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ABSTRACT

Numerous studies have tried to capture how parenting contributes to the development of disordered eating or the
presence of Eating Disorder (ED) pathology within family members. There has been limited research combining
different angles of family dynamics in order to explain the presence, possibility of early intervention, and
prevention of EDs, in adolescence. The present study began with the premise that parents may have a crucial role
in predisposing their children to EDs development. The study consisted of two phases. In Phase I, three hundred
and twenty-seven (327) adolescents responded to a series of self-administered questionnaires (EAT-26, RADS-2,
SCARED, PBI, PAQ, FACES-III, PACS) aiming to investigate how family dynamics influence may affect eating
attitudes. In Phase II, parents of children who rated high in the EAT-26 questionnaire (indicating the presence of
disordered eating pathology) were allocated into two groups. The experimental group consisted of 11 parents and
received a series of five psychoeducation seminars. The sessions focused on explaining the background and
context of EDs, alongside with an emphasis in teaching ideal parenting behaviours and healthy parent-child
interactions. The control group consisted of 10 parents and received a series of five psychoeducation seminars
focusing on providing only information about EDs background. Results from Phase I suggested that female
adolescents were more likely to experience problematic eating behaviours, with a specific tendency to evoke more
dieting behaviours. Stressful life events were more likely to provoke disordered eating behaviours in both genders.
High levels of disordered eating attitudes were associated with enmeshed cohesion and authoritarian parenting
styles. Gender, exercise, therapy, BMI, and cohesion predicted disordered eating pathology. Findings from phase
IT showed that parents in the experimental group reported decreased levels of disordered eating, improved
parenting, and healthier cohesion and adaptability structure after psychoeducation compared to the control group
which showed only decreased disordered eating behaviours. The study suggested that family dynamics in the form
of parenting styles and family structures might predispose children in developing EDs. Enmeshed boundaries and
authoritarian parenting style increase the likelihood of disordered eating. These parenting parameters are best to be
avoided by early prevention/intervention primarily in the level of parents.

KEYWORDS: Adolescents; Disordered eating; Eating behaviours; Family dynamics; Parenting; Systemic

theory.
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CHAPTER 1

INTRODUCTION

"I there is anything that we wish to change in the child, we should first examine it and see whether it is not
something that could be better changed in ourselves".

Carl Jung

Eating disorders (EDs) are a group of conditions that affect almost 70 million people of all ages and
genders worldwide (NEDA, 2018). Anorexia Nervosa (AN), Bulimia Nervosa (BN), and Binge Eating
Disorder (BED) are considered to be the three most common categories in the United States and Western
society (DSM-5, APA 2013). EDs happen to be an important world-problem phenomenon among people who
give a lot of emphasis to their body weight, as an attempt to achieve body control (Schutte & Malouff, 1995).
It is one of the most common psychiatric conditions, presented with a disruption in the routine of food intake
(Stice, 2002). All three subtypes of EDs seem to carry similar aetiology, although they differ in their
manifestation.

AN is defined as an emotional disorder characterized by an obsessive desire to lose weight, manifested
in the form of refusing to eat. BN is defined as an emotional disorder characterized by a distorted body image
and an obsessive desire to lose weight in which bouts of extreme overeating are followed by fasting or self-
induced vomiting or purging. BED is defined as an emotional disorder characterized by the consumption of
large quantities of food in a short period of time (DSM-5, APA 2013).

Nowadays, studies have shown that the aetiology of EDs appears to be a combination of
genetic/biological, (Wade, Bulik, Neale, & Kendler, 2000) developmental, and sociocultural factors (Canetti,
Kanyas, Lerer, Latzer, & Bachar, 2008). There may be some genetic vulnerability (family aggregation)
running in the families, coming either from the mother’s or the father’s line (Eisler, 2005; Treasure, 2005).
There is an underlying perception of psychosomatic family processes, which play a crucial role on the

development, maintenance, and treatment of Eds (Selvini-Palazzoli, 1978; Coe, Davis, & Sturge-Apple,
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2018). This does not however imply that the absence of these factors eliminates the possible onset and/or
maintenance of EDs. Additional factors that may trigger the occurrence and progression of EDs include: a
sudden death, a disappointment, parental conflicts or divorce, parent’s loss of empathy towards the child,
parent’s failure to provide sufficient response to the child’s inner emotional self — factors which are all
particularly vital in the development of EDs and important to be identified (Brunch, 1973; Brunch, 1982;
Beck, 1995).

The general thesis perspective emphasized in the current study is the importance of investigating the
contribution of different family dynamics in the presence of EDs and addressing the role of parents in the
prevention of disordered eating in adolescents. The study first explores the impact of important family
dynamics and emotional closeness parameters in the life of adolescents, and uses the outcomes of this
research to build an intervention program, aiming to prevent disordered eating behaviours or even the
development of EDs in adolescence.

Adolescence is the preferred population in this research, since it is the most crucial stage of human
development, where physical, emotional, mental, moral, spiritual, sexual, and social aspects are rapidly under
change. The period between childhood to adulthood is defined by various changes, with the child’s transition
from parental dependence to autonomy (Heyes & Hiu, 2019). According to an evaluation of adolescents’
emotional and developmental maturity, studies suggest that ED pathology may arise between the ages of 15 to
19, with lower prevalence in early adolescence (Lewinsohn et al., 2000; Stice, Killen, Hayward, & Taylor,
1998). The range of ages 15 to 19, as well as, the transition from dependency to autonomy and maturity
impact adolescents’ development, becoming more vulnerable to mental illness (Casey, Jones, & Hare, 2008).
What makes adolescents more vulnerable is the crucial period where a number of intrinsic and external
factors influence and shape adolescents’ development. Such factors might be traumatic events (such as
neglect or abuse), gender, drug abuse (cannabis), culture and ethnicity (Heyes & Hiu, 2019). Therefore,
possible changes in their food consumption and/or feelings of unhappiness are common risk factors for the

onset of EDs. In this study, relevant information that is essential to the understanding of the adolescents’



Family dynamics and disordered eating behaviours 11
background with disordered eating behaviour and family functioning is examined - thus family dynamics and
parental emotional closeness will be addressed, and are defined as the patterns of interactions and relations
between the parent — child relationship. Disordered eating is defined as a person’s worry of body image and
as a result eating patterns are disrupted. Dieting, bulimia, food preoccupation, and oral control are the three
disordered eating parameters used.

The presence of EDs in the family system may signal the picture of a “dysfunctional family” due to
the psychosomatic symptomatology of the child (Vandereycken, 1987). The systemic approach addresses
factors, which may contribute to the understanding of EDs. Many well-recognised family therapists like
Minuchin, Selvini-Palazzoli, and White have developed a rich theoretical and practical approach upon EDs
(Rhodes, 2003). Family therapists emphasise the major role of disturbed family relationships in the aetiology
and course of EDs. Research findings suggest that an enmeshed, overprotective family structure, with weak
or/and diffuse individual boundaries increase the likelihood of Eds (Minuchin, 1978; Minuchin, Rosman, &
Baker, 1974; Coe, Daview, & Sturde-Apple, 2018). In more dysfunctional systems, parents tend to be less
caring, more controlling (Canetti, Kanyas, Lerer, & Bachar, 2008), exhibit more problematic communication
styles (Karwautz et al., 2001; Sights & Richards, 1984), and present lower levels of parental expectations
(Young, Clopton, & Bleckley, 2004). While there is no specific pattern of family functioning based on EDs,
research suggests an eating disordered family to be more dysfunctional compared to normal families.

