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ZOUQmVA e TPONYOVUEVEG EPEVVEG, O GYOAMKOS EKPOPIGHOG OTNV Toudik NAKia
(ZEITH) amoteAel £va amd TOVG SNUAVTIKOTEPOVS TAPAYOVTEG KIVODVOL Y1 TNV avATTTLEY
STPOPIKAOV SATUPAY DV KOl VITO-KAIVIKOV GUUTTOUATOV TOV OL0TPOPIKDV SL0TOPAy DV,
OGS TIS droTapayEVES OOTPOPIKEG CLUTEPLPOPES (AAY). QoTdG0, TAPA TO EUTEIPUCH
gupruata Tov VodekvHoLvy Tig AAY g mbavéd anotédespo tov XEITH, onpovtikd
EPOTALLOTA TOPAUEVOLV OAHTEPO OGOV APOPH TOVG UNYOVIGHOVS TOV EUTAEKOVTOL GTIV
avdntuén AAY katd v avadvopevn evniikioon. Ta vynid tocootd AAX 6TV ovadLOUEVT
EVNAIKI®MOT Kol Ol APVNTIKEG COUOTIKEG KO YOYOAOYIKES EMMTTAOCELS TOV £(OVV GUGYETIOTEL LLE
11 AAX vtoypoappiouy v avaykn yuo £yKopo EVIOMIGUO Kol GTOYXEVUEV®V TapeRPicemv
Y10 TOV GUYKEKPIUEVO TANOLGUO.

[TpopApata onv avdmtuén e TonTdTTAS, KOOMG Kol 01 SVCKOAES GtV pLOUIOT
ocuvaeONUATOV EYouV ETaVEMUUEVE GUOYETIOTEL pe TV avamTuén AAX oty Bipioypaoeia.
Q¢ ek TovTOL, N TOPOVCA EpeLVA PAPUOLEL TNV HEBOSO LUKTAG TPOGEYYIoTG Yia Vo €eTdoet
TS 0VTO1 01 TOPAYOVTEC GUUPAAAOVY GTN OYECT LETAED TOV APVNTIKOV ETUTTOCEMDY TOV
YEITH kot g avantuéng AAX oty avadvopevn evnikioon. Zuykekpiuéva, 1 EUIECT) GYE0N
petald Tov apynTikadv emmtocemv Tov ZEITH kot ¢ avintuéng AAZ pécm g maboAoyikng
TOVTOTNTAG, KAOMG Kot 0 pLOGTIKOS pOAOG TG duoKoAiag pHBoN G GLVIIGONUAT®OY GTNV
oyxéon peto&d XEITH kot AAZ e€etdotnKav 6TV TOGOTIKH PACT), EVA 1) TOLOTIKN (Ao
e&étace Tmg o1 avadvudpevol eviilikeg mov €xovv vrootel XEITH Pidvouvv kot epumvedouvy Tig
AAX.

Koatd v didpreta g TOGOTIKNG ACNG, XOpNyNONKay d1ad1KTLOKE EPOTNUOTOAIYLN,
o€ 414 avadvopevoug evihkes. Ot vmobécelg e€etdotnKay ypnoyLorotdvtag Movtéia
Aopikov E&lomcewv. Ta anotedéopata amd TV TOGOTIKY GACT) VTOSEKVHOLV OTL OL
apvntikég emmtmoelg tov LEITH mpofiémovy v avdntuén AAZ oty avadvopevn

evnAkioon. Eriong, n éupeon oyéon petald tov apvntikdv emmtocemv tov ZEIH kot g



avATTLENG TNG LITEPPAYIOG GTNV OVALSLOUEVT] EVNAIKIOGT HEG® TNG TABOAOYIKNG aVATTVENG
™G TavTdHTNTOS VITOSTNPiYXONKE, TOVIoVTOS TOV ONUAVTIKO POAO TNG TAVTOTNTAG GTNV
avadvopevn evnikioon. Q6t6G60, 0 PLOUGTIKOS POAOG TNG dVGKOAING TNV PHOLUON
cuvasOnuatov oty oxéon XEITH kot AAZ dev vootnpiyOnke.

H mowotikn| pdon enkevipdbnke oty eE€taon g epnelpiog AAZ og avadVOUEVOVGS
eviAkeg ov Eyovv vrootel ZEITH, ypnoiponoidvrog nuidounuéveg cuvevtevéels. To detypa
™G 0e0TEPNG PAOTG ATOTEAEITO Ao €51 diTopa Ta omoio EMAEYNKAV e PACT) TO GKOP TOLG GTOL
epoTRaTOAOYLN TOV AAZ TG TPOTNS edong. H avdlvon twv cuveviedemv £ytve pe Baon
v Epunvevtikn @awvopevoloyikn Avédivon. Avo k0pieg katnyopieg Tpoékvuyay amd Ty
avdivon: 1) Attieg kot Tapdyovies mov Tupodotovv Tig AAY, 2) Agttovpyieg Kot unyovicpol
ocuvtnpnong tov AAX. Ta anoteAéopata amd TV TOLOTIKY GACT] VTOSEIKVHOLV OTL O
avadvopevol evidikes mov Exovv vootel ZEITH gpunvevovy tig AAZ pe Béorn tov TpoOTo mTov
avamtHyOnkay kot Tupodotodvtal, Kabds Kat pe Baon Tov Twg suvinpovvral. Kvpidtepa,
dmot®inke 0Tt 01 GLUUETEXOVTES Prdvouy Tig AAX TOVC MG ATOTELEC LA TG EUTELPLOG TOV
etyav pe tov XEITH. Ta amoteléopata amd TV TO0TIKN GACT) TG £PEVLVIS TAPEYOVY EMTAEOV
VTOGTNPLEN Y10l TO ATOTEAEGUATO TG TOGOTIKNG PACNG KOl TEPULTEP® TANPOPOPIES GYETIKA
LLE TOVG UNYOVIGHOVS avATTTLENG KOl GLVTHPNONG TOV AAX G€ aVOSVOUEVOVS EVIAIKES TTOV
Biwcav XEITH.

YVVOMKA, 1) TOPOVGO £PEVVO TAPEXEL TPOKATAPKTIKE EVPTLLATO TO OTTOT0
vroypappilovv to pédo tov ZEITH kot ¢ tantdmrag oty avdntuén AAX oty ovadvopevn
EVNAIKI®MOT, OTIMG EMIONG KO TEPALTEP® TANPOPOPIEG GYETIKA LE TO TS Ol AVAOVOUEVOL

eviAikeg ov éyovv vrootel ZEITH Bubvovy tic AAZ.

ABSTRACT



Childhood peer victimization (CPV) is a well-known risk factor for the development of
clinical and subclinical forms of eating disorders, including disordered eating behaviours
(DEBs). Despite the empirical evidence suggesting DEBs to be among the potential negative
outcomes associated with CPV, important questions still remain, particularly as to the
mechanisms involved in the development of DEBs once individuals enter emerging adulthood.
Given the high prevalence of DEBs in emerging adulthood and the potential severe physical
and psychological consequences associated with DEBs, there is a growing need for early
detection and the development of targeted interventions for this population.

Impairments in identity development have been repeatedly related to DEBs. Similarly,
difficulties in emotion regulation have shown to play an important role in the development and
maintenance of DEBs. The present thesis uses a cross-sectional mixed-method design to
examine how these factors contribute to the relationship between the harmfulness of the CPV
experience and the development of DEBs in emerging adulthood. Specifically, the indirect
relationship between CPV harmfulness and DEBs through pathological identity development,
as well as the moderating role of difficulties in emotion regulation in the relationship between
CPV harmfulness and DEBs were examined during the quantitative phase, whilst the
qualitative phase examined how emerging adults with a history of CPV interpret their
experiences with DEBs.

For the quantitative phase, 414 emerging adults completed an online questionnaire
assessing CPV, DEBs (restriction and binge-eating), identity development and difficulties in
emotion regulation. Data were analysed using Structural Equation Modelling. The results
indicated significant direct effects of CPV harmfulness on both restrictive and binge-eating
behaviours. More importantly, findings supported the indirect relationship between CPV

harmfulness and binge-eating through pathological identity development. However, the



moderation analysis did not support the moderating role of difficulties in emotion regulation in
the relationship between CPV harmfulness and DEBs.

The qualitative phase focused on examining how emerging adults with a history of
CPV interpret their experiences with DEBs. A subset of participants from the sample of phase
one was selected for the qualitative phase. In total, six participants who scored a specific
threshold on either measure of the DEBs were interviewed. The resulting transcripts were then
analysed using Interpretative Phenomenological Analysis. Two overarching themes were
identified: 1) Causes and triggers for DEBs and 2) Functions and maintaining mechanisms of
DEBs. The key idea from the qualitative findings is that participants experience and
understand their DEBs in terms of how they developed and are triggered, and in terms of how
they persist. Most importantly, their accounts suggest that they understand their DEBs as a
response to CPV experiences. The findings from the qualitative phase provide additional
support for the quantitative results and further insights into the mechanisms of the
development and maintenance of DEBs in emerging adults with a history of CPV.

The present thesis provides preliminary findings that highlight the role of CPV and
identity development in the development of DEBs in emerging adulthood, and further
understanding into how emerging adults with CPV history interpret their experiences with

DEB:s.
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Chapter One: Introduction

Eating disorders (EDs) are increasingly recognized as a serious worldwide public
health concern, especially for young adults. A significant amount of research has been
conducted over the years in an attempt to better understand the processes involved in the
development of EDs. Despite advancements in this area, the etiology remains unclear. Several
individual risk factors have been proposed including perfectionism (Locker, Heesacher, &
Baker, 2012); low self-esteem (Polivy & Herman, 2002); body dissatisfaction (Lavender &
Anderson, 2010); emotion dysregulation (Lavender et al., 2015); identity problems (e.g.,
Bruch, 1982; Polivy, Herman, & McFarlane, 1994; Verschueren et al., 2018); and
interpersonal trauma including peer victimization (Copeland, Bulik, Zucker, Wolke, Lereya, &
Costello, 2015). These in addition to other factors interact in complex ways that can lead to the
development of eating pathology.

Childhood peer victimization (CPV) is considered to be among the risk factors for the
development of eating pathology (e.g., Copeland, Bulik, Zucker, Wolke, Lereya, & Costello,
2015). Traditionally, bullying has been defined as an “aggressive behaviour or intentional
harm doing, which is carried out repeatedly and over time in an interpersonal relationship
characterized by an imbalance of power” (Olweus, 1993, pp. 8-9). While this definition has
been central in instigating research on the topic of bullying, recent empirical evidence has led
to some criticism of this definition (e.g., Liu & Graves, 2011). In face of this criticism, Volk,
Dane, and Marini (2014) proposed a newer definition of bullying: “bullying is aggressive
goal-directed behaviour that harms another individual within the context of a power
imbalance”, emphasizing the concepts of power, harm and goal-directedness (Volk, Dane, &
Marini, 2014). The concept of harm from this definition is central to the present thesis and is

referred to as “CPV harmfulness” throughout the thesis. While the literature suggests an



association between CPV and eating pathology (e.g., Frank & Acle, 2014; Engstrom &
Norring, 2002; Haines et al., 2006; Striegel-Moore et al., 2002), to our knowledge, no
previous study has used the concept of harmfulness when examining this relationship.

Another factor that has been incorporated in many theoretical accounts of EDs and is
considered among the key contributors to the development of eating pathology is emotion
dysregulation (e.g., Bruch, 1973; Hawkins & Clement, 1984; Heatherton & Baumeister, 1991;
Polivy & Herman, 1985). Emotion dysregulation is defined as a difficulty in one’s ability to
identify, understand, successfully control and cope with negative emotions (Gratz & Roemer,
2004). Research in this area highlights the occurrence of disordered eating as a response to
negative emotions and support the idea that disordered eating functions as a pathological
means that helps cope with negative emotion (e.g., Heatherton & Baumeister, 1991; Herman
& Polivy, 1988; Polivy, Herman, & McFarlane, 1994).

A number of researchers over the years have also identified pathological identity
development to be an important factor that is associated with the development of EDs and
most of them assume identity problems to precede eating pathology (e.g., Bruch, 1982;
Gonidakis et al., 2018; Verschueren et al., 2018). Briefly, it has been suggested that ED
symptomatology may originate from a lack of a clear definition of the self (i.e., identity
diffusion) that makes individuals more vulnerable to implement maladaptive search processes
(i.e., disordered eating behaviours) as a way to adopt a clearer sense of identity (Bruch, 1981,
1982). Previous research examining the concept of identity development in relation to eating
pathology has used measures that are based on a phenotypical structure and are either too
much focused on pathological identity development, disregarding normal variants of identity,
or on healthy identity development, disregarding pathological identity development (Goth et
al., 2012). Identity, however, is a highly complex psychological construct that involves social,

cognitive and pathology related qualities, and therefore it is important to examine identity



development using a scale that measures both healthy and disturbed identity development.
Goth and colleagues developed the Assessment of Identity Development in Adolescence self-
report questionnaire (AIDA; Goth et al., 2012) in an effort to assess pathology-related identity
development. The present thesis uses the AIDA questionnaire (Goth et al., 2012) as a measure
for identity development. Although there is some research on the relationship between identity
and eating pathology, no single study exists that uses the AIDA measure in the context of CPV
and eating pathology.
Statement of the Problem

Childhood peer victimization, identity development, emotion regulation and their
relationship with eating pathology has been examined to some extent. However, the research
to date has tended to focus on individuals with diagnosable eating disorders instead of
subclinical forms of EDs (i.e., disordered eating behaviours; DEBs). This is an important issue
given the high prevalence rate of subclinical forms of EDs in the general population (e.g.,
Ricciardelli & Yager, 2015). In addition, as with diagnosable eating disorders, DEBs have also
been associated with serious physical and psychological consequences (e.g., Fairburn, 2008).
More concerning is the fact that many individuals struggling with disordered eating may not
seek help because of the shame and secrecy that accompany these disorders (e.g., Hackler,
Vogel, & Wade, 2010). Given this information and the potential severe consequences
associated with DEBs, there is a growing need for early interventions that target prevention in
EDs. Accordingly, focusing on identifying specific risk and protective factors that influence
the development of DEBs is crucial as these behaviours often precede the development of
clinical diagnosable EDs (e.g., Torstveit, Rosenvinge, & Sundgot-Borgen, 2008).

The central aim of this thesis is to examine the effect of CPV in the development of
DEBs in emerging adulthood and how pathological identity development and the use of

maladaptive emotion regulation strategies contribute to this relationship. More specifically, the
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harmfulness of the CPV experience was examined as a risk factor for the development of
DEBs in emerging adulthood. While there is some literature for the relationship between CPV
and the development of eating pathology (e.g., Frank & Acle, 2014; Engstrom & Norring,
2002; Haines et al., 2006; Striegel-Moore et al., 2002), research on this subject has been
mostly restricted in the operationalization of peer victimization based on the frequency that
bullying incidence occur, with many measures considering repeated exposure to bullying
incidents in order to classify them as bullying (e.g., Solberg & Olweus, 2003). The problem is
that one single bullying incident can be as harmful as incidents that occur repeatedly over time
(Olweus, 2013). Because CPV experiences can result in numerous negative effects on the
psychological functioning and adjustment of the victim (e.g., Takizawa, Maughan, &
Arseneault, 2014), there is a need to investigate the effect of the whole range of bullying
experiences, including the less frequent but high in intensity incidents that can be harmful to
the victim. Therefore, the present thesis focuses on measuring the harmfulness from the CPV
experience rather than the frequency and perceived intensity separately. A greater focus on the
harmfulness of the CPV experiences could produce interesting findings that account more for
the association between CPV and DEBs in emerging adults.

In addition, most studies in eating pathology have been restricted to adult samples.
However, this thesis focuses on emerging adulthood that is a distinct life period between the
ages of 18-25 (Arnett, 2000, 2007). The typical onset of eating disorders is usually during
emerging adulthood (Steinhausen & Jensen, 2015), and DEBs seem to be prevalent during this
period (Liechty & Lee, 2013). During emerging adulthood, individuals are faced with
numerous changes in their life domains (Arnett, 2000), that can create a sense of uncertainty
and pressure to the individual resulting in mental health problems (e.g., Schulenberg,

Sameroff, & Cicchetti, 2004). Emerging adulthood is therefore of particular interest to the



present thesis as there may be implications for treatment and prevention programs that are
unique to this group.

Finally, few studies have used a combination of both quantitative and qualitative
approaches to investigate DEBs in emerging adults; even less so in those who have
experienced CPV. While there are some qualitative studies reporting on how individuals
experience EDs (e.g., Fox, Larkin, & Leung, 2011; Nordbo, Espeset, Gulliksen, Skarderud, &
Holte, 2006), little is known about how emerging adults who also have a history of CPV
experience DEBs and how they make sense of the CPV experience in relation to their current
DEBs, providing rationale for the qualitative phase of the current thesis. Increasing
knowledge, understanding and awareness surrounding emerging adults’ unique meanings
attributed to their experiences with DEBs could not only complement the quantitative results
of the present thesis but also provide insight into the mechanisms of the development and
maintenance of DEBs in emerging adults with a history of CPV. The present thesis, therefore,
uses an exploratory mixed-method design to explore the complex relationship between CPV

and DEBs in emerging adults.



Chapter Two: Literature Review

Eating Pathology

Eating disorders are marked by a persistent disturbance in eating behaviours that result
in physical and psychological impairments. Anorexia nervosa (AN), Bulimia Nervosa (BN)
and Binge-Eating Disorder (BED) are three primary diagnoses under the Feeding and Eating
Disorders section of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5;
American Psychological Association, 2013). Anorexia nervosa (AN) is characterised by
severe restriction of food intake, which leads to a significant low body weight. It is also
characterized by an intense fear of gaining weight or becoming fat, and a disturbance in the
way body shape and weight are experienced. Bulimia nervosa (BN) is characterised by
repeated episodes of binge-eating and recurrent inappropriate compensatory behaviours in
order to prevent weight gain. Binge-Eating Disorder (BED), which is a new diagnosis added in
the DSM-5 (American Psychological Association, 2013), is described by repeated episodes of
eating large quantities of food, usually in a short period of time, accompanied by a feeling of
loss of control during the binge and feelings of shame, distress or guilt after the binge. In
addition to AN, BN and BED, there are five additional eating disorder diagnostic categories.
These include a) Pica, b) Rumination disorder, ¢) Avoidant/Restrictive Food Intake Disorder,
d) Other Specified Feeding or Eating Disorder and e) Unspecified Feeding or Eating Disorder
(DSM-5; American Psychiatric Association, 2013).

The lifetime prevalence of AN, BN and BED in the general population is estimated to
be 0.21%, 0.81% and 2.22% respectively (Qian et al., 2013). Despite the relatively low
prevalence rates of ED diagnoses, subclinical forms of EDs (i.e., disordered eating behaviours;
DEBs) that do not meet the formal diagnostic criteria of EDs are very common, with
prevalence rates ranging from 4% to 16% in the general population (e.g., Ricciardelli &

Yager, 2015).



Disordered Eating Behaviours (DEBs) include a wide range of abnormal eating
behaviours (e.g., restriction of food, overeating, binge-eating, unhealthy dieting, using
different means to control weight) many of which are shared with the diagnoses of EDs
(DSM-5; American Psychiatric Association, 2013). However, what differentiates subclinical
forms of EDs from diagnosed EDs is the frequency that they are carried out and the level of
severity. Considering the heterogeneity of disordered eating symptoms, it’s helpful to consider
each symptom separately instead of grouping them all in one. Behaviours that are especially
relevant for the present thesis include restrictive eating and binge-eating behaviours.
Restrictive eating consists of behaviours such as severely restricting food intake, frequent
meal skipping and fasting. Binge-eating involves eating a larger amount of food than most
people would eat in a discrete period of time with a sense of lack of control over eating during
that time (DSM-5; American Psychiatric Association, 2013).

