Korean teachers was 11.49+0.59. In the study conducted on Turkish nurses, the average
self-realization sub-dimension score was determined as 25.945.00. It was thought that
this big difference could be the cultural difference between Turkey and Korea (114,116).

Stress management is the identification and use of psychological and physical
resources to reduce or control tension (78). In our study, the average score obtained from
the stress management sub-dimension was 20.10+2.76. According to Kirag's study, the
mean score of the teachers participating in our study in the stress management sub-
dimension is much higher than the average scores obtained from the stress management
sub-dimension in the other study. The mean scores from these two studies are 17.6+4.38.

It is thought that these differences between the scores may be due to the fact that the
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educational institution we work with is not as stressed as the nurses working in the
hospital (116).

When the HPLPS 11 sub-dimensions were evaluated in our study, the highest mean
among the behaviors contributing to the development of health were; interpersonal
relationships  (25.72+£2.97), self-realization (24.17+3.12), health responsibility
(22.27+3.01), nutrition (21.18+3.22), stress management (20.10+2.76) and the last
exercise (17.81+3.70). In our study, in parallel with other studies, the lowest scoring sub-
dimension was physical activity. Due to the high course densities and working hours, the
physical activities of the teachers may be lower. It is promising that the teachers who
participated in our study got a higher score in the interpersonal relations sub-dimension
than in the other sub-dimensions.

In our study; The total HPLPS Il score obtained according to the variables of age,
gender, grade level, BMI, and year of profession was not found statistically significant.
As the reason for this result, it was thought that despite all their differences, teachers
might show similar healthy living habits because they work in the same institution.

In our study, a statistically significant and weak correlation was found between
the "self-realization" sub-dimension of the Health Living Habits Scale and the fat phobia
scores. This means that participants who are self-aware are more fat phobic. Although it
does not seem logical at first glance, according to the Gestalt approach, which is based
on the views of Jung and eastern philosophies, people are born with yin/yang energy.
According to this point of view, for a feature to emerge, its opposite must appear at the
same time (118).

In our study, the scores of those with fat phobia from the Health Promoting
Lifestyle Profile Scale were found to be statistically significantly lower than those without
fat phobia. Although this result seems contradictory to the literature at first glance, the
Health Promoting Lifestyle Profile Scale not only includes nutrition and exercise but also
participants' health responsibility, personal development, interpersonal relations, and
stress management sub-dimensions; In other words, it should be taken into account that
they are evaluated in terms of all the criteria stipulated by the World Health Organization
for a healthy state.

In our study, it was determined that the scores of those with fat phobia in the stress
management and interpersonal relations sub-dimensions of the healthy lifestyle behaviors

scale were statistically significantly lower than those without fat phobia. In a study
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published by Latner et al. in 2014, there is a link between poor interpersonal relationships
and prejudice against overweight people (119).

Since our study is the first study to apply the scale of fat phobia and healthy
lifestyle behaviors simultaneously to teachers, it has touched upon a point in the literature
that has not been illuminated before. As a result of our study, it is thought-provoking that
91.9% of our 136 participants, who were teachers, were found to be fat phobic. The
attitudes of the teachers in the schools where children and adolescents who will be the
future educators, health professionals, engineers, and adolescents spend most of their
time, will be the building blocks of the future attitudes and behaviors of these children.
In order for children and adolescents to be successful in their education life, it is essential
that they receive education in an environment free from stress and fear of being judged.
Each comment and criticism that children and adolescents receive from their peers and
elders will affect their life habits and this effect will continue throughout their lives. While
these discourses and attitudes have such a critical position in the lives of children and
adolescents, the fat phobic attitudes of teachers, whom children take as an example, play
a key role. In our study, we focused on radically solving the problem we identified by
identifying the core of teachers' fat phobic attitudes. The main problem we found was that
teachers who need support in interpersonal relations and stress management exhibit a
more fat phobic attitude and in this case, they can create a more stressful educational
environment for students.

In order to solve this situation, we think that stress management and interpersonal
relations training should be given to teachers. In fact, we plan to carry out these training
practically, to reinforce them by teachers and facilitate their implementation. We think
that conducting this training under the leadership of a team of dietitians and psychologists
will be much more beneficial in terms of defining the right keys to a healthy life and

correct behavior patterns.
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7.APPENDIX

7.1. Volunteer Form
BILGILENDIRILMIiS GONULLU OLUR FORMU

Sayin (goniilli aday1 / goniillii aday1 yasal temsilcisi);