Although, numerous studies have addressed the influence of important family dynamic variables (such
as parenting styles, parental bonding, parent-child relationship, and family structure) on disordered eating,
they have examined them isolated from one another (Baumrind, 1991; Canetti, Kanyas, Lerer, Latzer, &
Bachar, 2008; Enten & Golan, 2009; Fernandez-Aranda et al. 2007; Golan & Crow, 2004; MacPhee &
Barkhouse, 2010; Haycraft & Blissett, 2010; Lucas, 2009; Surgenor & Maguire, 2013) and happened some
time ago. As well, there are few studies integrating most family dynamic parameters, addressing the
likelihood of disordered eating development and prediction of EDs (Bailey, 1991; Kluck 2008; Topham,

2011).
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In addition to that, the need for early intervention is dramatically rising in the adolescent population.
When peak onset of EDs happens to be in adolescence, this suggests the need of an early intervention that
should include parents. Therefore, the second step of the study is the creation of an early intervention
program, where psychoeducation is used to give parents important information about EDs, as well as for the
teaching of ideal parenting behaviours and healthy parent-child interactions. The need for early parent
psychoeducation, in an effort to intervene early in the life of adolescents, is mostly influenced by the work of
Nicholls & Yi (2012) on the Surrey Early Intervention for ED treatment approach, and Lock & La Grange
(2013) treatment manual on AN. Both acknowledged and emphasized the important role of parents in the
treatment of EDs at the beginning of their management plan. Parents are not to be blamed of the occurrence of
EDs, especially as feelings of guilt are frequently present. But it is the idea of the constitution of these
families, which places at high-risk adolescents developing EDs.

The current parent intervention is based on the systemic approach. Parental intervention through a
systemic perspective had a great contribution in theory and practice, as it gave light to the understanding of
the disorder. Minuchin (1974) who has been known for his great input into the systemic way of thinking,
worked with patients suffering with EDs and he emphasized that EDs have something to do with a
psychosomatic symptom in families (Rosman & Baker, 1978). This is the reason that the psychoeducation
approach mentioned above values a systemic group intervention - to enroll parents in the prevention of the
disorder. This study offers a review and synthesis of EDs literature, in addition to a family system

framework for conceptualizing the relationship of family dynamics in the construct of disordered eating.
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CHAPTER 2

LITERATURE REVIEW ON EATING DISORDERS

2.1. Historical Background

If we go back to historical background records, anorexic young men and women’s description of the
illness was remarkably identical in what we today called anorexia nervosa (AN): voluntary food restriction
(Treasure, 2005). Robert Morton, a physician, formed a first report about anorexia nervosa illness in 1689 in
England, reporting the medical history and process of the illness. Afterwards, AN became an identified
psychological disorder by two autonomous reports, one from William Gull in England and the other from
Charles Lasegue in France (Mitchell, 1980).

First reports suggest that the presence of AN, where the patients refuse to eat anything, leads to severe
loss of weight, amenorrhea, constipation, slow metabolic rate, oedema of the ankles, over activity, and
absence of any organic disease. All of this symptomatology was initially acknowledged as ‘apepsia
hysteria’’, but later on was named as ‘‘anorexia nervosa’’. The symptomatology included the absence of
pepsin identified in both genders (Mitchel, 1980). Gull believed that AN is not caused by an organic factor,
but is present due to psychological factors - mostly involving the whole family system (Mitchell, 1980).
Bulimia Nervosa (BN) first came in the picture in 1903, where a French doctor Pierre Janet described patients
with bulimic behaviours (Abraham & Llewellyn-Jones, 2001). It was not until 1979, that Gerald Russel
published the first official paper on BN (Russel, 1979). BN is defined as a hunger for eating large amounts of
food at one time. BED was first noted in 1959 by a psychiatrist called Albert Stunkhard, who described an
eating pattern of marked consumption of large amounts of food at irregular intervals (Abraham & Llewellyn-
Jones, 2001). At the beginning, BED was included under the BN diagnostic criteria, but gained recognition as
now a separate disorder in 2013 (DSM-5, APA, 2013). Table 2.1 presents a descriptive summary of EDs in

DSM-5 (APA, 2013, p.350).
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Table 2.1. Summary of eating disorders in DSM-5.

Eating Disorders Description
Anorexia Nervosa Significantly underweight,
Fears gaining weight,
Body image disturbance (e.g., self-worth is excessively influenced
by shape/weight), and
In females, amenorrhoea.

Bulimia Nervosa Binge eating episodes,
Inappropriate weight-control behaviours (e.g., self-induced
vomiting), and
Self worth is excessively influenced by shape/weight.

Binge Eating Binge eating episodes (eating much more rapidly than normal),
Lack of control while eating,
Occurrence at least once a week for three months, and
Not associated with recurrent user of inappropriate compensatory
Behaviours.

Eating Disorder not Disturbances of eating that do not meet criteria for anorexia
Otherwise Specified nervosa or bulimia nervosa. Examples include:
(EDNOS) - All of the criteria for anorexia nervosa are met except for
amenorrhea,
- All of the criteria for bulimia nervosa are met except that the binge
eating or weight-control behaviours occur less than twice a week, and

- Binge eating episodes in the absence of inappropriate weight control
behaviours (i.e., binge eating disorder).

2.2. Types of Eating Disorders
2.2.1. Anorexia Nervosa (AN)

Russell (1970) clearly defined the main criteria for diagnosing Anorexia Nervosa. AN is a serious
illness, which develops insidiously in adolescence and early adulthood, but can also be present in other
critical periods (crises) of a person’s life. The lifetime prevalence of AN in adults is 0.6% and it is three times
higher among females (0.9%) compared to males (0.3%) (NIMH, 2017).

The highest at-risk group are women between 15 to 22 years (Eisler, Simic, Russell, & Dare, 2007)

since the inability to maintain a weight, which is compatible with health, becomes an extremely difficult and
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complicated task. AN is more prevalent and common (90% of individuals meet the criteria) in industrial
societies. Gaining weight is perceived by the person to be a terrifying process, which must be avoided in any
possible way. The person does not necessarily lose appetite, but they are trying to meet a goal of reaching a
perceived “ideal” weight (Treasure, 2005).

According to the DSM-5 (2013), individuals with AN are characterized by (a) the inability and (b)
refusal to maintain body weight correspondent to the appropriate age and height. The individual decreases or
avoids the intake of high-calorie foods to a minimum level, as a way of not gaining any additional weight,
engaging in excessive exercise, and purging. AN involves an intense fear of becoming fat, unrealistic
perception of body shape and weight, denial of the condition, and low body weight (Stice, 2002). Table 2.2

shows the diagnostic criteria of AN, according to DSM-5 (APA, 2013, p.350).

Table 2.2. Diagnostic criteria of AN.

/ A. Restriction of energy intake relative to requirements leading to a significantly low bom

weight in the context of age, sex, developmental trajectory, and physical health.
Significantly low weight is defined as a weight that is less than minimally normal or, for
children and adolescents, less than that minimally expected.

B. Intense fear of gaining weight or becoming fat, or persistent behaviour that interferes
with weight gain, even though at a significantly low weight.