Even if DEBs alone are considered subclinical forms of EDs, their presence is still of
high concern as they are considered to be a strong risk factors for more severe eating
pathology, including a future diagnosis of EDs (e.g., Torstveit, Rosenvinge, & Sundgot-
Borgen, 2008). Disordered eating behaviours have also been associated with adverse physical
(i.e., difficulties concentrating, poor sleep and low energy, affecting the individual’s ability to
participate fully in educational and professional contexts) and psychological consequences
(i.e., difficulty concentrating due to preoccupation with food and social withdrawal) (e.g.,
Fairburn, 2008). Given the potential severe consequences associated with EDs interventions
that target prevention in EDs are essential since patients with an ED are very often resistant to
treatment and high drop-out and relapse rates are common (Fairburn & Harrison, 2003).
Moreover, shame and secrecy often accompany these disorders and thus individuals with
eating pathology are less likely to seek help (e.g., Hackler, 2010). Accordingly, focusing on

identifying specific risk and protective factors that influence the development of DEBs is



crucial as these behaviours often precede the development of ED diagnoses (e.g., Torstveit,
Rosenvinge, & Sundgot-Borgen, 2008).
Childhood Peer Victimization

In recent years, there has been an increasing interest in the role of bullying in the
development of eating pathology (e.g., Copeland, Bulik, Zucker, Wolke, Lereya, & Costello,
2015). According to Olweus (1993), bullying is a chronic form of victimization that involves
repeated hurtful actions towards the other person and happens between peers. Building on
Olweus’s definition of bullying, researchers investigating bullying behaviours describe
bullying according to the following characteristics: (1) bullying behaviour is directed towards
the victim with the intention to harm or instil fear in the victim, (2) the behaviour occurs
repeatedly over a period of time, (3) occurs within the context of a social group, and (4) an
imbalance of power between the predator and the victim exists (Greene, 2000; Griffin &
Gross, 2004; Hawker & Boulton, 2000; Roth, Coles, & Heimburg, 2002; Olweus, 1993; Tritt
& Duncan, 1997). Bullying can take different forms such as, physical bullying (e.g., hitting),
verbal bullying (e.g., calling names) and relational (e.g., spreading rumours, exclusion and
rejection from social groups) (Griffin & Gross, 2004).

While Olweus’s definition of bullying has been central in the bullying research, recent
empirical evidence has led to some criticism of this definition (e.g., Liu & Graves, 2011). In
response to this criticism, Volk, Dane, and Marini (2014) proposed a newer definition of
bullying: “bullying is aggressive goal-directed behaviour that harms another individual within
the context of a power imbalance”, emphasizing the concepts of power, harm and goal-
directedness (Volk, Dane, & Marini, 2014). Central to the present thesis is the concept of
harm in the definition offered by Volk and colleagues (2014).

Harm is conceptualized as the product of both the frequency and the perceived

intensity of the bullying experience (Volk, Dane, & Marini, 2014). In their review, Volk and



colleagues (2014) discuss the importance of measuring the harmfulness from the bullying
experience instead of the frequency and perceived intensity separately as a way to capture the
whole range of bullying behaviours, including the less frequent but high in intensity incidents
that can be harmful to the victim. This proposition rests on literature indicating that single
bullying incidence can be as harmful as bullying incidence that are repeated over time (e.g.,
DeHue, Bolman, & Vollink, 2008; Olweus, 2013). To our knowledge, no previous study used
the concept of harmfulness when examining the relationship between CPV retrospective
reports and DEBs.

Childhood is considered the most critical stage of psychological development (e.g.,
Elder, 1998) and theorists argue that negative experiences during this developmental period,
including any form of traumatic experience, tends to increase individuals’ risk for mental
health disorders in adulthood (e.g., Duncan, Saunders, Kilpatrick, Hanson, & Resnick, 1996;
Jeronimus, Ormel, Aleman, Penninx & Riese 2013; Macmillan, 2001; Nurius, Green, Logan-
Greene, & Borja, 2015). The profound impact of childhood traumatic experiences on adult
mental health has been highlighted in studies indicating negative consequences on adults’
mental health resulting from events that occurred only in childhood that were not repeated in
adolescence or adulthood (Benjet, Borges, & Medina-Mora, 2010). It therefore follows that
traumatic experiences, including the experience of being bullied during childhood, can have
particularly detrimental effects in individuals’ later life.

Indeed, consistent evidence over the years has demonstrated that CPV is associated
with numerous negative effects on the psychological functioning and adjustment of the victim
at the time of victimization and several years later (e.g., Takizawa, Maughan, & Arseneault,
2014). Retrospective studies on college students who have reported being victims of bullying
during childhood and adolescents, for instance, have demonstrated that these individuals are at

a greater risk for developing mental health difficulties, including anxiety, depression and



problems in interpersonal relationships (e.g., McCabe, Miller, Laugesen, Antony, & Young,
2010; Newman, Holden, & Delville, 2005; Storch et al., 2004). In support of this, a meta-
analysis by Ttofi and colleagues (2011) showed that victims were more likely to have
depression up to 36 years after experiencing bullying (Ttofi, Farrington, Ldsel, & Loeber,
2011).
Childhood Peer Victimization and Disordered Eating Behaviours

Among the common negative consequences of CPV are EDs (e.g., Copeland, Bulik,
Zucker, Wolke, Lereya, & Costello, 2015). Engstrom and Norring (2002), using a
retrospective design, indicated that women with DEBs were more likely to report being bullied
during childhood. Likewise, Striegel-Moore and colleagues (2002) showed that women who
reported being bullied by peers in childhood were more likely to report binge-eating in
adulthood. Frank and Acle (2014) also found that 92% of the participants who had a diagnosis
of an ED reported that they have experienced peer victimization during their childhood as
well.

Few studies have examined the prospective association between CPV experiences and
DEBs and the results from such studies are mixed. For instance, Haines and colleagues (2006)
indicated that weight-related teasing predicted the development of DEBs in adolescence five
years later. Similarly, reports about weight and shape teasing by peers predicted later increases
in bulimic behaviours in adolescent girls (Wertheim, Koerner, &Paxton, 2001) and binge-
eating behaviour among girls and boys (Agras, Bryson, Hammer, & Kraemer, 2007). In
contrast, other studies utilizing prospective designs found that CPV was not prospectively
associated with DEBs and suggest that the relationship between the experience of peer
victimization and DEBs is only present at the time of victimization (e.g., Copeland et al.,

2015).
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Despite the evidence reviewed above suggesting DEBs to be among the potential
negative outcomes associated with CPV, important questions still remain particularly with
regards to the mechanisms involved in the development of DEBs once individuals enter
emerging adulthood. Previous research has focused on different self-cognitions as mediators in
the relationship between peer victimization and mental health outcomes (e.g., Hawker &
Boulton, 2000; Troop-Gordon & Ladd, 2005). The present thesis examines the role of
pathological identity development in the relationship between CPV and DEBs as it is
considered more relevant during emerging adulthood where identity formation is a central task
(Arnett, 2002).

Identity Development

According to Erikson (1968) and Arnett (2000), a core developmental task that
individuals are faced with during adolescence and emerging adulthood is the task of identity
development. Erikson (1950, 1968) was the first to formulate the concept of identity.
According to Erikson (1968), both identity synthesis and confusion define one’s identity
structure. Identity synthesis reflects a consolidated and coherent sense of identity and refers to
an individual’s ability to retain internal consistent set of values, goals and beliefs over time
and across contexts (Erikson, 1968). Individuals that score high on identity synthesis
experience a sense of self-continuity over time and across contexts (Erikson, 1968). Identity
confusion, on the other hand, indicates lack of self-knowledge and a failure to form an
integrated concept of self (Erikson, 1968; Lenzenweger, Clarkin, Kernberg, & Foelsch, 2001).
This lack of integration of the concept of self can have a major impact on how an individual
views the world and may include negative consequences, such as loss of capacity to commit to
values and goals, as well as to relationships that may lead to further negative consequences in
the individuals’ lives (Kernberg & Caligor, 2005). Provided that identity synthesis prevails

identity confusion, they can both be adaptable to some degree (Erikson, 1950).
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Building on Erikson’s theory, Marcia (1966, 1980) proposed the identity status
paradigm in which individuals can be categorised in one of four different identity statuses:
Achievement, Moratorium, Foreclosure and Diffusion. 1dentity diffusion results when an
individual does not form a consolidated identity and is considered to be a part of normal
development in most of the theories discussed above (i.e., Marcia, 1966). During the last two
decades many authors have proposed different models that expand on Marcia’s model (1966,
1980), such as the ‘Dual-cycle model’ by Luyckx and colleagues (2008).

In contrast to the non-pathological view of identity diffusion mentioned above, other
authors view identity diffusion as signifying an underlying pathological condition (e.g.,
Kernberg & Caligor, 2005; Lenzenweger et al., 2001). According to Kernberg (1986), identity
development lies on a continuum, with identity diffusion at one end and integrated identity on
the other end (Kernberg, 1986). Identity diffusion, according to Kernberg (1985), can manifest
to difficulties in impulse control, poor anxiety tolerance, and feelings of chronic emptiness.

Based on an integrated understanding of healthy and pathological identity
development, Goth and colleagues developed the Assessment of Identity Development in
Adolescence self-report questionnaire (AIDA; Goth et al., 2012) in an effort to assess
pathology-related identity development. The AIDA model distinguishes between two
domains: “Continuity” and “Coherence” that serve as substructures to the higher order
construct of “Identity integration” and “Identity diffusion”. The two scales are coded towards
psychopathology and are therefore named “Discontinuity” and “Incoherence”. High scores on
the “Discontinuity” and “Incoherence” scales indicate identity diffusion.

The construct of Continuity refers to the “emotional self-sameness with an inner stable
timeline” (Goth et al., 2012). Example items from the questionnaire illustrating the
Discontinuity construct include: “I feel I don’t really belong anywhere; I often don’t know

how I feel right now”. An individual who scores low on this construct will have stable
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identity-related values, goals, relationships and access to emotions that will enable him/her to
function autonomously. A high score, however, indicates discontinuity, which is associated
with no sense of belonging. The construct of Coherence refers to the sense of clarity of self-
definition based on self-reflective awareness (Goth et al., 2012). A lack of identity Coherence
(i.e., Incoherence) is associated with having poor access to cognitions and motives and being
suggestible and ambivalent (Goth et al., 2012). Example items from the questionnaire
illustrating the Incoherence construct include: “I often feel lost, as if I had no clear inner self; |
am confused about what kind of person I really am”.

The present thesis is based on the understanding of identity development offered by
Goth and colleagues (2012) and therefore uses the AIDA to assess identity development in the
sample.
Identity Development and Disordered Eating Behaviours

The idea that identity disturbances are associated with EDs has been around for many
years. Most researchers agree that identity problems precede EDs. For instance, Bruch (1978),
who defined AN as a “struggle for control, for a sense of identity, competence, and
effectiveness” (pp. 251), suggested that impairments in identity development can influence the
development of AN (Bruch, 1982). She argued that individuals who do not have a clear sense
of identity turn to body weight, a culturally valued and easily controlled domain, as a source to
evaluate one’s self and thus as a source for self-definition (Bruch, 1998). Disordered eating
behaviours, which provide clear and objective criteria on which to evaluate self are therefore
adopted by vulnerable individuals (McFarlane et al., 2001). From this perspective, individuals
fixate on body weight and exhibit DEBs as a means to compensate and cope with the lack of a
clear identity (Bruch, 1981, 1982).

Others examining the association between identity disturbance and DEBs focused on

the functional mechanism of DEBs (e.g., Heatherton and Baumeister, 1991; Herman and
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Polivy, 1988; Polivy, Herman, & McFarlane, 1994). In Heatherton and Baumeister’s escape
theory (1991), binge-eating is viewed as a way to “escape” from the distress associate with
self-awareness and negative thoughts about one’s identity through the process of mental
narrowing that shifts attention away from the self and onto stimuli in the environment (i.e.,
food). The process of mental narrowing helps individuals avoid negative thoughts about self
and focus on something pleasurable, such as food, resulting in binge-eating behaviour. Binge-
eating is maintained as it helps decrease the emotional distress that is related to the
individual’s sense of self (Heatherton & Baumeister, 1991).

There have been a number of empirical studies supporting the notion that identity
problems precede eating symptomatology. Vartanian (2009), for instance, indicated that
identity confusion predicted internalization of societal standards about weight and appearance
that in turn predicted the development of eating symptomatology in women. Additionally,
high levels of unstable perceptions of self were found to predict DEBs in adolescent girls
(Kansi, Wichstrpm, and Bergman, 2003). More recently, a cross-sectional study by Gonidakis
and colleagues (2018), indicated that the distinctive developmental tasks specific to emerging
adulthood, including identity exploration, were associated with DEBs in emerging adulthood
(i.e., unhealthy dieting, binge-eating, purging) (Gonidakis et al., 2018).

Recently, there has been an increasing interest in the reciprocal relationship between
identity development and eating symptomatology. As summarised in Verschueren and
colleagues’ (2020) review, identity diffusion can make someone more vulnerable to internalize
societal standards in regard to the perfect body ideal that in turn can be used as a source of
self-definition. This may promote the desire to be thin and elicit DEBs. Body image thus
becomes central to one’s identity and as a result, gaining weight could be considered as a
threat to one’s identity. This contributes to the development of a susceptible sense of self and

hence identity diffusion.
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In line with the above, Verschueren and colleagues (2018) examined the bidirectional
relationship between identity development and eating symptomatology using longitudinal data
and their findings support the idea of bidirectionality. More specifically, their findings
indicated that identity confusion predicted bulimic symptoms over time and that bulimic
symptoms predicted increases in identity confusion, supporting the notion that eating
symptomatology can also affect identity development. Similarly, Schupak-Neuberg and
Nemeroff (1993), in their study using a sample of individuals with symptoms of BN, reported
that those individuals exhibited less stability in their definitions of self and greater confusion
concerning their identity compared to a control group. They described that binge and purge in
these individuals served as a coping strategy, helping them regulate their identity.

Identity Development and Childhood Peer Victimization

Erikson (1968) emphasised the need for an average and predictable environment for
the development of a stable identity. Incidents, such as peer victimization are extremely
stressful experiences, especially during childhood and adolescence (Somerville, 2013) and,
like traumatic events, have the potential to disrupt the life of the individual. These incidents
cannot only affect the internal cohesion and sense of continuity of the victims but can also
contribute to the inability to function in social environments that can further affect identity
development. Moreover, it has been suggested that spending time with peers is crucial for
identity development as peers can offer a context that can enhance the exploration of different
norms and values and thus allow individuals to understand themselves better and develop their
own beliefs and values (Laible, Carlo, & Raffaelli, 2000; Nawaz, 2011). Accordingly, being
excluded from peer groups can influence the process of developing a coherent sense of
identity and result in pathological identity development. It is reasonable, thus, to suggest that

the experience of CPV can affect the process of identity development in a negative way.
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While theoretically possible, the role of identity development in the relationship
between CPV experiences and DEBs has not been investigated in previous research. Hoof and
colleagues (2008) examined the mediating role of personal identity in the relationship between
peer victimization experience and depressive symptoms. The results of this study indicated a
partial but significant mediation of personal identity, suggesting that the effect of peer
victimization on the development of depressive symptoms is predominantly based on
adolescents’ personal identity. Based on their findings, they proposed that peer victimized
adolescents experience more difficulty in integrating their different identities across different
contexts, leading to a sense of not being the same person across different contexts. This, in
turn, contributes to the development of depressive symptoms (Hoof et al., 2008). Such
findings highlight the crucial role of identity development when examining the consequences

of CPV.

Emotion Regulation

Emotions arise when a situation is appraised as being important to the individual and are
generally defined as biologically based reactions that help individuals respond adaptively to a
critical situation (Levenson, 1994). Emotions vary in their frequency, type, duration, and
intensity and are often triggered automatically, outside of awareness (e.g., Gross & Munoz,
1995; LeDoux, 1995). Once emotions are triggered, they involve changes in behavioural,
physiological and subjective responses that prepare the individual to respond adaptively to the
critical situation (Ekman, 1992). Although emotions, due to their imperative quality, can
interrupt ongoing activities and change subjective experiences and physiological responses,
they do not force us to act in certain ways (Frijda, 1988), they only increase the probability
that we will respond in a specific way. This aspect of emotions gives rise to the possibility of

regulating emotions (e.g., exaggerate or diminish them).
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Emotion regulation is a concept that over the years has been defined in many different
ways (e.g., Kring & Werner, 2004). The most influential definition is by Gross (1998b), who
defined emotion regulation as “the processes by which individuals influence which emotions
they have, when they have them, and how they experience and express these emotions”
(Gross, 1998b, pp. 275). According to this definition, that places emphasis on intrinsic factors
in regulating emotions, emotion regulation may include alterations in the duration and
intensity of the experience of emotion, as well as the behaviour and physiology that result of
that emotion. In contrast, Thompson (1994) emphasised the role of extrinsic factors in
regulating emotions, specifically the influence of other people in emotion regulation
(Thompson, 1994).

According to a functionalist perspective, emotions are important for facilitating adaptive
responses to challenging situations (Thompson & Calkins, 1996). For example, fear is an
emotion that motivates people to fight, fly or freeze in order to survive in threatening
situations. In conceptualizing emotion regulation, researchers supporting the functional nature
of emotions emphasised the importance of being aware and understanding the emotions of
oneself and suggested that adaptive emotion regulation involves the monitoring, evaluation
and modification of the intensity and duration of an emotional experience (Thompson &
Calkins, 1996). In 1996, Hayes and colleagues also emphasised the importance of accepting
emotional experiences rather than trying to control or avoid them. Specifically, they suggested
that attempts to avoid or control emotional experiences may increase emotion dysregulation,
which in turn may increase the risk for psychological disorders (Hayes, 1996). In contrast,
other authors emphasise the importance of reducing emotional arousal and controlling
emotional responses through the process of emotion regulation (Cortez & Bugental, 1994;

Garner & Spears, 2000).
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Adaptive emotion regulation also requires the consideration of one’s long-term goals
and values in a given situation and the ability to modulate/express emotional responses that are
in line with those goals and values (Linehan, 1993). It requires flexibility in the use of emotion
regulation strategies, to be able to inhibit inappropriate behaviours when experiencing
negative emotions to allow the individual to behave in accordance with his/her goals and
values (Cole, Michel, & Teti, 1994; Linehan, 1993; Thompson, 1994).

The present thesis is based on the conceptualization of emotion regulation offered by
Gratz and Roemer (2004), who used the above empirical work and suggested that emotion
regulation comprises of four dimensions: a) awareness and understanding of emotions, b) the
acceptance of emotions, c) the ability to successfully control impulsive behaviour and engage
in goal-directed behaviours when experiencing negative emotions, and d) the ability to use the
appropriate emotion regulation strategies. Based on these four dimensions they developed the
Difficulties in Emotion Regulation Scale (DERS) that comprises of six factors/processes: a)
acceptance of emotions, b) ability to engage in goal-directed behaviours, c) ability to control
impulsive behaviours in emotional situations, d) ability to modify emotion regulation based on
the situation that one is, €) awareness of emotions, f) ability to understand emotions (Gratz &
Roemer, 2004). The DERS assesses emotion regulation strategies that are not adaptive and
therefore allows the identification of dysfunctional emotion regulation strategies in
individuals. This is why the DERS is considered a useful measure when studying
psychopathology (Bloch, Moran, & Kring, 2010).

It is commonly agreed that emotion regulation abilities have a key role in many mental
health disorders. Indeed, difficulties in emotion regulation are referred in many diagnostic
criteria required for the diagnosis of several psychological disorders in the DSM-5 (American
Psychiatric Association, 2013). For instance, the “fear of gaining weight” in the diagnostic

criteria for AN indicate difficulties in regulating emotions.
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Difficulties in emotion regulation may arise in various ways. For instance, when
emotion regulation strategies are not implemented properly (i.e., inflexible, context-
insensitive), when the emotions are very intense, or when emotion regulation strategies have
not been developed (e.g., Farach & Mennin, 2007). Emotion regulation strategies are
considered maladaptive when the resulting emotional response does not change in the
anticipated way (i.e., the negative emotion does not decrease) or when the negative long-term
consequences that occur because of the changes in emotion are more compared to the benefits
of the short-term consequences (Werner & Gross, 2010). Given that emotion dysregulation is
implicated in many psychological disorders (e.g., Kring & Bachorowski, 1999), it can be
argued that emotion regulation abilities may influence the development of such disorders,
including EDs. The following paragraph focuses on describing the role of emotion regulation
in eating symptomatology.

