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ABSTRACT

Obesity is a complex and multifactorial medical condition that threatens public
health worldwide. The World Health Organization defines obesity as abnormal or
excessive fat accumulation that poses a health risk for the individual. Risk-taking
behavior is defined as any consciously or unconsciously controlled behavior that
includes perceived uncertainty about potential benefits or harms for the physical,
economic or psychosocial well-being of the person or others. On the other hand, time
perspective is a cognitive construct that describes a person's orientation towards the
importance of the present, past, and future. Past negative experience is defined as any
traumatic experience that occurs during childhood, adolescence, and adulthood,
including emotional abuse, physical abuse, sexual abuse, rape, bullying by peers,
witnessing domestic violence, and serious life-threatening accidents. According to the
somatic marker hypothesis, which claims that emotional and internal states can
influence decision making, obese individuals may experience ‘’myopia for future’’
and prioritize positive somatic markers related to possible high reward over negative
somatic markers. Although there are studies investigating the relationship between
obesity and risk-taking behavior in the literature, the relationship between time
perspective, past negative experiences, and decision making in obesity has not yet
been investigated in detail. This study therefore aimed to examine the relationship
between time perspective and past negative experiences with risk-taking behavior in
obesity. Forty-four (23 female, 21 male) healthy participants and 43 (22 female, 21
male) obese participants between the ages of 18-60 were included. Zimbardo Time
Perspective Inventory, Beck Depression Inventory, Childhood Trauma Scale, Barratt
Impulsivity Scale Short Form (BIS-11), State and Trait Anxiety Inventory, lowa

Gambling Task (IGT), and Balloon Analog Risk Task (BART) were administered to



i
the participants, respectively. The results revealed that participants in the healthy
group performed significantly better than obese participants, and gradually increased
their scores during the test, indicating that they improved their performance as a result
of learning. IGT performance was significantly correlated with body mass index,
impulsivity, and future time perspective for the overall sample. Finally, the result of
the regression analysis indicated that future time perspective was a significant
predictor of risk-taking behavior, as measured by IGT. In addition, there was a
statistically significant negative correlation between BMI and IGT score. In addition,
BART performance, which is another measure of risk-taking behavior, was found to
be associated with past negative experience, physical neglect, in particular. We
believe our findings shed more light on the psychological aspects of obesity, and

possible intervention methods for both prevention and treatment.
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OZET

Obezite, diinya ¢apinda halk sagligini tehdit eden karmasik ve ¢ok faktorlii bir
tibbi durumdur. Diinya Saglik Orgiitii obeziteyi saglik agisindan risk olusturan
anormal veya asir1 yag birikimi olarak tanimlamaktadir. Risk alma davranis, kiginin
kendisinin veya baskalarinin fiziksel, ekonomik veya psiko-sosyal refahi i¢in
potansiyel yararlar1 veya zararlart hakkinda algilanan belirsizligi i¢eren bilingli veya
bilingsiz olarak kontrol edilen herhangi bir davranis olarak tanimlanir. Zaman
perspektifi ise bir kisinin simdinin, gegmisin ve gelecegin 6nemine yonelik
yonelimini tanimlayan biligsel bir yapidir. Gegmis negatif deneyim ise ¢cocukluk,
ergenlik ve yetigkinlik doneminde meydana gelen duygusal istismar, fiziksel istismar,
cinsel istismar, tecaviiz, akranlar tarafindan zorbalik, aile i¢i siddete tanik olma ve
ciddi yasami tehdit eden kazalar1 iceren her tiirlii travmatik deneyim olarak
tanimlanmaktadir. Duygusal ve i¢sel durumlarin karar vermeyi etkileyebilecegini
iddia eden somatik belirte¢ hipotezine gore, obez bireyler “gelecek igin miyopi”
yasayabilir ve olas1 yiiksek ddiille ilgili pozitif somatik belirtecleri olumsuz bedensel
belirteclere gore dnceliklendirebilir. Literatiirde risk alma davranigi ve obezite
arasindaki iliskiyi arastiran caligmalar olmasina ragmen, ayni zamanda bu kisilerin
zaman perspektifine ve ge¢mis negatif deneyimlerine odaklanan ¢alismalar
bulunamamuistir. Bu nedenle bu ¢alisma, obezitede risk alma davranisi ile zaman
perspektifi ve gegmis olumsuz deneyimler arasindaki iliskiyi incelemeyi
amaglamistir. Calismaya 18-60 yaslari arasinda 44 (23 kadin, 21 erkek) saglikli ve 43
(22 kadin, 21 erkek) obez katilimci dahil edildi. Katilimcilara sirasiyla Zimbardo
Zaman Perspektifi Envanteri, Beck Depresyon Envanteri, Cocukluk Cagi Travma
Olgegi, Barratt Diirtiisellik Olcegi Kisa Formu (BIS-11), Durumluk ve Siirekli Kaygi

Olgegi, lowa Kumar Testi (IGT) ve Balon Analog Risk Gorevi (BART)



uygulanmistir. Sonug olarak, saglikli gruptaki katilimcilar, obez katilimcilardan
onemli 6l¢lide daha iyi performans gosterdiler ve test sirasinda puanlarini kademeli
olarak artirdilar, bu da 6grenme sonucunda performanslarini iyilestirdiklerini
gosteriyor. IGT performansi, bu 6rneklem 6zelinde viicut kitle indeksi, diirtiisellik ve
gelecek zaman perspektifi ile 6nemli 6l¢iide iliskiliydi. Son olarak, regresyon
analizinin sonucu, gelecek zaman perspektifinin, IGT tarafindan 6l¢iildiigii tizere, risk
alma davraniginin 6nemli bir yordayicisi oldugunu gostermistir. Ayrica viicut kitle
indeksi ile IGT skoru arasinda istatistiksel olarak anlamli negatif korelasyon
bulunmustur. Buna ek olarak, bir diger risk alma gorevi olan BART performansina
bakildiginda, gecmis negatif yasanti degiskenlerinden fiziksel ihmalin BART
performansi ile anlaml diizeyde iliskili oldugu bulunmustur. Bulgularimizin
obezitenin psikolojik yonlerine ve hem 6nleme hem de tedavi i¢in olas1 miidahale

yontemlerine daha fazla 151k tuttuguna inaniyoruz.

Anahtar kelimeler: Obezite, Zaman Perspektifi, Ge¢gmis Negatif Deneyimler, Risk

Alma Davranist



Vi

To My Family



Vil

ACKNOWLEDGMENTS

I would like to thank my thesis advisor, Asst. Professor Dr. Ezgi Soncu
Biiytikis¢an, for her guidance, support, and feedback throughout the research. Her
support and guidance helped me achieve this goal and gave me new perspectives. |
would like to express my deepest respect to my committee members to Asst.
Professor Dr. Elif Yildirim and Asst. Professor Dr. Berna Sar1 for their
encouragement and endless support. | am also grateful to Professor Dr. Hakan Gurvit
and my dear teacher Dr. Siikriye Ak¢a Kalem, who supported me during this process.
| owe special thanks to my family for their great support, endless love, and faith in me
throughout my life. Their contributions to me are beyond all words. Lastly, | would

like to thank my friends for their support throughout the process of this thesis.



viii

TABLE OF CONTENTS

ABSTRACT et tiiiiiiiiirrtcit ittt ettt teettettatesetatensessssesnnsnns I
A Y%
ACKNOWLEDGMENTS. . .uiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiettiittiisccinsccssccsnnn. Vi
i
LIST OF TABLES. .. uticiiiiiiiiiiiiiiiiiiiiiiiiiicieitcitnsteee s sanee s e Xi
LIST OF
| 2 (€4 0 23 D1 TS xiiii
1. INTRODUCTION. . .ttititiiiiintiesenntessssstcsessscossssssssssssossssssssssssssssssniions 1

1.1.

Oty e Hata

! Yer isareti tanimlanmamuis.
1.1.1. Obesity Definition. ... ..o, 1

1.1.2. Prevalence and Distribution of Obesity in the World and Turkey..........2

1.1.3. Etiology Of ODESItY.......eoviiii i 3
1.1.3.1. Biological FaCtors...........coiiiiiiiiiii e 3
1.1.3.2. SociodemographiC Factors...........cvveriiiiiiniiii e 4
1.1.3.3. Behavioral and Environmental Factors............................... 5
1.1.3.4. Psychological Factors............ccoooiviiniiiiiiie e, 6

1.1.4. Methods Used in Obesity Treatment.............c.coveviiiiiiiiiiiiienieien, 7
1.1.4.1. Low-Calorie DIetS. ... ..c.oieiiiii e 7
1.1.4.2. Physical EXercise Programs............ccooeviviiiiiiiiiniiiieiinannn, 7
1.1.4.3. Pharmacological Treatments.............c.cooviiiiiiiiiiiii e, 7
1.1.4.4. Surgical Operations. ...........couviiiiiiiiiiee e 8

1.1.4.5. PSYChotherapy ........coooiriiiiiii e 8



1.2. TIME PerSPECTIVE. .. .ot e e 9
1.2.1. Theories of Time Perspective...........cooovviiiiiiiiiiiiiceieeen, 9
1.2.2. Time Perspective and

ODBESItY. ..o Hata! Yer isareti
tanimlanmamis.5

1.3. Negative Past

EXPEIIENCE. ...t Hata! Yer isareti

tanimlanmamis. 7
1.3.1. Theories of Negative Past

EXperience.........cccoovviiiiiiiiiiii, Hata! Yer isareti tammlanmamis.7
1.3.2. Negative Past Experience and
ObeSItY. ..o Hata! Yer isareti tanimlanmamis.8

1.4. Risk-taking

Behavior. ... ..o 2Hata! Yer isareti
tanimlanmamuis.
1.4.1. Theories of Risk-taking Behavior..................c.coooiiiiiin . 21
1.4.2. Risk-taking Behavior and Obesity.............ccooviiiiiiiiiiiiinieiieen, 22

1.5. The Relationship between Time Perspective, Negative Past Experience, Risk-

taking Behavior, and Obesity..........ocooeviiiiiiii i, 25
1.6. The Purpose of the StUdy.........ccoviiiiniii e 25

Y = I [ 0 27
2. L. PartICIPANTS. ..ottt 27
2.2. INSTTUMEBNTS. ... e, 27
2.2.1. SociodemographiC FOrm...........oooiiiiiiii e 28

2.2.2. Beck Depression INVENtOry..........cooviiiiiiiiiiiiieee e 28


_Toc15393813
_Toc15393813
_Toc15393811
_Toc15393811
_Toc15393813
_Toc15393813
_Toc15393811
_Toc15393811

2.2.3. State-Trait Anxiety INVeNtory............cooviiiiiiiii e, 28

2.2.4. Barratt Impulsiveness Scale Short Form (BIS-11)........................ 29

2.2.5. Childhood Trauma Questionnaire (CTQ).........ccovviiiriiiiiininnn, 29

2.2.6. Zimbardo Time Perspective InVentory..............c.coooviiiiiiiiiiinnnn 30

2.2.7. Balloon Analogue Risk Task (BART)......c.ooiiiiiiiiiiiiiiiie, 31

2.2.8. lowa Gambling Task (IGT).......cooiiiiii e, 31

2.3 PrOCEAUIE. ...t e 32
2.4, Data ANalYSiS. ... 32

. RESULTS . aiiiiiiiiiiiiiiiiiiiiiiiiiitiietttiatensetattntcssstsnssnssnsamensns 34
3.1. Descriptive Information. ..., 34

3.2. The Relationship of lowa Gambling Task (IGT) Performance with

Sociodemographic Features, Psychological Tests, and Time Perspective..........37
3.3. The Relationship of Balloon Analogue Risk Task (BART) Performance with
Sociodemographic Features, Psychological Tests, and Time Perspective..........39

3.4. Investigation of Factors Predicting IGT and BART Performance...............40

4. DISCUSSION. . cutiiiiiiiiiiiiiiiiiiiitiitiietintttttistessssstsstssssssssnssssssnsonssnss 42
4.1. Clinical Implications of the Study..............ccooiiiiiiiiii s 52
4.2. Limitations and Suggestions for Future Studies.................coviviiiiiinnnn 53
4.3, CONCIUSION. .. ..ot 54

L o L e 56

o N G 79

N o =N G = T 80

Y o o =N G R 92

APPENDIX Doutneniniiiiiiiiiiiiiiiiiieieiiien e ererereeeetcacacaeacaeaensasasasnes 93



Xi

LIST OF TABLES
Table 1. The Recent World Health Organization (WHQO) Agreement On The

Standardized Classification Of Overweight And Obese, Based On BMI................. 2

Table 2. Sociodemographic Characteristics of the Sample.....................coveen 34

Table 3. Mean Depression, Anxiety, Impulsivity, Childhood Trauma and Time

Perspective Scores of the GroUPS. .......c.vveiiiii e 35

Table 4. Decision Making Performance of the Groups...................oooiiiii, 36

Table 5. Correlation Table for lowa Gambling Task Performance Total Score and

Sociodemographic Characteristics of the Sample (Nn=87)................ccooiiiiiia. 38

Table 6. Correlation Table for lowa Gambling Task Total Score Performance and

Depression, Anxiety, Impulsivity, Childhood Trauma and Time Perspective (n=87).38

Table 7. Correlation Table for Balloon Analogue Risk Task (BART) Adjustment

Performance and Sociodemographic Characteristics of the Sample (n=87)............ 49

Table 8. Correlation Table for Balloon Analogue Risk Task (BART) Performance and

Depression, Anxiety, Impulsivity, Childhood Trauma and Time Perspective

Table 9. Regression Coefficients of Future Time Perspective on lowa Gambling Task

Total SCOMe PerfOrmMaNCe. ..o e 40



xii

LIST OF FIGURES

Figure 1. IGT block-based performance comparison between groups................... 37



1. INTRODUCTION
1.1. Obesity

1.1.1 Definition of Obesity

Obesity is a complex and multifactorial medical condition that threatens public
health worldwide. Today, obesity is the second most important cause of preventable
deaths after smoking (Turkish Society of Endocrinology and Metabolism, 2018).
Obesity is defined by the World Health Organization (WHO) as abnormal or
excessive fat accumulation that poses a health risk (WHO, 2009). Obesity is a chronic
disease that is characterized by an increase in body fat mass compared to lean body
mass, and is caused by the energy taken into the body with food more than the energy
consumed (Durgun, 2012).

The most accurate measurement method that determines obesity is the method
that measures the amount of adipose tissue in the body. For this, direct and indirect
measurement methods are used. Direct methods include Total Body Water
measurement (using marked water), Ultrasonography, Computerized Tomography,
(CT), Magnetic Resonance Imaging (MRI), Dual Photon Absorptiometry, Bioelectric
Impedance Analysis, and Total Body Electrical Conductivity. Although many
methods are used in the determination of obesity, the most widely used methods are
indirect, including the calculation of Body Mass Index (BMI), waist and hip
circumference measurement, and skinfold thickness, since they are more practical
(Koran, 2009).

Body mass index (BMI) is frequently used to identify obesity. BMI is
calculated by dividing a person's weight (in kilograms) by the square of their height
(in meters) (Turkish Society of Endocrinology and Metabolism, 2018). Table 1

demonstrates different levels of obesity, as identified by WHO (WHO, 2012).