C. Disturbance in the way in which one's body weight or shape is experienced, undue
influence of body weight or shape on self-evaluation, or persistent lack of recognition of
the seriousness of the current low body weight.

Subcategories of anorexia nervosa:
« Restricting Type: This is a subtype that is typically associated with the stereotypical
view of anorexia nervosa. The person does not regularly engage in binge eating.

« Binge-Eating/Purging Type: The person regularly engages in binge eating and purging
\ behaviors, such as self-induced vomiting and/or the misuse of laxatives or diuretics. /

Unfortunately, AN has the highest premature mortality rates of all psychiatric conditions (Steinhausen,

2002) and becomes a way of life for these persons without an end point (Treasure, 2005). Consequently, as
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mentioned earlier, physical damages such as bone loss, amenorrhea, hypokalaemia, even death (Sharp &
Freeman, 1993; Zipfel et al., 2003), emotional and mood changes such as low self-esteem, absence of self-
regulation, and various damages (Channon & De Silva, 1985) are deficits that could occur (Lock &
Fitzpatrick, 2009).

There is a need to clarify at this point that having AN is neither a selfish, stubborn naughtiness of the
child, nor does it imply that parents did badly in raising their children correctly. This is an expression of
emotions of unhappiness and distress, resulting in this behaviour. The aetiology and presentation of the
disorder is commonly related with stressful life events. In these important years of adolescence, parenting
appears to play an important role in the occurrence and maintenance of EDs, since research has found that
familial predisposition (especially first-degree biological relatives) increase the chance of AN presentation

(MacPhee & Barkhouse, 2010).

2.2.2. Bulimia Nervosa (BN)

Russell’s criteria (1979; 1983) reflected in the major characteristics of Bulimia Nervosa, which
afterwards the disorder took its name. The overall prevalence of BN is 0.3% and is five times higher among
females (0.5%) compared to males (0.1%) (NIMH, 2017). It is more prevalent and common in industrialized
societies, affecting mostly women in late adolescence and early adult life (Hurt, Reznikoff, & Clarkin, 1991;
Barker, 2003).

According to the DSM-5 (2013), an individual with BN is characterized by a repeated and
uncontrollable intake of food, and/or consumption of large amounts of food (binge eating behaviour) in a very
short period of time. The individual tends to attempt to get rid of the food consumed afterwards, most of the
times by purging (80-90% with self-induced vomiting), using laxatives, diuretics, or/and by engaging in
excessive exercise (Barker, 2003; Fairburn & Christopher, 1995). BN involves the fear of gaining weight,

thoughts of losing weight and a disturbed perception of body shape which influence self-evaluation.
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However, the individual’s weight usually corresponds to the appropriate weight for their age and height.

Table 2.3 shows the diagnostic criteria of BN, according to DSM-5 (APA, 2013, p.350).

Table 2.3. Diagnostic criteria of BN.

A. Recurrent episodes of binge eating. An episode of binge eating is characterized by
BOTH of the following:

1. Eating in a discrete amount of time (ex: within a 2-hour period) an amount of food
that is definitely larger than what most individuals would eat in a similar period of
time under similar circumstances.

2. Sense of lack of control over eating during an episode.

B. Recurrent inappropriate compensatory behaviour in order to prevent weight gain, such as
self-induced vomiting; misuse of laxatives, diuretics, or other medications; fasting; or
excessive exercise.

C. The binge eating and inappropriate compensatory behaviours both occur, on average, at
least once a week for three months.

D. Self-evaluation is unduly influenced by body shape and weight.

E. The disturbance does not occur exclusively during episodes of anorexia nervosa.

The minimum level of severity is based on the frequency of inappropriate compensatory
behaviours (see below). The level of severity may be increased to reflect other symptoms
and the degree of functional disability.

Mild: An average of 1-3 episodes of inappropriate compensatory behaviours per week
Moderate: An average of 4-7 episodes of inappropriate compensatory behaviours per week
Severe: An average of 8-13 episodes of inappropriate compensatory behaviours per week
Extreme: An average of14 or more episodes of inappropriate compensatory behaviours per
week.

2.2.3. Binge Eating Disorder (BED)

The overall prevalence of binge eating disorder is 1.2% and it is twice as high among females (1.6%)
compared to males (0.8%). It is more prevalent and common in industrialized countries, affecting mostly
adult life (NIMH, 2017). According to the DSM-5 (2013), individuals with Binge Eating Disorder (BED) are

characterized by lack of control of food intake in recurrent episodes of binge eating behaviour. BED is not
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associated with any recurrent purging episodes or use of inappropriate compensatory behaviours similar to
BN. It is a broader pattern of BN disinhibiting dietary restraints (Timothy, 1997). Most of the times,
individuals who are under restrictive diets showed engagement in disinhibited eating under various
circumstances (Heatherton, Polivy, & Herman, 1990). Unfortunately, eating is one way in which somebody
can achieve body control (Schutte & Malouff, 1995) - though the precise cause of the disorders is not yet
clearly understood (Biederman, Ball, Monuteaux, Surman, Johnson, & Zeitlin, 2007). Table 2.4 shows the

diagnostic criteria of BED, according to DSM-5 (APA, 2013, p.350).

Table 2.4. Diagnostic criteria of BED.

Recurrent episodes of binge eating. An episode of binge eating is characterized by both of the
following:

1. Eating, in a discrete period of time (e.g., within any 2-hour period), an amount of food
that is definitely larger than what most people would eat in a similar period of time under
similar circumstances.

2. A sense of lack of control over eating during the episode (e.g., a feeling that one cannot
stop eating or control what or how much one is eating).

B. The binge-eating episodes are associated with three (or more) of the following:
1. Eating much more rapidly than normal.

Eating until feeling uncomfortably full.

Eating large amounts of food when not feeling physically hungry.

Eating alone because of feeling embarrassed by how much one is eating.

Feeling disgusted with oneself, depressed, or very guilty afterward.

bl ol S

C. Marked distress regarding binge eating is present.
D. The binge eating occurs, on average, at least once a week for 3 months.

The minimum level of severity is based on the frequency of episodes of binge eating (see
below). The level of severity may be increased to reflect other symptoms and the degree of
functional disability. Mild: 1-3 binge-eating episodes per week

Moderate: 4-7 binge-eating episodes per week

Severe: 8-13 binge-eating episodes per week

Extreme: 14 or more binge-eating episodes per week.
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2.3. Aectiology

2.3.1. Genetic / Biological Predisposition

There is evidence suggesting that EDs have a genetic component. It is important to note that biological
factors alone are insufficient to explain the development of EDs and acknowledge their significance as they
increase the risk of the disorders in a vulnerable group of people (Jacobi, Hayward, de Zwaan, Kraemer, &
Agras, 2004). For example, specific candidate genes might be involved in neurotransmitter pathways
(responsible for passing on EDs within biological systems) regulating weight, food intake, metabolism,
appetite, mood, and reward-pleasure responses (Gorwood, Bouvard, Mouren-Simeoni, Kipman, & Ades,
1998; NEDA, 2018). Also, studies have referred to a deregulation of the serotonin neurotransmitter system
(Kaye et al., 2005) or the neuroendocrine (hormonal) system (Eckert, Pomeroy, & Raymond, 1998) involved
in the control of appetite and hunger. Last, abnormalities in the function and structure of the brain are
considered to contribute to the presentation of EDs (Frank, Bailer, Henry, Wagner, & Kaye, 2004).