Emotion Regulation and Disordered Eating Behaviours

The relationship between emotion regulation difficulties and pathological eating at the
subclinical and clinical level is well established (Lavender et al., 2015). The association
between eating disorders and emotion dysregulation was initially reported in 1962 by Bruch
who observed that individuals diagnosed with AN had significant difficulty in identifying and
expressing different emotional states.

The issue has grown in importance in light of more recent findings highlighting the
existence of emotion regulation difficulties in individuals who endorse DEBs. For instance,
DEBs have been associated with emotion regulation difficulties in non-clinical samples (e.g.,
Cooper, O’Shea, Atkinson, & Wade, 2014; Wollenberg, Shriver, & Gates, 2015). When
examining certain emotion regulation deficits in clinical samples, difficulties in identifying
and describing emotions have been shown to be more prevalent in AN (Hatch et al., 2010);

BED (Carano et al., 2006) and BN (Harrison, Sullivan, Tchanduria, & Treasure, 2009). In

19



addition, emotional suppression, avoidance of emotions, rumination and use of self-destructive
behaviours are other emotion regulation strategies reported in individuals who exhibit DEBs
(e.g., Haynos & Fruzzetti, 2011). Restrictive eating has also been associated with unstable
self-concept, mood disorders, and substance abuse (e.g., Abebe, Lien, Togersen, & van Soest,
2012), while the experience of negative emotions in individuals with a diagnosis of eating
disorder has been associated with pathological eating behaviours (e.g., Stice, 2002). These
findings support the notion that individuals with DEBs have difficulties in emotion regulation.

Several theoretical models for EDs have been proposed highlighting the role of
emotions in EDs and how eating disorder behaviours regulate affect (e.g., Cooper, Wells, &
Todd, 2004; Fox & Power, 2009; Hawkins & Clement, 1984; Heatherton & Baumeister,
1991). In the theory of restraint eating, Polivy and Herman (1985), highlight the role of
negative emotions in triggering binge-eating. They suggested that when individuals restrict
their food intake, they are more likely to binge when a disrupting event, external or internal
occurs. Such events also include emotions, especially strong negative emotions.

Bruch (1973) argued that overeating could be a response to difficulties in identifying,
understanding, expressing and managing effectively internal physical (i.e., hunger) and
emotional (i.e., sadness) states. Individuals who have difficulty identifying and regulating their
emotions effectively may thus use food in an attempt to manage those negative emotions
(Bruch, 1973). The escape theory, as mentioned above, suggests that individuals cope with
emotional distress by binge-eating as it helps narrow their attention to immediate pleasurable
stimuli in their environment (e.g., food) and avoid experiencing internal distress associated
with self-awareness (Heatherton & Baumeister, 1991). These theories suggest that binge-
eating acts as an emotion regulation strategy, providing means of coping with negative
emotional states. Similarly, the Affect Regulation Model for BED (Hawkins & Clement,

1984) suggests that binge-eating is a response to negative affect and functions as a coping
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strategy that helps regulate negative affect by providing short-term relief and distraction from
negative stimuli (e.g., Heatherton & Baumeister, 1991; Polivy & Herman, 1993). In support of
these theories, various studies support the role of negative emotions in triggering binge-eating
(e.g., Kittel, Brauhardt, & Hilbert, 2015; Lavender et al., 2015).

Stress and negative emotions are triggers not only for binge-eating but restrictive
eating as well. Loss of appetite is considered a normal physiological response to emotional
arousal when distressed (Bruch, 1973). When stress is experienced, the fight-or-flight response
is activated that includes activation of the sympathetic nervous system. This activation results
in increased alertness and suppression of appetite and food intake as blood is diverted away
from the digestive system since it is not needed (e.g., Torres & Nowson, 2007).

Literature on restrictive eating as an emotion regulation mechanism is limited. While
there is some evidence supporting the function of restrictive eating as an emotion regulation
strategy (Haynos, Hill, & Fruzzetti, 2016), it is limited in clinical population with AN
diagnosis. Dieting and dietary restraint, constructs that are related to restrictive eating, have
been associated with emotion regulation deficits (Stapleton & Whitehead, 2014; Wollenberg,
Shriver, & Gates, 2015). However, it has been argued that such constructs reflect the intention
to restrict eating and not actual dietary restriction (Haynos, Field, Wilfley, & Tanofsky-Kraff,
2015). In support of the emotion regulation function of restrictive eating, a recent study
indicated that restrictive eating in non-clinical individuals was associated with specific deficits
in emotion regulation, including difficulties engaging in goal-directed behaviour, inhibiting
impulsive behaviour, and selecting appropriate emotion regulation strategies when distressed
(Haynos, Wang, & Fruzzetti, 2016).

The emotion regulation function of DEBs has been demonstrated in various studies.
For instance, Fox (2009), using qualitative data, also revealed that binge and purging

behaviours in women diagnosed with AN were mainly described as reducing anger, whereas
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restricting behaviours were used to distract individuals from negative feelings, such as
sadness, and as a soothing mechanism that temporally helped increase positive feelings and
self-esteem. Alpers and Tuschen-Caffier (2001) using a sample of individuals who binged,
indicated that there was a strong association between the experience of negative feelings and
wanting to eat despite the absence of hunger. Overeating in response to negative emotions was
also demonstrated in other studies. For instance, it has been shown that overweight, restrictive,
as well as healthy individuals increase their food intake in response to negative emotions
(Heatherton, Polivy & Herman, 1990; Newman, O’Connor & Conner, 2007). A metanalysis
by Haedt-Matt and Keel (2011) also concluded that individuals with BED or BN experience
increase in negative affect preceding their binge-episodes (Haedt-Matt & Keel, 2011). Such
studies highlight the occurrence of DEBs as a response to negative emotions and support the
idea that DEBs could act as an emotion regulation strategy.

Accordingly, it can be hypothesized that helping individuals learn how to better
regulate their emotions could decrease symptoms related to eating pathology. Indeed, a study
by Peterson and colleagues (2017) showed that a psychotherapy treatment that focused on
increasing emotion regulation abilities for BN was associated with improvements in the
frequency of binge-eating, as well as in cognitive symptoms related to eating disorder
(Peterson et al, 2017).

Further evidence for the existence of emotion regulation difficulties in individuals with
DEBs comes from studies that show high prevalence of alexithymia in individuals with
disturbed eating behaviours and with a diagnosis of EDs (e.g., Bydlowskiet al., 2005; Deborde
et al., 2008; Zonnevijlle-Bender et al., 2002). Alexithymia refers to a set of characteristics that
include a) difficulties in identifying feelings and differentiating between bodily sensations and
feelings, b) difficulties in communicating feelings, ¢) lack of imagination, and d) a concrete

cognitive style that is focused on the external environment (Sifneos, 1973). A consistent
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finding among individuals with eating pathology when each of these characteristics is
examined is that they show specific difficulties in identifying and communicating their
feelings. For instance, higher levels of disordered eating behaviours have been associated with
higher scores on the factors of The Toronto Alexithymia Scale-20 (TAS-20; Bagby, Parker, &
Taylor, 1994) that assess difficulties in identifying and describing emotions (e.g., De Berardis
et al., 2007). Moreover, Carano and colleagues (2006) found that the severity of BED was
predicted by deficits in identifying and describing emotions.

In summary, there is a robust body of literature suggesting that individuals with DEBs
experience difficulties in regulating their emotions. However, little is known about emotion
regulation abilities and how they influence the development of DEBs in emerging adulthood
within the context of early experiences of peer victimization. The following paragraph
examines the literature on the relationship between emotion regulation and CPV.

Emotion Regulation and Childhood Peer Victimization

Difficulties in emotion regulation have been a continuous concern within research on
early-onset interpersonal trauma and have been studied as both antecedents and outcomes
(e.g., Rosen, Milich, & Harris 2012). The present thesis aims to contribute to this growing area
of research by exploring how existing emotion regulation difficulties can influence the
relationship between CPV and the development of DEBs in emerging adulthood.

A considerable amount of literature has been published on emotion regulation in
individuals who have experienced trauma. Several studies highlight the difficulties in emotion
regulation, specifically in tolerating negative emotions in individuals with a history of
interpersonal trauma and consequently the desire to avoid these emotions (e.g., Briere &
Rickards, 2007). In addition, difficulties in regulating impulses in individuals with early-onset
trauma experience (Pelcovitz, van der Kolk, Roth, Mandel, Kaplan, & Resick, 1997), as well

as higher levels of alexithymia have been identified (e.g., McLean, Toner, Jackson, Desrocher,
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& Stuckless, 2006), suggesting possible deficits in emotion regulation abilities in those
individuals. Further evidence for the prevalence of emotion dysregulation in individuals with
interpersonal trauma history comes from Ehrin and Quack (2010) who found that individuals
with early-onset chronic interpersonal trauma scored higher on all the processes of emotion
regulation assessed by the DERS questionnaire (Ehrin & Quack, 2010).

In examining emotion dysregulation in victims of bullying, Spence and colleagues
(2009) found evidence of deficits in regulating the emotions of anger and sadness (Spence et
al., 2009). Similarly, Toblin and colleagues (2005) reported deficits in emotion regulation in
victims of bullying. Iyer, Kochenderfer-Ladd, Eisenberg, and Thompson (2010) examined
effortful control, a construct that refers to the ability of individuals to allocate their attention
and manage their emotions and thoughts, and indicated a negative association with peer
victimization. This finding suggests that individuals that are victims of bullying have a
decreased ability in managing their emotions and thoughts or in shifting their attention away
from negative emotions or memories associated with the experience of peer victimization
leading to heightened experience of negative emotions.

The evidence presented in this section suggests that emotion regulation difficulties are
prevalent in individuals who have experienced early interpersonal trauma, including peer
victimization. Such deficits in emotion regulation could create a risk for the development of
DEBs in those individuals. Given that emotion regulation is a highly trainable skill,
understanding its impact in the relationship between CPV experiences and DEBs is of primary
importance as it can be a strong area for intervention.

Experience of Living with Disordered Eating Behaviours

To date, qualitative research that is focused on the experience of binge-eating and
restrictive eating has been very limited and to our knowledge none has been conducted on how
emerging adults with a history of CPV interpret their experiences with DEBs. For instance, Eli
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(2015) examined how women with a diagnosis of BN and AN experience binge-eating. Using
a phenomenologically informed thematic analysis they analysed the interviews from sixteen
women and results revealed that participants described binge-eating as creating a sense of
release or fullness that replaced the existential sense of emptiness. The experiences of release
and fulness associated with binge-eating were suggested to contribute to the long-term
maintenance of binge-eating.

Espindola and Blay (2009) conducted a metasynthesis of qualitative studies about the
meaning that patients with AN ascribe to their disorder. Their analyses indicated that AN is
part of the patient’s identity. Specifically, the third-order synthesis defined two categories on
how individuals with AN understand their symptoms: 1) disease as identity and 2) systems
control. Disease as identity represents the role of AN in creating a sense of a structured
identity for individuals with AN. Increasing food intake and gaining weight for these
individuals is thus perceived as a threat to their identity. The second category, systems control,
represents the mechanisms that perpetuate AN. Espindola and Blay (2009) proposed that
individuals with AN express a need for control and success in controlling weight produces a
feeling of comfort, which contributes to the maintenance of AN. Similarly, in another
qualitative study that analysed 20 life-history interviews with women who have recovered
from AN, a common theme that emerged was the ‘lack of control’ as a significant factor that
contributed to the development of their disorder (Patching & Lawler, 2009). The need for
control has been central in the etiology and maintenance of EDs, particularly in AN. Bruch
(1978), for instance, holds the view that symptoms of AN, including restrictive eating,
represent desperate attempts to compensate for the lack of identity and lack of control, sense
of ineffectiveness, incompetence experienced in individual’s life that is common in AN.
Supporting this view, Slade (1982) posited that weight loss in AN gives individuals a sense of

control that they lack that helps them cope with negative affect experienced in their life. He
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suggested that controlling food intake gives individuals a sense of achievement as it is
perceived as a “successful behaviour in the context of perceived failure in all other areas of
functioning” (Slade, 1982, pp. 173). Similarly, other authors emphasise individual’s fear of
loss of control as contributing to the maintenance of AN (Crisp, 1995).

The research described above indicates that BN and AN are functional in a way and
are in line with results from quantitative studies mentioned above (e.g., Heatherton and
Baumeister, 1991). Similarly, Nordbo, Espeset, Gulliksen, Skarderud and Holte (2006)
interviewed eighteen women with AN to examine the meaning that individuals with AN
attribute to their symptoms and identified eight themes that support the functional role of AN.
In particular, Nordbo and colleagues (2006) reported that AN gave participants a sense of
security, mastery and self-confidence, helped them avoid negative feelings, achieve a sense of
identity and communicate their difficulties with other people, elicited care from others and for
some of the participants AN contributed to their wish to die.

Another useful study is by Nilsson, Abrahamsson, Torbiornsson and Hagglof (2007)
that focused on examining recovered patients’ understanding of how their AN emerged.
Results indicated that adolescents considered different socio-cultural causes for their AN,
including problems with peers/bullying, difficult situations at school and normative social
pressure. Koruth, Nevison and Schwannauer (2012) utilized a grounded theory approach and
found that adolescents associated AN with identity issues. Similarly, in a recent metasynthesis
on qualitative studies, Sibeoni and colleagues (2017) reported that adolescents underlined
identity-related characteristics as a cause for their AN across many studies.

Despite previous literature on the personal experience of eating symptomatology, most
of these studies focus on individuals with a clinical diagnosis of either BN or AN, ignoring
other subclinical forms of EDs (i.e., DEBs) that do not meet the diagnostic criteria of the EDs

listed in DSM-5 (DSM-5; American Psychiatric Association, 2013). This is concerning given
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the high prevalence of DEBs in the population (Ricciardelli & Yager, 2015). Additionally, no
study has been conducted on how emerging adults with a history of CPV interpret their
experiences with DEBs to date. The qualitative phase of the present thesis, therefore, focuses
in examining how emerging adults who also have a history of CPV interpret their experiences

with DEBs and how they make sense of the CPV experience in relation to their current DEBs.
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Chapter Three: Rationale and Objectives

In light of the literature reviewed above, the major objective of the present thesis was
to enhance the literature on the development of DEBs in emerging adulthood by investigating
an area that has not been examined before. This was achieved in two phases. Phase one, the
quantitative phase, was primarily concerned with the investigation of the relationship between
the harmfulness of the CPV experiences and DEBs in emerging adults and how identity
development and emotion regulation abilities contribute to this relationship, while taking into
consideration the effects of gender and BMI. Expanding the literature in this area can
encourage the development of targeted interventions that aim at reducing the risk for the
development of EDs.

Phase two aimed to complement the quantitative self-report data by obtaining
qualitative data through in-depth semi-structured interviews on emerging adults’ lived
experiences of DEBs and how they make sense of the CPV experience in relation to their
current DEBs. To date, literature on the lived experiences of emerging adults with a history of
CPV in regard to restrictive and binge-eating behaviours is limited. The present thesis utilized
interpretative phenomenological analysis (IPA) as it focuses on how participants interpret and
make sense of important life experiences and thus enables researchers to gain detailed
understanding of how certain phenomena are experienced (Smith et al., 2013).

Research Aims

The present thesis was guided by four primary goals. First, to examine whether the
harmfulness of the CPV experiences predict the development of DEBs in emerging adulthood.
Second, to investigate the indirect relationship between CPV harmfulness and DEBs through
identity development. Third, to investigate whether difficulties in emotion regulation abilities
moderate the relationship between the harmfulness of the CPV experience and the

development of DEBs in emerging adulthood. Fourth, to gain a deeper understanding on how
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emerging adults who also have a history of CPV interpret their experiences with DEBs and

how they make sense of the CPV experiences in relation to their current DEBs.
Research Questions

Quantitative Phase
1. What is the effect of CPV harmfulness on the development of DEBs in emerging
adulthood?
2. Is there an indirect relationship between CPV harmfulness and DEBs through
pathological identity development in emerging adulthood?
3. Does CPV harmfulness have different effects on the development of DEBs in
individuals who report high levels of emotion regulation difficulties compared to

those who report low levels of emotion regulation difficulties?

Qualitative Phase
1. How do emerging adults with a history of CPV interpret their experiences with
DEBs and how do they make sense of the CPV experience in relation to their

current DEBs?

Hypotheses
In accordance with the literature outlined in chapter two, the following research hypotheses
were examined:
1. Harmfulness of the CPV experience would be positively associated with DEBs
2. Harmfulness of the CPV experience would be positively associated with DEBs
through pathological identity development
3. The relationship between the harmfulness of the CPV experience and the

development of DEBs would be stronger in emerging adults who report high levels
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of emotion dysregulation compared to those who report low levels of emotion

dysregulation
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Chapter Four: Methodology
Design
The current thesis used an explanatory sequential mixed methods design. This design
was chosen as it offers the ability to integrate two different types of information using
quantitative and qualitative research methods and thus reach a more comprehensive
understanding of the research problem (Creswell, 2014). For the current thesis, quantitative
data was first gathered in phase one using an online survey and then in the second phase, semi-

structured interviews were used to gather qualitative data.

Ethics

Ethical approval for this thesis was obtained from the Cyprus National Bioethics
Committee (Folder no.: EEBK/EIT/2019/10). Strict ethical standards were held as described by
the APA Ethical Principles of Psychologists and Code of Conduct (2017).

Quantitative Phase
Participants

Participants were recruited from the community using advertisements posted in public
places (e.g., using flyers), online advertisements and notices. There were three exclusion
criteria: a) current bullying experience, b) experienced bullying after 18 years of age, c) older
than 25 years old or younger than 18.

In total, around 5,000 people were contacted to take part in the study. Out of these
individuals, 706 entered the webpage to complete the online survey. All 706 participants
opened the survey, but their responses could not be analysed since less than 50% of the survey
was completed. Disruptions of the internet and other errors related to the computer and
internet, as well as the time needed to complete the survey are possible reasons that could have

affected the completion rate. In total, 457 participants completed the whole survey. From the
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457 participants, 26 (5.69%) were older than 25; two (0.44%) were younger than 18; and 14
(3.06%) reported experiencing bullying after 18 years old. Therefore, 42 (9.19%) participants
in total were excluded from the study. Additionally, in the process of data screening for
multivariate outliers, one case was deleted based on its’ squared Mahalanobis distance value
(Byrne, 2010).

The final sample consisted of 414 individuals, 94 males (22.7%) and 320 females
(77.3%). All participants were Caucasian and had Greek as their first language. The age of
participants ranged from 18 to 25 years (M = 21.36, SD = 2.15). With regards to the body
mass index (BMI) of participants, values ranged from 13.97 to 48.93 (M = 22.72; SD =4.15).
In terms of nationality, 348 (84.1%) were Greek Cypriots, 58 (14.0%) were Greeks and the
other eight participants (1.9%) had other nationalities including British Cypriot, French,
Romanian and Belarusian nationalities. In regard to education 138 (33.3%) of the participants
reported having a university degree or higher, 275 (66.4%) of the participants reported having
a high school degree and were currently undergraduate students and one participant (0.2%)
reported having less than a high school degree. More than half of the sample was not
employed at the time of the study (71%).

Measures

Experience of Childhood Peer Victimization. The Retrospective Bullying
Questionnaire (RBQ; Schiefer et al., 2004) was used to measure CPV during primary and
secondary school. The Greek version of the RBQ (Kritsotakis, Papanikolaou, Androulakis, &
Philalithis, 2017) was used in the present study. The RBQ is a self-report scale that
retrospectively measures peer victimization experiences. The scale consists of 44 items that
assess different forms peer victimization at two different time points (i.e., primary and
secondary school) and focuses on the frequency and intensity of the experience. Frequency is

assessed by asking participants to rate how often each incident occurred (i.e., from 0 = “This

32



never occurred” to 4 = “This was happening constantly”) and perceived intensity is assessed
by asking participants how serious each experience was for them (i.e., 0 = “I wasn’t bullied”
to 4 = “Extremely serious”).