Table 1
The Recent World Health Organization (WHO) Agreement on the Standardized

Classification of Overweight and Obese, based on BMI

Classification BMI (kg/m?)
Underweight <185
Normal Range 18.5t024.9
Overweight >25
Pre-obese 25.0t029.9
Obese Class 1 (moderate obesity) 30.0to 34.9
Obese Class 2 (severe obesity) 35.0t0 39.9
Obese Class 3 (morbid obesity) >40.0

1.1.2. Prevalence and Distribution of Obesity in the World and Turkey

According to the data announced by the World Health Organization, especially
after 1980, the rate of obesity has doubled worldwide. The obesity rates, which were
8% for women and 5% for men in 1980s, reached 14% for women and 10% for men
in 2008 (World Health Organization, 2012). According to the report published in
2014, there are 1 billion 900 million overweight and 600 million obese adults.
According to WHO estimates, around the world in 2016, 39% of adults are
overweight and 13% are obese. The incidence of obesity in childhood is also
increasing. Overweight and obesity are linked to more deaths worldwide than
underweight. Globally, obese people outnumber people with low weight in every
region except sub-Saharan Africa and parts of Asia (World Health Organization,

2020).



Considering the obesity situation in Turkey, a similar picture emerges. The
prevalence of obesity in the adult population in our country has exceeded the critical
high rate of 30%. Although the prevalence of obesity is higher in women, the rapid
increase in men in recent years is also noteworthy (Turkish Society of Endocrinology
and Metabolism, 2018). According to Obesity Prevalence Study in Turkey (TURDEP
), the prevalence of obesity was found to be 22.3%. The TURDEP Il study done in
2010, revealed an increased obesity rate that reached 32% (Semin, 2014). In the report
of 2013, World Health Organization foresaw 51% of men and 25% of women in
Turkey will be obese until 2030 (World Health Organization, 2013).

1.1.3 Etiology of Obesity

1.1.3.1. Biological Factors

Food consumption behavior is a complex behavior that emerges as a result of
the integration of environmental, neural, hormonal, and neurochemical signals with
the central nervous system. Eating behavior includes the evaluation of signals from
structures such as the stomach, liver, pancreas, duodenum, adipose tissue, and brain
(especially the hypothalamus) (Carlson, 2014).

Different genes have been associated with obesity, including MC4R
(melanocortin 4 receptor), ADRB3 (B3-adrenergic receptor), PCSK1 (proprotein
convertase subtilisin kexin 1), BDNF (brain-derived neurotrophic factor), LCT
(lactase), MTNR1B (melatonin receptor 1 B), TLR4 (toll-like receptor 4), ENPP1
(econucleotide pyrophosphatase / phosphodiesterase 1), FGFRL1 (fibroblast growth
factor receptor 1) and LEP / LEPR (leptin / leptin receptor) (Bush & Moore, 2012).

The satiety center and appetite center are located in the hypothalamus. These
two centers are close to each other and the satiety center has an inhibitory effect on

the appetite center. When any damage occurs in the satiety center, the appetite center



shows increased activation, and the person experiences an increase in appetite, which
might lead to obesity. Hypothalamic obesity occurs when a trauma, tumor or infection
develops in the ventromedial hypothalamus, where the satiety center is located
(Yildiz, 2014).

1.1.3.2. Sociodemographic Factors

Factors such as gender, age, marital status, social and economic development,
place of residence, culture, and education affect the prevalence of obesity (Bjorntorp,
2001).

In various studies, it has been reported that increasing age, being a woman,
and having a low education level increase the risk of obesity (Turkish Ministry of
Health, 2010). The reason that the risk of obesity increases with age is due to the
decrease in basal metabolic rate with aging (Shimokata & Kuzuya, 1993). A higher
obesity prevalence among women has been associated with a number of social and
psychological factors, including depression, sexual abuse, socioeconomic status, and
weight-based discrimination. Obesity in women was linked to a 37% increase in
serious depression in one study (APA, 2013). Moreover, some sexually abused
women may experience obesity as a way to protect themselves from the sexual
approaches of potential sexual partners or abusers (Gunstad et al., 2006). Inequalities
in literacy and poverty are a salient feature among women living with obesity,
especially in many non-industrialized developing countries where the role of
environmental influences on gender health may be significant (Kapoor et al., 2021).
According to the findings of a study, females who experienced more weight-related
stigma had lower levels of autonomous motivation to exercise, which was associated
with lower levels of walking, as well as moderate, and vigorous physical activity.

Males, on the other hand, showed a direct link between stigma and both walking and



vigorous physical activity, with higher levels of these forms of physical activity being
related with more stigma experiences (Sattler et al., 2018). In addition, since couples
are prone to gain/lose weight together, choosing overweight individuals as partners
also affects the maintenance of unhealthy eating behavior (Sackett et al., 1975).

In developed societies, individuals with low socioeconomic status and
education level consume cheap and high-calorie foods more frequently and are
therefore more prone to gain weight with reduced physical activity (Mokdad et
al.,1999).

1.1.3.3. Behavioral and Environmental Factors

Cultural, behavioral and environmental factors (energy-intensive diet, large
portions, physical inactivity, sedentary lifestyle) and eating disorders accelerate the
development of obesity. Environmental toxins, food deficiency, and exposure to an
obesogenic (high-fat) diet increase nutrient intake and adipose tissue by causing
epigenetic changes such as methylation/acetylation in genes associated with obesity
(Turkish Society of Endocrinology and Metabolism, 2018).

In modern societies, technological applications provide the opportunity to
carry out work with less energy. This situation causes reduced physical activity,
which leads to an increase in the amount of fat tissue. According to one study,
physical inactivity plays a significant role in the development of obesity at a rate of
67.5 % (Sencer, E., 2001, as cited in Yagbasan, 2009). According to epidemiological
studies conducted among men; overweight is most common in those who live a
sedentary life (Yagbasan, 2009). In addition, due to factors such as time anxiety
brought with modern life, fast eating/cooking, consuming takeaway and/or fast food

also stimulate overeating behavior. In addition, the growth of the industry for mass



media and food advertisements triggers excessive food consumption (Hoek & Gendal,
2006).
1.1.3.4. Psychological Factors

Some researchers have suggested that obesity is a type of food addiction and
can be evaluated not only as a metabolic disease but also as a mental disorder, so it
should be included in DSM (Volkow & O'Brien, 2007). Regarding the increase in
eating disorders and obesity, recent research has clearly shown that the most critical
events occur in early maladaptive programming of the brain. Recent research has
confirmed a highly significant correlation between early life stressors and body mass
index, independent of other relevant medical or psychiatric histories. A history of
being bullied, rejected, and emotionally abused increases the likelihood of becoming
obese.

The biological processes underlying obesity and metabolic disease are also
related to anxiety and depression (Bornstein et al., 2006). Obesity is frequently
associated with depression, and the two can interact and provoke one another. Women
are far more sensitive to the obesity-depression cycle than men. They also have a
somewhat higher risk of having an unhealthy BMI than men. Obesity in women was
linked to a 37% increase in serious depression in one study (APA, 2013). Many
people who have difficulty recovering from sudden or emotionally draining events
(such as losing a close friend or family member, relationship difficulties, losing their
job, or facing a serious medical problem) begin to unwittingly eat too much wrong
food or stop exercising. Soon these become habitual and difficult to change (APA,
2013).

In addition, society often emphasizes the importance of physical appearance.

As a result, obese people often face prejudice or discrimination at work, school, and



social situations, and this pattern of depression and eating continues (Shin & Shin,
2008; Stunkard & Sobal, 1995; Nieman et al., 2012, as cited in Agrawal et al., 2015).
1.1.4. Methods Used in Obesity Treatment
There are various treatment options in the treatment of obesity. Low-calorie
diets, physical exercise programs, pharmacological treatments, surgical operations,
and psychotherapy are among these treatment methods. Today, these treatments are
planned individually and are used together in many cases (Sertdz & Mete, 2005).
1.1.4.1. Low-Calorie Diets
In the dietary treatment of obesity, different types of personalized diets such as
low-calorie diets, low-carbohydrate diets, very-low-calorie diets, very low-fat diets
are used. Among the main objectives of these programs are less energy intake than
energy expenditure, providing a satiety effect on the person, being suitable for the
lifestyle of the person, being applicable for a long time, having the fluid content
correctly adjusted, and not creating a major complication (Kaya, 2009). These diet
programs provide a slow but steady reduction in daily energy intake, through reducing
it by 500-1000 kcal/day, which results in weight loss (Durgun, 2012).
1.1.4.2. Physical Exercise Programs
Diet regulation alone is insufficient for weight control. Motivation and regular
exercise are also required to maintain weight control for a long time. Exercise
preserves muscle tissue that can be lost along with adipose tissue during dieting. This
protection is related to the rate of exercise performed during weight loss (Durgun,
2012).
1.1.4.3. Pharmacological Treatments
In the treatment of obesity, in cases where diet, exercise, and behavioral

change treatment are insufficient, and in individuals with BMI over 30 kg / m2 or



with a BMI above 27 kg / m2 and having diseases such as diabetes, hypertension, and
dyslipidemia, drug treatment is also used (Comlekgci, 2011).
1.1.4.4. Surgical Operations

Although obese people lose weight as a result of diet and exercise, they regain
weight after a while because these efforts usually do not show continuity. Sometimes,
the lack of weight loss despite the combination of diet, exercise, behavior, and drug
therapy brings up surgical treatment. Surgical treatment in obesity can be applied to
morbid obese individuals with BMI> 40 kg / m2 or those with comorbid disease with
BMI between 35-40 kg / m2, who do not respond to medical treatment. There are
various techniques for this. These techniques include intestinal bypass, partial
biliopancreatic bypass, gastroplasty, insertion of adjustable silicone gastric band, and
laparoscopic gastric band application are considered as a less invasive and
endoscopically applied gastric balloon application (Comlekgci, 2011).

1.1.4.5. Psychotherapy

Different psychotherapy orientations can be used in obesity treatment.
Cognitive-behavioral therapy is useful in helping stimulus control, self-monitoring of
lifestyle changes, goal setting, and restructuring negative and self-defeating thoughts
(Karasu, 2013). Marchesini (2002) investigated the effects of cognitive-behavioral
therapy on health-related quality of life in obese individuals with and without binge
eating disorder. The study revealed that CBT resulted in a statistically significant
change in the perception of the health status of obese individuals with binge eating
disorders (Sert6z & Mete, 2005). In addition, psychodynamic (insight-focused)
psychotherapy is useful to assist in conflicts related to overweight, body image, food
relationship, and irregular eating habits, and to deal with prejudice and overt

discrimination that obese individuals may experience (Karasu, 2013).



1.2. Time Perspective

1.2.1. Theories of Time Perspective

Time perspective is defined as a cognitive construct that defines a person's
orientation towards the importance of the present, past, and future (Zimbardo & Boyd,
2015). Time perspective is divided into five subcategories that include cognitive
processes and perceptions: Past Positive (PP), Past Negative (PN), Future (F), Present
Hedonistic (PH), and Present Fatalistic (PF) (Akirmak, 2019). Time and its
dimensions are seen as psychological concepts constructed and reconstructed by the
individual, not as objective stimuli that exist independently of the individual (Block,
1990). Time perspective is a fundamental process of the subjective experience of the
person we learn at an early age through our culture, religion, social class, education,
and family influences (Desmyter & De Raedt, 2012).

People with a future perspective always focus on the possible consequences of
current decisions and actions. They are committed to working for future goals and the
rewards that accompany them, often at the expense of present pleasure, delaying
gratification, and avoiding time-wasting temptations. They differ from those in other
time perspective categories in that they are more likely to use dental floss, eat healthy
foods of whatever flavor, have regular medical checkups, and solve puzzles well at
micro behavioral levels. They have a higher rate of academic and professional success
than others. However, the disadvantage of extreme future orientation is to minimize
the need for social connections, occasionally not taking time for self-indulgence and
not relying on a sense of community and cultural traditions (Boniwell & Zimbardo,
2004).

People with a past perspective tend to focus on family, tradition, continuity of

the self over time, and history. This can be positive or negative. The Past-Positive
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time perspective reflects a warm, tasteful, often emotional, and nostalgic perspective
on one's past, with an emphasis on maintaining relationships with family and friends.
These individuals have the highest self-esteem and happiness of those who dominate
other factors. The Past Negative time perspective is associated with focusing on
personal experiences that are distinctive or harmful. In general, a past orientation has
the disadvantage of being overly conservative, cautious, avoiding change, not being
open to new experiences and cultures, and maintaining the past even if it is not in the
interests of the person (Boniwell & Zimbardo, 2004).

A distinction is made between two ways of focusing on the present time
perspective. The Present-Hedonistic person appreciates high-intensity activities,
craves excitement and new experiences, and is open to new friendships and sexual
adventures. This type of person acts with little concern for the consequences of his
actions, avoiding cost-benefit analysis and possible planning. The goal of life is to
find pleasure while avoiding pain. However, excessive pleasure-seeking orientation
can sometimes lead to negative consequences. People with a Present-Hedonistic time
perspective are at risk of being attracted to nearly all addictions, accidents and
injuries, and academic and career failure (Boniwell & Zimbardo, 2004). The Present-
Hedonistic factor was found to be associated with neglect of future consequences, low
consistency preference, low ego or impulse control, but very high interest in the
pursuit of novelty and sensation, and not with any past or future-oriented structures
(Garcia et al., 2017). The present Fatalistic time perspective is related to despair and
constant beliefs that external forces control one's life, such as spiritual or government
forces. Those who have a fatalistic perspective of time often believe that life is
destiny and that it makes no sense to strive to change it. Therefore, they do not prefer

to take control of the situations (Metcalf & Zimbardo, 2016). For those living in
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poverty in ghettos or refugee camps, it can be a very realistic orientation (Boniwell &
Zimbardo, 2004).

Some people prioritize thinking more broadly for the future with the subjective
perspective of the time. These people often choose to invest today for future gains. In
the present or past time perspective, the thoughts and motivations of individuals focus
on recent, immediate, or short-term evaluations rather than on more distant future
possibilities. Those who have a fatalistic perspective of time often believe that life is
destiny and that it makes no sense to strive to change it. Therefore, they do not prefer
to take control of the situations. In the present hedonistic time perspective, individuals
focus on pleasure, avoidance of discomfort, risk-taking, and feeling seeking (Metcalf
& Zimbardo, 2016).

Zimbardo et al. (1997), in a study with a large sample size, found that men are
more oriented towards the present, and women are more oriented towards the future.
For instance, a significant relationship was found between time perspective and risky
driving. Significant gender differences reveal that men are more oriented towards the
present than women, and women are more forward-looking than men, and this effect
occurs when men drive more risky driving (Zimbardo et al., 1997). Yet another study
did not find systematic gender differences (Fingerman & Perlmutter, 1995). Also, it
seems that the future time perspective increases with age (Eson & Greenfield, 1962).
On the other hand, the perception that the remaining lifetime of the person is
decreasing may shorten the future time perspective at an advanced age (Carstensen et
al., 1999; Carstensen, 2006). Consistent with this, Fingerman and Perimutter (1995)
noted that both young adults (20-37 years) and older adults (60-81 years) think more
often about the next few months than the longer or shorter future periods. Younger

participants stated that they thought about more distant time zones more often, while
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older participants did not. In addition, few studies have looked at the relationship
between measures of intelligence and measures of future time perspective, and there
have been those who found little or no positive correlation (Blatt & Quinlan, 1967;
Mischel & Metzner, 1962; Prenda & Lachman, 2001, as cited in Teuscher & Mitchell,
2011). Thus, although educational attainment is positively associated with a broader
future time perspective, it does not appear to have a significant relationship with
general measures of intellectual function (Teuscher & Mitchell, 2011).