Sizi Emine Ornek Egitim Kurumlari’nda yiiriitiilen “Ogretmenlerin Kilo fobi Diizeyleri
ile Saglikli yagsam Big¢imi Davraniglarmin Degerlendirilmesi ” baslikli arastirmaya davet
ediyoruz. Bu arastirmaya katilip katilmama kararmi vermeden 6nce, aragtirmanin ne
amacla ve nasil yapilacagini, bu aragtirmanin goniillii katilimcilara getirecegi olasi
faydalar, riskleri bilmeniz ve kararmizi bu bilgilendirme ¢ercevesinde 6zgiirce
vermeniz gerekmektedir. Bu nedenle bu formun okunup anlasilmasi biiyiik 6nem
tasimaktadir. Bu form arastirma sorumlusu olarak bizler tarafindan size sdzel olarak
aktarilan bilgilendirmenin yazili seklini icermektedir. Formu imzalamadan 6nce size
sOzel olarak da anlatilan agsagidaki bilgileri bir kez de dikkatlice okumak i¢in zaman
ayirmiz. Katilmayi kabul ettiginiz takdirde, tarafiniz ve bilgilendirme esnasinda
yaninizda olan tanik kisi tarafindan imzalanan bu formun bir kopyas1 saklamaniz i¢in
size verilecektir.

Arastirmaya katilmak tamamen goniilliiliik esasina dayanmaktadir. Calismaya
katilmama veya katildiktan sonra herhangi bir anda ¢alismadan ¢ikma hakkina da
sahipsiniz. Her iki durumda da higbir yaptirima ve hak kaybina maruz kalmayacaginizi
bildirmek isteriz.

Dr. Ogr. Uyesi irem KAYA CEBIOGLU

Dyt. Tansu TUGCU

Arastirmanin Adi

Ogretmenlerin Kilofobi Diizeyleri ile Saglikli yasam Bigimi Davranislarinin Degerlendirilmesi
Arastirmanin Amaci

Goniilli olarak katilmaniz teklif ettigimiz caligma bir yiiksek lisans tez arastirmasidir. Bu aragtirmanin
amact; 6gretmenlerin kilolu insanlara karsi bir 6n yargi tasiyip tasimadigini saptamaktir. Bununla beraber
Ogretmenlerin, egitim verdikleri 6grencileri saglikli yasam aligkanliklari ile etkileyebilecekleri géz 6ntine
alinirsa, saglikli yasam aligkanliklarinin sorgulanmasi amaglanmaktadir.

Arastirmanin Yontemi

Katilim bekledigimiz tahmini goniillii sayis1 123°tiir. Anket yontemi ile yapilacak olan bu ¢alismada
goniillillerden herhangi bagka bir veri talep edilmeyecektir. Goniilliiler herhangi bir risk altinda
kalmayacaktir. Goniilliiler calismaya katilmakla parasal yiik altina girmeyeceklerdir ve herhangi bir
6deme yapilmayacaktir.

Arastirmanin Gizliligi

Calismaya katilacak goniilliilerin kimligini ortaya ¢ikaracak bilgiler gizli tutulacak ve kamuoyuna
aciklanmayacaktir. Arastirma sonuglarinin yayimlanmasi halinde dahi goniilliiniin kimligi gizli kalacaktir.
Izleyiciler, yoklama yapan kisiler, etik kurul, kurum ve diger ilgili saglik otoritelerinin goniilliiniin
orijinal tibbi kayitlarma dogrudan erisimlerinin bulunacaktir. Ancak bu bilgilerin gizli tutulacaktir. Yazil
bilgilendirilmis goniillii olur formunun imzalanmasiyla goniillii veya kanuni temsilci s6z konusu erigime
izin vermis olacaktir.

Arastirmacinin Sorumluluklar

Arastirma konusuyla ilgili ve goniilliiniin arastirmaya katilmaya devam etme istegini etkileyebilecek yeni
bilgiler elde edildiginde goniilliiniin veya kanuni temsilcisinin zamaninda bilgilendirilmesi arastirmacinin
sorumlulugu olacaktir. Gontilliiniin; arastirma, kendi haklar1 veya arastirmayla ilgili herhangi bir advers
olay hakkinda daha fazla bilgi temin edebilmesi i¢in temasa gecebilecegi kisiler ile bu kisilere ait giiniin
24 saatinde erisebilecegi telefon numaralari verilecektir.

49




ediyorum.

Bilgilendirilmig goniillii olur formundaki tiim a¢iklamalari okudum. Bana yukarida konusu
ve amaci belirtilen arastirma ile ilgili yazili ve sozlii a¢iklama asagida adi belirtilen
arastirmact tarafindan yapildi. Arastirmaya goniillii olarak katildigimi, istedigim zaman
gerekceli veya gerekgesiz olarak arastirmadan ayrilabilecegimi biliyorum.

Soz konusu arastirmaya, hi¢bir baski ve zorlama olmaksizin kendi rizamla katiimay: kabul

Bu ¢alisma sonuc¢larmmin kullanilmasint kisitlamamayi, yayin, rapor ve benzeri bilimsel
dokiimanlarda kullanilmasint kabul ediyorum.