The current study used only the items assessing the frequency and intensity of CPV in
both primary and secondary school to create a composite harm score for each incident (Harm
= Frequency x Perceived intensity of bullying incident) as suggested in the review by Volk,
Dane and Marini (2014).

The RBQ has demonstrated good test-retest reliability (i.e., r = 0.88, p <.01 for
elementary school victimization, r = 0.87, p <.01 for middle or high-school victimization, and
r=0.77, p <.01 for trauma over a two-month period) (Schiefer et al., 2004; Jantzer, Hoover,
Narloch, 2006). The Cronbach’s alpha coefficient computed for this scale in the present
sample was .84 for frequency and .83 for perceived intensity, indicating good internal
consistency.

Disordered Eating Behaviours. Restrictive eating behaviours were measured through
the five-item restraint subscale from The Eating Disorder Examination Questionnaire (EDE-
Q; Fairburn & Beglin, 1994; Giovazolias, Tsaousis, & Vallianatou, 2013). The EDE-Q has
demonstrated excellent internal consistency in earlier studies (Peterson et al., 2007;
Giovazolias, Tsaousis, & Vallianatou, 2013). In the current sample, the Cronbach’s alpha
computed for this scale was .81, indicating very good internal consistency.

The seven-item bulimia subscale of The Eating Disorder Inventory—3 (EDI-3; Garner,
2004; Hadjigeorgiou, Tornaritis, Savva, Solea, & Kafatos, 2012) was used in the current study
to assess the presence of binge-eating behaviours. This instrument has been employed in a
number of studies using Cypriot sample and showed good psychometric properties (e.g.,
Hadjigeorgiou, Tornaritis, Savva, Solea, & Kafatos, 2012). In the present sample, the

Cronbach’s alpha coefficient for this scale was .80, indicating very good internal consistency.
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Identity Development. The Assessment of Identity Development and Identity Diffusion
in Adolescence was used to measure identity development (AIDA; Goth et al., 2012; Jung et
al., 2012; Tantaros, Besevegis, & Pavlopoulos, 2017). It is a self-report questionnaire for
adolescents and young adults that consists of items assessing pathology-related identity
development based on the dimensions of discontinuity and incoherence. Higher scores indicate
higher level of identity diffusion and thus impairment. AIDA has been shown to have good
psychometric properties (Goth et al., 2012). In the present sample, the Cronbach’s alpha for
the AIDA total score was .93, indicating excellent internal consistency.

Emotion Regulation Difficulties. The Greek version of the The Difficulties with
Emotional Regulation Scale (DERS; Mitsopoulou et al., 2013) that is based on Gratz and
Roemer (2004) was used. The DERS is a self-report questionnaire that consists of 36 items
and assesses individuals’ capacity to regulate their emotions. It consists of six subscales: 1)
Non-acceptance of emotional responses, 2) Difficulties engaging in goal directed behaviour,
3) Impulse control difficulties, 4) Lack of emotional awareness, 5) Limited access to
emotional regulation strategies, and 6) Lack of emotional clarity. Scores are based on
responses on a 5-point Likert type scale, ranging from 1 (almost never) to 5 (almost always).
In addition to a distinct score for each subscale, a total score is calculated that represents an
individual’s competence in regulating his/her emotions. The scores can range from 36-180.
Higher scores represent poorer emotional regulation abilities. While there are no standardized
clinical cut-off scores, research suggests that the clinical range on the DERS total score ranges
from 80 to 127 (Harrison, Sullivan, Tchanturia, & Treasure, 2010; Staples & Mohlman, 2012).

Previous studies demonstrated excellent psychometric properties for the DERS
questionnaire in both clinical and non-clinical samples (Gratz & Roemer, 2004; Lavender et
al., 2014). The Cronbach’s alpha for the DERS total score in the present sample was .91,

indicating excellent internal consistency.

34



Procedure

A cross-sectional retrospective design was used in the quantitative phase. This
involved asking participants to recall past experiences of peer victimization and then assess
how they relate to DEBs at present.

Data was collected through an online survey (Appendix B), consisting of five different
sections, each containing a different questionnaire. The survey for participants was
administered via a secured website (i.e., Survey Monkey) and was accessible via a URL that
was sent to the last known working e-mail address of the individuals who agreed to take part.
The URL was also made accessible via Facebook.

An informed consent was obtained online from all participants before the start of the
study (Appendix A). Once participants opened the specific site on the web, a page opened up
asking participants their age and consent for participating in the study. To ensure
confidentiality, the survey did not ask for the participants’ names or other information that
could identify the participants. However, if they wished to take part in the qualitative phase,
they were required to give their email or telephone number at the end of the survey.
Participants were assured that the information they have given would only be used for the
purpose of the study only. Contact details of the research team were also included at the
beginning and at the end of the survey in case the participants had further questions. Contact
details for further help or psychological support to the participants (i.e., psychological
services) was also provided at the end of the survey.

Only personal data that were strictly necessary for the research being undertaken was
collected. All information collected was only accessible by the researcher of the study and was
stored in a password protected USB in the researcher's office that was locked when left
unattended. Data was not used for any other purpose without receiving further consent from

the participants.
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Analysis Plan

Before conducting the analyses, IBM Statistical Package for the Social Sciences
(SPSS) version 24 was used to screen all the variables for missing values, outliers, normality
and linearity.

Structural Equation Modelling (SEM) was chosen as the primary analytic technique for
the present study since it is considered an ideal analytic approach for the examination of the
factor structure of measurements and the structural relationship between variables (Byrne,
2009). The maximum likelihood (ML) estimation method was used, and all analyses was
conducted using Analysis of Moment Structures (AMOS) software, version 20 (Arbuckle,
2011).

The validity of the models was evaluated through the assessment of several model fit
indices, including the chi-squared goodness of fit statistic (%), the Comparative Fit Index
(CFI), the Tucker Lewis index (TLI) and the Root Mean Squared Error of Approximation
(RMSEA) and the Standardized Root Mean Square Residual (SRMR) (e.g., Byrne, 2009).
Adequate fit is indicated by non-significance of the chi-square value (Meydan & Sen, 2011).
For the CFI and TLI values above 0.90 and close to 1 indicate good fit with values over .95
indicating excellent fit (Schermelleh-Engel, Moosbrugger, & Miiller, 2003). For the RMSEA,
values less that 0.05 indicate good fit (Bayram, 2013) and values between 0.05 and 0.08 show
acceptable fit (Byrne, 2010). Finally, for the SRMR, values less than .05 indicate excellent fit
(Byrne, 1998) and values above .05 to .08 indicate adequate fit (Hu & Bentler, 1999).

First, the psychometric properties of EDI-3 and EDE-Q were examined. Confirmatory
Factor Analysis (CFA) was performed to examine their structural validity. Model revisions
were made based on modification indices (Mls). Following that, Structural Equation
Modelling (SEM) was implemented to investigate the relationship between the variables under

examination.
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The effect of CPV harmfulness on DEBs was examined in Model 1, while the indirect
relationship of CPV harmfulness on DEBs through pathological identity development was
examined in Model 2.

To assess the moderating role of emotion dysregulation, a multigroup analysis was
conducted. The sample was divided in two groups based on their total score on the DERS
questionnaire (i.e., high emotion dysregulation/clinical range, n = 257; low emotion
dysregulation, n = 157). Those who had an average of 80 and higher formed the high emotion
dysregulation (clinical range) group, while those that scored below 80 formed the low emotion
dysregulation group (Harrison, Sullivan, Tchanturia, & Treasure, 2010; Staples & Mohlman,
2012). Separate models were tested based on the two groups. The chi-square difference test
was used to examine whether constraints significantly worsened model fit (Wang & Wang,
2012).

Qualitative Phase

The aim of the qualitative phase was to validate and expand on the results obtained
from the quantitative phase by gaining an in-depth understanding of emerging adults’ lived
experiences of DEBs and how they make sense of their CPV experience in relation to their
current DEBs.

Analytic Approach

Interpretative Phenomenological Analysis (IPA) approach was used for the analysis of
the qualitative data. Interpretative Phenomenological Analysis is a qualitative approach that
focuses on how participants interpret and make sense of their lived experiences (Smith et al.,
2013) and thus enables researchers to gain detailed understanding of how certain phenomena
are experienced. A distinct feature of IPA is that while it focuses on what is unique (i.e.,
unique experience of each individual), at the same time it focuses on what is shared across

individuals’ stories and therefore produces a comprehensive account of patterns of meaning
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reflecting the shared experiences of participants (Smith, Flowers, & Larkin, 2009). Given
IPA’s prime interest on how individuals make sense of their lived experiences, IPA was
deemed a suitable approach for the analysis of the data in the current phase of this thesis.
Participants

Since IPA is concerned with examining the lived unique experiences with DEBs of
emerging adults with a history of CPV, participants were selected based on the particular
research question and on the insights that individuals could offer for the experience under
examination (Smith, Flowers, & Larkin, 2009). Purposeful sampling was therefore used for
phase two. Among the 414 participants that took part in phase one, 217 (52.4%) consented to
take part in the second phase and provided contact details as part of completing the online
questionnaire in phase one.

As mentioned above, the central aim of the qualitative phase was to gain a deeper
understanding of how emerging adults with a history of CPV interpret their experiences with
DEB:s. In addition, the findings of the present thesis were used to validate and gain an in-depth
understanding of the quantitative results from phase one. Therefore, individuals who reported
a history of CPV and scored a specific threshold on either measure of the DEBs were
considered suitable for phase two. The mean score and standard deviation of the mean for each
DEBs measure was first calculated to determine the upper boundary that determined the
participants that were considered eligible for phase two. With regards to the binge-eating
behaviours, the mean score and standard error of the mean for EDI-3 were 15.12 and 5.37
respectively. Thus, participants who scored 20.49 and higher were considered eligible for
phase two. With regards to the restrictive eating, the mean score and standard error of the
mean for EDE-Q were 2.48 and 1.42. Participants who scored 3.90 and higher were

considered eligible for phase two.
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Those meeting the inclusion criteria mentioned above were contacted via email by the
researcher and arranged a time and date for the interview to take place (Appendix C). In total,
six participants were interviewed, at which point data saturation was achieved.

Interpretative Phenomenological Analysis is concerned with the thorough examination
of individuals’ lived experiences and studies using IPA are therefore conducted on a relatively
small sample size (Smith, Flowers, & Larkin, 2009). Smith and colleagues (2009) suggest that
in IPA studies, emphasis should be placed on quality, not quantity, and argue that important
details of individuals’ experiences may be lost with lager samples. For this reason, they
suggest between four to ten interviews for professional doctorate research projects (Smith,
Flowers, & Larkin, 2009). Table 1 provides a summary of the personal characteristics of the

participants that took part in this phase of the present thesis.
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Table 1

Participants’ Personal Characteristics

Participant Gender Age BMI Current Nationality = DEB
Code employment exhibited
status
PA Male 21 29.98 Student and Greek Binge-
employee Cypriot eating
EZ Female 21 44.46 Student and Greek Restrictive
employee Cypriot and Binge-
eating
TP Female 25 19.31 Student and Greek Restrictive
employee
PG Female 18 19.68 Student Greek Restrictive
Cypriot and Binge-
eating
RI Female 24 26.84 Student Greek Binge-
Cypriot eating
DK Female 22 24.03 Student Greek Restrictive
Cypriot and Binge-
eating
Interview Protocol

The questions for the semi-structured interviews were based on the aims of the current

phase, which were to gain an in-depth understanding of how emerging adults with a history of

CPV: 1) interpret their experiences with DEBs, and 2) make sense of the CPV experience in

relation to their current DEBs.

Since a key aim of this phase was to explore and gain a deeper understanding of

participants’ live experiences, open-ended questions were deemed suitable. The interview
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protocol, therefore, included five major open-ended questions with possible prompts
(Appendix E). As it can be seen in Appendix E, at the beginning, participants were asked to
describe themselves in as much detail as they could so as to gain an insight into participants’
identity and how they view themselves. The following questions were about their experiences
with DEBs. The first question was about their general understanding of DEBs. This question
was followed by different prompt questions depending on participant’s responses. The
following questions were about their own experience of DEBs and were encouraged to
provide an account of their DEBs history. Questions were asked about the type of DEBs they
exhibit currently, age of onset, frequency and duration. After these questions, participants
were asked about the role they believe that DEBs play in their life and whether they believe
their DEBs are triggered by specific events (internal or external). Different prompt questions
depending on participant’s responses were asked. The following set of questions examined the
participants’ experience of peer victimization during their childhood and their understanding
of whether there is a connection between their CPV experiences and their current DEBs. After
that, there was a set of questions and prompts on how participants respond to different
emotions and their experience of these. Finally, a set of questions on their family environment
and eating behaviours while growing up was also included.

Two pilot interviews with non-participating individuals known to the researcher took
place. These highlighted that some questions included terms that were very abstract and were
therefore revised.

Procedure

Interviews lasted between 26 to 63 minutes depending on each case and were
conducted in the form of conversations. All interviews were conducted online using Zoom
Video Communications Inc. (Zoom) since conducting interviews face-to-face was not feasible

due to the coronavirus pandemic (COVID-19). All interviews were audio recorded.
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Participants were informed that the conversation will be recorded and that their participation
would remain anonymous. They were also informed that they could end the interview at any
point that they wished.

Once participants were settled, the researcher described their position (i.e., a PhD
student in Clinical Psychology), explained the aim of the interview and the confidentiality
policy and were then asked if they had any questions. This was done to establish rapport with
the participants that is considered important for obtaining valuable data (Kvale & Brinkmann,
2009). The day before the interview, the informed consent was sent to each participant’s email
asking them to sign it electronically and send it back to the researcher.

Conducting interviews online has several benefits and evidence suggests that there are
no significant differences in the type of participants’ responses or in the quality of the
interviews when compared to face-to-face interviewing (e.g., Deakin & Wakefield, 2013). For
instance, the most significant advantage is the accessibility to participants. When using online
video conferencing, researcher and participant don’t need to be in the same geographical
location removing factors such as geographical location and funding for travel and thus
making cross-national research easier (e.g., Deakin & Wakefield, 2013; Gray, Wong-Wylie,
Rempel, & Cook, 2020). Moreover, researchers that compared face-to-face interviewing
versus video conferencing found that participants using video conferencing were more
expressive than those in face-to-face interviews (Deakin & Wakefield, 2013). The interview
process can also be less stressful for participants and more convenient as it can be done in a
more familiar environment, such as their home or work (Wood & Griffith, 2007¢). In addition,
since the interviews took place during the 2020 coronavirus pandemic (COVID-19),

conducting interviews online was safer.
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Transcription

In line with the IPA recommendations, the researcher transcribed verbatim all
interviews (Smith, Flowers, & Larkin, 2009). All transcriptions took place at the researcher’s
office using headphones to ensure confidentiality and privacy at all times. The audio-
recordings were stored in a USB that was kept in a secure place, password protected, at the
researcher’s office and only the researcher had access. The audio recordings will be destroyed
one year after the project is completed. To retain anonymity, any identifiable information was
removed from the transcripts and was stored separately (Smith, Flowers, & Larkin, 2009).

In each transcript a space was allowed between each turn. Each transcript also had
wide margins on both sides of the paper, as suggested by Smith and colleagues (2009), for the
IPA analytic process to be carried out.

Data Analysis

In keeping with the idiographic approach of IPA, each interview was analysed in-depth
before moving to the next one (Smith, Flowers, & Larkin, 2009). The analysis procedure was
guided by six steps as detailed by Smith and colleagues (2009): 1) Reding and re-reading, 2)
Initial noting, 3) Developing emergent themes, 4) Searching for connections across emergent
themes, 5) Moving to the next case, 6) Looking for patterns across cases.

The first step, reding and re-reading, included reading the transcript several times to
ensure familiarity with the content and highlighting text that seemed important. Step two,
initial noting, examined the semantic content and the language used by the participants during
the interview. Initial observations and annotations were made in the right margin of each
transcript and included descriptive, linguistic and conceptual comments. At this step, the
transcript was uploaded into Atlas.ti (Atlas.ti 8 Windows), a Computer Assisted Qualitative
Data Analysis Software (CAQDAS) and used for the initial coding of the data. Step three,

developing emergent themes, involved exporting the initial codes and related data extracts
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from Atlas.ti into Microsoft Excel that were then printed out. For the development of
subordinate and superordinate themes, codes were first manually sorted into subordinate
themes by the researcher. All the subordinate themes that were created were typed and then
printed out to help with the development of superordinate themes. The next step, searching for
connections across emergent themes, involved looking for patterns and connections across the
subordinate themes. Different strategies were used for the creation of superordinate themes.
For instance, themes that were related and represented similar understandings were placed
together and a new name was created for that cluster of themes.

In line with idiographic approach of IPA, this approach was followed for each
transcript; each transcript was coded independently, and a thematic list was created for each
participant and saved as a different document (step five; moving to the next case). Transcripts
were read again and the codes from all the transcripts were crosschecked. Once this process
was completed, a common list of all the codes for all transcripts was created. The analysis
proceeded by developing groups of related codes and focusing on connections and common
themes across cases to identify the final superordinate themes that best describe the
experiences of the participants (step six; looking for patterns across cases) (Smith, Flowers, &

Larkin, 2009).

Approach to Validity and Quality

Different guidelines have been produced for assessing validity and quality in
qualitative research. The present thesis follows Yardley’s (2000, 2008) principles for assessing
quality in an IPA study as recommended by Smith and colleagues (2009). The four principles
for good quality research according to Yardley (2000, 2008) include: a) sensitivity to context,
b) commitment and rigour, c) transparency and coherence, and d) impact and importance.

The first principle, sensitivity to context, can be established by indicating sensitivity to

the related literature and the information obtained from the participants of the study (Yardley,
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2000, 2008). Sensitivity to literature was addressed through awareness of the relevant
literature in the field of disordered eating and eating symptomatology in general. These
aspects were demonstrated through the theory included in the literature review section of the
present thesis. Sensitivity to the material obtained from the participants was demonstrated by
systematically describing and supporting the arguments made with verbatim extracts from the
participants. According to Smith and colleagues (2009), this approach allows participant’s
voice to be heard and at the same time does not extinguish the interpretations being made.

The second principle of commitment and rigour was established by the researcher by
being attentive to participants during data collection, competent in the method used (this
involved rigorous study of the guidelines of conducting an IPA study) and by ensuring clear
engagement with the subject under study. In addition, according to Smith and colleagues
(2009), in IPA the rigour of the analysis is indicated by how thoroughly, systematically and
how sufficient idiographic engagement it shows. To demonstrate these, the analysis in the
present thesis has drawn upon different strategies including: 1) line-by-line analysis of the
claims and understanding of each participant, 2) identification of emergent themes across
participants, and 3) identification of the relationship between the themes. In addition, efforts
were made to be sufficiently interpretative of the data and to provide extracts from each
participant to support each theme.

The third principal is transparency and coherence. Transparency was enhanced by
including details about the process by which participants were recruited, how the interview
was developed and conducted, and about the procedure of analysis. In addition, the interview
protocol was attached as an appendix (Appendix E), which further improves the transparency
of the current research. Coherence was addressed by ensuring a comprehensible link between
the research question, the philosophical perspective and the theoretical assumptions of the

approach that has been chosen for analysis.
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Yardley’s (2000, 2008) final principal is impact and importance. She argues that the
most decisive way to judge whether a research is valid is whether it offers something
important, interesting and useful to the reader. Accordingly, implications of the current
research are discussed in the Discussion section of the present thesis.

Reflexivity

Reflexivity refers to the examination of one’s own influence on the research process
(Yardley, 2000). Interpretative Phenomenological Analysis involves the researcher attempting
to make sense of the participants’ own understanding of their experiences. This is described as
a ‘double hermeneutic’ (Smith, 2004). As IPA acknowledges the central role of the researcher
in the analysis and interpretation of participants’ experiences, it is important that researchers
using the IPA framework are aware of how their own beliefs and assumptions about how the
research could influence the collection and analysis of the data to ensure that assumptions are
limited. Being reflective in their interpretations of the data helps achieve this.