Zimbardo and Boyd (1999) show that both Past-Negative and Present-
Fatalistic perspectives are associated with strong feelings of depression, anxiety,
anger, and aggression. Time perspective is also related to well-being, negative views
about the past are reported to be associated with depression, while positive views
about the past are associated with happiness and life satisfaction (Bruehlman-Senecal
& Ayduk, 2015; Zimbardo & Boyd, 1999, as cited in Garcia et al., 2017).

Anorexia patients are expected to express a high level of future time
perspective and conscientiousness (i.e., being hardworking and perfectionist), but also
high levels of neuroticism and an incoherent time perspective (high past negative, low
past positive, high present fatalistic), and low life satisfaction (Garcia et al., 2017).
Indeed, in accordance with personality traits (i.e., high levels of neuroticism and
persistence), patients with anorexia nervosa exhibit an inability to evaluate long-term
consequences of their actions and choices or the inability or inflexibility to adapt their
mindset (Tenconi et al., 2016). Thus, perhaps it explains their intolerance to
uncertainty (Sternheim et al., 2011). A study of anorexia and time perspective found
that anorexia patients had a darker and less emotional view of the past (i.e., high past
negative, and low past positive), higher aversion to pleasure (low present hedonistic),

a more fatalistic and hopeless view of future (i.e. high present fatalistic) as well as a
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higher tendency to find reward in achieving certain long-term goals (i.e., high future)
(Garcia et al., 2017). This statement suggests a persistent effort for the reward from an
individual who has no hope for the future; this may explain why patients with
anorexia nervosa have inability or difficulty in assessing future long-term
consequences of their actions and choices, and also show an inability or flexibility to
adapt (Tenconi et al., 2016).

It has been observed that the Present-Hedonistic time perspective is more
positively correlated with risk-taking tendency than any other predictor, including
personality traits. There is evidence showing that Present TPs are positively correlated
with behaviors such as risky driving, smoking, and substance addiction, and that
Future TPs are negatively correlated with these variables. For example, people with
high Present-Fatalistic TP are less likely to use condoms, regardless of their attitude
towards condom use. Consistent with this finding, those with high future orientation
were more likely to use alternative methods to reduce exposure to HIV (for example,
questioning the partner's sexual history, delaying or avoiding sexual intercourse)
(Teuscher & Mitchell, 2011). Meanwhile, a future TP is protective against drug use
for a range of substances (alcohol, tobacco, marijuana, hard drugs), although not
always (Jochemczyk et al., 2017; Teuscher & Mitchell, 2011). Like substance abuse
research, research on gamblers shows that pathological levels of gambling are
associated with steeper discounting functions and a more limited future time
perspective (Teuscher & Mitchell, 2011). Moreover, early research involving time
perspective measurements have consistently shown that delinquents have a shorter
future time perspective than non-delinquents, as measured by Wallace's Future Events

Test (Landau, 1975; Stein et al., 1968, as cited in Teuscher & Mitchell, 2011), and
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story-completion techniques (Barndt & Johnson, 1955; Davids et al., 1962; Siegman,
1961, as cited in Teuscher & Mitchell, 2011).

Studies with adolescents found that they are more sensitive to experiences that
provide immediate satisfaction and prefer short-term rewards rather than long-term
rewards. According to Laghi and his colleagues (2012), focusing on the present time
perspective as determinants of their actions, adolescents are more likely to engage in a
wide range of high-risk behaviors such as substance abuse (Apostolidis et al., 2006;
Keough et al., 1999; Wills et al., 2001), unprotected sexual practices (Rothspan &
Read, 1996), guilt (Boyd & Zimbardo, 2005), and risky driving (Zimbardo et al.,
1997). In addition, adolescents who assumed both binge eating and binge drinking
reported negative experiences in the past and showed a lower future orientation and
more inclination towards fatalism than others (Boyd & Zimbardo, 2005; Rothspan &
Read, 1996).

Time perspective is considered to have cognitive, emotional, and social
components (Boniwell & Zimbardo, 2004). The formation of the time perspective is
influenced by several factors, some of which are learned in the socialization process,
such as the individual's cultural values, dominant religious orientation, type of
education, socioeconomic status, and family modeling. However, the time perspective
can also be influenced by the nature of a person's career, economic or political
instability, personal experiences, traumatic events, or personal accomplishments
throughout a person's lifelong development (Lennings, 1998). Within countries, those
living in the southern regions tend to be more Present oriented than those in the
northern regions above the equator. More individually oriented cultures tend to be

more future-oriented than those who emphasize collectivism. Western lifestyles have
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become predominantly goal-oriented and future-oriented in the service of capitalist
values (Boniwell & Zimbardo, 2004).

Flexibility and "ability to change™ are essential components of a balanced time
perspective. " The optimal time perspective depends upon the demands of the
situation and its task and reward structure " (Epel et al., 1999). Although Zimbardo
and Boyd (2008) did not develop any direct indicators of balanced time perspective,
they proposed an interesting starting point for their experimental processing by
formulating a description of an optimal mix of time perspectives. The authors
suggested that the optimal TP profile consisted of: a sentimental and positive view of
the past (i.e., high past positive), a less pessimistic attitude toward the past (i.e., low
past negative), the desire to experience pleasure without concern for future
consequences (i.e., high present hedonistic), a less fatalistic and hopeless view of the
future (i.e., low present fatalistic), and the ability to find reward in achieving specific
long-term goals (i.e., high future) (Keough et al.,1999; Zimbardo et al., 1997, as cited
in Garcia et al., 2017).

1.2.2. Time Perspective and Obesity

There is a fundamental principle that the early adoption and consistent
implementation of healthy behaviors will help prevent disease, improve the quality of
future life, and prolong survival. These future benefits require short-term tradeoffs,
such as taking time for regular exercise, avoiding fatty foods, and limiting alcohol
intake. Given the future relevance of health promotion, the time perspective has
attracted attention as a factor that can explain individual differences in health
behavior. It is predicted that those who are more forward-looking will be more likely

to engage in healthy behaviors than those who are less forward-looking. Studies on
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various health behaviors have supported this hypothesis, although it is not
monotonous (Guthrie et al., 2014).

There are several research on the time perspective in obesity in the literature.
In one study with adults examining obesity and time perspective, individuals who
were more future oriented reported engaging in more recreational activities than those
who were less future oriented. On the other hand, smoking, obesity, or exercise were
not associated with present fatalistic and present hedonistic orientations (Guthrie et
al., 2013). Moreover, strong associations were evident in the young age group (18 to
24 years old) in another by the same researchers. Here, among the more futuristic,
physical inactivity and obesity were less likely, and those who focused more on the
present were more likely to have physical inactivity and obesity. Only those between
the ages of 18-24 years had lower future time perspective scores and higher present-
hedonistic time perspective scores, reflecting interest in pleasure-seeking, which is
related with obesity. As a result of these two studies, it can be suggested that time
perspective has age-specific associations with exercise and obesity, and it was
concluded that time perspective can affect decision making related to healthy
behaviors (Guthrie et al., 2014).

The current results support previous findings that future and present time
perspectives are certain constructs that influence health outcomes in different ways
(Henson et al., 2006; Daugherty & Brase, 2010; Joireman et al., 2012; Dassen et al.,
2015, as cited in Price et al., 2017). Price at al. (2017) also found that having greater
future time perspective predicted higher self-control and a lower BMI. On the
contrary, a higher BMI and lower self-control were associated with a greater emphasis
on present time perspective. In addition, in a study focusing on temporal functioning

problems of obese individuals and individuals preparing for bariatric surgery, they
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found that present hedonistic time perspective is common in obese individuals
(Tucholska, 2021). In general, although there is a relationship between future time
perspective and obesity in the literature, opposite results have also been observed. For
instance, Guthrie et al. (2013) reported although more future-oriented individuals
reported higher recreational exercise frequency than less future-oriented individuals,
this result was not associated with obesity (Price et al., 2017).
1.3. Negative Past Experiences

1.3.1. Theories of Negative Past Experiences

Negative past experiences are defined as all kinds of traumatic experiences
that include emotional abuse, physical abuse, sexual abuse, rape, bullying by peers,
witnessing domestic violence, and serious life-threatening accidents that occur during
childhood, adolescence, and adulthood (Palmisano et al., 2016). Childhood
maltreatment can result in difficulties in the person's ability to tolerate and process
intense emotional experiences, particularly negative affect. This may be a
consequence of not learning emotional regulation skills, particularly negative
emotions, as well as the abuse itself (Schore, 2003). Later, in an effort to cope with
emotional situations that overwhelm them, maltreated individuals develop external
behaviors that help avoid painful emotions (Briere & Scott, 2006). Such tension-
reducing behaviors include behaviors such as self-harm, suicidal tendency,
compulsive sexual behaviors, as well as eating disorders (Briere & Rickards, 2007).

Childhood distress and life stress factors are associated with an increased risk
for substance use disorders in adulthood. However, there is limited research
investigating the relationship between childhood trauma, stressors, and behavioral
addictions such as gambling disorder (GD). In one study, the severity of childhood

trauma was found to be significantly higher in patients with gambling disorders
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compared to healthy controls. Childhood trauma is an important predictor of GD
diagnosis, as physical neglect is the only trauma subtype that significantly increases
the probability of GD in adulthood (Horak et.al, 2020).

The prevalence of child abuse has been reported as 5-10% in the general
population (May-Chahal & Cawson, 2005). Child abuse is associated with numerous
health-related factors, including alcoholism, suicide attempts, smoking, heart disease,
cancer, stroke, diabetes, and depression (Felitti et al., 1998; Hussey et al., 2006). In
addition to causing psychological and emotional effects such as anxiety disorders,
shame, and emotional eating (Felitti, 1993; Vamosi, 2010), there are also various
biological effects of biological abuse, such as increased inflammation, increased
hypothalamic-pituitary-adrenal axis reactivity, sleep disturbances, and suppression of
the immune system (Glaser & Kiecolt-Glaser, 2005; Hemmingsson, 2014).

1.3.2. Negative Past Experience and Obesity

The absence of life satisfaction and positive emotions is a serious problem
because it predicts subsequent death and morbidity from the presence of negative
emotions (Huppert & Whittington, 2003). More recently, studies in non-human
primates have suggested that stressful psychosocial experiences in childhood may also
be associated with the development of obesity, but the evidence in humans remains
inconsistent (Kaufman et al., 2007; Conti et al., 2012, as cited in Danese & Tan,
2014).

Numerous studies have documented a strong association between binge eating
or obesity and childhood sexual abuse (CSA) (Van Gaal et al., 2006; Leblanc et al.,
2011). Several studies suggest an association between childhood sexual abuse and a
diagnosis of binge eating disorder (BED), a condition strongly related to obesity. In a

group of 145 patients with BED, 30.3% had a history of sexual abuse whereas only
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18.4% of normal controls had such a history (Bentley et al., 2009). Similarly, in a
sample of 162 women with BED, 35.3% reported a history of CSA, a rate
significantly higher than 12.2% among controls (Boynton-Jarrett et al., 2012).

Alternatively, a traumatic experience such as sexual abuse can cause
psychaobiological disorder that can affect maladaptive behaviors, including
disorganized eating (Burke et al., 2011). CSA or similar traumas can cause
disturbances in the 5-hydroxytryptamine [5-HT] pathway (Chartier et al., 2009;
D'Argenio et al., 2009), which has been shown to play a key role in regulating eating
behavior (Danese et al., 2011; Felitti et al., 1991). Given the well-established
relationship between BED and obesity, coupled with thought-provoking findings that
point to a relationship between reduction in 5-HT activity and childhood trauma
(D’Argenio et al., 2009) as well as binge eating (Felitti et al., 1991), it is possible that
the relationship between CSA and obesity is mediated by binge eating.

Because thinness is a component of the West's current ideals for female beauty and
sexuality (Fuemmeler et al., 2009; Greenfield & Marks, 2009), some women victims
of sexual abuse may experience their obesity as a way to protect themselves from the
sexual advances of potential sexual partners or abusers (Gunstad et al., 2006; Hepgul
etal., 2012; Wells et al., 2000; Bennett et al., 2010).

For some women with a history of sexual abuse, weight loss can trigger post-
traumatic stress disorder symptoms as women approach the weight at which they are
abused (King et al., 1996; Clark et al., 1992, as cited in Gustafson & Sarwer, 2004).
Weiner and Stephenson (2002) suggested that some women may have 'barrier
weights'. These are body weights and are usually lower than individuals' current

weights and can cause a lot of concern if approached. Some female eating disorder
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patients have been described to avoid certain body weights corresponding to events in
their sexual history (Gustafson & Sarwer, 2004).

Intuitively, some CSA victims may be more susceptible to sexual fears than
non-abused individuals and are therefore more likely to benefit from any reduction in
these fears provided by their obesity. However, this idea has not yet been studied
empirically (Gustafson & Sarwer, 2004).

In summary, several authors have suggested that for some subsets of obese
CSA survivors, obesity may serve as an "adaptive function" that may protect against
unwanted romantic or sexual interest. Preliminary results show that compared to non-
abused individuals, CSA survivors are less satisfied with their obesity and are less
likely to be successful in losing and maintaining weight (Gustafson & Sarwer, 2004).

A meta-analysis of 41 studies (190,285 participants) found that childhood
maltreatment is associated with an increased lifetime risk of obesity (Danese & Tan,
2014). According to a developmental psychopathological model, traumatic
experiences in childhood can negatively affect both brain development and various
mental functions through different pathogenic mechanisms (for example, disruption of
limbic hypothalamic-pituitary-adrenaline regulatory processes) (De Bellis & Zisk,
2014).

In addition, it is known that uncontrollable high-stress events and chronic
stress can change eating behaviors and affect brain reward and motivation pathways
(Sinha & Jastreboff, 2013). Therefore, childhood trauma is an important risk factor of
various dysfunctional eating characterized by changes in brain reward and motivation
pathways such as food addiction (Gearhardt et al., 2011; Imperatori, et al., 2015) and

binge eating (Davis et & Carter, 2009; Schienle et al., 2009).
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One study shows that exposure to early life stress is associated with adult
obesity. Specifically, men who reported being bullied, rejected, or emotionally abused
during childhood were more likely to be obese at the time of testing (Gunstad et al.,
2006).

1.4. Risk-taking Behavior

1.4.1. Theories of Risk-taking Behavior

Risk-taking behavior is defined as any consciously or unconsciously
controlled behavior that includes a perceived uncertainty about the potential benefits
or harms for the physical, economic or psycho-social well-being of oneself or others.
The concept of risk is largely related to the self-assurance against possible harm and
the most accurate calculation of the related harms and benefits. Risk-taking is defined
differently depending on the situation and perspective (Wilde, 1994). Choices that
involve the uncertainty of a possible negative outcome are an important part of our
daily life. In general, the decision an individual makes in a situation depends on his
attitude to risk. Studies on risk-oriented behaviors of individuals in other situations,
such as lifestyle or leisure activities, have shown that people often have a distorted
risk perception (Zuckerman, 1979). When it comes to lifestyle risks where the extent
of the negative outcome such as smoking, drinking alcohol, speeding or skydiving is
more controlled under the control of the individual decision-maker, it is possible to
observe that people willingly take this risk despite a possible risk of injury or illness
for an existing pleasure (Borsky & Raschky, 2009).