This genetic influence is more likely to be an explanation of the relationship between inherited genes
and the complicated interaction between various genes and non-inherited genetic factors. Biological causes of
EDs are not yet understood and are still under investigation, as most of the studies conducted until recently
focus on the duration of the acute or recovery phase (NEDA, 2018).

Scientists research possible underlying biological/biochemical abnormalities that cause EDs.
Specifically, chemicals that are released from the brain which control the feeling of hunger, digestion, or
appetite have been found to be deregulated and unbalanced in some individuals (Eckert, Pomeroy, &
Raymond, 1998). Still, the explanation or implications of these findings are still under investigation. Along
with the above-mentioned factor that would enhance the initiation of a disordered eating pattern, attention has
also been given to family systems and family life - EDs tend to run in families. It is important to highlight the
interplay of environmental and biological factors in the development of EDs, especially in AN (Bulik,

Sullivan, Wade, & Kendler, 2000). Research has tried to decode specific patterns of family functioning, and
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results showed a problematic family system. While there is no specific pattern, research suggests an eating

disordered family to be more dysfunctional compared to control groups.

2.3.2. Social / Cultural Influences
Fashion/Media

The fashion industry may be one of the leading causes of EDs. Western culture values skinny body
types throughout portrayed in mass media such as television, magazines and advertising; the thin body like
those of super models, which is promoted as the acceptable body shape and is certainly unrealistic for the
average person. Also, cultural values emphasise dieting behaviours as something normal and even required
among young women as a mean to achieve a preferable body shape. This pressure from society or peers
about being thin, in combination with a family system holding the same belief may consequently lead to the
development of the disorder (Treasure, 2005) - internalizing the thin socio-cultural idea, with narrow
definitions of beauty (including men and women of specific body shape and weight) (NEDA, 2018). As
thinness is correlated with female beauty, a very slim figure is a sign of mastery, good health, and self-
control, without taking into consideration the method in which someone will achieve the control of body
weight (Jung, 1991). Therefore, cultural pressures glorify thinness for women and muscularity in men
placing significant value on obtaining the “perfect body” (NEDA, 2018). Without the correct reframing from
parents about this problematic belief, individuals will unfortunately internalize this distorted idea of “ideal
body shape” predisposing them to the development of body dissatisfaction, which is more likely to result in
ED pathology (NEDA, 2018).

One common piece of information transmitted from the media is the idea that the lower the weight of a
person the healthier they are (health perception), which is certainly not valid (Ogdon, 1990). This distorted
belief results in cultural norms, that lead to adolescents giving emphasis to their physical appearance and not

their inner strengths, capacities, talents, and qualities (NEDA, 2018).
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Idea of Bad Foods
Another major causal factor may be the fearfulness of food intake as a risky indicator that some foods

are bad for health. As research is incomplete and always evolving in these matters concerning the meaning of
‘bad’ and ‘good’ foods, most people worry about the danger of food ingredients. While sometimes food is
regarded as suspicious and dangerous, individuals in their attempt to protect themselves of consuming the
“bad” food (which may contain germs or disasters), end up avoiding them. Consequently, adopting
compulsive and/or “healthy” eating behaviours because of the possible dangers of food may lead people to
meet ED criteria. This is the reason that in most cases individuals with EDs (and specifically AN) have
sometimes co-current problems of obsessive-compulsive behaviours (Treasure, 2005).

According to Garfinkel and Newman (2001), eating behaviours may fall in a continuum between the
healthy eating behaviours and the already diagnosed individuals with eating disorders, including those
incidents falling in the grey area (such as partial syndromes and obsessive dieting) (Button & Whitehouse,
1981). Research findings acknowledged that the biggest percentage is individuals showing “at-risk” eating
behaviours. These individuals may be considered as those who either display problematic and dangerous
eating behaviours or those who cannot clearly be diagnosed. A 33% accounted for the individuals presenting
with “healthy” eating behaviours, a 64% accounted for the individuals who are presented with mostly “at
risk” eating behaviours, and a very low prevalence rate of roughly 3% accounted for diagnosed EDs

(Garfinkel & Newman, 2001).

Ethnic Background

Another social factor that predisposes a person to develop EDs or disordered eating behaviours is the
increased level of stress which may be explained by ethnic and/or racial characteristics, their size and/or
weight, and/or other kinds of forms of prejudice and discrimination. For example, some studies (Alegria et
al., 2007; Robinson et al., 1996) suggested that Latina/Hispanic, African American, Asian American women

have similar or much higher prevalence of EDs compared to white women, with binge eating (BED) being
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higher in the first groups. Research suggested that body dissatisfaction, low self-esteem, substance abuse, and
negative affect were main characteristics of Latinas, resulting in a positive correlation with EDs (Granillo,
Jones-Rodriguez, & Carvajal, 2005). Additionally, cultural elements, including values, norms, and lifestyle

behaviours are main contributors to risk for EDs (Alegria et al., 2007).

2.3.3. Psychological Factors
Behaviours and Characteristics

Psychological factors seem to have a major role in the aetiology, as well as treatment of EDs. Along
with the parameters mentioned above, psychological behaviours and characteristics are essential to the
explanation and intervention. Individuals often experience intense negative emotions (for example feelings of
loneliness, low self-esteem, inadequacy or lack of control, anxiety, depression, and anger) with a difficulty to
express these emotions to significant others, show increased aggression and irritation, obsessive overconcern
over health and fitness (NEDA, 2018). Additionally, adolescents may often have difficulties in interpersonal
relationships or may experience negative comments (being teased or ridiculed) most of the times related to
their appearance, size, or weight (Ogden, 2007). All these elements may contribute to the presence of the

EDs.

Personality Characteristics

Research has addressed specific personality characteristics, which predispose a person to EDs. Harm
avoidance, pessimism, shyness, and low self-esteem have been linked with AN. High levels of novelty
seeking, impulsivity, and emotional dysregulation have been linked with BN. High levels of harm avoidance
and novelty seeking have been also linked with BED (NEDA, 2018).

More specifically, neuroticism, obsessiveness, preoccupation and perfectionism are three important
characteristics, which have a major role in facilitating EDs (Bardone-Cone et al., 2007, Sharpe et al., 2018).

Research has addressed the relational effect of perfectionism with EDs. Individuals with AN and BN are
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quite competitive and drive to succeed. This perfectionism results in comparing themselves with others,
obsessing in thoughts and preoccupied for instance with their academic or athletic success. These individuals
care about what other people think of them rather than what they think of themselves. As drive to success
could be constructive, on the other hand, it can be self-defeating, become stressful when they fail to live up

their expectations, maintaining ED pathology (Bardone-Cone et al., 2007).

Traumatic Experiences

Individuals who have experienced traumatic events, for example physical, verbal, or sexual abuse
during their life may initially develop a disordered eating behaviour and be more predisposed to EDs. An
important risk factor examined is the correlation between child sexual abuse (CSA) and EDs. CSA is
currently established as a risk factor in relation to the onset and development of EDs, as well as in increasing
the likelihood of the disorders’ development (Stice, 2001). Theoretically, the relationship could be explained
by the following link: CSA may result in increased or uncontrollable eating (binge eating/bulimia) (Perry,
Pollard, Blakley, Baker, & Vigilante, 1995) that will eventually lead to the presence of self-hatred, self-
dislike, poor self-esteem - resulting to a person feeling out of control, and then compensating by increasing
control through self-starvation (Kearney- Cooke & Striegel-Moore, 1996; Schwartz & Gay, 1996). Studies
have tried to examine CSA and some aspects of EDs without any real outcome. Research focused on various
components of ED and CSA in order to reach a concrete explanation. Lacking in theory and research, it is
challenging to conclude precisely how ED and CSA are related (Smolak & Murnen, 2002), though any

traumatic event or crises in the child’s life may lead to possible eating disordered pathology.