Throughout the process of conducting the interviews and analysing them in the current
research, the researcher was aware of how her personal and professional experiences may have
influenced both processes. The researcher is a trainee clinical psychologist who have had four
years of experience in working clinically with individuals who experience psychological
difficulties including anxiety disorders, obsessive-compulsive disorder, depression, personality
disorders, as well as eating disorders. Throughout the research, the researcher kept reflexive
notes in which she documented her thoughts on the research and the data being collected. This
helped to identify and reflect on personal assumptions, views and emotional responses in
relation to the data being collected from the interviews. According to Smith and colleagues
(2013), this process helps researchers to ‘bracket off” preconceived assumptions that they may

bring during the process of analysing the data. In addition to this, findings of the current
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research were discussed with a research supervisor to ensure that the interpretations made

were prompted by the data.

Chapter Five: Results
Quantitative Phase

Psychometric Properties

A CFA was initially conducted to assess the psychometric properties of the two
subscales used from the EDE-Q and EDI-3 questionnaires. This model was specified to
capture two latent constructs (i.e., restrictive eating behaviours and binge-eating behaviours)
with their associated observed variables.

All of the parameters and fit indices of the present measurement model were estimated
using the maximum likelihood (ML) method. An inspection of the model fit indices suggested
that the fit of the data to the initial hypothesized model was not adequate [x? (53) = 305,74, p <
.001, CFI = .85, TLI= .81, RMSEA= .11, SRMR= .07]. Accordingly, model adjustments were
made based on the modification indices related to the covariances. There was a clear evidence
for misspecification associated with two pairs of error terms associated with items 22 and 25
(i.e., er22 - er25; MI = 86.28) and items 12 and 13 (i.e., erl2 - erl13; MI = 58.53). These
measurement error covariances were not surprising given the high degree of overlap between
each of these items’ pairs’ content. Following these modifications of the model, the
measurement model was re-estimated. Inspection of the model fit indices indicated an
adequately fitting model [¥* (51) = 143.18, p <.001, CFI = .95, TLI= .93, RMSEA= .07,
SRMR= .05]. Accordingly, it was decided to proceed with this revised model for the
subsequent analysis (Figure 1). This decision was also made based on the fact that the model

parameters were in the expected direction.
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Figure 1

First-Order Confirmatory Factor Analysis for Restrictive and Binge-Eating
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Note. All modelled correlations and path coefficients are significant (p < .05)

The descriptive statistics for the variables of the study, along with the Pearson

correlation coefficients are presented in Table 2. There was no missing data.
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Table 2

Mean, Standard Deviations and Pearson Correlations between Study Variables

Variable 1 2 3 4 5 6

1. CPV harmfulness -

2. Restrictive eating 3% -

3. Binge eating d6** 9% _

4. Identity Diffusion 30** 5% A40** -

5. BMI .06 26%* J19** 7% —

6. Difficulties in Emotion 26%* 147 A2H% 65%* .06 —
Regulations

M 43.37 2.48 15.12 90.54 22.72 85.89

SD 64.73 1.42 5.37 24.56 4.15 18.71

Note. *p < .05, **p <.001, M = Mean, SD = Standard deviation

Effects of CPV Harmfulness on DEBs

First, the structural model (Model 1; figure 2) was examined. In this model, CPV
harmfulness was set to load on the two DEBs latent variables and at the same time gender and
BMI were entered as covariates, with direct paths from these variables leading to both DEBs.
Model fit indices indicated a good fit to the data [y*(81) = 188.50, p <.001, CFI = .94, TLI=
.92, RMSEA= .06, SRMR= .05] and parameters were in the expected direction. Model 1 along
with standardized estimates is presented in figure 2. Harmfulness of the CPV experience was
found to be significantly associated with both binge-eating (f = .18, p <.001, SE =.001) and
restrictive eating (B = .11, p=.035, SE =.001). Gender, that was set as a covariate in the
relationship examined, had a negative significant effect on binge-eating (p =-.21, p <.001. SE
=.104) and on restrictive eating (f =-.10, p =.051, SE = .226) indicating that females

reported more binge-eating and more restrictive eating than males. BMI was also found to
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significantly predict both binge-eating (f = .25, p <.001, SE = .011) and restrictive eating ( =
31, p<.001, SE =.023). All significant effects were in the expected direction. The overall
model explained 12% of the variance in binge-eating and 10% of the variance in restrictive
eating.

Figure 2

Structural Equation Model (Model 1) Predicting DEBs from CPV Harmfulness

CPV Harmfulness

Binge-eating

Gender BMI

Note. All coefficients shown are standardized. Only significant effects are presented.

Values placed over the endogenous variables represent squared multiple correlations.

*p <.05, *¥*p <.001

The Indirect Relationship of CPV Harmfulness on DEBs through Pathological Identity
Development

Analysis proceeded with the examination of the indirect effect of CPV harmfulness on
DEBs through pathological identity development. Model 2 was the same as Model 1 with the
addition of pathological identity development. Structural paths were added from CPV

harmfulness, gender and BMI towards pathological identity development and from
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pathological identity development towards restrictive and binge-eating. The model presented
an adequate fit to the data [y? (91) = 200.27, p < .001, CFI = .94, TLI= .92, RMSEA= .05,
SRMR=.05] and parameters were in the expected direction. Model 2 along with standardized
estimates is presented in figure 3. As may be seen, CPV harmfulness seems to affect binge-
eating through pathological identity development. In this model, all significant direct effects
from CPV harmfulness to DEBs that were significant in Model 1 were found to be statistically
non-significant.

Childhood peer victimization harmfulness significantly predicted pathological identity
development ( = .29, p <.001, SE = .018) and pathological identity development
significantly predicted binge-eating (f = .40, p <.001, SE =.002). However, no significant
effect of pathological identity development on restrictive eating was found (B = .07, p =.191,
SE =.004).

In regard to the BMI, a significant association with pathological identity development
was found (= .15, p =.002, SE = .286) indicating that it had an indirect effect on binge-
eating. Body Mass Index (BMI) was also directly associated with binge-eating (f = .20, p <
.001, SE =.010) and restrictive eating (B = .29, p <.001, SE =.023). The negative significant
effect of gender on binge-eating remained the same as in Model 1 (§ =-.21, p <.001, SE =
.098). Gender was also significantly associated with restrictive eating in a negative way (f = -

11, p=.05, SE = .226).
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Figure 3

Structural Equation Model (Model 2) Predicting DEBs from CPV Harmfulness Through

Identity Diffusion
Pathological Identity Development
L29**
CPV Harmfulness
.26
Gender BMI

Note. All coefficients shown are standardized. Only significant effects are presented.
Values placed over the endogenous variables represent squared multiple correlations.

*p <.05, **p <.001

The bootstrap estimates of the total, direct and indirect effects of CPV harmfulness on
DEBs, through pathological identity development are presented in Table 3. These results
support the indirect effect of CPV harmfulness on binge-eating through pathological identity
development described above. The overall model explained 26% of the variance in binge-

eating and 11% of the variance in restrictive eating.
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Table 3

Bootstrap Estimates of the Direct, Indirect and Total Effects of CPV Harmfulness on DEBs

with Standard Errors, 95% Confidence Bounds and Statistical Significance

Direct effects Estimate Standard  Lower Upper
error bound®  bound?
CPV Harmfulness — @ athological 29 04 21 37 .00
identity
CPV Harmfulness — Restriction .09 .06 -.01 .20 .10
CPV Harmfulness — Binge-eating 06 06 -.05 18 25
Pathological Restriction 07 06 _04 18 20
identity
Pathological . .
identity Binge-eating 40 .05 31 .50 .00
Indirect effects
CPV Harmfulness — Restriction .02 .02 -.01 .06 .20
CPV Harmfulness — Binge-eating 12 .02 .08 17 .00
Total effects
CPV Harmfulness — Restriction 11 .54 .01 22 .03
CPV Harmfulness —  Binge-eating 18 57 .08 .30 .00

Note. Values reported are standardized.

395% confidence bounds

The Moderation Hypothesis

Moderation of emotion dysregulation was examined using multi-group SEM analysis.

Two models were examined simultaneously for individuals reporting high or low emotion

dysregulation. Initially, an unconstrained model was examined to determine whether it
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demonstrated a good fit for each group. Path coefficients were freely estimated without any
equality constrain. Results indicated that the unconstrained model demonstrated an adequate
fit to the data for individuals reporting high emotion dysregulation (clinical range) [x* (81) =
171.66, p <.001; CFI=.92; TLI= .89; RMSEA=.07; SRMR = .06], and for individuals
reporting low emotion dysregulation [? (81) = 144.20, p <.001; CFI = .90; TLI= .88;
RMSEA=.07; SRMR = .08]

Next, the unconstrained model was examined with both groups simultaneously and
presented an adequate fit of the data [y? (162) =315.92, p <.001; CFI = .91; TLI= .89;
RMSEA=.05; SRMR = .08]. The structural parts of both models (high and low emotion
dysregulation) can be seen in Figure 4 and Figure 5.

Figure 4
Structural Equation Model (Moderation Model; High Emotion Dysregulation) Predicting

DEBs from CPV Harmfulness

.09

CPV Harmfulness

11

Gender

BMI

Note. All coefficients shown are standardized. Only significant effects are presented.
Values placed over the endogenous variables represent squared multiple correlations.

*p <.05, **p <.001
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Figure 5
Structural Equation Model (Moderation Model; Low Emotion Dysregulation) Predicting

DEBs from CPV Harmfulness

13

Restriction

.18*

CPV Harmfulness

.07

Binge-eating

31%*

-.22%

Gender

BMI

Note. All coefficients shown are standardized. Only significant effects are presented.
Values placed over the endogenous variables represent squared multiple correlations.

*p <.05, **p <.001

One potentially moderated effect was indicated. The effect of CPV harmfulness on
restrictive eating was statistically significant (p < .05) only for the group who scored low on
emotion dysregulation.

To examine this potentially moderated effect, a new multi-group model was examined
in which the effect of perceived CPV harmfulness on restrictive eating was constrained to be
equal across both groups. Results showed that this model had an adequate fit for the data [?
(164) =321.65, p <.001; CFI =.91; TLI= .88; RMSEA=.05; SRMR = .08]. The chi-square
difference had a value of 5.73 [Ay= = (321.65-315.92) = 5.73] for 2 degree of freedom. This
value was not significant (p > .05), indicating that the constrained model did not significantly

degrade model fit relative to the unconstrained model. This finding suggests that the effect of
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perceived CPV harmfulness on restrictive eating behaviours did not differ between the two

groups and therefore moderation of emotion regulation difficulties for this effect could not be

assumed.

Qualitative Phase

Interpretative Phenomenological Analysis of the six semi-structure interviews revealed

two superordinate themes. These themes along with their subordinate themes and the

participants that contribute to each are presented in Table 4.

To keep with the idiographic focus of IPA, each theme is presented by discussing each

participant in turn.

Table 4

Superordinate and Subordinate Themes Along with Participants Contributing to each

Superordinate theme Subordinate theme Participants
Causes and triggers for DEBs experienced as a response to Al participants
current DEBs negative affect
DEBs experienced as aresponse to DK
perceived lack of control
DEBs experienced as a consequence PA, EZ, DK
of growing up in a diet conscious
environment
DEBs experienced as a consequence PA, EZ, TP, PG,
of CPV experiences: DK
- Living with an unwanted sense ~ PA, EZ, PG
of self
- Body dissatisfaction EZ, TP, PG
Functions and Maintaining ~ DEBs as an emotion regulation
mechanisms of DEBs strategy:
- Binge-eating as a distraction PA, RI, DK
that helps cope
DEBs experienced as enjoyable PA, EZ, PG, RI
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DEBs provide sense of identity PA, DK
Restriction provides sense of control TP, PG, DK

Restriction provides sense of self- EZ, PG, DK
confidence

External positive comments about PG, DK
appearance and weight

Restriction as a way to elicit concern PG
from significant others

Sense of being powerless to stop PA, EZ, TP, RI, DK
DEBs
Distorted beliefs EZ, TP, PG, DK

Theme One: Causes and Triggers for DEBs

The first superordinate theme that emerged from the narratives focused on how
participants make sense of their current DEBs; what they believe contributed to the
development of their current DEBs and on the factors that trigger them. Within this theme,
four subordinate themes were identified: 1) DEBs as a response to negative affect, 2) DEBs as
a response to perceived lack of control, 3) DEBs as a consequence of growing up in a diet
conscious environment, 4) DEBs as a consequence of CPV experiences including: a) living

with an unwanted sense of self and b) body dissatisfaction.

PA - PA describes that his binges are triggered by negative emotions: “When I have a
bad day, I will binge once I get home”. In his account he explains that “a bad day is when
something bad had happened at work or I had an argument with my girlfriend, or I just woke
up feeling depressed and like crap without any specific reason”. In this quote it appears that

PA understands his binge-eating as a result of negative emotions triggered by different
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negative situations. PA also mentions contextual triggers such as night-time and when at
home.

He also explains that having more freedom to eat what he wants when he moved out of
his family house contributed to the development of his binge-eating behaviour. He describes:
“Now that I live alone and have more freedom to eat whatever I want I find myself binge-
eating a lot”. This is perhaps related to his long history of dieting and having to follow specific
rules around food during his childhood that were imposed both by his family (i.e., diet
conscious environment) and different dieticians that he visited. For instance, he mentions that
“from a young age they kept taking me to different dieticians, so I always had foods that I was
allowed to eat and foods that I wasn’t allowed to eat. I’ve always had someone watching and
telling me to avoid specific foods”. Although not explicitly linked by PA, his binge-eating
could partly be a result of his history of dieting and food restriction when young.

PA also talks about feeling guilty when eating something unhealthy as a trigger for his
binge-eating. This is perhaps related to the diet conscious environment that he grew up in and
the belief that there are only certain foods that he can eat. Thus, it seems that when PA eats
something that is not under the specific foods that he believes he can eat he feels guilty and
that triggers his binge-eating behaviour.

PA also describes how from a young age he internalised the belief that he is fat: “I’ve
always thought of myself as being the fat one...always...even when I wasn’t overweight”. His
account reflects a merge of his weight and his identity and this belief was reinforced by his
environment (e.g., family and peers). He talks about various critical comments he received
from family members about his weight and physical appearance when he was young and how
these comments affected the way he views himself: “Everyone from my family commented on
my weight. Even my grandmother that didn’t see me as frequently she always commented on

my weight and this made me feel bad...it’s very difficult when someone from your family that
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hasn’t seen you for a long time the first thing they would say to you is something about your
physical appearance and your weight”.

PA also describes experiencing CPV from a young age, mainly negative comments and
social exclusion due to his physical appearance and weight. These experiences, along with
growing up in an environment that focused on his weight and physical appearance, served to
strengthen his sense of not being accepted by others due to his weight. He also describes how
these CPV experiences have affected the way he experiences himself now demonstrating the
enduring influence of CPV. For instance, in response to the question of whether he believes
CPV experiences had any impact on his life now, he responded: “Being a victim of bullying
had a great impact on how I perceive myself. If I haven’t experienced bullying, I would feel
better about myself and I would think in a more positive way about myself. I’ve always
considered myself as a loser and fat”. This account demonstrates that PA experiences himself
in a negative way and that he attributes this negative self-perception to the CPV experienced
when young.

The fact that he talks about being fat when asked about self-perception also reinforces
the idea that he considers his weight as part of his identity. Equating his identity with his
weight could partly explain the experience of living with an unwanted sense of self that is
depicted in his accounts when talking about his experiences. Moreover, his experiences of
social exclusion during his childhood due to physical appearance, weight-related comments
from family and peers, in addition to being taken to different dieticians to control his weight at
that time may have led to the development of the belief that being overweight is a problem
that needs to be fixed in order to be accepted by others. All these experiences seem to have
acted as predisposing factors in the development of his binge-eating behaviour that, as will be

discussed later, currently serves as a coping mechanism.
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EZ - Like PA, EZ describes growing up in a diet conscious environment: “Everyone in
my family was somewhat following a specific diet to lose weight”. Unlike PA, however, she
explicitly attributes her current DEBs to the environment that she grew up in that included
critical comments about her weight and physical appearance from family members and CPV
experiences: “when you have someone commenting and making fun of who you are, your
weight and your appearance in general, those memories stay with you as a voice in your head
affecting you”. In her description she also talks about her efforts to control those “voices” and
how those experiences affect her current mental health: “I still cry when I think about what I
went through”. Her account shows the enduring influence of CPV on her current mental
health. These experiences according to EZ contributed to her current DEBs by making her
focus more on her physical appearance and weight: “Those experiences when young changed
the way I perceive myself, they made me focus on how I look, my body and my physical
appearance. [ wouldn’t think of myself in the same way if I didn’t have those experiences”.
She then goes on and explains: “Sometimes while I'm watching TV there could be girls that
are half my weight in the show and then I see myself and I feel bad about the way I look and
so I make a commitment with myself that I won’t eat again...and this can last for several
days”. She also mentions: “When I see others that are thinner than me, I start feeling bad about
myself and so I tell myself that I won’t eat again”. Her descriptions also show frequent
engagement in weight/appearance comparisons. While not directly stated, EZ expresses body
dissatisfaction as a result of those comparisons that trigger her restrictive behaviours.

The quotes mentioned above also suggest that as a result of CPV experiences, EZ lives
with an unwanted sense of self that triggers her restrictive behaviour. Later in the interview she
talks again about a negative view of herself and how this triggers her restrictive eating but in a
more coherent way. For example, she describes: “Some of the thoughts that I have that trigger

my restrictive patterns is when I see someone thinner than me and I have the thoughts: why
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am [ like this? Why am I not like them? I could be like them...everyone says that it would be
better if I were like that...how can I be like this? and then I start hating myself and so I don’t
eat”.

Negative affect is described as a trigger for EZ’s binge-eating: “When [ am
depressed...I binge”. Same as PA, she also mentions contextual factors that trigger binge-
eating such as after work and when she is in her house. EZ also describes binge-eating as a
response to physical triggers such as hunger.

The analysis suggests that EZ understands various factors as contributing to her
restrictive and binge-eating behaviour, including negative affect, the family environment that
she grew up in and the CPV that she experienced. EZ’s account suggests the presence of

enduring consequences of the CPV experiences, such as her unwanted sense of self and body

dissatisfaction, that in turn trigger restrictive eating patterns.

TP — TP understands her restrictive behaviour as a result of two different experiences.
Initially she describes her restrictive eating patterns as a response to negative affect, mainly
anxiety and psychosomatic pain in the stomach that is a result of feeling stressed. More
specifically, she describes: “Restriction is clearly a response to feeling stressed. When I get
extremely stressed, I get this pain in my stomach and I stop eating”. She then goes on and
explains that when she gets really stressed her mind starts playing “games” with her and so she
experiences body image distortions, mainly about her waist, that trigger her restrictive eating
patterns. In her account, she describes internalizing the belief that there is something wrong
with her appearance when she was younger, which is why she started restricting. She
explicitly attributes restriction to the body image concerns that she experiences that were

caused by CPV experienced in primary school, demonstrating the enduring impact of CPV:
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“The body image concerns that I have are a result of the bullying that I experienced during
primary school. It’s like I got brainwashed and acquired a wrong image of myself”.

The use of the word “brainwashed” in the quote above is very informative and suggests
that CPV was an experience that was understood by TP to have had a significant impact on her
current view of self and her eating behaviours. TP describes that in situations where she feels
stressed, she becomes more vulnerable to the “games” of her mind that create a distorted
image of her body that leads to restriction. Interestingly, TP also frames the psychosomatic
stomach pain as part of the “game” that her mind plays with her to make her restrict and thus a
trigger for her restrictive behaviour. Across the interview, TP shows a clear understanding of
the triggers of her restrictive behaviour. There is also a hint that TP is trying to manage her
DEBs by externalizing her eating-related and body-image related intrusive thoughts. This is
evident in her account where she uses sentences like: “it’s part of the game of my mind”, “my
mind tries to make me restrict”, “I try to not let my mind win”, “I know that everything is part
of my mind playing tricks on me”.

Unlike PA and EZ she makes no mention of her family and describes growing up in an

environment where no one was worried about their diet or weight.