Dysfunctional gambling appears to be associated with a wide range of risky
behaviors (Westfal et al., 2000). Gambling and risky behaviors may have a common
psychobiological history (Comings, 1998). Impulsivity, an important aspect of the

personality of pathological gamblers (Steel & Blaszczynski, 1998), is associated with
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risky behaviors (Petry, 2001), it is also related to a person's age and may decline as
the individual ages (Pfohl, 1999).

Decision-making tests were mostly used to examine risk-taking behavior.
Studies show that there are at least two types of decision making: decisions taken in
uncertain situations and decisions made in risky situations. These two types of
decision making also seem to be influenced by different types of neuropsychological
functions. Decisions made in uncertain situations are less related to executive
functions, and are thought to have an asymmetrical connection with working memory.
Decision-making behavior in risky situations, on the other hand, is more related to
sub-components of executive functions such as cognitive flexibility, category
switching and monitoring, as it is associated with determining strategies for what to
do in the future and following the rules (Brand et al., 2005, as cited in Igellioglu,
2008).

1.4.2. Risk-taking Behavior and Obesity

Most studies on obesity have been conducted using decision-making tasks
under uncertainty such as the lowa Gambling Task (IGT), and it has been shown that
individuals with obesity prefer superficially high, short-term rewards, despite
subsequent long-term losses, compared to normal weight control (Brogan et al., 2010;
Fagundo et al., 2012, as cited in Navas, 2016).

Studies in animal and human models show the importance of the reward
system in eating behavior and obesity, as it guides the sensory ("liking™) and
motivational (“wanting") processes underlying hedonic eating (Appelhans, 2009). For
example, most people show greater neural activation towards high-calorie foods than
low-calorie foods in reward centers (Frank et al., 2016; Harding et al., 2018;

Kahathuduwa et al., 2016, as cited in Gunstad et al., 2020). Some individuals react
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more than others to food intake in reward centers (for example, the overeating model),
and this response can be further amplified by frequent consumption of high-calorie
foods (Devoto et al., 2018; Stice & Burger, 2019, as cited in Gunstad et al., 2020).
The key structure associated with uncertainty and risk decision-making is reward
sensitivity. Gray's Reinforcement Sensitivity Theory (1990) assumes that the
behavioral approach system directs behavior to appetizing stimuli (for example,
appetizing food) that provide immediate compensation and is represented by the
'sensitivity to reward' (SR). According to the somatic marker hypothesis that claims
that emotional and internal states can influence decision making, obese individuals
may prioritize positive somatic markers related to possible high immediate reward
rather than negative somatic markers that stimulate negative consequences of the
decision (Rotge et al., 2017). When a person faces a decision scenario, many thoughts
arise and various "physical consequences" are briefly visible (somatic consequences
being momentary changes in the body). The body sends signals through sudden and
unexpected physical changes. Sweating, a rapid heartbeat, or a brief contraction of the
body are examples of somatic marker activation signals. These physical changes may
foreshadow decision-making. A somatic marker can direct attention to the positive or
negative outcome of a specific action and serve as an automatic alarm (Damasio,
1994, as cited in Cabrera et al., 2020).

As defined in the field of addiction, obese individuals may therefore have
'myopia for the future (i.e. less sensitive to the long-term consequences of their
decisions) or hypersensitivity to reward leading to behaviors towards the highest
reward. Total IGT scores were significantly lower in obese individuals compared to
healthy controls with normal weight (Rotge et al., 2017). Risky decision-making is

impaired in obesity. The clinical significance of non-food-related decision-making
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disorders remains to be evaluated, especially in terms of their results in daily life or
achieving weight loss (Rotge et al., 2017). In other words, obesity is linked to a
tendency to make risky decisions in experimental conditions, similar to daily food
choices (Navas, 2016).

In two studies, it was found that overweight and obese men take more risks in
a laboratory task than normal-weight men, and overweight and obese women are not
different from normal-weight women in this respect. It has also been found that obese
women show higher levels of impulsivity than women of normal weight (Koritzky et
al., 2012). In another study, normal-weight participants consistently selected more
cards from advantageous decks compared to the binge eating and obesity groups in
the IGT trials. It has been found that those of these two groups who do not tend to
underestimate the future tend to perform better on IGT (Dauvis et al., 2010).

High school students with extreme obesity were found to engage in many
high-risk behaviors at rates comparable to their peers with a healthy weight. In some
cases, a high school student with extreme obesity may do so in even more dangerous
ways while engaging in these risky behaviors (for example, engaging in sexual
activity while under the influence of alcohol or drugs, or starting smoking before the
age of 13) (Ratcliff et al., 2011).

According to the DSM-5, impulsivity is characterized by an abrupt response to
stimuli, an unplanned reaction on the spur of the moment or without consideration for
the consequences, a problem programming or sticking to programs, a sense of
urgency, and self-harming conduct in times of emotional turmoil (APA, 2013). There
is also evidence that impulsivity and obesity features have an inherited component.
Twin studies, for example, show that BMI has a heredity of 69-75 percent and delay

discounting has a heritability of 46-62 percent (Anokhin et al., 2015; Crépin et al.,
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2010, as cited in Meyre et al., 2019). Meyre and colleagues (2019) reported that
increased impulsivity was associated with higher BMI. Sarisoy et al. (2013) found
that morbidly obese individuals had greater impulsivity scores than healthy controls.
Bénard and colleagues (2017) also discovered that obese people (particularly those
with a BMI of more than 40 kg/m2) had a higher impulsivity score. Terracciano and
colleagues (2009) also found that impulsivity was linked to being overweight or
obese. In a study by Uncu and colleagues (2020), there was a significant difference in
Barratt Impulsiveness Scale (BIS) total, BIS inattention, BIS motor impulsivity, and
BIS nonplanning impulsivity scores between obese and nonobese people. The
occurrence relapses into obesity during the treatment process is also influenced by
impulsivity. People who are impulsive have a harder time controlling their eating
habits. They also have a tendency to drop out of obesity treatment before completing

it. Obesity is triggered by impulsivity for these reasons (Uncu et al., 2020).

1.5. The Relationship between Time Perspective, Negative Past Experience, Risk-
taking Behavior and Obesity

In the literature, risk-taking behavior has been examined separately with both
obesity, time perspective, and negative past experience. According to the somatic
marker hypothesis (Bechara et al., 1994) that claims that emotional and internal states
can influence decision making, obese individuals may prioritize positive somatic
markers related to possible high immediate reward rather than negative somatic
markers that stimulate negative consequences of the decision.

Previous studies showed that obese individuals performed poorly compared to
normal controls on the lowa gambling task (IGT), a psychological task used to

simulate real-life decision making (Davis et al., 2010; Guillaume et al., 2015).
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1.6. The Purpose of the Study

Despite consistent results in the literature, obesity, time perspective, negative
past experience, and risk-taking behavior have not been studied together. Studies have
shown that there is a relationship between obesity and time perspective, obesity and
negative past experience as well as time perspective and risk-taking behavior,
negative past experience, and risk-taking behavior. In this context, this study aimed to
examine whether there is a relationship between obesity and risk-taking behavior.
Whether time perspective and negative past experiences are related with risk taking
behavior in both obese and healthy participants will also be investigated. In the light
of the findings in the literature, we assume that a higher future time perspective is
associated with lower risk-taking behavior and a higher present or past time
perspective is associated with higher risk-taking behavior in obesity. Also, obese
individuals are expected to have a lower future time perspective and a higher present
hedonistic/present fatalistic/past negative time perspective compared to healthy
participants. In addition, obese individuals are expected to have high past negative
experience and be more prone to risk-taking behavior compared to healthy

participants.
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2. METHOD

2.1. Participants

Participants between the ages of 18-60 years with a body mass index (BMI)
below 30 were selected for this study using a convenience sampling method. Obese
individuals were reached from the Endocrinology and Family Practice departments of
Istanbul Research and Training Hospital. Participants in the obese group had a BMI
over 30 and were between the ages of 18-60 years. Participants with a history of
pathological gambling, head injury with loss of consciousness, past or present
psychological or neurological diagnoses were not included in the study. Psychologists
have observed that people suffering from depression often exhibit impairments in
their decision making (Blanco et al. 2013; Chen et al. 2015, as cited in Cobb-Clark et
al., 2021). Therefore, participants with a Beck depression score above 30 were not
included in this study. There were 44 participants in healthy group (23 women; 21
men), and 43 participants in obese group (22 women, 21 men) groups. The age of
participants ranged between 18 and 58 years (M = 32.02, SD = 10.42). The average
age of healthy participants was 30.24 years (SD = 9.31) whereas obese group had a
mean age of 33.80 years (SD = 10.42) (See Table 1 for sociodemographic

characteristics of the sample).

2.2. Instruments

The study consists of a questionnaire and two cognitive tasks. The cover page
of the questionnaire contained an informed consent form (See Appendix A). This
form contains the purpose of the study, the participation criteria, the researcher’s
contact information, and request for participant's consent. The questionnaire consisted
of six main sections, respectively: (1) Sociodemographic form, (2) Zimbardo Time

Perspective Inventory (ZTPI), (3) Beck Depression Inventory (BDI), (4) Childhood
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Trauma Questionnaire (CTQ), Barratt Impulsiveness Scale-Short Form (BI1S-11), and

State-Trait Anxiety Inventory (STAI) (See Appendix B).

2.2.1. Sociodemographic Form

The first section of the questionnaire included a sociodemographic form. The
demographic form consisted of questions about age, gender, height, weight,
socioeconomic status, education level, gambling history, history of medical or
psychiatric diagnosis or treatment, surgery, and history of head injury.

2.2.2. Beck Depression Inventory

Beck Depression Inventory (BDI), developed by Beck, is a self-report rating
inventory consisting of 21 items that measures the characteristic attitudes and
symptoms of depression. Each item is rated on a 4-point Likert scale. The cut-off
score of 17 is commonly used to indicate the severity of clinical depression (Beck et
al., 1961). Adaptation of the scale to Turkish was made by Hisli Sahin in 1988. The
correlation coefficient between the Minnesota Multiphasic Personality Inventory
Depression subscale and the Turkish version of BDI is .63, which indicates that the
scale is a valid measurement tool. The internal consistency coefficient of the Turkish
version of BDI is .80; the split-half reliability coefficient was found to be .74. The
total scores obtained from the scale indicate "0-9 normal”, "10 -16 mild depression",
"17 -29 moderate depression”, and "30 -63 severe depression".

2.2.3. State-Trait Anxiety Inventory

State-Trait Anxiety Inventory (STAI), developed by Spielberger et al. (1970),
is a psychological inventory based on a 4-point Likert scale and consisting of 40
questions based on self-report. The STAI measures two types of anxiety: state anxiety
or anxiety about an event, and the level of trait anxiety or anxiety as a personal trait.

Commonly, the cut-off score of 40 is used to describe possible clinical anxiety levels
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(Tilton, 2008). The first 20 items indicate State Anxiety (SA) by evaluating how a
person feels at a given time. The other 20 items measure Trait Anxiety (TA), which
evaluates individual differences in how anxiety becomes evident over time as a fixed
personality trait (Barnes et al., 2002). The scale was adapted to Turkish in 1985 by
Oner and Le Compte. The internal consistency coefficient of the scale ranges .83 and
.87, test-retest reliability is between .71 and .86 and item reliability is reported to vary
between .34 and .72 (Oner & Le Compte, 1998).

2.2.4. Barratt Impulsiveness Scale-Short Form (BIS-11)

The Barratt Impulsivity Scale-Short Form (BIS-11) is a questionnaire designed
to evaluate the personality/behavioral structure of impulsivity (Spinella, 2007). The
scale consists of 15 items that are rated on a 4-point scale. BIS-11 measures three
dimensions of impulsivity: attention impulsiveness, motor impulsiveness, and non-
planning impulsiveness (Patton et al. 1995). The scale was adapted to Turkish by
Tamam and colleagues (2013). The maximum score on the scale is 60. High scores
indicate a high level of impulsivity.

2.2.5. Childhood Trauma Questionnaire (CTQ)

Childhood Trauma Questionaire (CTQ) is a self-report-based tool that is
useful in quantitatively evaluating the experiences of abuse and neglect in childhood
and adolescence (Bernstein et al., 1998). The current version of CTQ includes 28
items, each rated on a 5-point Likert type scale. Adaptation of the scale to Turkish
was made by Sar and colleagues (2012). The total score is obtained with the scores of
5 subscales: emotional abuse, physical abuse, physical neglect, emotional neglect, and
sexual abuse. The total score for the subscale score varies between 5-25, while the

total score varies between 25-125. Cronbach's alpha is 0.95 for the Total Scale and
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ranges from 0.71 to 0.92 for the factors, indicating high internal consistency (Aslan &
Alparslan, 2000).

2.2.6. Zimbardo Time Perspective Inventory

The Stanford Time Perspective Inventory (STPI), developed by Zimbardo
(1992), included five dominant orientations: past regret orientation future success
orientation, two types of current orientation - hedonistic and fatalistic - and time
pressure factor. However, this factor structure has proven to be relatively unstable
(Lennings, 2000a, 2000b), and the Zimbardo Time Perspective Inventory (ZTPI), the
latest modification of STPI, has been created (Zimbardo & Boyd, 1999), which
compensates for the shortcomings of previous scales.

The 56-item Zimbardo Time Perspective Inventory (ZPTI), developed by
Zimbardo & Boyd in 1999, measures individual differences in time orientation, or
tendency to focus on different aspects of the past, present, and future. Adaptation of
the scale to Turkish was made by Akirmak in 2019. The scale consists of 56 items
each of which is rated on a 5-point Likert scale, and five sub-dimensions. The sub-
dimensions of the questions are as follows: Present-Hedonist (PH), Present- Fatalistic
(PF), Past-Negative (PN) Past-Positive (PP) and Future (F). The test-retest reliability
of the scale is ranging from .70 to .80. According to the analysis, Cronbach's Alpha
reliability values are as follows: Present-Hedonist .79, Present- Fatalistic .74, Past-
Negative .82, Past-Positive .80, Future .77 (Zimbardo & Boyd, 1999).

2.2.7. Balloon Analogue Risk Task (BART)

The Balloon Analog Risk Task (BART) is a computerized measure of risk-
taking behavior. This task was developed by Lejuez and colleagues in 2002.
Participants are given a balloon and asked to inflate it. When to stop depends on the

participant. Participants earn a certain amount of money for each inflation. However,
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if the balloon burst, the money earned is lost. This task has been implemented using
data from OSFHOME (Pierce, 2019). The primary score used to measure BART
performance is the adjusted average number of pumps in unexploded balloons, and
higher scores indicate higher risk-taking tendency (Lejuez et al., 2002). In the original
version of BART, each pump is worth $ 0.05, and there are a total of 30 balloons with
a range of different possibilities. The third block reliability was examined (ie,
comparison of scores in the first block, middle, and third blocks of 10 balloons each),
indicating strong reliability (> 0.7). Performance analysis between sessions shows a
fairly robust test-retest correlation (T1/ T2 r =.77).