Negative Life Events
Research in the area has focused on the relationship between EDs and occurrence of stressful events
(Raffi, Rondini, Grandi, & Fava, 2000; Wolff, Crosby, Roberts, & Wittrock, 2000; Grilo et al., 2012), with

abnormalities in both physiological (objective) and self-report (subjective) reactions to such events (Crowther,
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Sanftner, Bonifazi, & Shepherd, 2001; Koo-Loeb, Pedersen, & Girdler, 1998; Messerli-Burgy, Engesser,
Lemmenmeier, Steptoe, & Laederach-Hofmann, 2010). In addition to the research which focused on the
impact of singular negative events in an individual’s life, another body of literature has also emphasized the
influence of daily hassles, suggesting a cumulative effect of those minor tensions in significantly disturbing
overall psychosocial functioning and mood (e.g., Baker, 2006; Mroczek & Almeida, 2004; Piazza, Charles,
Sliwinski, Mogle, & Almeida, 2012).

Specifically, studies investigated this hypothesis and found that even if there was not a significant
change in the daily hassles of individuals with eating disorder problems (Wolff et al., 2000), those individuals
were more likely to perceive daily hassles as more stressful compared to a control group (Crowther et al.,
2001). Additionally, daily/minor hassles were significantly associated with binge eating episodes (Woods,
Racine, & Klump, 2010) on a daily basis. Taking into consideration these findings, stressful life events in
adolescence are more likely to play a critical role, when negative emotions are experienced in response to
those events (Beck, 1995). Additionally, another study showed that emotions of dissatisfaction and
depression are correlated with disordered eating behaviours, such as binge eating, dieting and unhealthy
weight control behaviours (Sharpe et a., 2018).

An interesting study from the University of Minnesota analyzed data from a clinical sample of
individuals experiencing eating disorders and investigated how transitional life events may trigger disordered
eating. Participants mentioned that six factors triggered their eating disorders and are more likely to trigger
anorexia or bulimia: (a) school transition, (b) relationship changes, (c) death of a family member or close
friend, (d) abuse, sexual assault or incest, (¢) changing homes or jobs, and (f) illness or hospitalization (Berge,

Loth, Hanson, Croll-Lampert, Neumark-Sztainer, 2012).

Comorbidities with Depression and Anxiety
Depression and anxiety are viewed as two of the most prevalent psychological disorders found mostly

in children and the adolescent population. Evidence suggest that anxiety and depression (a) are two of the
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most common experiences, and (b) foreshadow the development of eating disorders (Lynskey, 1998). Both
depression and anxiety are often related with various negative outcomes, for instance, body image
dissatisfaction and disordered eating behavior (Measelle, Stice, & Hogansen, 2006; Fulkerson, Sherwood,
Perry, Neumark-Sztainer, & Story, 2004), with individuals resulting to imbalanced dietary patterns and
unhealthy emotional eating behaviours (Adam & Epel, 2007; Dallman et al., 2003). Also, adolescents’
perceived depression has been associated with a diet less in fruits and vegetables, more snacks, and more fatty
foods (Simon, Wardle, Jarvis, Steggles, & Cartwright, 2003; De Vriendt et al., 2011).

While anxiety and depression are common conditions present among children and adolescents, both are
seen to be comorbid with other conditions. Some children and adolescents exhibit psychopathology in
severely distressed close relationships and have chronic health problems (Newman, Moffitt, Caspi, & Silva,
1998; Richards & Perri, 2002). Numerous epidemiological studies have suggested that comorbidity is very
common and it is discovered more often in childhood and adolescence (Nottlemann & Jensen, 1995). Also,
studies established a comorbid relationship between depression and anxiety disorders and disordered eating

attitudes (Johnson & Wardle, 2005).

Family Factors

One very important factor is the quality of families, which plays a significant role in the onset, and/or
maintenance of the illness (Cook-Darzens, Doyen, Falissard & Mouren, 2005). As Minuchin (1974) pointed
out, a psychosomatic family is characterized to be inflexible, with enmeshed boundaries, avoiding conflicts,
and most of the times extremely overprotective. These combined characteristics may exacerbate the
symptoms’ appearance by suppressing the child’s self-regulation, autonomy or/and emotional expressions.
This perspective has been examined in numerous studies and it is interesting to understand the family
dynamics involved in the predisposition to EDs. The current aspect is extensively revisited in this study (see
page 46), since this is the main goal and perspective of the current research - to understand how parenting

affects adolescents’ disordered eating behaviours.
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2.4. Treatments

As addressed earlier, EDs are conceptualized as a complex interplay of biological, psychological, and
social factors. Therefore, a multidisciplinary team of mental, medical, and nutritional professionals is
required to evaluate the severity of the disorder and promote the best-individualized plan for the patient
(Fisher, Golden, & Katzman, 1995). Historically, ED treatment care was a lengthy stay at the hospital with
strict supervision and mealtime schedules. Nowadays, hospitalisation has been sharply minimised and
applied only in cases of severe EDs presentation.

Although Sir William Gull coined AN 100 years ago, only a few research studies have evaluated the
effectiveness of various EDs’ treatments (Hay, Bacaltchuk, Claudino, Ben-Tovim, & Yong, 2003). This is
because (a) EDs are relatively rare, (b) need long-term treatments, and (c) are associated with high dropout
rates (NICE, 2004). Recognizing the severe presentation of EDs, the need to develop and evaluate different
prevention and intervention methods is a high priority for future research. To begin with, in order to
understand how we can prevent the development of EDs early on, it will be beneficial to start by addressing
existing treatment methods of EDs, such as (a) inpatient treatments (for example: inpatient or partial
hospitalization, residential treatment centers), (b) pharmacological treatments, and (c) out-patient treatments

(for example: outpatient or intensive outpatient) (Yager, Anderson, & Devlin, 2000; Kaplan, 2002).

2.4.1. Inpatient Treatment

Severe cases with EDs are hospitalised for a small period of time and follow an inpatient hospital
treatment program. Reasons constituting a patient to be eligible for an inpatient treatment setting, include: (a)
severe weight loss (refusal to eat), (b) presence of serious mental or physical health complications (for
example heart disorder, dehydration, metabolic disturbances, comorbid mental disorders, etc.), (c)
engagement with vomiting, bingeing, or laxative abuse leading to dangerous medical outcomes, (d) suicidal
attempts, (¢) no improvement from other outpatient or day treatments, and (f) presence of a limited and

unsupportive family environment (Sharp & Freeman, 1993).
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A study by Treat, McCabe, Gaskill, and Marcus (2008) points that the care continuum model of
treatment (day hospital treatment) is a very beneficial program for patients who are particularly young.
Reasons include that the patient is hospitalised for a very short period of time, and leave from the inpatient
hospitalisation with higher weight, less symptoms, greater commitment, weight regain throughout the
treatment and recovery phase, and higher chances for short-term outcomes.