PG — PG describes a sudden interest in veganism that started during a stressful period
in her life as an instigator for her restrictive eating: “My interest in veganism started during a
very stressful period in my life, when I was studying for the Pancyprian exams”. This quote
indicated that PG attributes the development of her restrictive eating to stress related to school.
Although not explicitly stated, PG’s narrative suggests that she used veganism to mask
restrictive eating: “First, I started cutting out foods from my diet that were considered non-
vegan and that was ok, but then gradually I stopped eating other foods that were considered

vegan”, “I was eating very little portions...I was trying to eat as little as possible and at some
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point I lost a lot of weight”. She also describes engaging in different compensatory behaviours
during that time including excessive exercising.

PG also describes that she frequently engages in binge-eating and discusses negative
affect as a trigger. More specifically, it seems that PG associated binge-eating with stress:
“When I feel anxious, I eat and eating is the only thing that I want to do at that moment”.

Although PG does not directly attribute her current binge-eating or restriction to the
CPV experienced when young, when asked, she describes that from a young age she didn’t
like herself and that CPV experiences during primary school reinforced those negative feelings
that she had about herself. She describes engaging in frequent weight and physical appearance
comparisons during that period of her life: “I was comparing myself to others and was feeling
bad for not having the same thin body...I didn’t like myself’. While not directly stated, PG
expresses body dissatisfaction as a result of those comparisons that could have instigated her
restrictive behaviour. The quote mentioned above also suggests that PG was living with an
unwanted sense of self that was reinforced by CPV experiences. This unwanted sense of self
may have contributed to her current disordered eating patterns. Unlike EZ and PA, PG does

not talk about any feelings related to her sense of self at present.

RI — RI describes her binges as a response to negative emotions. Specifically, she talks
about anxiety and sadness: “when I have those thoughts, mainly about the future, I feel
anxious and so I binge”. RI also identifies contextual factors as triggers for her binge-eating,
such as being at home alone: “Basically...when I am not feeling well emotionally, I prefer to
stay at home...and when I am at home I binge”. The notion that RI’s binges are triggered by
negative emotions is also implicit in this quote. When she feels sad, she isolates herself, which

triggers her binge-eating.
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RI understands her binge-eating as being a result of an intense feeling of emptiness and
sadness that she was feeling when she moved to another city and realized that she lost her
friends. In her narrative, losing her friends was equated as having lost an important part of her
identity, which led to intense sadness and binge-eating in the years that followed: “My issues
with food started when I moved to another city and I realised that I lost my friends”, “Losing
my friends felt like I’ve lost a part of who I am. Basically, I’ve changed as a person after
that...it’s difficult for me to make new friends or trust anyone. I miss my old self”. Although
not directly stated, sadness seems to be a trigger for her binge-eating. Also, implicit in the
quote mentioned above is the notion that RI dislikes herself now and prefers her old self. This,
indirectly, could trigger her binge-eating as she could be using binge-eating to escape from the
distress associated with negative thoughts about her identity. This is discussed further in the
following theme.

Unlike PA and EZ, RI denied that the CPV that she experienced when young has
influenced her current eating behaviour in any way and describes having a healthy relationship

with food when she was young.

DK - DK attributes her restrictive behaviour to a perceived lack of control that she
experienced in various situations when she started going to the university. Specifically, she
says: “I think that my restriction and obsession with food started when I was feeling an intense
need to gain some control over different situations in my life. At the time when I started
restricting, we had some family issues...I was experiencing a lot of stress at university...I was
feeling lost with all the new things that I had to face...and I believe that this chaos that I was
feeling in my life led to a need for control and restricting food gave me this”.

She also states that meeting new people at university prompted her restrictive eating:

“It’s when I went to university and started meeting new people that restriction became more
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apparent. [ started losing weight and everyone was giving me compliments for my
appearance...this is when my restriction began, I think”. Her narrative suggests that meeting
new people was a situation that prompted her restrictive behaviour. In this quote, implicit is
the idea that meeting new people is an anxiety-provoking situation for DK who might feel that
she doesn’t belong or that she is not accepted by others. This is probably related to her history
of CPV, repeated exclusion specifically. However, when she was asked directly whether she
believes that her CPV experiences have affected her current eating behaviours she denied this.
When she started losing some weight, people started commenting on her appearance in a
positive way. This transformed into an intense desire to keep low weight, prompting restrictive
eating.

DK also describes that she sometimes binges when she feels anxious, suggesting that
like the other participants negative affect triggers her DEBs.

Based on her narrative DK does not seem to understand her DEBs as an outcome of the
environment that she grew up. However, when asked, she describes growing up in a diet
conscious environment: “My mum was always worried about her weight and was always on a
different diet to lose weight. The food that she was cooking was, most of the times, carefully
prepared, according to her diet”.

Theme Two: Functions and Maintaining Mechanisms of DEBs

In analysing participants’ narratives, it was clear that DEBs serve a highly functional
role in their lives. Theme two, therefore, focuses on participants’ understanding of their DEBs
as functional and the reasons that they believe they continue to either binge-eat or restrict.

Within this theme, nine subordinate themes were identified: 1) DEB as an emotion
regulation strategy, 2) DEBs experienced as enjoyable, 3) DEBs provide sense of identity, 4)
Restriction provides sense of control, 5) Restriction provides sense of self-confidence, 6)

External positive comments about appearance and weight, 7) Restriction as a way to elicit
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concern from significant others, 8) Sense of being powerless to stop DEBs, 9) Distorted

beliefs.

PA — PA understands that his binge-eating functions as an emotion regulation strategy.
More specifically, for PA binge-eating appears to serve as a distraction that helps him cope.
He specifically reports that when he binges, he is able to ignore all negative thoughts,
including thoughts about the consequences of binge-eating: “When I binge, I’'m not thinking
about anything else, not even about the regret that I would feel after the binge ends”. He also
compares binge-eating with other strategies that he uses to distract himself: “Sometimes when
I am not feeling well, I also play video games to distract myself from those thoughts or other
times I play music or watch YouTube videos again to distract myself. I always do this,
distracting myself when not feeling well”.

Of note is what PA describes when asked about why he thinks he uses distraction
strategies to cope: “I think all those distraction strategies when I am not feeling well help
because I am doing something that distracts me from reality...and so I don’t think about
anything else at that time”. The use of the phrase “distract from reality” is very informative
and suggests that PA uses distraction strategies to help him escape reality. This could suggest
that binge-eating, which serves the same function as the other strategies described (i.e.,
distraction), helps him escape reality by narrowing his focus on what he is eating and thus
distracting him, in the short-term, from negative emotions.

Thus, it seems that, for PA, binge-eating is a useful technique that he uses to cope with
difficult thoughts and emotions. This also suggest that PA experiences some difficulties in
regulating his emotions and more specifically in using effective emotion regulation skills. As
it appears in his narrative, currently, his main emotion regulation strategy is avoidance of

intense emotions, including distraction, to cope with intense emotions.
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PA also talks about the feeling of enjoyment he gets from eating unhealthy and tasty
food. He mainly describes a positive feeling of enjoyment during binge-eating that changes
into guilt as soon as he stops: “at that moment I know that I’'m full, but I can’t stop eating
because I like the food that I’'m eating, I enjoy the taste of whatever I’'m eating, but then, after
I stop bingeing, I start having those thoughts that I shouldn’t have done it”.

He acknowledges that he experiences positive change in his mood from binge-eating:
“when I am having a bad day, eating helps lift my mood”. However, PA doesn’t explicitly
make the connection that the positive feeling of enjoyment that he experiences during the
binge in part maintains his binge-eating behaviour. Moreover, as mentioned above, binge-
eating for PA is used as an emotion regulation strategy to help him “escape” reality. Binge-
eating, thus, provides PA with an emotional escape, which contributes to the maintenance of
his bingeing behaviour.

Throughout his narrative, PA expresses hopelessness and powerlessness when talking
about his eating difficulties: “I always felt fat...there was never a time in my life that I didn’t
think of myself as being the fat one...it’s like I know that I will always be like that...whatever
I do”. The repeated use of the word “always” indicates PA’s sense of hopelessness in changing
his current situation and more specifically the view of himself as being the fat one. In his
narrative he also describes many failed attempts in controlling his eating difficulties that
contribute to his sense of powerlessness: “I try to eat healthier, legumes and stuff, but then
when I get home after work it always ends the same way, I will order a lot of food and I will
binge. I always try to control my binge-eating, but I always fail”. This sense of powerlessness
seems to act as a barrier in his efforts to control his binge-eating behaviour, contributing to the
maintenance of this behaviour.

Moreover, as mentioned under theme one, PA seems to have merged his weight with

his identity. So, although not explicitly stated by PA, losing weight could be considered as a
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threat to his identity. Binge-eating thus gives him and helps maintain, this sense of identity that

he equated from a young age with his weight.

EZ — EZ explains that restrictive eating provides her with a goal that she can achieve:
“I want to restrict because it gives me something to aim for and it also helps me reach my
goal”. Thus, for EZ, restrictive behaviour provides her with a sense of achievement that seems
to contribute to her sense of self-confidence.

EZ describes that both restriction and binge-eating are useful in helping her cope with
negative emotions: “It’s not that I want to binge, it just makes me feel better”. She also
describes that restriction helps regulate negative feelings in relation to her physical
appearance, as well as feeling of guilt related to her binge-eating. Like for PA, DEBs for EZ
function to improve her mood and regulate negative affect, thus acting as a maladaptive
emotion regulation strategy. Also, like PA, EZ acknowledges that she experiences positive
mood change when she binges or restricts. She talks about the positive feeling of enjoyment
associated with both restriction and binge-eating, but more specifically, when talking about the
feeling of enjoyment associated with binge-eating she explains that the act of chewing at the
moment of binge helps improve her mood. Binge-eating and restriction for EZ thus seem to be
useful in helping her cope with negative emotions. The positive feelings associated with her
DEBs could be maintaining her DEBs.

The analysis also suggests that EZ recognizes that the positive effects of binge-eating
are only short-term and that it could potentially affect her in a negative way, yet she is
reluctant to engage with this knowledge: “I know that this isn’t good for me but even for that
short period of time that I’'m able to control myself and restrict, it makes me feel good even if
know that it’s not good for my body”. Her account suggests that her eating behaviour is

guided by pleasure-seeking. Moreover, in the quote above, EZ seems to experience a sense of
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powerlessness over her eating behaviour. This sense of powerlessness over her eating
behaviour is also depicted in the quotes that follow from EZ’s narrative:
- “during a binge I can understand that I ate too much and that I need to stop but I can’t
control it”
- “Sometimes I just can’t stop eating. I could start with one food, then continue with

another and another...something like that”

Here, EZ describes the compulsive nature of her binge-eating and a sense of
powerlessness in resisting the urge to binge.

EZ also makes a number of statements that indicate distorted beliefs that may
perpetuate her DEBs. For instance, she makes several statements that imply distorted beliefs
about the consequences of eating. More specifically, the belief that eating can cause
immediate weight gain is evident when she talks about the need to compensate after eating:
“Sometimes when I binge, I feel bad about my weight, I stop eating and this can last for
several hours or even for a whole day”. This quote also suggests another distorted belief that
may perpetuate the compensatory behaviour (i.e., restriction) of EZ: the belief that by not

eating, one can reverse the effects of binge-eating.

TP — Controlling her food and body weight provides a sense of control for TP who
otherwise feels out of control. TP has a long history of physical problems from a young age.
These problems may have contributed to feelings of anxiety and of being out of control,
especially over her body. Restricting her food thus gives her this sense of control that she
desires. TP also mentions that restriction helps control anxious feelings and decreases her
physical pain and thus functions as a strategy to control her pain: “The psychosomatic reaction

to stress that I have, which is pain in my stomach, is not something that I can control, it’s
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automatic and I also have concerns over my body and appearance. So, restricting helps me
manage not only the physical pain but also eases the anxiety that arises from my body image
concerns’.

In TP’s narrative, it also appears that she is confident in her ability to manage her
eating difficulties, yet the words that she uses when describing these show a sense of
powerlessness over her eating difficulties that may be perpetuating her DEBs. For instance,
she describes: “It’s like I am in a constant fight against my mind, always trying to not let it
win...it’s very tiring”. Her sense of powerlessness over her eating difficulties is supported by
her account on feeling compelled to restrict: “I wanted to eat but at the same time I felt that I
couldn’t eat and that I needed to restrict, so I didn’t eat”.

TP, as mentioned in theme one, describes internalizing the belief that there is
something wrong with her appearance and that she was fat when she was younger. Despite
that she now realises that there is nothing wrong with her appearance, there are still times that
she is convinced that her appearance is flawed, specifically her waist and that she needs to
restrict in order to “fix” it: “Sometimes I get obsessed with my waist and abs, even if | know
that my waist looks great, my mind is insisting that there is something wrong to make me
restrict”. The hyper focus on her waist and her distorted beliefs about her appearance, are in
part maintaining her restrictive behaviour.

Overall, TP’s understanding of why she restricts seems to be coherent. Her account
suggests that she acknowledges that her distorted body image and beliefs about her body is
what maintains her restrictive behaviour. Unlike other participants who restrict, when talking
about restriction there is a sense that she wants to stop doing it: “Sometimes I understand that
it’s my mind that is playing tricks on me to make me restrict and so I do the exact opposite
because I don’t want to please it”. Thus while, as mentioned above, she describes restrictive

eating as a “battle with her own mind that she is constantly fighting and trying to win”- that
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depicts a sense of powerlessness- it is evident that she has a clear understanding of the factors

that perpetuate her eating difficulties.

PG — For PG, restriction functions as a way to elicit concern from significant others.
When she started restricting food and changing her diet people around her showed interest and
started commenting on her new behaviour. PG used the word “attention” when describing
these experiences, which shows that she interpreted those comments and interest from others
as gaining attention: “I liked the attention that I got from my friends. When I started restricting
and eating only specific foods they were interested and kept asking me how I managed to lose
weight and they were interested in the types of food that I was eating, and this felt nice”.
Losing weight, as a result of restriction, also elicited concern, especially from her mother: “my
mum got very anxious when I started losing weight and so she took me to a dietician to help
me put on weight. She was also worried and always asking why I wasn’t eating specific
foods”. It seems that restriction provided PG a sense of love and concern from other people
that are important to her that she may have not experienced in the past.

Related to the above, PG describes: “When I first lost weight, my friends started
commenting on my appearance and started giving me more attention and I liked that, everyone
was asking how I managed to lose weight”. In this quote, PG talks about receiving positive
feedback from others. The way that she talks about the attention and concern she receives from
significant others suggests that she experiences these comments and concerns as positive and
can thus be considered as important factors in maintaining her restrictive behaviour.

PG’s restrictive pattern could also potentially be perpetuated by her distorted beliefs
that restriction, in particular following a specific low-calorie diet, is good for her health and
can help elevate her mood. Along with these beliefs, several other distorted beliefs were

identified in her narrative including the belief that specific foods can cause immediate weight
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gain, which led to the development of fear around such food, (i.e., “I avoid eating bread, olive
oil, fried food”) and the belief that she needs to follow specific rituals to be able to eat
including the need to exercise for specific amount of time and the need to weight food before
eating. Such beliefs could justify her restrictive eating.

In addition, PG describes that restriction gives her a sense of control: “When I’'m
feeling stressed about different things in my life and feeling out of control, controlling what I
eat makes me feel that I am in control of my life and that I have more self-discipline, which I
can then apply to other areas in my life such as studying”. This quote also suggests that
controlling her food (i.e., restricting) also contributes to her sense of self-confidence and thus
her ability to control other areas of her life, including her ability to focus on her studying.
Restriction is thus experienced as functional by PG as it gives her a sense of inner strength and
control.

She also talks about how good restriction makes her feel: “it’s that wow feeling you get
after not eating for several hours and seeing the lower numbers on the scale. You feel lighter
and that makes you feel even better”. It is clear in this quote that PG has associated restriction
with positive feelings and that she enjoys restricting her food. These positive feelings that

result from restriction are obvious factors in maintaining her restrictive eating pattern.

RI — Like for PA, RI understands her binge-eating as an emotion regulation strategy
and more specifically as a distraction that helps her cope: “When I’m binge-eating, it’s like a
distraction for me. At the moment of bingeing, I don’t have those anxious thoughts and
somehow it’s impossible for me to think or feel sad about anything at that moment”. She later
adds: “when I am not feeling well, I stay at home, and I eat. If I had something else to do that
would help distract me, I would do that”. This quote supports the idea that binge-eating

functions as a distraction for RI that helps her cope. Like PA, it appears that distraction is her
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main emotion regulation strategy, suggesting that RI has some difficulties in emotion
regulation skills. In support of this, she also describes: “if I don’t binge, I usually lie on the
couch and that would lead to a cycle of negative thinking and sadness”. From her narrative, it
appears that RI understands binge-eating as her only coping strategy, which partly explains
why she continues to binge.

In contrary to other participants, RI does not explicitly describe binge-eating as
enjoyable, but she characterizes food as her “friend”, which suggests that she has associated
positive feelings with food: “I don’t know how to say this...instead of going out to see my
friends I prefer to stay home... food is my friend... it’s what pleases me and makes me feel
good...sometimes [’m not even hungry, but I do it anyway”. The use of the phrases “pleases
me” and “makes me feel good” support the idea that binge-eating is experienced as enjoyable
for RI. This positive feeling of enjoyment associated with binge-eating is a factor that
maintains her binge-eating behaviour.

Similar to other participants, RI discusses her struggle to control her eating behaviour
that somehow conveys a sense of powerlessness over binge-eating: “I feel that I can’t do
anything about it...it’s like I don’t have any control over it”. Furthermore, as mentioned
above, RI clearly frames her binge-eating as her key coping mechanism for dealing with
negative emotions by helping her escape from the negative thoughts. This uniqueness of
binge-eating in controlling her negative emotions is also echoed in a later statement where she
explicitly describes that she doesn’t have other coping mechanisms when feeling emotionally
unwell: “sometimes it’s like bingeing is the only thing that helps distract myself from the
negative thoughts when I’'m home and not feeling well”. The sense of powerlessness over her
eating in addition to the idealisation of binge-eating as her only effective coping mechanism

are factors that perpetuate her binge-eating behaviour.
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DK — DK admits that restriction provides her with a sense of control: “Basically, |
believe that restriction gives me this sense of control. Ok I’m not saying that I am a control
freak but for example you may have a situation in your life that you don’t know how to handle
and so controlling your food definitely makes you feel better”.

She then goes on and describes: “Because I am the one that decides the specific rules to
follow, I feel in control”. While these quotes suggest that restriction provides DK with a sense
of control, which is a factor that maintains her restrictive behaviour, when she goes into
further detail about her restrictive behaviour it seems that it also gives her a sense of self-
confidence: “Hunger is something I know how to do, and I’'m good at it, I do it well and this
feels good”. Restriction is seen as a success for DK. The feeling of being capable and
successful in controlling her food adds to her self-confidence, maintaining her restrictive
behaviour. Restriction also gives her the opportunity to receive positive comments from others
about her appearance that also help improve her self-confidence. As also mentioned under
Theme one, her restrictive eating begun as a goal-directed weight loss behaviour. However,
when she started losing weight, people started commenting on her low weight and appearance,
giving her positive feedback leading to an intense desire to keep at low weight: “I reached a
point where I started losing weight and I wanted to lose even more because of the comments
that I got from others that were like this: Wow you lost weight, you are looking great and
much prettier now. And comments like these feel good”

The use of the words “feel good” depicts the rewarding nature of the positive
comments about her weight, suggesting that such positive comments could be maintaining her
restrictive behaviour. The compliments and positive comments about her appearance also seem
to be of high importance to DK and she describes being afraid of the negative comments that
she might receive if she puts on weight: “I have this fear that if I stop restricting, I will put on

weight and others will comment on that and I will feel bad for putting on weight”. Controlling
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her food through restriction therefore seems to help her stay in control over her weight and
thus in control over her feelings, reinforcing her restrictive behaviour.

Some of DK’s statements also indicate that restriction is part of her identity. Although
not directly stated, implicit in the quote that follows is the notion that DK is afraid that if she
stops restricting, she will lose a part of herself. “Restriction gives you this sense that you are
still yourself in a way because you have control over what you are eating and it’s like you
have control over who you are”. It can therefore be inferred that restriction for DK provides a
sense of personal identity that she would otherwise not have.