2.2.8. lowa Gambling Task (IGT)

lowa Gambling Task (IGT) was designed by Bechara and colleagues, 1994.
IGT requires participants to draw from four decks of cards (called A, B, C, and D) to
examine decision-making. With each card, the participant can win or lose money.
Some decks are "advantageous" and other decks are "disadvantageous", and
participants are expected to opt for good decks after a while (Cauffman et. al., 2010).
This task has been implemented using data from GitHub (Margevicious, 2018). The
participant can choose as many cards as they want from the deck they want. The test
ends after the selection of 100 cards. The participant has $ 2000 in his account and the
participant is instructed to try to keep the money in his account above $ 2000 as much
as possible. If the participant's money falls below $ 2000 before the test is over, the
test will loan the participant another $ 2000 again. Decks A and B provide more
money in the short term than decks C and D, but cause more losses in the long run.
When calculating the total score for the test, the formula of subtracting the number of
cards selected from advantageous decks from the total number of cards selected from

disadvantageous decks is used [(A + B) - (C + D)]. This calculation can be made for
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the total score containing 100 cards or it can be calculated for 5 blocks divided into 20
cards. In the Turkish version of IGT, the currency was converted from Dollar ($) to
Turkish Lira (TL) by translating English words into Turkish. Besides these minor
changes, the task was similar to the standardized computerized version of IGT.
2.3. Procedure

Participants first filled the informed consent form. Those who agreed to
participate in the study were then given the following: Demographic Form, Balloon
Analogue Risk Task (BART), Zimbardo Time Perspective Inventory (ZTPI), Beck
Depression Inventory (BDI), Childhood Trauma Questionaire (CTQ), Barratt
Impulsiveness Scale Short Form (BIS-11), State-Trait Anxiety Inventory (STAI), and
lowa gambling task (IGT). All participants were given a debriefing form at the end of
the study (See Appendix C). The study was approved by Yeditepe University Social
Sciences and Humanities Ethics Board (See Appendix D).
2.4. Data Analysis

23th version of Statistical Package for the Social Sciences (SPSS) was used to
analyze data (2015). Chi-square test for goodness of fit was used to compare the
groups with respect to gender and education. All continuous variables were checked
for normality via Shapiro-Wilk test. Nonparametric statistics were used for variables
that significantly deviate from normal distribution. Therefore, Mann Whitney U test
was used to compare the group with respect to mean age. Intergroup comparisons for
depression, trait anxiety, impulsivity and time perspective (past negative, past
fatalistic, present hedonistic) scores were conducted with Independent Samples T test.
Mann Whitney U test was used to compare state anxiety, the subscales of impulsivity

(non-planning, motor, attention), childhood trauma, past positive and future time
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perspective scores. Benjamini-Hochberg correction was applied for multiple
comparisons.

To test whether psychological state predicts neuropsychological performance,
a series of Spearman correlational analyses were first carried out to test whether IGT
and BART score was significantly correlated with depression, anxiety, impulsivity
and time perspective scores. Stepwise multiple regression analyses were then used to
identify whether variables that were significantly correlated with future time
perspective, Barratt non-planning and body mass index (BMI) predicted performance
on IGT. A simple regression analyses were then used to identify whether physical

neglect score significantly predicted BART adjustment score.
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3. RESULTS
3.1 Descriptive Information

Sociodemographic characteristics of the sample are provided in Table 2. There
was a statistically significant difference between healthy and obese groups in terms of
body mass index, U(nl = 44, n2 = 43) = .000, p = .000. There was no statistically
significant difference between healthy and obese groups in terms of gender, X2(1) =
011, p = .918; age, U(nl = 44, n2 = 43) = 780.5, p = .159; and education level, X?(3)

=1.053, p = .789.

Table 2

Sociodemographic Characteristics of the Sample

Total (N=87) Healthy (N=44) Obese (N=43) p-value
Body Mass Index 29.14 (SD=7.44) 23.00(SD=2.86) 35.42 (5.00) <.001*V
Mean Age 32.28 (SD=10.50) 30.55(SD=9.39) 34.25(SD=11.30) .159 Y
Gender 918 X2
Women 45 (51,7%) 23 (26,4%) 22 (25,3%)
Men 42 (48,3%) 21 (24,1%) 21 (24,1%)
Education 789 X2
Primary/middle school 10 (11,5%) 4 (4,6%) 6 (6,9%)
High school 18 (20,7%) 8 (9,2%) 10 (11,5%)
Undergraduate 41 (47,1%) 22 (25,3%) 19 (21,8%)
Graduate/Doctorate 18 (20,7%) 10 (11,5%) 8 (9,2%)
Perceived SES
Low 5 (5,7%) 2 (2,3%) 3 (3,4%)
Moderate 71 (81,6%) 37 (42,5%) 34 (39,1%)
High 11 (12,6%) 5 (5,7%) 6 (6,9%)

SES: Socioeconomic status, U: Mann Whitney U Test was used, X?: Chi-square Test was used.

Table 3 demonstrates mean scale scores of the two groups. The only
significant intergroup differences were obtained for the Non-planning subscale of BIS
and Future subscale score of the ZTPI. In particular, the Barratt Non-planning
Impulsivity score of obese group was significantly higher than healthy group, U(nl =
44, n2 = 43) = 687.0, p =.026. When the Future Time Perspective scores were

analyzed, it was seen that there was a significant difference between the two groups
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U(nl =44, n2 =43) =511.0, p = <.001, and the healthy group scored higher on this

scale than the obese group.

Table 3

Mean Depression, Anxiety, Impulsivity, Childhood Trauma and Time Perspective

Scores of the Groups

Total (N=87) Healthy (N=44) Obese (N=43) p-value
M/SD M/SD M/SD
Beck Depression 10.61 (6.04) 9.73 (6.28) 11.51 (5.71) 169 ¢
State Anxiety 33.25(10.71) 32.80 (11.33) 33.72 (10.14) 434 Y
Trait Anxiety 40.76 (9.72) 41.05 (11.02) 40.47 (8.30) 782 1
Barratt Impulsivity 26.91 (4.83) 26.30 (4.01) 27.53 (5.52) 233t
Non-planning 7.63 (1.99) 7.16 (1.90) 8.12 (2.00) .026* Y (H<O)

Motor 9.38 (2.56) 9.61 (2.36) 9.14 (2.76) 268 Y

Attention 9.90 (2.38) 9.52 (1.95) 10.28 (2.73) 179 YV
Childhood Trauma 33.78 (10.25) 33.57(11.28) 34.00 (9.22) 272 Y
Emotional Abuse 6.77 (3.40) 7.14 (4.00) 6.40 (2.65) 442 Y
Physical Abuse 5.68 (2.01) 5.61 (1.74) 5.74 (2.27) 458 Y
Physical Neglect 6.86 (2.54) 6.41 (2.08) 7.33 (2.88) .099 Y
Emotional Neglect 9.00 (4.55) 8.89 (5.05) 9.12 (4.02) 370 Y
Sexual Abuse 5.47 (1.60) 5.52 (1.56) 5.42 (1.65) 746 Y

Time Perspective
Past Negative
Past Positive
Present Fatalistic

30.13 (8.40) 28.82 (8.86)
32.31 (6.46) 32.11 (6.68)
22.17 (4.93) 21.55 (4.93)
Present Hedonistic 49.20 (7.89) 48.95 (6.83)

Future 49.66 (6.24) 51.98 (5.28)

3147 (7.77) 143t
3251 (6.30) 560 Y
2281 (4.90) 232t
49.44 (8.92) 776
47.28 (6.30) <.001* Y (H>0)

H: Healthy group, O: Obese group.
t: Independent Sample T-test was used, U: Mann Whitney U Test was used.
* p values that are significant after the Benjamini-Hochberg Correction are shown in bold.

The results of the lowa Gambling Task analysis evaluating the decision-
making performance also show that the total scores of the two groups significantly
differed U(nl = 44, n2 = 43) = 382.0, p = <.001, with the obese group (M= -10.74,
SD= 28.31) scoring lower than the healthy group (M= 16.45, SD= 23.48). In addition,
it was observed that there was a significant difference between the two groups in all

sub-scores of the lowa Gambling Task, with the healthy group showing a consistently

better performance. Furthermore, there was a significant change in the healthy
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group’s IGT performance between the first 40 and last 60 deck selection, Wilcoxon
z(n = 44) =-3.77, p <.001, showing an improved performance in the second half.
However, there was no significant change in the obesity group, Wilcoxon z(n = 43) =

-.59, p = .553 (See Figure 1).
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Figure 1. IGT block-based performance comparison between groups.
Another measure of decision making performance, Balloon Analogue Risk
Task scores and sub-scores were analyzed, and no difference was found between the

groups (see Table 4).

Table 4

Decision Making Performance of the Groups

Total (N=87) Healthy (N=44) Obese (N=43) p-value
M/SD M/SD M/SD

lowa Gambling Task
Total score 3.01(29.23) 16.45 (23.48) -10.74 (28.31) <.001* Y (H>0)
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First 40 performance
Last 60 performance

The difference in
first 40 and last 60
performance

Balloon Analogue
Risk Task
The average number of
pumping
The average number of
successful pumpings

The average number of
failed pumpings

Total number of
balloons that burst

The average number of
pumpings after
successful balloons

The average number of
pumpings after failed

balloons

BART adjustment

-.64 (9.35)
3.66 (23.64)

4.30 (20.94)

8.10 (4.34)

9.44 (6.13)

6.48 (3.24)

10.28 (4.33)

8.25 (5.09)

7.70 (4.45)

55 (3.32)

2.73 (6.70)
13.73 (20.34)

11.00 (19.14)

8.67 (4.65)

10.41 (6.56)

6.53 (3.55)

10.59 (4.06)

8.85 (5.04)

8.31 (4.83)

54 (2.89)

-4.09 (10.45)
-6.65 (22.49)

-2.56 (20.69)

7,51 (3.97)

8.45 (5.56)

6.43 (2.92)

9.95 (4.62)

7.63 (5.12)

7.07 (3.98)

56 (3.75)

.001* U (H>0)
<.001* Y (H>0)

.001* Y (H>O)

302 Y

178 Y

.993 Y

496!

207 Y

.266 Y

628 Y

H: Healthy group, O: Obese group.
t: Independent Sample T-test was used, U: Mann Whitney U Test was used.
* p values that are significant after the Benjamini-Hochberg Correction are shown in bold.

3.2 The Relationship of lowa Gambling Task (IGT) Performance with

Sociodemographic Features, Psychological Tests, and Time Perspective

Spearman’s correlation analysis was used to examine the relationship of lowa

Gambling Task (IGT) performances, which measures risk-taking behavior, with

sociodemographic characteristics (see Table 5), as well as depression, anxiety,

impulsivity, childhood trauma, and time perspective scores (see Table 6). When the

correlation of all parameters with IGT was analyzed, only 4 variables were found to

be significantly correlated.



A significant negative relationship was found between IGT total score and
Body Mass Index (BMI); rs = -.405, p <.001. The results indicated that as BMI
increases, IGT performance decreases.

Table 5

Correlation Table for lowa Gambling Task Performance Total Score and

Sociodemographic Characteristics of the Sample (n=87)

Variable rs p

1. Age -.044 684

2. Gender -.033 .765
3. Body Mass Index (BMI) -.405 <.001*

* p values that are significant after the Benjamini-Hochberg Correction are shown in bold.

In addition, there was a statistically significant negative correlation between

IGT total score and Barratt Non-planning score; rs = -.224, p = .037. As the Barratt

38

Non-planning Impulsivity of the participants increases, their score on IGT decreases.

Finally, a significant positive correlation was observed between IGT total score and

Future TP score; rs = .471, p = <.001, indicating that as Future TP increases, IGT
performance increases, as well.

Table 6

Correlation Table for lowa Gambling Task Total Score Performance and Depression,

Anxiety, Impulsivity, Childhood Trauma and Time Perspective (n=87)

Variable rs p

1. Beck Depression -.071 512
2. State Anxiety -.045 .678
3. Trait Anxiety .043 .695
4. Barratt Impulsivity -.202 .061
5. Barratt Non-planning -.224 .037*
6. Barratt Motor -.050 .649
7. Barratt Attention -.095 .384
8. Childhood Trauma .007 951
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9. Emotional Abuse 152 .160
10. Physical Abuse -.074 495
11. Physical Neglect -.005 .964
12. Emotional Neglect .001 .993
13. Sexual Abuse -.030 .785
14. Past Negative TP -.087 422
15. Past Positive TP .067 535
16. Present Fatalistic TP -.024 827
17. Present Hedonistic TP -.107 323
18. Future TP 471 <.001*

TP: time perspective

* p values that are significant after the Benjamini-Hochberg Correction are shown in bold.

3.3 The Relationship of Balloon Analogue Risk Task (BART) Performance with

Sociodemographic Features, Psychological Tests, and Time Perspective
Spearman’s correlation analysis was used to examine the relationship of

Balloon Analogue Risk Task (BART) performances, which measures risk-taking

behavior, with sociodemographic characteristics (see Table 7), depression, anxiety,

impulsivity, childhood trauma, and time perspective (see Table 8). When the

correlation of all parameters with BART performance was analyzed, a statistically

significant correlation was found only with the physical neglect scale. There was a

statistically significant negative correlation between BART adjustment score and

physical neglect, rs =-.232, p =.031. It was observed that other variables were not

correlated with BART performance and its sub-scores.

Table 7

Correlation Table for Balloon Analogue Risk Task (BART) Adjustment Performance

and Sociodemographic Characteristics of the Sample (n=87)

Variable rs p
1. Age -.029 .789
2. Gender -.095 .380

3. Body Mass Index (BMI) -.086 430




Table 8

Correlation Table for Balloon Analogue Risk Task (BART) Performance and

Depression, Anxiety, Impulsivity, Childhood Trauma and Time Perspective (n=87)

Variable Is p

1. Beck Depression 024 824
2. State Anxiety -.176 104
3. Trait Anxiety -.157 145
4. Barratt Impulsivity 150 .166
5. Barratt Non-planning .109 317
6. Barratt Motor .051 .641
7. Barratt Attention 173 109
8. Childhood Trauma -.115 .287
9. Emotional Abuse -.053 .625
10. Physical Abuse -.088 417
11. Physical Neglect -.232 .031*
12. Emotional Neglect -.136 .208
13. Sexual Abuse .086 427
14. Past Negative TP -.148 173
15. Past Positive TP .057 .601
16. Present Fatalistic TP .082 450
17. Present Hedonistic TP -.023 .833
18. Future TP -.155 153

* p values that are significant after the Benjamini-Hochberg Correction are shown in bold.

3.4 Investigation of Factors Predicting IGT and BART Performance

Barratt Non-planning and Future TP scores significantly predicted total IGT score.
Only Future TP score entered the equation and explained 21% of the variance; F (1,

85) = 23.126, p < .001 (See Table 9).
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A stepwise regression analysis was carried out to test whether BMI as well as
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Table 9
Regression Coefficients of Future Time Perspective on lowa Gambling Task Total

Score Performance

Variables B SE t p 95% ClI
Constant -104.60 22.55 -4.64 <.001 [-149.43, -59.76]
Future Time Perspective 2.17 45 4.81 <.001 [1.27, 3.06]

Adj. RZ=.205

A simple regression analysis was carried out to test whether physical neglect
score significantly predicted BART adjustment score. The results indicated that

physical neglect was not a significant predictor, F(1, 88) = 3.081, p = .083.
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4. DISCUSSION

The present study may be one of the first studies on the relationship of time
perspective and negative past experience with risk-taking behavior in obesity.
Although there have been separate groups of research that examined the relationship
between time perspective and obesity (e.g., Guthrie et al., 2014), the relationship
between negative past experience and obesity (e.g., Kaufman et al., 2007; Conti et al.,
2012; Van Gaal et al., 2006; Leblanc et al., 2011), | was not able to find a study that
investigated all these variables at the same time.