The American Psychiatric Association recognizes the importance of day hospital treatment for EDs
(Fittig et al., 2008), as day hospital treatment is much cheaper than inpatient hospital settings (Kaplan &
Olmsted, 1997). According to a study by Crisp et al., (1991), there are no significant differences between
inpatient and outpatient treatments, after one year, based on 90 severely anorexic patients. This result
indicates that both inpatient and outpatient treatment groups show improvements, with day hospital planned
treatment resulting in small number of people engaging with binge eating or purging at the end of their
treatment (Olmsted, Kaplan, & Rockert, 2003). To date, despite little research done on the short and long-
term effectiveness of the two (Zipfel et al., 2002), what has been identified is that both are highly effective for

severe cases of EDs.

2.4.2. Pharmacological Treatments

At present, there is limited evidence supporting the use of medication as a treatment of EDs. A number
of placebo-controlled trials found no evidence in favour of antidepressants in the improvement of eating
disordered symptoms, weight gain, or enhancement of general psychopathology (Claudino et al., 2006).

For AN, the psychotropic medications such as the SSRI’s (Selective Reuptake Serotonin Inhibitors) are
the ones predominantly used, according to APA guidelines. However, the guideline states that this class of
medication is commonly used for the prevention and treatment of comorbid disorders such as depression
or/and obsessive-compulsive disorder. There is limited evidence with regards to SSRI’s treatment

effectiveness, which show inadequate efficacy with weight gain. According to research, AN patients benefit
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more from psychotherapy, whereas medications are considered an adjustment treatment for comorbidities
(Gorla & Mathews, 2005, APA, 2018).

BN has more evidence to support the successful use of medications. A number of studies have addressed
the efficacy of numerous medications such as fluoxetine, tricyclic antidepressants, anticonvulsant topiramate,
and ondansetron - all significantly reducing binge eating and vomiting in patients.

Pharmacological treatment in BED has also been found to be effective and includes SSRIs,
antiepileptics, and appetite suppressants. Guidelines state that from the above-mentioned medications,
topiramate is the most promising (Gorla & Mathews, 2005, APA, 2018). Taking into consideration the
limitations of the above-mentioned pharmacological agents, the APA guidelines (APA, 2018) recommend the
combination of pharmacology and psychotherapy, which can help individuals overcome ED pathology. Focus

is placed in the family system, which is recognised to be a key element in a proper and effective intervention.

2.4.3. Outpatient Psychological Treatment

Due to the limited benefits of available pharmacological treatments alongside with the limited sample
and applicable medical treatments for EDs, empirical direct observation of individuals was made in order to
discover what works better for these patients (Treasure, 2005; APA, 2018). That is the reason why a lot of
attention has been given to the history of psychotherapy in the treatment of EDs. A number of studies
examine the effectiveness of different psychotherapeutic treatment in this disorder. Despite the small number
of studies focusing on the search for the most effective treatment therapy, a few research beneficial

therapeutic models/approaches have been identified.

2.4.3.1. Cognitive-Behavioural Therapy
Cognitive-behavioural therapy (CBT) attempts to change the way a person thinks and behaves,
through identifying what preserves and strengthens the maladaptive behaviours, as well as engaging the

person in new practical techniques and healthy behaviours (Pike, Carter, & Olmsted, 2005; Fairburn, Marcus,
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& Wilson, 1993). Particularly, CBT may be very beneficial for patients who have a motivation to change.
Treatment requires 20-40 sessions over a year or longer (if necessary, according to the type and severity of
EDs) in order to help the person gain a sufficient and healthy amount of weight (Pike, Carter, & Olmsted,
2005) and/or regulate the self-perpetuating cycle of dieting (Fairburn, Marcus, & Wilson, 1993). CBT
therapy is comprised of three treatment stages: (1) creating a strong therapeutic relationship with the patient,
(2) targeting dysfunctional beliefs with regards to weight and food, and (3) preparing the patient for the end of
treatment taking into consideration the possibility of any relapse (Garner, Vitousek, & Pike, 1997).

In Stage 1, the patient is introduced to the treatment and emphasis is given to the creation of a
therapeutic relationship that aims to be strong and sincere. In this stage, the patient starts normalizing and
engaging into a normal eating pattern and weight-control behaviours. Therefore, learning to control self by
using distractive methods until the urge subsides is encouraged. In Stage 2, the patient starts to control the
psychological matters involved (for example: interpersonal functioning, self-esteem, mood, perfectionism,
etc.) by engaging in cognitive and behavioural strategies. Any dysfunctional cognition concerning weight,
food, and shape are targeted. In Stage 3, relapse prevention is targeted, by identifying possible future
incidences of relapse and constituting the patient able recognise from early on any warning signs (Garner,
Vitousek, & Pike, 1997).

Results of the use of CBT indicate a significant weight regain and improvement in EDs and in general
psychopathology, both in adolescent and adult populations (Grave, Pasqualoni & Calugi, 2008). A study by
Eisler et al., (1997) suggests that a person who has either an early or a late onset, but a long background
history, tends to have poorer outcomes than individuals with early onset and a short background history. To
sum up, as Pike, Carter and Olmsted (2005) mention, CBT is very beneficial and effective concerning weight

gain - though fails to adequately address the psychological matters involved in the disorder.
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2.4.3.2. Psychodynamic Psychotherapy

Psychodynamic psychotherapy (PDP) has been used as a treatment for EDs for a long time, mainly in
centres with theory and practice of psychotherapy as a main source of treatment (Sours, 1980; Johnson, 1991).
Through psychoanalysis, the analysts’ work is to resolve any hidden truths and conflicts, which may play a
role in the occurrence of the disorder (Butcher, Mineka & Hooley, 2007). Numerous studies have tried to
examine the effectiveness of PDP. Hamburg (1996) suggests that long-term use of psychoanalysis works for
a number of patients with AN. However, Treasure et al. (1995) report a study of comparison between brief
psychodynamic treatment and educational/behavioural therapy that found no significant differences in the
treatment outcomes. Additionally, randomised-controlled trials compared the Minuchin style of family
therapy to psychodynamic psychotherapy. Results showed that family therapy was significantly more
effective in AN treatment than the psychodynamic approach. Nevertheless, as psychodynamic psychotherapy

is not extensively studied for the treatment of EDs (Rhodes, 2003), it is difficult to have conclusive findings.

2.4.3.3. Systemic Family Therapy

While EDs early on pointed the picture of a dysfunction family due to the psychosomatic
symptomatology of the child (Vandereycken, 1987), systemic family therapy (SFT) evolved its knowledge
and practice in the investigation of this perspective. Many well-recognised family therapists like Minuchin,
Selvini-Palazzoli and White have developed a rich theoretical and practical framework concerning EDs
(Rhodes, 2003). While hospitalisation seems to have a short-term effectiveness on the recovery of EDs
(Lock, Couturier & Agras, 2008), the need of a long-term recovery treatment requires the introduction of
systemic therapy (Morgan & Russell, 1975).

Although, hospital care is a well-informed care plan for these incidents, it unfortunately neglects a
very basic aspect — the important presence of the family (and in particular the parents) in EDs and merely
gives emphasis to the medical treatment (Lock & Fitzpatrick, 2009). Moreover, a family therapy session

accounts for greater reduction of healthcare expenses when compared to other therapeutic modalities in the
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adolescent population (Crane et al., cited in Carr, 2006), lasts no more than twenty sessions. Again, findings
consistent with the above indicate that individuals who receive SFT sessions have better outcomes compared
to individuals receiving only individual treatment (CBT, Interpersonal therapy, etc) (NICE, 2004; Carr, 2009).