She also describes that sometimes she binges to cope with stress. She specifically
explains: “I feel that eating is something I do to escape from the stress that I’'m feeling...I
don’t know how but when I binge, I don’t feel anxious at all, bingeing really helps”. The use
of the word “escape” suggests that, like in other participants, binge-eating for DK seems to
function as an emotion regulation strategy and more specifically as a distraction that helps her
cope with anxiety.

DK also made a number of statements that imply distorted beliefs that may perpetuate
her DEBs. For example, she talks about having to eat at specific times every day, having to
count calories at every meal and having to exercise for a specific amount of time. She
describes how all these rituals became something she did and felt that she needed to do:
“automatic”. She then goes on to describe how she felt trapped and powerless to stop them: “I
reached a point where I was counting all the calories in every food that I was eating, and it felt
like I couldn’t not escape from this thing”. These rituals around food reflect several distorted
beliefs she may have that may perpetuate her DEBs. Examples of possible distorted beliefs
reflected in her account include:

- The belief that specific foods can lead to immediate weight gain and thus should be

avoided
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- The belief that catastrophic outcomes may occur if she doesn’t complete her ritualistic

behaviours (e.g., unless I don’t restrict/exercise I will gain a large amount of weight)

The rituals that lead to restrictive eating described above are helping DK feel in in

control and this sense of control that is gained from these rituals could be a perpetuating factor

for her restrictive eating.
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Chapter Six: Discussion

The present thesis is one of the first that uses a mixed method approach to examine the
relationship between CPV harmfulness and DEBs in emerging adulthood. This was achieved
in two phases. In phase one, the role of pathological identity development and emotion
regulation abilities in the relationship between CPV harmfulness and DEBs was examined
using self-report data. A subset of participants from the sample of phase one was then selected
for phase two. Phase two focused on examining how emerging adults with a history of CPV
interpret their experiences with DEBs using qualitative data. Phase two complemented the
quantitative data from phase one by obtaining insights into participants’ current experiences of
DEB:s.

The analysis from phase one indicated significant direct effects of CPV harmfulness on
DEBs. Findings also supported the indirect relationship between CPV and binge-eating
through pathological identity development. In addition, moderation analysis revealed that the
effect of CPV harmfulness on DEBs was the same across both groups, high and low emotion
regulation difficulties, suggesting that difficulties in emotion regulation did not moderate the
relationship between CPV and DEBs in the present sample. In phase two, participants’ current
experiences with DEBs were captured in two superordinate themes: 1) Causes and triggers for
DEBs, 2) Functions and Maintaining mechanisms for DEBs.

Results for both phases in relation to existing literature are discussed separately in the
following sections. Limitations, contributions to current research and recommendations for
future research are also discussed under each section. Finally, there follows a discussion on
how results from both phases relate to each other.

Quantitative Phase
As expected, the findings of the present thesis indicated that the harmfulness of the

CPV experience significantly predicted both binge-eating and restrictive eating in emerging
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adulthood. A unique characteristic of the present thesis was the use of the concept of
harmfulness of the CPV experiences instead of the mere exposure to CPV as in previous
literature. Harmfulness is conceptualised as the by-product of both frequency and the
perceived intensity of the CPV experience (Volk et al., 2014). Comparison of the present
findings with those of other studies that used retrospective reports of CPV experiences reveal
similar findings (Agras, Bryson, Hammer, & Kraemer, 2007; Engstrom & Norring, 2002;
Striegel-Moore et al., 2002; Frank & Acle, 2014), providing further support for the
relationship between CPV and the development of DEBs later in life. While preliminary, the
present findings suggest that the harmfulness of the CPV experience could be a significant
predictor of both restrictive and binge-eating behaviours in emerging adulthood and provide a
useful conceptualization for investigating the interaction among CPV experiences and the
development of DEBs in future studies.

In terms of the role of pathological identity development in the CPV harmfulness-
DEBs relationship, the present thesis found support for the indirect relationship between CPV
harmfulness and binge-eating through pathological identity development. However, the
indirect relationship between CPV harmfulness and restrictive eating was not supported.
Identity development, thus, seems to be a significant factor through which the effect of CPV
harmfulness on binge-eating in emerging adulthood occurs. Accordingly, it is possible to
hypothesize that harmfulness of the CPV incidents can affect the development of an integrated
identity, which in turn can predict the development of binge-eating in emerging adulthood. In
a period where many challenges exist (Arnett, 2002) and concerns about physical appearance
and social acceptance increase (Godina & Zadorozhnaya, 2016; Harter, 1999; Senin-Calderon,
Rodriguez-Testal, Perona-Garcelan, &Perpina, 2017) it appears that not having an integrated

identity, due to having experienced harmful CPV, can increase the risk of internalizing social
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standards about weight and appearance, which can in turn make these individuals more
vulnerable to adopt DEBs (Vartanian, 2009).

In accordance with the literature, binge-eating helps individuals avoid dealing with
identity issues and “escape” from the negative thoughts associated with the self (Heatherton
and Baumeister, 1991; Polivy, Herman, & McFarlane, 1994). Thus, it could be that binge-
eating in emerging adults who have experienced CPV could function as a coping mechanism
that helps them deal with identity issues that have resulted from harmful CPV experiences.
These findings are also consistent with previous evidence indicating an indirect effect of CPV
on DEBs (e.g., Hawker & Boulton, 2000; Troop-Gordon & Tapp, 2005) and provide a new
perspective on the pathway through which CPV experiences can affect the development of
DEBs in emerging adults. Despite the theoretical and empirical support of the present
findings, the analysis is based on cross-sectional data and therefore cause-and-effect
inferences should be interpreted with caution. Longitudinal data is recommended to provide
additional support for the present findings. Limitations in regard to the cross-sectional data are
discussed below in more detail.

The present study also incorporated difficulties in regulating emotions as a moderator
of the relationship between CPV harmfulness and DEBs. Contrary to expectations, the results
of the moderation analysis demonstrated that difficulty in emotion regulation did not moderate
the relationship between CPV harmfulness and DEBs. Low levels in emotion dysregulation
did not act as a protective factor against DEBs in the present sample. A possible explanation
for this result is that perhaps the ability to regulate ones’ own emotions is not as important in
restrictive eating and binge-eating in emerging adults with a history of CPV as originally
proposed. As mentioned in the introduction, theoretical models of eating pathology emphasise
the role of DEBs in regulating negative affect (e.g., Bruch, 1973; Fairburn, Shafran, &

Cooper, 1999; Hawkins & Clement, 1984; Heatherton & Baumeister, 1991; Polivy & Herman,
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1985). Similarly, qualitative studies on DEBs and emotion regulation indicate that DEBs are
mainly described by individuals with EDs as mechanisms that help manage and alleviate
negative emotions (e.g., Fox, Larkin, & Leung, 2011; Nordbo, Espeset, Gulliksen, Skarderud,
& Holte, 2006). Without invalidating individuals’ experiences from such studies, the present
data suggests that in emerging adults with a history of CPV, the level at which someone has
deficits in emotion regulation does not affect whether they will develop DEBs in emerging
adulthood. If individuals experienced harmful CPV, they are more likely to either restrict or
binge-eat when they reach emerging adulthood, regardless of their capacity to regulate their
emotions.

The reason for this finding is not clear but it may have something to do with other
factors that are more relevant in emerging adults with a history of CPV. In one study
examining the relationship between EDs, experience of trauma, and psychosocial resources,
they concluded that individuals with ED who have experienced trauma in the past could
benefit from interventions that include personal resources, such as social support (Tagay,
Schlottbohm, Reyes-Rodriguez, Repic, & Senf, 2014). Social support has indeed been shown
to act as a protective factor and buffer against poor mental health outcomes following a
traumatic event (e.g., Holt, Buckley, & Whelan, 2008). This may illuminate a possible reason
why, in the present study, difficulties in emotion regulation abilities did not moderate the
relationship between CPV experiences and the development of DEBs in emerging adulthood.
Although decreased capacity in regulating emotions may increase the likelihood that an
individual may use DEBs to alleviate negative emotions (e.g., Bruch, 1973; Fairburn, Shafran,
& Cooper, 1999; Hawkins & Clement, 1984; Heatherton & Baumeister, 1991; Polivy &
Herman, 1985), not having social support during emerging adulthood may have a similar
effect in individuals with past trauma experience, such as CPV. This is especially relevant in

emerging adulthood were social relationships grow in importance (e.g., Larson, Whitton,
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Hauser, & Allen, 2007). Instead of perceiving difficulties in emotion regulation as direct
barriers in this population, social support in emerging adulthood could be as crucial in not only
helping buffer against the development of DEBs in the context CPV experiences but in also
promoting the development of emotion regulation abilities (Haber, Cohen, Lucas, & Baltes,
2007; Marroquin & Nolen-Hoeksema, 2015; Zaki & Williams, 2013). Further research with a
focus on social support as a moderator in this relationship is therefore suggested.

With respect to gender, females reported more binge-eating and restrictive behaviours.
In agreement with earlier studies, this finding further supports the higher prevalence of DEBs
in females (e.g., Stoving, Andries, Brixen, Bilenberg, & Herder, 2011; Striegel-Moore et al.,
2009). In terms of the BMI, results were consistent with those of previous studies. Higher BMI
was associated with higher scores on restrictive eating (Berner, Shaw, Witt, & Lowe, 2013)
and binge-eating (Vogeltanz-Holm et al., 2000).

Limitations

Although the findings from the present study offer new insights in the associations
between CPV, DEBs and pathological identity development in emerging adults, some
limitations need to be taken into consideration.

First, the present study was based on cross-sectional data and therefore certain
limitations need to be acknowledged with respect to this, regardless of the strong evidence
supporting the findings. For instance, given the nature of the cross-sectional analyses it was
difficult to assess the stability of the variables and how identity development is affected over
time, thus no causal conclusions can be drawn. Moreover, the bidirectional relationship
between CPV harmfulness and identity development was not examined due to the cross-
sectional nature of the data. For the same reason, the bidirectional relationship between DEBs
and identity development could not be assessed. Longitudinal data is therefore suggested as

this could not only provide additional support for the present findings but could also help
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expand the literature in regard to the nature of the relationship between CPV and identity and
clarify whether DEBs could have an effect on identity development.

In addition, using cross-sectional data means that estimates of CPV experiences were
based on participants’ recollections and this gives rise to questions in regard to the reliability
of participants’ memories. One could argue that these accounts are subject to recall biases as
they are restricted to participants’ memories. However, in a review by Hardt and Rutter (2004)
that examined the validity of retrospective accounts of adverse childhood experiences in adults
they concluded that while memories are subject to some bias, such bias is not sufficient to
invalidate a retrospective account and false positive reports are probably rare (Hardt & Rutter,
2004). In addition, it has been suggested that individuals’ current psychological functioning is
more closely related with their subjective interpretations of the past peer victimization
experience compared to whether they were actually victimized or not (e.g., Graham &
Juvonen, 1998). Furthermore, it is possible that trauma in individuals who experience
psychopathology is more difficult to be forgotten and is recalled easier compared to
individuals with no psychopathology (e.g., Schraedley, Turner, & Gotlib, 2002). Childhood
peer victimization experiences tend to be very salient experiences for individuals.
Accordingly, these experiences are most likely, well remembered. It could therefore be argued
that the present study provides a coherent understanding of the relationship between past peer
victimization experiences and current DEBs.

The generalisability of the present findings is also subject to certain limitations. For
instance, the current study used a non-clinical population and while research on this
population in this area is crucial due to the high prevalence of subclinical forms of DEBs in
emerging adults (National Eating Disorder Collaboration, 2010), similar studies using a
clinical sample are needed as well. Another limitation is that due to the disproportionate large

number of females that took part, the present findings should be interpreted with caution.
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There is some evidence suggesting that women are more willing to take part in online studies,
particularly those related to health and well-being (Kilpatrick, Hebert, & Bartholomew, 2005).
This could partly explain the lower proportion of males compared to females that were
recruited. Equal number of males and females is recommended in similar future studies.

The study also relies on online self-report data that was collected using a convenience
sampling procedure. The sample was therefore not randomly selected, which limits the
generalizability of the current results to a larger population. While using online self-report
measures can provide some benefits, including anonymity and collection of a large amount of
data, certain limitations such as, the study being only accessible to individuals who have
access to a computer and internet should be considered. Also, given that most of the questions
were of sensitive nature, responses could be subject to social desirability and response bias, as
well as wrongful interpretations.

Lastly, the present thesis did not assess for the presence of mental health disorder
diagnoses, family adversity, or parental characteristic that may have confounded the results.

Results should therefore be interpreted with caution.

Contributions and Future Research

Overall, the present study has made significant contributions to the field of CPV and
DEBs. Specifically, the present study highlights the significance of CPV harmfulness in the
development of DEBs in emerging adulthood. In addition, the present study emphasises the
significance of pathological identity development through which harm from the CPV
experiences seems to affect the development of binge-eating in emerging adults. These
findings indicate that individuals who have experienced CPV that was harmful tend to
experience difficulties in regard to their identity, which can lead to binge-eating behaviour in

emerging adulthood. Longitudinal data, however, is required to provide additional support.
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To our knowledge, this is the first study to examine the indirect effect of CPV
harmfulness on DEBs through pathological identity development in emerging adulthood and
provides some initial evidence for the significance of identity development as a factor that
contributes to the development of DEBs in emerging adults with CPV history. However, given
that the analysis was based on cross-sectional data, statements of causality made throughout
this thesis should be interpreted with caution. Future research would benefit by continuing to
include identity development when examining the relationship between CPV and DEBs in
emerging adults and should consider using longitudinal data. Furthermore, identifying the
specific elements of identity that contribute to the development of DEBs in this population
would help expand on the current findings and help understand this relationship in more detail.
Qualitative Phase

The qualitative phase of the present thesis aimed to explore how emerging adults with
a history of CPV interpret their experiences with DEBs and how they make sense of the CPV
experiences in relation to their current DEBs. The IPA analysis of the transcripts from the
semi-structured interviews with six participants revealed two superordinate themes that were
labelled as: 1) Causes and triggers for DEBs and 2) Functions and maintaining mechanisms of
DEB:s.

The results highlight how participants with either binge-eating, restrictive eating, or
both, experience DEBs as both interfering with their lives and at the same time as offering
them something that is functional in a way, making their DEBs meaningful to them.

The following paragraphs discuss the two themes and how they relate to existing

literature.
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Theme One: Causes and Triggers for DEBs

The first theme, Causes and Triggers for DEBs, is concerned with what participants
believe contributed to the development of their current DEBs and the factors that trigger them.
Four subordinate themes were identified under this theme: 1) DEBs as a response to negative
affect, 2) DEBs as a response to perceive lack of control over life events, 3) DEBs as a
consequence of growing up in a diet conscious environment, 4) DEBs as a consequence of
CPV experiences including: a) living with an unwanted sense of self and b) body
dissatisfaction.

All of the participants talked about DEBs as a response to negative affect. Negative
emotions that were reported included: depression/low mood, loneliness, anxiety/stress. Some
of the participants also reported some contextual factors as triggering their DEBs, including
specific places (e.g., being at home) and specific times of the day (e.g., at night). This finding
is in line with the literature examining the triggers for DEBs. For instance, common emotional
triggers for binge-eating identified in the literature include depression, anxiety, boredom,
loneliness, feeling unloved and anger (e.g., Fassino, Leombruni, Piero, Abbate-Daga, &
Rovera, 2003; Hudson, Hiripi, Pope, & Kessier, 2007; Torres & Nowson, 2007; Zeeck,
Stelzer, Linster, Joos, & Hartmann, 2011). The findings are also in line with the theoretical
models of eating pathology that emphasise the role of eating disorder behaviours in regulating
negative affect (e.g., Bruch, 1973; Fairburn, Shafran, & Cooper, 1999; Hawkins & Clement,
1984; Heatherton & Baumeister, 1991; Polivy & Herman, 1985). In addition, these findings
further support previous qualitative studies that found negative emotions to precede binge-
eating and restrictive eating (Heatherton, Polivy & Herman, 1990; Newman, O’Connor &
Conner, 2007).

One participant, DK, talked about perceived lack of control as a cause for her

restrictive eating. In her account, DK made it clear how she felt powerless in coping with the
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“chaos” in her life at the time that she started restricting food and how her need to feel in
control over different situations in her life, particularly family issues and starting university,
led to her restrictive behaviour. In support of this finding, there is research evidence for the
idea that need for control precedes restrictive eating patterns (e.g., Espindola & Blay, 2009;
Patching & Lawler, 2009). DK’s account also fits with Slade’s (1982) theory in which he
suggests that the need for control is central to the development and maintenance of AN.

Some of the participants (i.e., PA, EZ, DK) also understand their DEBs as a
consequence of growing up in a diet conscious environment, which supports research
demonstrating that family culture around food has an impact on individuals’ relationship with
food (Senra, Sanchez-Cao, Seoane & Leung, 2006). Previous studies that examined the eating
behaviours of children who have parents with an ED history suggest that these children are
more likely to have pathological eating behaviours (e.g., Reba-Harrelson, Von Holle, Hamer,
Torgerson, Reichborn-Kjennerud, & Bulik, 2010). This literature is in line with the account of
one participant (DK) who described her mother as being very anxious about her weight and
also mentioned that she may have experienced some issues with food. Moreover, emotional
abuse during childhood, including comments about physical appearance and weight, have
been associated with negative view of the self in adulthood (Dunkley, Masheb, & Grilo, 2010)
that in turn predicts binge-eating (Moulton, Newman, Power, Swanson, & Day, 2015; Smyth,
Heron, Wonderlich, Crosby, & Thompson, 2008). Such findings resonate with the accounts of
some of the participants in this research (PA and EZ) that talked about experiencing judgment
and comments from their families in regard to the food they ate, their weight and physical
appearance and how these experiences may have contributed to their current DEBs.

In addition to talking about experiencing emotional abuse from family members about
their physical appearance and food choices during childhood, these participants and three

others (TP, PG, DK) also talked about their Aistories of CPV and the enduring influences of
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CPV on their lives now. Based on participants’ accounts, current DEBs seemed to stem from
an unwanted sense of self and body dissatisfaction that resulted from experiencing CPV,
indicating that participants understand their DEBs as a result of the CPV experiences. The
former was apparent in PA, EZ and PG’s cases. For example, PA’s conceptualisation of
himself as “loser and fat” and EZ’s explicit description of not liking herself as a trigger for her
restrictive eating. This finding fits with the extant literature on the relationship between the
experience of CPV and identity (e.g., Hoof, Raaijmakers, van Beek, Hale, & Aleva, 2008).
According to Ylvisaker (2006), identity, along with an individual’s self-worth, self-esteem,
and self-image comprise the sense of self of an individual. Sense of self is defined as the way
an individual thinks about his or her own characteristics that define them. These can include
personal traits, hobbies, abilities, affiliations and beliefs (Ylvisaker, 2006). Moreover, an
individual’s sense of self is shaped based on their environment and immediate surroundings,
including their interactions with others. This is consistent with the accounts of the participants
in the present study that described how negative interactions with others and their experiences
of CPV has affected their sense of self in a negative way, that in turn made them more
vulnerable to DEBs.

The construct of body dissatisfaction under the DEBs as a consequence of CPV
experiences subordinate theme was evident in EZ and PG’s cases, in which both expressed
body dissatisfaction as a result of frequent engagement in weight/appearance comparisons.
The literature suggests that body dissatisfaction is among the strongest predictors for DEBs in
women (Polivy & Herman, 2002) and that it can contribute to negative affect, especially in
cultures where physical appearance is highly valued (i.e., Western culture) (e.g., Stice, 2001).
Negative affect, in turn, is thought to increase DEBs (e.g., Fassino Leombruni, Piero, Abbate-
Daga, & Rovera, 2003; Hudson, Hiripi, Pope, & Kessier, 2007; Torres & Nowson, 2007,

Zeeck, Stelzer, Linster, Joos, & Hartmann, 2011). This is in line with participants’ accounts of
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the present study that were discussed under the negative affect subordinate theme above. Thus,
the evidence cited here provides additional validation of participants’ reports about their
understanding of their DEBs as a response to negative affect and suggests that body
dissatisfaction that stems from CPV experiences can contribute not only to DEBs directly but
also indirectly through negative affect.