In this study, a comparison was made between two groups, healthy and obesity
groups, in terms of time perspective, past negative experience, and risk-taking
behavior. In general, one of the prominent differences between the two groups is the
difference in the performance of the lowa Gambling Task, which measures risk-taking
behavior. It was observed that healthy participants performed significantly better than
obese participants and gradually increased their scores during the test with the effect
of learning. Obese individuals not only had low scores, but also showed progressively
worsening performance throughout the test. Looking at these results, it is seen that
obese individuals perform more risk-taking behaviors compared to healthy
participants. Consistent with our findings, most studies on obesity have used decision-
making tasks under uncertainty, such as the lowa Gambling Task (IGT), and
individuals with obesity appear to prefer high, short-term rewards despite long-term
losses, and their IGT performance has been shown to be worse compared to normal-
weight participants (Fagundo et al., 2012; Brogan et al., 2010).

In order to understand the reason for the difference in IGT performance, the
relationship of other variables affecting test performance with risk-taking behavior

was examined. It will be more explanatory to examine these variables under two
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headings. One of the variables we saw in the literature was Time Perspective. Some
people prioritize thinking more broadly for the future from the subjective perspective
of time, and often choose to invest today for future earnings. In the present or past
tense perspective, individuals' thoughts and motivations focus on near or short-term
considerations rather than more distant future possibilities. Those with a fatalistic time
perspective often believe that life is destiny and that it is pointless to try to change it,
and therefore do not prefer to take control of situations. In the current hedonistic time
perspective, individuals focus on the sense of pleasure, avoidance of discomfort,
taking risks, and seeking (Metcalf & Zimbardo, 2016).

According to the findings of studies examining the relationship between
obesity and time perspective, individuals who were more future-oriented reported
more recreational activity than those less future-oriented. On the other hand, smoking,
obesity, or exercise were not linked to current fatalistic or hedonistic perspectives
(Guthrie et al., 2013). In another study, having a greater future time perspective
predicted higher self-control and a lower BMI. In contrast, a higher BMI and lower
self-control were associated with a greater present time perspective (Price et al.,
2017).

From this point of view, Time Perspective is expected to explain the difference
between the risk-taking behavior of the healthy and obese groups. The findings of the
current study indicate a relationship between future time perspective and risk-taking
behavior. This result is not surprising, as, in accordance with the literature, people
with a future time perspective are expected to always focus on the possible
consequences of present decisions and actions, dedicating themselves to delaying
gratification and avoiding time-wasting temptations for future goals and the rewards

that accompany them, often at the expense of missing present pleasure (Boniwell &
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Zimbardo, 2004). When we put these people in a task where their risk-taking behavior
is tested, they will make less risky choices. However, in line with the test results, we
can see that people who invest less in the future time perspective make more risky
choices. In addition, it can be said that the key structure associated with uncertainty
and risk decision-making is reward sensitivity. According to the somatic marker
hypothesis, which claims that emotional and internal states can influence decision
making, obese individuals may prioritize positive somatic markers related to possible
high immediate reward over negative somatic markers that warn of negative
consequences of the decision. The somatic marker hypothesis also asserts that obese
individuals experience 'future myopia' (i.e. they are less sensitive to the long-term
consequences of their decisions), or hypersensitivity to rewards, which leads to the
highest reward-oriented behaviors. The somatic marker generates a mental picture
from a positive or negative bodily perceived experience, from which a feeling that
will influence decision making emerges. In addition to forewarning us about the
decisions, the somatic marker serves to narrow the range of options presented by the
images, thus contributing to the subsequent reasoning process. The process is repeated
with a positive somatic marker, creating an incentive for that image, i.e., it improves
the accuracy and efficiency of the decision process and decreases both in the absence
of it. Through sensations, the images depicted in the body are constantly updated.
Thus, feelings translate our bodily state and create an image that is juxtaposed with
the image of other external objects and situations, resulting in a representation that
assigns a meaning of pain or pleasure (Damasio, 1994). However, this efficient and
responsive system in evasion or predation does not protect us from harmful choices
like smoking or overeating. When it comes to the process of losing weight in obese

women, it is true that, while the obesity condition is a significant source of distress,
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causing a negative energy balance in order to reverse the obesity process is always a
task that requires great effort, and includes relapses and frustration. It appears that the
compensation system is more effective in actions that provide immediate gratification.
The immediate and tangible satisfaction that food provides these women outweighs
the clear and delayed satisfaction that losing weight would provide in the medium to
long term (de Meira Leite & Rubio, 2014). The reason why people cannot make
advantageous decisions is attributed to the lack of the emotional mechanism that
quickly indicates the possible consequences of an action and causes them to develop
appropriate behavior. The absence of these emotional signals causes them to be
unable to make a rational cost-benefit analysis of options associated with current and
future outcomes (Bechara et al., 2005). The findings of this study reveal that obese
individuals prioritize positive somatic signals over negative somatic signals, invest
less in the future, and focus on immediate results. This study expected a low future
time perspective as well as a high present time perspective and high past negative
time perspective in obese individuals. However, finding a significant result only with
the future time perspective can be explained by the fact that there are more consistent
results about the future time perspective and less consistent results about other time
perspectives in the literature (e.g., Guthrie et al., 2013; Guthrie et al., 2014; Henson et
al., 2006; Daugherty & Brase, 2010; Joireman et al., 2012; Dassen et al., 2015, as
cited in Price et al., 2017; Tucholska, 2021).

In addition to the Time Perspective, there are also studies examining the
difference in risk-taking behavior between healthy and obesity groups from the
perspective of Past Negative Experiences. When we examine the literature, quite
consistent results are seen. Abused individuals develop external behaviors that help

avoid painful feelings (Briere & Scott, 2006). Behaviors that reduce such tension are
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associated with self-harm, suicidal tendencies, compulsive sexual behaviors, and
eating disorders (Briere & Rickards, 2007). In this context, it can be thought that these
people are prone to risky behaviors. In addition, it is known that uncontrollable high-
stress events and chronic stress can change eating behaviors and affect brain reward
and motivation pathways (Sinha & Jastreboff, 2013). Therefore, childhood trauma,
through leading to changes in brain reward and motivation pathways, might be an
important risk factor for various dysfunctional eating patterns, including food
addiction (Gearhardt et al., 2011; Imperatori, et al., 2015), and binge eating (Davis et
& Carter, 2009; Schienle et al., 2009). Numerous studies have documented a strong
association between binge eating or obesity and childhood sexual abuse (CSA) (Van
Gaal et al., 2006; Leblanc et al., 2011). Some authors have suggested that for obese
CSA survivors, obesity may serve as an "adaptive function" that may protect against
unwanted romantic or sexual interest. Because of this function, it is thought that obese
individuals are less likely to be less successful in losing and maintaining weight
(Gustafson & Sarwer, 2004). Similarly, Weiner and Stephenson (2002) hypothesized
that some women may have 'barrier weights'. These are body weights that are usually
lower than individuals' current weights and can cause a lot of concern when
approached. It has been described that some female eating disorder patients avoid
certain body weights corresponding to events in their sexual history (Gustafson &
Sarwer, 2004). Despite such consistent results in the literature, this study could not
show the relationship of Past Negative Experiences with risk-taking behavior in
obesity. One of the reasons for this may be that the Past Negative Experiences scale is
based on self-report. Sometimes it is undesirable to express these difficult experiences

accurately by the participants.
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Previous research has also shown an association between high impulsivity as
measured by the BIS-11 and weight status, where highly impulsive participants were
more likely to be overweight or obese (Bénard et al., 2017). The BIS-11 measures
impulsivity across three subscales: attentional impulsivity (inability to focus attention
or concentrate), motor impulsivity (acting without thinking), and non-planning
impulsivity (lack of future orientation or forethought) (Meule, 2013). Based on the
definition of the non-planing impulsiveness which means lack of future orientation, it
can be thought that specifically this subdimension has similar results with the future
time perspective on risk-taking behavior, which is defined as investing in the future. It
is understandable that obese individuals invest less in the Future Time Perspective,
thus unable to plan.

In this section, the different results between IGT and BART scores, which
measure risk-taking behavior, will be interpreted. Current study revealed significant
differences between the groups with respect to their IGT performances, with healthy
group performing better in all IGT measure. However, no such difference was
observed in BART performance.

There is a fundamental difference between IGT and other risk-taking tasks.
This difference is based on the way in which information about the content of the task
is presented. While all tasks except IGT present information about the content of the
task in a clear manner during decision making, all information is implicit during IGT,
especially in the first blocks (Li, Lu, D’ Argembeau, Ng, Bechara, 2010, as cited in
Ulu, 2019). Although both IGT and BART were designed to assess decision making,
studies show that the scores obtained on both tests do not show any correlation. This
clearly demonstrates that IGT and BART measure different aspects of decision

making. BART is more directly related to risk, while IGT involves more complex
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cognitive functions (Balaguerd, 2016). Based on the study of Brand et al. (2007), the
reason for the weak relationship between IGT and BART performance can be
attributed to the idea that decision-making performance during IGT consists of two
phases. In the first phase; while it is defined as “decision making under uncertain
conditions” because the rules regarding losses and gains are implicit for the
participant, in the second phase; decisions are defined as “decisions at risk” because
they are influenced by clear information, although implicit, about the risks in each
deck. Accordingly, he claims that the second phase, not the first phase, of IGT has the
strongest relationship with executive functions (Brand et al., 2007, as cited in Ulu,
2019). Executive function factors that may be associated with IGT; visual
learning/memory, verbal learning/memory, and fluency. Other non-executive
neuropsychological areas are defined as attention and processing speed. Structural
equation modeling has shown that IGT can be explained by the attention factor from
the beginning to the end (1-100), while executive functions can be effective after the
40th card selection (Gansler et al., 2011, as cited in Ulu, 2019). After the 40th card
selection in IGT, decision making process is started under risk, so it can be expected
that there will be a correlation between the last 60 card selection of IGT and BART
scores. However, the results of the current study failed to find such a pattern.
Although BART and the second part of the IGT both look at decision making at risk
and are more affected by executive functions, the different design of the two tests may
at least partially explain why they yielded differential results (i.e., obese group
performed worse than healthy group in IGT but not BART). In order to understand
the logic involved in the task's reward and punishment processes, IGT requires
preserved capacities in more complex cognitive abilities such as mnesic and

attentional functions, executive functions, and language (Bechara, et al., 1994).
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Unlike IGT, BART does not follow a set of rules, as the explosions happen randomly
(Lejuez, et al., 2002, as cited in Balaguero et al., 2016). As a result, we are faced

with two tasks which assess different cognitive aspects. The IGT requires participants
to have well-preserved complex verbal comprehension skills, as well as good
functioning of most executive functions. BART is an easier test than IGT, not only in
terms of implementation, but also in terms of understanding (Balaguero et al., 2016).
This may have prevented the two tests from giving consistent results.

While decision-making behavior includes some logical analysis in certain
situations, it includes the evaluation of advantages and disadvantages in uncertain
situations. While many individuals make definite and easy decisions in certain
situations, that is, in certain situations, there are variations and individual differences
in decision-making behavior in uncertain situations that require us to evaluate the
advantage or disadvantage (Lamar, 2006, as cited in Icellioglu, 2008). Brand argues
that decision making under risky situations can occur independently of somatic
marker (Brand et al., 2006). In fact, they argue that people can make advantageous
decisions only with logical and cognitive processes (Brand et al., 2006, as cited in
Icellioglu, 2008). Different studies investigated the relationship between IGT and
several executive function measures (Tower of London Test, Wisconsin Card Sorting
Test, and Stroop Test). The IGT is a particularly sensitive test of decision-making and
brain areas related to this function such as dorsolateral prefrontal cortex, anterior
cingulate cortex, ventrolateral prefrontal cortex and orbitofrontal cortex. Although
there is a link between IGT and executive relations, there are also studies that have
shown that normal executive function performance can be preserved despite poor IGT
performance. In Igellioglu's study (2008), no correlation was found between IGT

performance and the performances of other executive function tests. In the light of all
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this information, poor decisions made in IGT may not always indicate executive
dysfunction, so a low IGT score does not mean that BART performance associated
with executive functions will also be low. Assuming that while BART measures
"decision-making under risky situations", lowa measures both uncertain and risk-
based decision-making, looking at IGT performance in obese and healthy individuals,
we can argue that these two groups differ in terms of "decision making under
uncertain situations”. The differentiation of future time perspective and Barratt
nonplaning scores, which we found in our research, may also support this result. The
future is uncertain, individuals who do not invest in the future and are bad at planning
may turn to disadvantageous rather than advantageous choices under such uncertain
situations. In addition, these different results support the Somatic Marker Hypothesis.
As we mentioned earlier, the reason why people cannot make advantageous decisions
is due to the lack of emotional mechanism that quickly shows the possible
consequences of an action and causes them to develop appropriate behavior under
uncertain situations. The absence of these emotional signals causes them to be unable
to make a rational cost-benefit analysis of options associated with current and future
outcomes (Bechara et al., 2005). Perhaps obese individuals cannot benefit from these
signals when making decisions under uncertain situations, and they can make more
advantageous choices in risky situations where executive functions are at the forefront
without uncertainty.

When we look at the brain structure of decision making, it has been reported
that the orbitofrontal cortex (OFC) and anterior cingulate cortex (ASC) are important
for risk estimation, while the ventrolateral prefrontal cortex (VLPFC) is activated
when participants receive negative performance feedback. Decreased activity in these

regions have been associated with an increase in risky behaviors in decision making
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and a weakness in the ability to evaluate feedback obtained from previous decisions
(Eshel et al., 2007, as cited in Ulu, 2019). In a study aiming to identify brain regions
claimed to support risk-taking behavior in individuals with obesity, altered neural
activity in the insula and ventromedial prefrontal cortex have been indicated as neural
correlates of risky decision making in obesity (Steward et al., 2019). The orbitofrontal
cortex is also involved in perceiving how rewarding stimuli are and learning the
relationships between visual stimuli and rewarding or punishing outcomes (Hornak et
al., 2004, as cited in Yazici & Yazici, 2010). In addition, in studies on obesity and the
reward system, connectivity analyzes of the thalamus, insula, putamen and
orbitofrontal cortex regions were examined; decreased cortical volume and
thicknesses have been observed to in the insula, thalamus, and orbitofrontal cortex
(Marques-lturria et al., 2013; Shott et al., 2015; Opel et al., 2015, as cited in Kilic et
al., 2017). The different performances in decision-making processes under uncertainty
between healthy and obese individuals may perhaps be due to changes in activity in
these parts of the brain.
4.1. Clinical Implications of the Study

Given the future importance of health promotion, the time perspective has
attracted attention as a factor that can explain individual differences in health
behavior. Those who are more forward-looking are predicted to be more likely to
engage in healthy behaviors than those who are less forward-looking. Studies on
various health behaviors have supported this hypothesis, although it is not uniformly
(Guthrie et al., 2014). However, a time perspective intervention to develop long-term
thinking about physical activity leads to increased levels of physical activity (Hall &
Fong, 2003), suggesting that time perspective may be causally related to health

behavior that prevents obesity.
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It may be important to focus on the subjective Time Perspective in the
psychological interventions of obese individuals and to conduct original studies on
how this perspective has developed. Time perspective is thought to have cognitive,
emotional, and social components. The formation of time perspective is influenced by
several factors, some of which are learned during the socialization process, such as
the individual's cultural values, dominant religious orientation, type of education,
socioeconomic status, and family model. However, time perspective can also be
affected by the nature of a person's career, economic or political instability, personal
experiences, traumatic events, or personal achievements throughout a person's
lifelong development (Lennings, 1998). Revealing these factors and creating a
balanced perception of time perspective can be an intervention method for obese
individuals.