Gonilliiniing Arastirmaci; Tanik;
Adr: Adr: Adr:
Soyadt: Soyad:

Soyadt:

Adresi: Adresi:

Adresi:

Telefon Numarasi: Telefon numarast: Telefon
numarast:

Tarih: Tarih: Tarih:
Imza: Imza: Imza:
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7.2. Questionnare Form

1.

Cinsiyet:
a) Kadimn b) Erkek

Yas (Doldurdugunuz yas).......

Medeni Durum:
a) Bekar b) Evli

Egitim verdiginiz seviye;
a) Anaokulu b) ilkokul c) ortaokul d) lise

Bransmmiz;..........
Meslek yilimiz....

A) Boy uzunlugu (cm):
B) Viicut Agirhg: (kg):

Saghk durumunuzu 1°den 10’a kadar derecelendirin;
T (QOK KOIL). .o vttt e e e e e e

iyi)

Cocugunuz var m?
a) Evet b)Hayir

o1



7.3. Fatphobia Scale

Asagida kimi zaman obez veya sisman kisileri tanimlamak i¢in kullanilan 14 sifat ¢ifti

verilmistir. Her bir sifat ¢ifti i¢cin duygularinizi ve inanglarmizi en iyi ifade eden sifata

en yakin rakami Litfen isaretleyiniz.

Obez bireyleri nasil tanimlarsiniz?

Tembel 5 4 3 2 1 Caliskan
Iradesiz 5 4 3 2 1 Iradeli

Cekici 5 4 3 2 1 Cekici degil
Iyi 6zdenetim 5 4 3 2 1 Zayif dzdenetim
Hizli 5 4 3 2 1 Yavas
Dayanikl 5) 4 3 2 1 Dayaniksiz
Hareketli 5 4 3 2 1 Hareketsiz
Zayif 5 4 3 2 1 Gugli

Bencil 5 4 3 2 1 Fedakar
Yemeyi sevmez 5 4 3 2 1 Yemeyi sever
Bicimsiz 5 4 3 2 1 Bicimli

Az yer 5 4 3 2 1 Cok yer
Endiseli 5 4 3 2 1 Emin

Diisiik benlik saygis1 5 4 3 2 1 Yiksek benlik

saygisi
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7.4.Lifesytle Behavior Scale Il

Bu ankette su anki yasam tarziniz ve aligkanliklarmiz ile ilgili sorular yer
almaktadir. Liitfen sorulari miimkiin oldugu kadar dogru ve eksiksiz yanitlayimiz.
Her aligkanligmizin sikligin1 uygun secenegi daire icine alarak belirtiniz.Hig
birzaman 1, bazen 2, sik sik 3, diizenli olarak 4 olarak degerlendirilmektedir.

E
s
-
[ ~ =

1 Bana yakin olan kisilerle endiselerimi ve sorunlarimi tartigirim

2 Sivi ve kati yagi, kolesterolii diisiik bir diyeti tercih ederim

3 Doktora ya da bir saglik gorevlisine, viicudumdaki olagandist belirti ve bulgular: anlatirim

4 Diizenli bir egzersiz programi yaparim

5 Yeterince uyurum

6 Olumlu yonde degistigimi ve gelistigimi hissederim

7 Pnsanlari basarilari i¢in takdir ederim

8 Sekeri ve tatliyr kisitlarim

9 Televizyonda saglig: gelistirici programlari izler ve bu konularla ilgili kitaplart okurum

10 Haftada en az li¢ kez 20 dakika ve/veya daha uzun siireli egzersiz yaparim (hizl yiiriiyiis, bisiklete binme,

aerobik, dans gibi)