The presence of one or both parents is of utmost importance in the treatment interventions of an
individual with EDs, as they may give insight to the condition and provide an explanation for the presence
and causes of the adolescent symptomatology (Mitchell, 1980). Adolescents who present with an ED often
try to avoid the problem instead of dealing with it, as there is an underlying dimension and dynamic that
benefits from the presence of the symptomatology (Treasure, 2005).

In line with this study’s perspective, a significant body of research examined the effectiveness of the
SFT approach among the adolescent population. As EDs arise most commonly in late childhood and early
adolescence (Lock & Fitzpatrick, 2009), Eisler et al., (2000) reported a large trial examining the separate
versus conjoint family therapy sessions, which again revealed that the latter one has greater psychological
impact on measuring the psychological functioning state of an individual with EDs. General improvements in
weight regain, menstruation, and bulimic symptomatology were reported. Another study by Eisler (2005) on
adolescent population showed that SFT helps individuals regain weight by the end of the treatment. In a
follow-up (six months to six years follow-up), 60 to 90% of incidents fully recover - with less than 15% of
individuals being classified as seriously ill. Moreover, Eisler et al. (2007) reported that when individuals with
AN onset start SFT before the age of 18, they seem to respond better to SFT interventions (Eisler et al. 2007;
cited in Roth & Fonagy, 2006). An additional study revealed that conjoint family therapy sessions (CFT;
parents, siblings and ED child) compared to separate family therapy sessions (SFT; only the anorexic child)
has a higher beneficial effect on change and improvement of eating and mood outcomes in adolescents (Dare
et al., 2000).

The National Institute of Clinical Excellence (NICE) in the UK has recommended family therapy as a
treatment guideline for EDs, reporting that family interventions should be offered to children and adolescents

with EDs. However, it is also recommended that children and adolescents should be offered individual
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therapeutic appointments in addition to family therapy (NICE, 2004). In addition, APA guidelines address
the significance of parents’ involvement in therapy, since parents have a key role in helping the child become
a healthier individual (APA, 2018). These conclusions reinforce the study’s perspective, recruiting parents in
advance in order to prevent the presence of EDs. Before ED pathology occurs and the need to therapeutically
intervene in the family, prevention with the help of parents can be the preferred choice for an adolescent who

is more likely to suffer from EDs (Carr, 2009).

2.5. Eating Disorders Prevention / Early Intervention Programs

It is generally accepted that early identification of symptoms and prompt intervention are strongly
associated with positive outcomes (Johnson et al., 2002; NIMH, 2017). In order to achieve this, proactive
measures should be taken in routine screening of high-risk individuals. Even though it is very important in
the development of EDs, early intervention remains a neglected area. An important goal of the intervention
is to minimize the delay between the onset of the ED and the access to treatment (Bertolote & McGorry,
2005). Therefore, prevention and intervention aim to detect any pathological symptoms / behaviours, reduce
the untreated illness, and promote appropriate knowledge (Chanen, Jackson, & McCutcheon, 2008).

First steps included the creation of prevention programs by providing psychoeducational material on
EDs whilst aiming to involve all school children and adolescents, in order to inhibit the adverse effects of the
disorder by changing the maladaptive behaviours. Second steps of prevention programs were to focus on
didactic material derived from the socio - cultural components of the disorder, such as weight - control
behaviours and thinness. Third steps were made on a specific population - on high-risk individuals, and
intervention was conducted based on the risk factors (Stice & Shaw, 2004).

Numerous studies captured the idea of preventing the symptomatology of EDs by delivering school-
based programs to children. Similar in context and structure, those programs aim to educate children about
the nature, prognosis, and consequences of EDs, and also discussed about the dieting effects and weight loss

concerns. Even if the programs significantly increase children’s awareness about EDs, there seems to be a
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lack of change in the target behaviour (Shisslak, Crago, & Neal, 1990; Rosen, 1989; Moriarty, Shore, &
Maxim, 1990; Moreno & Thelen, 1993; Paxton, 1993; Killen et al., 1993). In another study conducted by
Carter, Stewart, Dunn, and Fairburn (1996), schoolgirls were introduced to a prevention program, which
focused on educational aspects of EDs, while integrating cognitive and behavioral procedures. This program
showed significant changes in the target behaviour, though it was difficult to maintain those changes six
months later.

Intervention applied has tried to change the problematic behaviour, each and every one of them having a
different rationale, goal, and implementation. Therefore, the literature has tried to understand primarily the
different factors involved in efficient intervention programs. As different intervention programs aim for
different goals and have different structures, primary attention will be given to the important elements of a

suitable intervention in the next section.

2.5.1. Psychoeducation

Psychoeducation has been shown to be amongst the most effective evidence - based prevention / early
interventions in both community and clinical trials settings. As a professional treatment modality that
synthesizes educational and psychotherapeutic components, psychoeducation can involve structured
interventions on pathology, dissatisfaction and / or illness. To prepare participants to take part,
psychoeducation is enriched with a complex, but at the same time digestive approach that enables persons to
develop new knowledge, techniques, and a proactive / better function in their lives (Lukens & McFarlane,
2004).

Individuals with EDs and their cares are generally misinformed about what the normal weight is and
what a correct diet includes, engaging in behaviours that are vague and misleading (Vitousek & Watson,
1998). Valid information is importantly beneficial to be delivered to parents and adolescents with EDs.
Psychoeducation seminars have the potential to educate individuals on such information. For example,

seminars on EDs may include the following important information: (1) psychological and physical parameters
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of EDs with regards to purging, binging, restrictive eating, and low weight, (2) balanced diet, correct
determinants of energy, and appetite expenditure, (3) genetic influences on fat distribution, metabolism and
body weight, (4) mythology and physiology of exercise, (5) distress tolerance, coping strategies, and conflict
resolution, (6) implementation of strengths, and (7) interpersonal relationships.

Over the last decades studies have shown that psychoeducation has positive effects in increasing quality
of life and decreasing anxiety levels. The intervention gained a respectful ground reinforcing enhanced coping
and emotional support for any form of severe illness (Lukens & McFarlane, 2004). For example, there have
been various interventions developed throughout the years with a goal to reduce distress in carers with a
family member having a mental illness (Cleary, Freeman, Hunt, & Walter, 2006; Coon, Thompson, Steffen,
Sorocco & Gallagher-Thompson, 2003; Reinares et al., 2004) especially in the fields of depression (Reinares
et al., 2004), schizophrenia (Pearce, McGovern, & Barrowclough, 2006), dementia (Coon, Thompson,
Steffen, Sorocco, & Gallagher- Thompson, 2003) or psychosis (Szmukler, Kuipers, Joyce, Harris, Leese,
Maphosa, & Staples, 2003). These types of interventions have focused in providing information on problem-
solving skills. However, literature also showed an uncertainty with regards to which components of such
interventions are likely to be necessary and sufficient (Vieta, 2005).