It is also important to understand the source of the impulsivity of obese
individuals. Clarifying its relationship to brain activity will also help in treatment
planning. Our study found that obese individuals performed worse in decision making
under uncertain situations compared to healthy participants. Understanding what
uncertain situations mean for people with obesity and how they affect their lives will
also provide insight into understanding these people.

4.2. Limitations and Suggestions for Future Studies

This study was conducted face-to-face during the Covid-19 pandemic period.
For this reason, it could be done with a limited number of participants. Both the
pandemic conditions and the duration of the data collection process (which lasted
around 60 minutes) may have created a burden on the participants. This might have
affected the reliability of the answers given. In addition, all scales were based on self-

report. As with all self-report scales, the scores reported by the participants may not
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determine their actual characteristics. Therefore, in future studies, the application of
cognitive tests and brain imaging studies to participants, in addition to self-report
scales, will provide a more comprehensive understanding of the topic. It will also be
useful to measure galvanic skin response in future studies to better explain the
somatic marker hypothesis, as the theory is largely based on skin conductance
response (Bechara & Damasio, 2005).

4.3. Conclusion

In conclusion, this study revealed that obese individuals could not benefit from
somatic markers under uncertainty and developed more risk-taking behavior
compared to healthy participants. It has been observed that these people cannot make
appropriate choices in situations of uncertainty, and they do not prefer to invest in the
future under such circumstances. Increased risk-taking behavior in obese individuals
has been associated with less investment in the Future Time Perspective. For this
reason, it may be important for mental health professionals working with obese
individuals to refer to the Time Perspective as an intervention method and to examine
its origins. It may also be important to understand what uncertain situations mean to
them and what impact they have on them, and to plan treatment.

It can be said that very short distances are still covered in the treatment of
obesity. Although some people lose weight with treatment, they can regain the weight
they lost in a short time (Nederkoorn, 2007, as cited in Annagdr et al., 2012).
Moreover, one possible predictor of relapse in obesity treatment is impulsivity.
Studies have shown that obese people are more impulsive than those with a healthy
weight. Impulsive people state that they could not control their eating behavior and
they are more interested in delicious and high-calorie foods. Impulsivity has also been

shown to be a predictive factor for discontinuation of treatment (Hjordis & Gunnar,
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1989, as cited in Annagur et al., 2012). More research is also needed to determine
whether assessing individual personality traits such as impulsivity plays a larger role
in obesity prevention and treatment strategies. Specific cognitive behavioral
approaches developed for the treatment of impulsive behavior have the potential to
make a significant contribution to the treatment of obesity (Psychiatry and Clinical
Psychopharmacology, 2011). All of this information should be used to guide

treatment planning.
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Appendix A: Informed Consent Form

Bilgilendirilmis Onam Formu

Bu tez calismas1 Yeditepe Universitesi biinyesinde Dr. Ogretim Uyesi Ezgi
Soncu Biiyiikiscan danismanliginda Klinik Psikoloji Yiiksek Lisans Programi
ogrencisi Selin Kiligkaya tarafindan yiiriitiilmektedir. Calismada karar alma
mekanizmalar ile baz1 kisisel 6zellikler arasindaki iliskiye dair bilgi edinilmesi
amaclanmaktadir. Calismada katilimcilardan sirasiyla bir balon oyunu oynamalari
istenecektir. Aragtirmaya tahminen 25-35 dakika ayirmaniz istenmektedir. Caligmanin
amacina ulagmasi icin sizden beklenen, biitiin sorular1 eksiksiz ve size en uygun gelen
cevaplari isaretleyecek sekilde cevaplandirmanizdir.

Bu caligmaya katilmak tamamen goniilliiliikk esasina dayanmaktadir. Bu formu
okuyup onaylamaniz arastirmaya katilmay1 kabul ettiginiz anlamina gelmektedir.
Ancak caligmaya katilmama veya katildiktan sonra herhangi bir anda calismay1
birakma hakkina da sahipsiniz. Arastirmada sorulan sorulardan bazilar1 duygulariniz
ve gecmis yasantilariniz ile ilgilidir. Bu sorular bazi kisilerde olumsuz duygu ve
diisiinceler uyandirabilir. Boyle bir durumla karsilastiginizda o sorulari
cevaplandirmama ve katiliminizi sonlandirma hakkina sahipsiniz. Ayrica ihtiyag
duymaniz ve talep etmeniz halinde arastirmaci (Selin Kiligkaya) psikolojik destek
almaniz konusunda sizi yonlendirebilir.

Arastirma yiiz ylize yiiriitiilecektir. Bu ¢alismadan edinilecek bilgiler tamamen
arastirma amaci ile kullanilacaktir. Aragtirma boyunca herhangi bir ses ya da goriintii
kaydr alinmayacak, kisisel verileriniz kimlik bilgilerinizden arindirildiktan sonra

anonim olarak islenecektir.

Yukarida yer alan bilgileri okudum ve katilmam istenen ¢alismanin amacini ve

gerekliliklerini anladim. Calismaya goniillii olarak katilmay1

[ ] Kabul Ediyorum [ ] Kabul Etmiyorum

KOD: Tarih:



Appendix B: Sociodemographic Form

DEMOGRAFIK BILGI FORMU
KOD:

Yasimiz:
Cinsiyetiniz:
o Kadmn
o Erkek
o Diger
Egitim Durumunuz (en son mezun oldugunuz okul):

o Ilkokul
Ortaokul

Lise
Universite
Yiiksek Lisans
Doktora

o o0ooao0

Boyunuz (em): —

Kilonuz (kg):

Diizenli kumar oynuyor musunuz?:

o Ewvet
o Haywr
Sosyoekonomik dilzeyinizi nasil tammlarsmz?:
o Disik
o Orta
o Yiksek

Herhangi bir kronik hastah@inz var ma? Varsa hastalifinzn ne oldugunuo belirtiniz.

Herhangi bir amelivat ge¢cmisiniz var m? Varsa ne ameliyvat oldugunuzu belirtiniz.

Su anda herhangi bir psikolojik/psikivatrik/nirolojik rahatsizhk tanimz var
mi? Varsa tammizin ne oldugunu belirtiniz

Gegmiste herhangi bir psikolojik/psikivatrik/norolojik rahatsizhk tams
aldimz mi? Aldiysaniz tammizin ne oldugunu belirtiniz.

Hig suur kayiph kafa travmas: gecirdiniz mi?
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ZIMBARDO TIME PERSPECTIVE INVENTORY

Her maddeyi okuyunuz, ve her madde igin olabildigince diiriist bir sekilde " Sizin karakterinizi ne kadar yansitiyor
veya sizin icin ne kadar dogru?” sorusunu cevaplayimez. Asamdaki Sleegi kullanarak uygun kutucugu isaretleyiniz.

(1) 2) (3) ) (5)
Hi¢ dogru | Dogru Ne Dogru Cok
degil degil | dogru ne dogru
de vanlis

I. Bir kutlama i¢in arkadaslarla bir araya gelmenin
hayattaki en biiyiik zevklerden biri olduguna
InanIrm.

2. Cocuklugumu hatirlatan manzaralar, sesler ve
kokular sikhkla harika amilan geri getirir.

3. Kader hayatimda bircok seyi belirler.
4. Sik sik hayatimda neleri farkh yapmaliydim diye

diisiiniirim.
5. Kararlanm genellikle etrafimdaki seylerin ve

insanlann etkis1 albinda kalir.

6. Bir kisinin giinii sabahtan planlanus olmali.
7. Gegmisim hakkinda diisiinmek bana keyif verir.

8. Dislinmeden hareket ederim.

9. Islerin zamaninda bitmemesi beni
endiselendirmez.

10. Bir seyi basarmak istedigimde kendime hedefler
belirlerim ve bu hedeflere ulasmak igin belirli

yontemler diisiiniiriim.
I 1. Her seyi gz &niinde bulundurdugumda,

gecmisimde hatirlanacak kotiiden daha ok iyi seyler
bulunmaktadir.

12. En sevdigim sarkry1 dinlerken, genellikle
zamanin nasil gectifini anlamam.

13. Yanmmn islerini yetistirmek ve diger gerekli islen
vapmak, bu aksamin eglencesinden dnce gelir.

14. Her sey olacagina vanr, bu nedenle ne yaptgimin
bir dnemi yolktur.

15. Gegmis giizel giinlerin nasil oldugunu anlatan
hikayelen dinlemekten hoslanirm.

16. Acy veren gecmis deneyimlerim, zihnimde siirekli
canlanir.

17. Hayatim miimkiin oldugunca dolu dolu

vasamaya calisinm: an yasarim.
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(1) (2) (3) (4) (5)
Hic dogru | Dogru Ne Dogru Cok
degil degil | dogru ne dogru
de yanhs

18. Randevulara geg kalmak keyfimi kagirr.

19. Tercthen, her giiniimii son gliniimmiis gibi
vasamak isterim.

20 Giizel zamanlara ait mutlu amlar kolayea aklima
gelir.

21. Arkadas ve vetkililere kars: olan
yilkiimliiliklerimi zamaninda yerine getiririm.

22. Gegmisten payima diisen reddedilme ve koti
muameleden nasibimi aldim.

23. Fevn kararlar verinm.

24, Her giiniimil planlamaya ¢alhismak yerine, oldugu
gibi yasanm.

25. Gegmisimde, distinmek istemedigim oldukca
fazla tatsiz am var.

26. Hayatima heyecan katmak benim icin Snemlidir.

27. Gegmisimde, geri alabilmeyi istedigim hatalar
vaptim.

28. Yaptigim isten keyif almamin 151 zamanmnda
bitirmekten daha énemli oldugunu disinirim.

29. Cocukluguma Gzlem duyarm.

30. Bir karar vermeden Gnce, yarar ve zararlan
tartarim.

31. Risk almak hayatinm sikici olmaktan kurtarr.

32. Bana gire, hayat yolculugunun tadim ¢ikarmak,
sadece vans noktasina odaklanmaktan daha
onemlidir.

33. Olaylar nadiren bekledigim gibi gelisir.

34. Eskiye ait tatsiz goriintiileri unutmak benim igin
zordur.

35. Hedef, sonug ve ciktilan diisiinmem gerektiginde,

bu durum siirecin keyfini kaginr ve faaliyetlerimin
akisim bozar.

36. Anin tadimin ¢ikanrken bile, kendimi ge¢miste
yasadifim benzer deneyimlerle kiyaslama yaparken
bulurum.

37. Her sey siirekli degistigi igin gelecege dair plan
yapamazsiniz.,
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(1) (2) (3) (4) (5)
Hig dogru | Dogru Ne Dodru Cok
degil degil |dogrume | =0 | dogru
de yanhs

38. Hayatumin gidisati benim etkivemeyecegim
giigler tarafindan kontrol edilir.

39. Yapabilecegim bir sey olmadif igin, gelecek
hakkinda kaygilanmamn bir anlam yoktur.

40. Istikrarh bir sekilde ilerleyerek, projeleri
ramamnda tamamlarim.

41. Ailem bir seylerin eskiden nasil olduguyla ilgili
konusurken, kendimi bunlan duymazdan gelirken
bulurum.

42. Hayatima heyecan katmak igin riskler alinm.

43. Yaplacaklar listesi hazirlanm.

44. Genellikle, mantigimdan ziyade kalbimin sesini
dinlerim.

45. Yapilmas: gereken bir is oldugunu bildigimde,
cezbedici diger seylere karsi koyabilirim.

46. Kendimi anin heyecamna kapihrken bulurum.

47. Giinlimiiz hayat fazla karmasik; gecmisin daha
basit hayatim tercih ederdim.

48. Arkadaslarimin Gngériilebilir davranmalanndansa

spontane davranmalarm tercih ederim.

49, Diizenh olarak tekrarlanan aile ritiiellen ve
geleneklerini severim.

50. Gegmiste basima gelen kiti seyler diisiindiriim.

51. Eger benim ilerlememi saglayacaksa, zor ve
ilging olmayan gérevlerde calismaya devam ederim.

52. Kazandiklarim bugiin keyif igin harcamak,
yarmin giivencesi icin biriktirmekten daha iyidir.

53. Genellikle sans, siki calismaktan daha 1y1 sonug
getirir.

54. Hayatta kacirmus oldugum iyi seyler hakkinda
diisiiniirim.

55. Yakn iliskilerimin tutkulu olmasim severim.

56. Islerimi yetistirmek icin her zaman vakit
olacaktir.
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BECK DEPRESSION INVENTORY

Asafida, kisilenin ruh durnmlanm ifade ederken kullandiklan baz efimleler verilmistir. Her madde, bir
gesit ruh durumunu anlatmaktadir. Her maddede o ruh durumunun derecesini belirleyen 4 secenck
vardir. Liitfen bu segencklen dikkatle okuyunuz. Son bir hafta icindeki (su an dahil) kendi
durumunuzu giz iniinde bulundurarak, size en uygun ifadeyvi bulunuz. Daha sonra o maddenin
yvanmindaki harfin tizenne (X) 1sarcti koyunue.

1.

{a) Kendim iizgiin hissctmiyorum.

{b) Kendimi fizgiin hissediyorum.

() Her zaman igin fizginiim ve kendimi bu duygudan kurtaramyorum.
(d) Oylesine lizgiin ve mutsuzum ki dayanamiyorum.

. {a) Gelecekten umutsuz degilim.

{b) Geleceie biraz umutsuz bakiyorum.
() Gelecekten bekledigim highir sey yok.
{d) Benim 1¢in bir gelecek yok ve bu durum diizelmeyecek.

. (a) Kendimi basarisiz gbrmiiyorum.

(b) Cevremdeki bir gok kisiden daha fazla basanisizhiklanm oldu sayilir.
() Genvye doniip baktigimda, ¢ok fazla basansizhifimin oldugunu gorivorum.
{d) Kendimi tiimiiyle basansiz bir insan olarak goriiyorum.

{a) Her seyden eskisi kadar zevk alabilivorum.

{b) Her seyden eskisi kadar zevk alamiyorum.

() Artik highir seyden gereek bir zevk alamiyorum.
{d) Bana zevk veren higbir sey yok. Her sey ¢ok sikict.

{a) Kendimi suglu hissetmiyorum.

(b) Arada bir kendimi suglu hissettifim oluyor.
() Kendimi gogunlukla suglu hissediyorum.
{d) Kendimi her an igin suglu hissediyvorum.

{a) Ceralandinldigim diistinmiiyorum.