11 Her giin rahatlamak i¢in zaman ayiririm

12 Yasamimin bir amaci olduguna inanirim

13 DPnsanlarla anlamli ve doyumlu iliskiler stirdiiriiriim

14 Hergun 6-11 6giin ekmek, tahil, piring ve makarna yerim

15 Saglik personeline dnerilerini anlamak i¢in soru sorarim

16 Hafif ve orta diizeyde egzersiz yaparim (Ornegin haftada 5 kez ya da daha fazla) yiiriiriim

17 Yasamimda degistiremeyecegim seyleri kabullenirim

18 Gelecege umutla bakarim

19 Yakin arkadaslarima zaman ayiririm

20 Her glin 2-4 giin meyve yerim

21 Her zaman gittigim saglik personelinin onerileri ile ilgili sorularim oldugunda baska bir saglik personeline

danigirim

22 Bos zamanlarimda yiizme, dans etme, bisiklete binme gibi eglendirici fizik aktiviteler yaparim

23 Uyumadan dnce giizel seyler diisiintirim

24 Kendimle barisik ve kendimi yeterli hissederim




25 Baskalarna ilgi, sevgi ve yakinlik gostermek benim i¢in kolaydir

26 Hergiin 3-5 porsiyon sebze yerim

27 Saglik sorunlarmi saglik personeliyle konusurum

28 Haftada en az 3 kere kas giiglendirme egzersizleri yaparim

29 Stresimi control etmek i¢in uygun yontemleri kullanirim

30 Hayatimdaki uzun vadeli amaglar igin ¢aligirim

31 Sevdigim kisilerle kucaklasirim

32 Herglin 3-4 porsiyon siit, yogurt veya peynir yerim

33 Viicudumu fiziksel degisiklikler, tehlikeli bulgular bakimindan ayda en az bir kez kontrol ederim

34 Giinliik isler sirasinda egzersiz yaparim (6rnegin, yemege ylriyerek giderim, asansor yerine
merdiven kullanirim, arabami uzaga park eder ve yiirtiriim)

35 Is ve eglence zamanu dengelerim.

36 Hergiin yapacak degisik ve ilging seyler bulurum

37 Mahrem ihtiyaglarimi karsilayacak yollar bulurum

38 Her giin et, tavuk, balik, kurubakliyat, yumurta, gerez tiirii gidalardan sadece 3-4 porsiyon yerim

39 Kendie nasil daha iyi bakabilecegim konusunda saglik personeline dansirim

40 Egzersiz yaparken nabiz ve kalp atiglarim control ederim

41 Gilinde 15-20 dk gevseyebilmek, rahatlayabilmek i¢in uygulamalar yaparim

42 Yasamida benim i¢in 6nemli olan seylerin farkindayim

43 Benzer sorunu olan kisilerden destek alirim

44 Gida paketlerinin tizerindeki besin, yag ve sodium igeriklerini belirleyen etiketleri okurum

45 Bireysel saglik bakmi ile ilgili egitim programlarina katilirim

46 Kalp atimim hizlanana kadar egzersiz yaparim

47 Yorulmaktan kendimi korurum
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48 Ilahi bir giiciin varlig: ile iliskim oldugunu hissederim

49 Konugarak ve uzlasarak gatigmalari ¢ozerim

50 Kahvalt1 yaparim

51 Gereksinim duydugumda baskalarindan danismanlik ve rehberlik alirim
52 Yeni deneyimlere ve durumlara agigim
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7.5. Ethics
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13.08.2021
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< & .
S 3 |  Kadiky, Istanbul
: 9 | internet Sayfasi | http://goetik.yeditepe edu.tr/
£ @ Telefon

; E-posta

Islak imzal bagvuru dosyasi, CD'si ve elektronik bagvuru
Aragtirma baghg ve aragtirmacilann isimleri
Bagvuru dilekgesi
Arastirmanin;
*  Niteligi )
Onemi ve 6zgiin degeri
Amag ve hedefleri
Yontemi
Yonetimi
Yaygin etkisi
Aragtirma biitgesi (Mevcutsa)
Suresi ve uyguniugu (Zaman cetveli)
e+ Kaynaklan
Arasgtirma izin bgige;l / be@lgri
 Bilgilendirilmis Gonuili Olur Formu {yapilan arastirmaya ozel olarak hazirtanmis)
Taahhutname-1

Ddnya Tip Birligl Helsinkl Bidirgesinin san versiy ve Saghk Bakanhg'min gl tim kilavuzianmn okunmasina dair
| taahhit
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Daha once yapidmis etik kurul bagvorulan mevcut olup olmadigina dair raahhit

Taahhutname-3

Araghirma sirasinda arastema bétgesinde yer almayan ve gdnathinan kendisine veya Sosyal Guvenlik Kurumuna ek yok

getirecek hichir iglem uygulanmayacagna dair taahhue

Taahhutname-4

COvID 19 larinda tedavi yaklagimian ve bilimsel aragti mala genelpes okunmasng dair taahhie

Aragtirmacilann her birisine ait ozgecmis formu

Ek belgeler (Varsa kullamban olgek izinkeri vb.)

T e
G 0

DEGERLENDIRILEN
BELGELER

CAICACICAIEA

1

(

‘&  Bagvuru Numaras: 202106065

S 4 Toplant Tarihi | 13.08.2021

g g Toplanti Yeri | Cewinm il (Google Meet)
@  Karar No 16

Aragtirmanin Baghiin  Ogretmenlerin kilofobd diizeyleri ile saglikh yasam bicimi davranglarinm
degerlendirilmesi

Arastirmacilar Dr. Ogr. Uyesi irem Kaya Cebiofilu, Dyt. Tansu Tugicu
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