In addition, participants’ understanding of their DEBs as outcomes of CPV experiences
suggest support for theories arguing that negative experiences during childhood, including
traumatic experience, increase individuals’ risk for psychopathology in adulthood (e.g.,
Jeronimus, Ormel, Aleman, Penninx & Riese 2013; Macmillan, 2001) and for research
suggesting a relationship between CPV experiences and the development of DEBs in later
years (Engstrom & Norring, 2002; Striegel-Moore et al., 2002; Frank & Acle, 2014).

Furthermore, this finding is also in line with other qualitative studies that identified
problems with peers/bullying as a common theme when examining participants’ understanding
of how their disordered eating emerged (e.g., Nilsson, Abrahamsson, Torbiornsson & Hagglof,
2007). Overall, the current findings suggest that CPV experiences may be a crucial factor that
contributes to the development of body dissatisfaction and an unwanted sense of self than can,
in turn, lead to DEBs later in life.

Theme Two: Functions and Maintaining Mechanisms of DEBs

The second theme, functions and maintaining mechanisms of DEBs, was supported by
nine subordinate themes: 1) DEBs as an emotion regulation strategy, 2) DEBs experienced as
enjoyable, 3) DEBs provide sense of identity, 4) Restriction provides sense of control, 5)
Restriction provides sense of self-confidence, 6) External positive comments about appearance
and weight, 7) Restriction as a way to elicit concern from significant others, 8) Sense of being

powerless to stop DEBs, 9) Distorted beliefs.
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The key finding of the subordinate theme DEBs as an emotion regulation strategy is
that participants who binge understand their binge-eating behaviour as a coping response for
negative emotions, which is what helps maintain their binge-eating. In line with the literature,
all participants seem to experience emotion regulation difficulties to an extent (e.g., Cooper,
O’Shea, Atkinson, & Wade, 2014; Eichen, Chen, Schmitz, Aslt, & McCloskey, 2016;
Wollenberg, Shriver, & Gates, 2015). This was more evident in individuals who binge. While
many different coping strategies for dealing with negative affect were discussed by
participants, the most frequently mentioned from all participants who binge was distraction.
This finding offers support for the Affect Regulation Model (Hawkins & Clement, 1984) and
other theoretical models of EDs (e.g., Heatherton & Baumeister, 1991; Polivy & Herman,
1993) that emphasise the functional role of binge-eating as a coping strategy that helps
regulate negative affect by providing distraction and short-term relief from the negative
stimuli.

The present findings also suggest that DEBs are experienced as enjoyable. In
particular, the enjoyable experience that participants identified in the present study was the
positive change in their mood. Even in RI’s narrative, where she doesn’t explicitly describe
binge-eating as something that she enjoys, it is evident that she experiences enjoyment during
a binge-episode. The idea that the positive change in mood that results from binge-eating is
what participants find enjoyable supports the literature on emotion regulation and DEBs
(Hawkins & Clement, 1984; Heatherton & Baumeister, 1991; Polivy & Herman, 1993). This
change in negative affect during a binge episode has been suggested to be a crucial factor in
explaining why binge-eating is maintained. As discussed above, researchers have posited that
binge-eating shifts attention away from negative stimuli towards eating, reducing emotional
distress and thus reinforcing binge-eating behaviour (Hawkins & Clement, 1984; Heatherton

& Baumeister, 1991; Polivy & Herman, 1993). Based on these theories, the positive mood
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change, described as an enjoyable experience from the participants, could be the result of the
‘escaping’, ‘distraction’ and ‘avoidance’ of negative emotions achieved through binge-eating
during a binge episode.

Interestingly, in PG’s case, the positive mood change that was associated with dietary
restriction seems to be more long-lasting, compared to the participants who binge (i.e., PA, EZ
and RI) that described that the positive feeling of enjoyment was replaced by guilt after the
binge episode ended. This finding is in line with literature indicating guilt as a commonly
reported feeling following a binge episode (e.g., Goldschmidt et al., 2018). In their model for
binge-eating, Polivy and Herman (1993) state that, despite the serious long-term negative
effects that may accompany binge-eating, the immediate reduction of negative affect during a
binge-episode perpetuates the binge-eating behaviour. This understanding of binge-eating as
being negatively reinforced because of the short-term relief it provides may in part explain
what was observed in participants’ accounts of the present study: the reluctance to engage with
the recognition that the positive effects of binge-eating are only short-term and that they are
followed by negative emotions (i.e., guilt).

Another finding was that DEBs are experienced as providing a sense of identity to
some of the participants. This finding is consistent with previous qualitative studies that
identified identity among the emergent themes when examining individuals’ experiences of
living with AN (e.g., Espindola & Blay, 2009; Nordbo et al., 2006). The current research also
involves participants with binge-eating behaviour and the identified theme DEBs provide a
sense of identity was evident in PA’s account in which binge-eating seemed to provide a sense
of identity to him. This finding is also consistent with earlier theories that emphasise the lack
of identity as contributing to the development of eating pathology (Bruch, 1981, 1982). The
present findings, however, suggest that it is the fear of losing a part of the self that mainly

drives the DEBs and thus the sense of identity subordinate theme in the present thesis. This
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was more pronounced in DK’s account where she explicitly describes that she is afraid of
losing a part of who she is if she stops restricting.

In talking about their experiences with DEBs, some of the participants also talked
about experiencing a sense of control and self-confidence through restriction. According to
Slade (1982) the need for control that plays a pivotal role in the etiology and maintenance of
AN, is manifested in food restriction that is maintained through the resulting feelings of
success after successfully restricting food (i.e., positive reinforcement) and the avoidance of
other fears related to food (i.e., negative reinforcement). This feeling of success that results
from the sense of control achieved through food restriction is also related to the subordinate
theme of self-confidence, again evident in individuals who mentioned restriction (i.e., EZ, PG,
DK). Successful control of food intake gives rise to a sense of control that in turn increases the
sense of self-confidence, making restriction highly rewarding and thus resistant to change
(Slade, 1982). Based on this, the increased sense of self-confidence is also a factor that
maintains restriction. The sense of control as an outcome of restriction and its’ relationship to
self-confidence was indeed expressed in participants’ accounts. Restriction was understood by
participants as providing a sense of control that they otherwise did not experience in their lives
and by successfully controlling their food intake, participants described feeling more confident
in controlling important things in their lives. For instance, in PG’s case, restriction was
described as giving her a sense of control that contributed to her sense of self-confidence and
ability to focus and study, which at that time was important for her.

Related to the sense of self-confidence theme is also the subordinate theme external
positive comments about appearance and weight. It seems that receiving positive feedback
about their appearance and weight was a particularly powerful reinforcer for participants’
DEBs that also contributed to an increased sense of self-confidence. DK’s account, for

example, suggests that the positive comments that she received from others were of high
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importance to her when she started losing weight and she reports that a reason that she
continues to restrict is that she is afraid of the negative comments that she might receive if she
puts on weight. The positive comments that participants received from others about their
appearance helped them improve their self-confidence, making it even harder to stop
restricting. This finding fits with literature emphasising the reinforcing effects of external
positive comments about physical appearance as a maintaining factor for restriction (e.g.,
Walsh, 2013).

Oldershaw, Startup, and Lavender (2019) suggested that any emotion expressed around
eating by significant others may represent emotional engagement, which can act as a strong
reinforcer for DEBs. This is evident in the account of one of the participants (PG) in the
present study in which concern expressed from her parents when she started changing her diet
and losing weight reinforced her restrictive behaviour. In this case, therefore, food restriction
functioned as a way to elicit concern from significant others. The subordinate theme
restriction as a way to elicit concern from significant others found in this study is also in line
with literature suggesting that food provides means to communicate valued needs (i.e.,
emotional needs) to others (e.g., Serpell, Teasdale, Troop, & Treasure, 2004), highlighting the
functional role of restrictive behaviour.

The subordinate theme sense of being powerless to stop DEBs was a particularly
interesting theme that emerged from the narratives of all participants, except PG’s.
Participants made clear the extent to which they felt powerless in controlling their DEBs. In
PA’s account this sense of powerlessness was even more pronounced as he seemed to always
expect failure due to his repeated failed attempts to control binge-eating from a young age.

Lastly, the findings of the present study suggest that DEBs could be perpetuated by
certain distorted beliefs. In talking about their experiences of DEBs, participants frequently

made several statements that implied distorted beliefs associated with food, weight and shape.
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For example, in PG’s narrative a common distorted belief was the belief that specific foods
can cause immediate weight gain, which led to the avoidance of specific foods. The same
distorted belief was also apparent in EZ’s narrative which was also associated with restriction
of food. This finding is in agreement with the cognitive theories of eating disorders (e.g.,
Fairburn, 1997; Fairburn, Cooper, & Cooper, 1986; Garner & Bemis, 1982) and more
specifically the transdiagnostic cognitive-behavioural model for eating disorders (Fairburn,
Cooper, & Shafran, 2003) that posit that cognitive distortion serve to maintain dysfunctional
behaviour, such as disordered eating.

Limitations and future research

Certain limitations need to be acknowledged regarding the present phase of this thesis.
For instance, the generalisability of the present findings is subject to certain limitations. The
sample was limited to a non-clinical population with Greek-Cypriot nationality and were all
university students. Although, the current findings may be valid for the experiences of DEBs
for this particular group, caution should be taken when generalizing to the wider population of
emerging adults with a history of CPV. It is possible that different themes would have
emerged using a different sample. Therefore, further research could be done to investigate
whether clinical population, individuals with different nationalities, as well as individuals of
lower educational attainment assign similar meanings to their DEBs.

Similarly, it would also be useful for future research to implement IPA studies to
examine how emerging adults who have experienced other forms of childhood interpersonal
trauma experience DEBs.

Moreover, given the evidence of higher degree of eating pathology in individuals who
choose not to participate in studies (Dingemans, Bruna, & van Furth, 2002), it’s possible that
emergent themes may have been different in the non-respondent group. Therefore, caution

should be taken when interpreting the current findings.
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Another important limitation regarding the present study is that all interviews were
conducted online using ZOOM video conferencing. While research suggests no significant
differences in the type of participants’ responses when compared to face-to-face interviewing
(e.g., Deakin & Wakefield, 2013; Wood & Griffith, 2007¢), certain limitation need to be
acknowledged with respect to this. For instance, due to the nature of video conferencing, the
researcher might have missed opportunities to respond to body language and emotional cues
from the participants that could have affected participants’ responses and openness (Cater,
2011). Also, it can be argued that conducting the interviews online may have influenced
rapport building between the researcher and the participants. However, there is evidence to
suggest that participants in video conferencing interviews create rapport quicker compared to
participants in face-to-face interviewing (e.g., Deakin & Wakefield, 2014; Tuttas, 2015).
Moreover, some researchers suggest that exchanging emails with the participants before the
video conferencing can contribute to rapport building (Deakin & Wakefield, 2013). In the
present study, the researcher exchanged several emails with the participants to introduce
herself and to arrange the interview date. In addition, before the beginning of the interview the
researcher allowed some time to introduce herself in more detail, describe the aim of the
interview, the confidentiality policy and gave participants the opportunity to ask any questions
they wanted, things that contribute to rapport building as well (Kvale & Brinkmann, 2009).
Accordingly, it is most likely that rapport building was not affected in the present thesis.

Furthermore, as mentioned in the methods section above, the interviews were
conducted in Greek language. Although the translation of the interviews from Greek to
English has been done carefully, some issues in regard to the vocabulary used might have been
generated. However, the researcher that conducted both the interviews and the analyses is
fluent in both English and Greek languages and this might have posed an advantage for the

translation process.
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Finally, there are certain points that need to be discussed in regard to the methodology
used to analyse the present data. First, due to the idiographic nature of IPA analysis, a rather
small sample size is needed (Smith, Flowers, & Larkin, 2009). Although the small sample size
of the current study (i.e., six participants) might be a further limitation, Smith and colleagues
(2009) suggested that a smaller number of participants allows for a more in-depth analysis of
the phenomenon under study that would have not been possible with larger sample sizes
(Smith Flowers, & Larkin, 2009). In regard to the generalizability of the findings, Willig
(2008) argued against small sample sizes and suggested that any claims made from the
findings of a study should be restricted to the group of participants studied. Nonetheless,
Willig (2008) also stated that, although we can’t be sure of the number of individuals that
share the same experience with the participants, findings from qualitative studies using small
sample sizes indicate that a particular experience exists, and this can encourage further
research. Hence, whilst the findings of the present thesis provide information into how
emerging adults with a history of CPV experience DEBs, caution should be taken when
generalising them to the wider population of emerging adults with a history of CPV.

Second, it is acknowledged that the findings of the present study are a result from an
analysis that is by its very nature subjective to both the researcher’s and participants’
interpretations (i.e., double hermeneutics), which may give rise to questions in regard to the
credibility and significance of the findings. However, in the present study, an audit trail was
developed by the researcher, which according to Smith and colleagues (2009), contributes to
the credibility and trustworthiness of the results.

Contributions and Implications

The present study was designed to explore the experiences of DEBs in emerging adults

with a history of CPV. The findings indicate that for the participants who were interviewed,

DEBs were experienced and understood in terms of how they developed and triggered (causes

95



and triggers for current DEBs), and in terms of how they persist (functions and maintaining
mechanisms of DEBs). Despite the limitations mentioned above this qualitative study provides
new and potentially useful information in an area that has not been researched much in the
past, specifically how emerging adults who also have a history of CPV interpret their
experiences with DEBs.

The findings have highlighted that DEBs represent psychologically purposeful
behaviours in this population. Specifically, that DEBs hold different meanings that could
contribute to the maintenance of DEBs. Along with emotion regulation functions, DEBs seem
to provide other functions such as a sense of identity, control, self-confidence and pleasure in
emerging adults who have experienced CPV. This explains why many participants in the
present study seemed to be resistant to cease their disordered eating patterns despite
recognizing their negative effects. It could therefore be suggested that interventions that help
build effective emotion regulation skills, self-confidence and establish an identity that is not
attached to the DEBs may be essential in treatments that target DEBs in emerging adults with
CPV history.

This study also provides support for the theoretical models of eating pathology that
emphasise the role of eating disorder behaviours in regulating negative affect (e.g., Bruch,
1973; Fairburn, Shafran, & Cooper, 1999; Hawkins & Clement, 1984; Heatherton &
Baumeister, 1991; Polivy & Herman, 1985). In addition, the results of the present thesis
suggest that models for eating pathology could benefit from the inclusion of socio-cultural
stressors outside of the family, such as CPV, since participants’ accounts suggest that DEBs
were among the outcomes of peer victimization experienced in childhood. These results
therefore highlight the value of investigating further such socio-cultural stressors as

contributing to the development of eating pathology.
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Given this finding that underlines the enduring impact of CPV experiences in later
years it is suggested that enquiring about CPV experiences should be an integral part of
interventions that target DEBs in emerging adults. In addition, the findings emphasise body
dissatisfaction and unwanted sense of self as outcomes of the CPV experiences that contribute
to the development of DEBs. Although the literature on body dissatisfaction and DEBs is
well-established (e.g., Polivy & Herman, 2002), literature on the sense of self and how it
relates to CPV and DEBs is very limited. The current field could therefore benefit from
investigating the ‘sense of self” in these individuals and its’ relation to CPV and DEBs.

Finally, the findings of the present study have indicated the need for more qualitative
research into the phenomenology of DEBs and in particular into the experience of DEBs in
emerging adults who have a history of CPV. The insights from this study make significant
contributions to the field of eating pathology by enhancing our understanding of what
contributes to the vulnerability of DEBs in emerging adults with CPV history and creating
new directions for future research.

General Conclusion

The present thesis used an exploratory mixed-method design to explore the
relationship between CPV and DEBs in emerging adults. Quantitative measures of DEBs,
retrospective bullying victimization, identity development and emotion regulation difficulties
combined with qualitative semi-structured interviews on a subset of participants from the
quantitative phase provided several sources of data to help understand the complex
relationship between CPV and the development of DEBs in emerging adulthood.

Drawing from the results from both quantitative and qualitative phases, harmful CPV
experiences appear to contribute to the development of DEBs in emerging adulthood. Both
restrictive and binge-eating behaviours in emerging adults were associated with retrospective

reports of CPV experiences and the qualitative results indicated that all participants, except
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one, understood restrictive and binge-eating as a consequence of CPV experiences. This is an
important finding as it highlights the enduring influence of CPV experiences on emerging
adults’ well-being and suggests that exposure to traumatic events, such as peer victimization in
childhood can increase emerging adults’ vulnerability to DEBs.

The qualitative findings of the present thesis provided further insights into this
relationship. In particular, two themes emerged in participants’ accounts when they discussed
the enduring influence of CPV experiences on their current DEBs: a) body dissatisfaction and
b) living with an unwanted sense of self. The theme, living with an unwanted sense of self,
that was mentioned repeatedly among participants who binge, was an especially important
finding as it is not regularly discussed in studies of peer victimization and eating pathology.

In addition, the quantitative data indicated that pathological identity development was
positively related to binge-eating, supporting the indirect relationship of CPV to binge-eating
through pathological identity development. However, the indirect relationship between CPV
and restrictive eating through pathological identity development was not supported. This was
an interesting finding given that restrictive eating was explicitly described as providing a sense
of identity to participants in the qualitative phase. This rather contradictory result between the
quantitative and qualitative findings may be due to the measure used to assess identity
pathology in the quantitative phase, since the qualitative findings highlight that it is the fear of
losing a part of the self that mainly drives the restrictive behaviour, rather than the lack of a
clear sense of identity. Therefore, it may be that for restrictive eating in these population, the
fear of losing a part of one’s identity is of greater importance rather than the actual
pathological identity development.

The qualitative results also suggest that peer victimized individuals with DEBs have
difficulties in coping with intense negative emotions and as a result often use DEBs as an

emotion regulation strategy. In their narratives, participants specifically described
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experiencing binge-eating as a distraction that helped them cope with negative emotions.
While this finding is compatible with many theoretical accounts on eating pathology and
emotion regulations (e.g., Bruch, 1973; Fairburn, Shafran, & Cooper, 1999; Hawkins &
Clement, 1984; Heatherton & Baumeister, 1991; Polivy & Herman, 1985), the quantitative
results of the present thesis failed to support the moderating role of emotion regulation
difficulties in the relationship between CPV and emerging adults’ DEBs. However, this does
not mean that the accounts of participants from the qualitative phase are invalid. As mentioned
in the discussion section for the quantitative results, there may be other factors that are more
relevant in emerging adults with a history of CPV that moderate this relationship, including
social support. According to the qualitative data of the present thesis, social support could
indeed be a possible factor moderating this relationship as it was found that DEBs, restriction
in particular, was experienced as a means that helped elicit concern from significant others.
Such concern elicited from others as a result of restrictive eating could in turn be interpreted
by individuals as a form of support. Further research however is needed to examine this.
Several other interesting themes emerged from the qualitative phase complementing
the results from the quantitative phase, including: DEBs experienced as a response to negative
affect, DEBs experienced as a response to perceived lack of control, DEBs experienced as a
consequence of growing up in a diet conscious environment, DEBs experienced as enjoyable,
restriction provides sense of control, restriction provides sense of self-confidence, sense of
being powerless to stop DEBs, and distorted beliefs . The key idea from the qualitative
findings is that the participants interpret their experiences with DEBs in terms of how they
developed and are triggered, and in terms of how they persist. Most importantly they seem to
understand their DEBs as an outcome of their CPV experiences, providing additional support

for quantitative results.
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In summary, this research has made significant contributions to the field of CPV,
eating pathology and emerging adulthood and has provided new and potentially useful
information in an area that has not been researched much in the past, specifically how
emerging adults who also have a history of CPV experience DEBs. The combination of
quantitative and qualitative results has led to a richer, more comprehensive understanding of
DEBs in emerging adults with a history of CPV than would not have been achieved from

using either method alone.
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