{b) Bam seyler igin cezalandinlabilecefim hissediyorum.
() Cezalandinlmay: bekliyorum.

{d) Cezalandinldigiom hissediyorum.

{a) Kendimden hosnutum.

{b) Kendimden pek hosnut degilim.
() Kendimden hi¢ hoslanmiyorum.
(d) Kendimden nefret ediyorum.

{a) Kendimi difer insanlardan daha kétii gérmiiyorum.
(b) Kendimi zayifliklanm ve hatalanm igin elestinyorum.
() Kendiom hatalarim i¢in gogu zaman sugluyorum.

{d) Her kétii olayda kendimi sugluyorum.



9. (a) Kendimi 6ldiirmek gibi diisiincelerim yok.
(b) Bazen kendimi dldiirmeyi diisiiniivorum, fakat bunu yapmam.
(¢) Kendimu ldiirebilmeyi isterdim.
(d) Bir firsatim bulsam kendimi éldiiriirdiim.

10. (a) Her zamankinden daha fazla agladifim sanmiyorum.
(b) Eskisine gére su siralarda daha fazla aghyorum.
(c) Su siralarda her an agliyorum.
(d) Eskiden aglayabilirdim, ama su siralarda istesem de aglayamiyorum.

11.(a) Her zamankinden daha sinirli degilim.
(b) Her zamankinden daha kolayca sinirlemiyor ve kiziyorum.
(c) Cogfu zaman sinirliyim.
(d) Eskiden sinirlendifim seylere bile artik sinirlenemiyorum.

12. (a) Diger insanlara kars: ilgimi kaybetmedim.
(b) Eskisine giére insanlarla daha az ilgilivim.
(c) Diger insanlara kars: ilgimin ¢ogunu kaybettim.
(d) Diger insanlara kars: hig ilgim kalmad.

13. (a) Kararlarin eskisi kadar kolay ve rahat verebiliyorum.
(b) Su siralarda kararlarimi vermeyi erteliyorum.
(e) Kararlanmi vermekte oldukea giigliik ¢ekiyorum.
(d) Artik hi¢ karar veremiyorum.

14. (a) Dis gbriiniisiimiin eskisinden daha kitii oldugunu sanmiyorum.
(b) Yaslandigim ve ¢ekiciliimi kaybettiginmi diisiiniivor ve iiziiliivorum.
(c) Dis girintsiimde artik degistirilmesi miimkiin olmayan olumsuz degisiklikler
oldufunu hissediyorum.
(d) Cok ¢irkin oldugumu diisiiniiyorum.

15. (a) Eskisi kadar iy1 ¢ahsabiliyorum.
(b) Bir isc baslayabilmek icin eskisine géire kendimi daha fazla zorlamam gerekiyor.
(c) Hangi 1s olursa olsun, yapabilmek igin kendimi gok zorluyorum.
(d) Higbir 15 yapamiyorum.

16. (a) Eskisi kadar rahat uyuyabiliyorum.
(b) Su siralarda eskisi kadar rahat uyuyamiyorum.
(c) Eskisine giire 1 veya 2 saat erken uyamyor ve tekrar uyumakta zorluk ¢ekiyorum,
(d) Eskisine gére ¢ok erken uyamyor ve tekrar uyuyamiyorum.
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17. (a) Eskisine kiyasla daha gabuk yoruldufumu sanmiyorum.
(b) Eskisinden daha gabuk yoruluyorum.
(&) Su siralarda neredeyse her sey bem yoruyor.
(d) Oyle yorgunum ki highir sey yapamiyorum.

18. (a) Istahim eskisinden pek farkh degil.
(b) Istalum eskisi kadar 1y1 degil.
(c) Su siralarda istahim epey kotii.
{d) Artik hig 1stahim yok.

19. (a) Son zamanlarda pek fazla kilo kaybettigimi sanmiyorum.
(b) Son zamanlarda istemedifim halde ii¢ kilodan fazla kaybettim.
{c) Son zamanlarda istemedigim halde bes kilodan fazla kaybettim,
(d) Son zamanlarda istemedigim halde yedi kilodan fazla kaybettim.

Daha az yemeye cahsarak kilo kaybetmeye calisiyorum.  Evet( ) Hawil )

200, (a) Sagh@im beni pek endiselendirmiyor.
(b) Son zamanlarda agr, siz, mide bozuklugu, kabizhik gibi sorunlanm var.
(e) Agr, s1z1 gibi bu sikantilanm beni epey endiselendirdifi igin baska seyleri diisiinmek
zor geliyor.
(d) Bu tir sikintilanm beni &ylesine endiselendinyor ki, artik baska highir scy
diislinemiyorum.

21.(a) Son zamanlarda cinsel yasantimda dikkatimi ¢eken bir sey yok.
(b) Eskisine oranla cinsel konularla daha az ilgilenivorum.
(e) Su siralarda cinsellikle pek ilgili degilim.
(d) Artik cinsellikle hicbir ilgim kalmad.



CHILDHOOD TRAUMA QUESTIONNAIRE (CTQ)
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Bu sorular gocuklugunuzda ve ilk gengliinizde (20 yasmndan &nce) basimza gelmis olabilecek baz olaylar
hakkindadir. Her bir soru igin sizin durumunuza uyan rakam isaretleyiniz. Sorulardan bazlan dzel yasarmmzla
ilgilidir; littfen elinizden geldigince gercege uygun yamt veriniz. Yamitlanmz gizh tutulacaktir.

Cocuklugumda ya da ilk gencligimde...

(n
Hichir
Zaman

(2)

Madiren

(3)
Faman
ZAMAN

i4)
Sik sk

(5)
Cok sik

1. Evde yeterli yemek olmadigindan ag
kalirdim.

2. Benim bakimimi ve giivenligimi iistlencn
birinin oldugunu biliyordum.

3. Ailemdekiler bana “salak”, “beceriksiz”
va da “tipsiz” gibi sifatlarla seslenirlerdi.

4. Anne ve babam ailelerine bakamayacak
kadar siklikla sarhos olur ya da uyusturucu
alirlard.

5. Ailemde énemli ve dzel biri oldugum
duygusunu hissetmeme yardime: olan biri
vardu

6. Yirtik, stikiik ya da kirli giysiler igerisinde
dolasmak zorunda kalirdim.

7. Sevildigimi hissediyordum.

8. Anne ve babamin benim dogmus olmam
istemediklerimi diisiiniiyordum.

9. Ailemden birisi bana dyle kit vurmustu
ki doktora ya da hastaneye gitmem
gerckmisti.

10. Ailemde baska tiirlii olmasimi istedigim
bir sey voktu.

11. Ailemdekiler bana o kadar siddetle
vuruyorlard: ki viicudumda morarti ya da
siyriklar oluyordu.

12. Kayis, sopa, kordon ya da baska sert bir
cisimle vurularak cezalandinhiyordum.

13.  Ailemdekiler  birbirlenne  ilgi

giasterirlerdi.
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(n
Hichir
zaman

(2)

Madiren

i3)
Faman
Zaman

(4)
Sik sik

(5)
Cok sik

14. Ailemdekiler bana kiner ya da
saldirganca stzler stvlerlerdi.

15. Vileutga kotiiyve kullamlmis olduguma
{déviilme,itilip kakilma vb.) inamyorum.

16. Cocuklugum miikemmeldi.

17. Bana o kadar k&t vuruluyor ya da
déviilityordum ki1 6gretmen, komsu ya da bir
doktorun bunu farkettifn oluyordu.

15. Allemde birisi benden nefret ederds.

19. Ailemdekiler kendilenm  birbirlerine
yvakin hissederlerdi.

20. Birisi bana cinsel amagla dokundu ya da
kendisine dokunmamu 1stedr.

2]1. Kendisi ile cinsel temas kurmadifim
takdirde beni varalamakla va da bemim
hakkimda yalanlar séylemekle tehdit eden
birisi vard.

22. Benim ailem diinyanin en 1yisiydi.

23. Birisi beni cinsel seyler yvapmaya ya da
cmnsel seylere bakmaya zorlad.

24. Binsi bana cinsel tacizde bulundu.

25, Duygusal bakimdan kotiiyve kullamlmms
olduguma  (hakaret, asagilama  vb.)
Inanyorum.

26. Ihtiyacm oldugunda beni  doktora
gitiirecek birisi vard.

27. Cinsel balomdan kétiiye kullanilms
olduguma mamyorum.

28, Ajlem benim icin bir giic ve destek
kaynag idi.
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BARRATT IMPULSIVENESS SCALE SHORT FORM (BIS-11)

insanlar farkh durumlarda gosterdigi dissiince ve davramislan ile birbirlerinden aynlirlar. Bu test bazi durumlarda
nasil disindigindzi ve davrandigimz &lgen bir testtir.,

Litfen her cimleyi okuyunuz ve size en dogru gelen cevabi isaretleyiniz.

Cevaplamak igin gok zaman ayirmayiniz. Hizh ve diristge cevap veriniz.

Madiren/ Hemen her
raman, Her
Hichbir zaman Bazen Siklikla Farman

1 | Islerimi dikkatle planlarim.

2 | Diisiinmeden is vaparum.

3 | Dikkat etmem.

4 | Ugusan disiincelerim var.

5 | Dikkatli diisiinen birisiyim.

6 | Is giivenligine dikkat ederim.

7 | Diistinmeden bir seyler séylerim.

8§ | Diistinmeden hareket ederim.

9 | Zor problemler ¢ézmem gerektifinde
kolayea sikahinim.

10 | Aklima estigi gibi harcket ederim.

11 | Diisiinerek hareket ederim.

12 | Diistinmeden alisveris yaparm.

13 | Hobilerimi degistiririm.

14 | Kazandigimdan daha fazla harcanm.

15 | Gelecegini diisiinen birisiyim.
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STATE-TRAIT ANXIETY INVENTORY (STAI)

Asamda kisilernin kendilerine ait duygulanm anlatmada kullandiklan bir takim ifadeler verilmistir. Her ifadeyi
okuyun, sonra da o anda nasil hissettifinizi ifade eden segenegi isaretlemek suretiyle belirtin. Dogru ya da
yvanhs cevap yoktur. Herhangi bir ifadenin fizerinde fazla zaman sarfetmeksizin amnda nasil hissettiginizi
gisteren cevab isaretleyin.

=

z

APE

g2 |2 |

= |2 || -
. [Suanda sakinim (] @ 3] &
2. [Kendimi emniyette hissediyorum (1| 2y (3] (4)
3 | Su anda sinirlerim gergin (] @) (3| 4
4 Pismanlik duygzusu icindeyim ({2 (3)] 4
5. | Su anda huzur igindeyim (1| 2y 3] 4
6  |Suanda hig keyfim yok ({2 (3)] 4
7 Basima geleceklerden endise ediyorum (1y | (23 (3] (4)
% |Kendimi dinlenmis hissediyorum (| 2 3] 4
9 | Suanda kaygihyim | @ 3] &
10. |Kendimi rahat hissedivorum (1] (2] (3| &)
I1. |Kendime giivenim var (| @y 3] @
12 | Su anda asabim bozuk (1| 2y (3] (4)
13 | Cok sinirliyim (| 2 (3)] 4
14 | Sinirlerimin ¢ok gergin oldugunu hissediyorum (1| (23 (3] (&)
15. |Kendimi rahatlamus hissediyorum (| 2 (3)] 4
6. | Su anda halimden memnunum (1| 2y (3] (4)
17 | Su anda endiseliyim (] @ G @
18 |Heyecandan kendimi saskina dénmiis hissediyorum (D 2 3] 4
19. [Su anda sevingliyim (| 2 (3)] 4
20. |Su anda keyfim yerinde. (| 2y (3)] 4
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E E = E =

2 88 |5 |5 &

s 5|8 |x |8

£ 2 S |Z 5

T < =
21. |Genellikle keyfim yerindedir (1) 2y | (3 4)
22 | Genellikle gabuk yorulurum (1) 2y 3 4)
23 | Genellikle kolay aglanim (1) 2y | (3 4)
24 |Baskalan kadar mutlu olmak isterim (1) | (2] 3) 4)
25 |Cabuk karar veremedigim icin firsatlan kacgirinm (1) 2y | 3 4)
26. | Kendimi dinlenmis hissediyorum (| (@] 3 4)
27. | Genellikle sakin, kendine hakim ve sogukkanliyim (1| @] (3 4)
28 | Glgliklerin yenemeyecedim kadar biriktigini hissederim (1 | ()] 3 4)
29 | Onemsiz seyler hakkinda endiselenirim (1) 2y | (3 4)
30. | Genellikle mutluyurn (1) 2y | (3 4)
31 [Herseyi ciddiye alir ve endiselenirim (1) 2y 3 4)
32 |Genellikle kendime glivenim yoktur (1) 2y | (3 4)
33. |Genellikle kendimi emniyette hissederim (1) 2y | (3 4)
34 |Sikintih ve gl durumlarla karsilasmaktan kagininm (1) 2y | 3 4)
35 | Genellikle kendimi hiiziinld hissederim (1 | @] 3 4)
36. |Genellikle hayatimdan memnunum (1) 2y | 3 4)
37 | Olur olmaz distnceler beni rahatsiz eder (1) | @] 3) )
38 |Hayal kinkhklarini dylesine ciddiye alinm ki hig (| (2] 3 (4)

unutamam

39. |Akl basinda ve kararli bir insarmm (1) 2y 3 4)
40 |Son zamanlarda kafama takilan konular beni tedirgin (1) 2y [ (3 4)

ediyor
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Appendix C: Debriefing Form

Arastirma Sonrasi Bilgilendirme Formu

Arastirmaya katiliminiz i¢in tesekkiir ederiz. Katilimcilarin arastirma hakkinda
bastan bilgi sahibi olmasi, cevaplarini ya da tepkilerini etkilemek yoluyla aragtirmanin
gegerliligini bozabilir. Bu nedenle baslangigta size bu arastirmada karar alma
mekanizmalari ile bazi kisisel 6zellikler arasindaki iliskiye dair bilgi edinilmesi
amaglandig1 sOylenmisti. Bu aragtirmada esas olarak obezitede zaman perspektifi ve
gecmis negatif yasantinin risk alma davranisi ile iliskisini incelemek amaglanmustir.
Arastirmanin saglikli yiirlimesi agisindan bu bilgileri heniiz arastirmaya katilmamis

ancak katilma olasilig1 olan kisilerle paylasmamanizi rica ederiz.
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Appendix D: Social and Human Sciences Ethical Committee of Yeditepe University

M

YEDITEPE UNIVERSITESI REKTORLUGU

14.06.2021
Say1 : E.50532705-302.14.01-909

Konu : Selin Kilickaya Kurul Onay1

ILGILI MAKAMA

Universitemiz Sosyal Bilimler Enstitiisii Klinik Psikoloji Yiiksek Lisans Ogrencisi Selin
Kilickaya’nin "The Relationship of Time Perspective and Negative Past Experiences with Risk Taking
Behavior in Obesity" bashkl arastirma onerisinin beseri bilimler etik standartlarina uygunluguna iliskin
Yeditepe Universitesi Beseri ve Sosyal Arastirmalar Etik Kurul Onay1 ekte sunulmustur.

Gerekli iznin verilmesi hususunu bilgilerinize arz ve rica ederim.
imza
Prof. Dr. Fatma Yesim EKINCI

Rektér a.
Rektor Yardimcisi

Ek: Etik Kurul Onay1.pdf