Over the past two decades, research on prevention / intervention programs for adolescents with EDs
have also shown promising results (Yager & O'Dea, 2008; Stice, Rohde, Gau, & Shaw, 2012; Golden,
Schneider, & Wood, 2016). The most promising therapies that seem to have strong evidence for effectiveness
include Enhanced Cognitive - Behavioural Therapy (CBT — E), Family Based Therapy (FBT), Interpersonal
Psychotherapy (IPT); all working differently for different people, and some may be more helpful than others.
For instance, numerous CBT techniques and treatment manuals for CBT-E emphasize role-playing, problem -
solving strategies, as well as other characteristics (such as mood intolerance, low self-esteem, perfectionism,
interpersonal difficulties) aiming to reduce ED symptoms, alongside with a didactic material provided in a
safe environment (McFarlane, 2002; Fairburn, 2008). Narrative models are focused on allowing participants

to recount their stories in relation to the situation they experience, recognizing and empowering strengths and
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resources (White, 1989, Lukens & McFarlane, 2004; NEDA, 2018). Although reports of randomized trials of
different forms of psychoeducational therapy interventions for patients with EDs are well represented in the
literature (Shaw, Stice, & Becker, 2009; Stice, Becker, &, Yokum, 2013; Ciao, Loth, & Newmark-Sztainer,
2014), adaptations for parents dealing with their child’s illness have gained greater ground for further

developments (Graber & Brooks-Gunn, 1996).

"The child supplies the power but the parents have to do the steering.”

Parents are the key people for early intervention with regards to the first signs of EDs. The picture often
presented in dysfunctional families is the following: parents are overwhelmed by the complexity of their
emotions, as high levels of anxiety, guilt, hopelessness, fear, and anger drain them. As a result, they have
regularly described their experience as a “living nightmare”, as they are trying to hold on and keep family’s
normality. Parents also blame themselves for not acting sooner or even blaming professionals for not offering
proper help (Cottee-Lane, Pistrang, & Bryant-Waugh, 2004). On a daily basis, there are challenges for
parents such as convincing the child to eat properly and sufficiently or sometimes preparing separate meals
for them or shop particular meals and many more. All of these circumstances take over the family as a
system, and it cannot function properly. Therefore, this effect destroys the correct organization of the
system; the symptomatology is presented as the “unwanted guest” and inevitably leads to distorted
relationships and intense emotional atmosphere (Cottee-Lane, Pistrang, & Bryant-Waugh, 2004).

The need for prevention / early intervention in parents having a child with EDs have been a major
opportunity for further involvement. Expanding the knowledge of parents has been an essential establishment
for guidance and support, and a great empowerment, touching upon various aetiologies of EDs risk factors
through the years (Dixon Adams, & Lucksted, 2000; McFarlane et al., 1995; McFarlane et al., 2003; Winn et
al., 2004). However, this is a very small body of research and little research has been designed in order to suit

parents’ needs (Hart, Cornell, Damiano, & Paxton, 2015).
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Since 1980, Maudsley Hospital in the UK has started developing a family - based treatment manual for
adolescents with AN. The intervention can be offered in various formats such as to the whole family
(conjoint), to parents only (parental counselling), or to multiple families together (Eisler, 2000). Maudsley
family - based treatment views parents as having a central role in the child’s life by taking responsibility and
control. The main goal is to empower parents to take correct action in their parenting role by trying to
externalize the problem (Eisler, 2000). Another program is the Surrey Early Intervention for EDs (Nicholls &
Yi, 2012). The program is delivered in parent group format and consists of six sessions of 1 2 hours each.
The program is delivered immediately after the child is presented in the ED services. A main goal is to
develop new skills and knowledge to parents, increase awareness and confidence to manage their child’s
eating habits.

A systematic review by Hart, Cornell, Damiano, & Paxton (2015) looked at the literature on different
preventions for EDs involving parents. They found that throughout the years of 1992 to 2013, a range of
studies have designed prevention / early intervention programs to reduce signs and symptoms of EDs, body
dissatisfaction, and other risk factors for EDs focusing mostly on parents. Reviewing the results of the
studies aiming to respond to parents needs, they revealed greater results compared to the programs that were
delivered in school settings for children only.

In examining the relatively small number of studies on parent interventions with a child facing
disordered eating behaviours or ED diagnosis, numerous results are in favor of a structured program
intervention to parents delivered from a specialized professional. A study by Russell-Mayhew, Arthur, &
Ewashen (2007) addressed the great contribution of a multilevel intervention. They emphasized a wellness-
based strategy, suggesting a worthwhile framework to prevent EDs. The methods and results of their study
brought a “health - promoting community capacity - building model”, with a great need for future
improvement. Winn et al. (2004) reported that carers identified the need for information on: (a) early signs of

EDs, (b) treatments and (c) practical advices and guidance on how to deal with abnormal eating behaviours.
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Therefore, an educational group training program for parents of adolescents with EDs is beneficial
(Zucker, Ferriter, Best, & Brantley, 2005; Zucker, Marcus, & Bulik, 2006; Uehara, Kawashima, Goto, Tasaki,
& Someya, 2001), showing that education and problem solving training delivered to parents reduces
emotional over-involvement, improved self-care, and a reduction of family distress when dealing with the
illness (Zucker, Marcus, & Bulik, 2013).

Moreover, an internet-based intervention program designed by Brown, Winzelberg, Abascal, & Taylor
(2004) on adolescents with problematic eating behaviours and their parents resulted in significant reduction of
eating restraint and an increase in knowledge. This suggests that it is a promising intervention that can effect
positive change of parental attitudes after a short-term intervention. Also, a study by Geist, Heinmaa,
Stephens, Davis, & Katzman (2000) compared psychoeducational group and family therapy and found that
both interventions resulted in improved understanding of the illness, athough it was noted that
psychoeducation was more cost effective. A study by Goodlier (2014) showed similar results, where skill
based training improved parent self-efficacy, anxiety, psychological distress, and burden. In addition, the
intervention was a cost - effective method for supporting carers.

Furthermore, Sepulveda, Lopes, Todd, Whitaker and Treasure (2008) found that after a training skill
workshop program, carers learnt new strategies and skills and were able to implement them in their future
interactions. They also had an opportunity to meet, talk, learn, and share their thoughts with other carers in
similar situation, which showed to be very helpful. Another study aiming to increase parent’s understanding
about EDs as a helpful framework in coping with their child’s illness implemented five session seminars
(90mins long) on parent - based psychoeducation (Holtkamp, Herpertz-Dahlmann, Vloet, & Hagenah, 2005).
Indeed, observations found that mothers chose to self - manage their child‘s feeding difficulties, because they
had no education and training from health visitors and also lacked educational resources available for parents
(Mitchell, Farrow, & Haycraft, 2012).

Another program (2.5 hours long) gave education on (Fraser, Wallis, & St John, 2004) social learning

principles with a goal to increase positive interactions and healthier parenting to parents with children between
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the ages of 2 and 10 years. Pre- to post-intervention comparisons found a significant decrease in the overall
problem eating scores and in the total parent problem scores. These results suggested that even a single-
session intervention might be sufficient to bring positive changes in regards to problem eating behaviour.
Other single session interventions showed to have similar changes in attitudes and practices (Eliassen, Miller,
& Guskey, 2010).

The review of the literature indicated various prevention/early intervention studies focusing on
education and parent’s reinforcement in healthier practices resulted in a significant reduction in child’s
disordered eating and improvements in healthier parenting attitudes. If we conclude that eating pathology is
mostly present among children and adolescents with a marked relapse and chronicity (Fairburn, Cooper, Doll,
Norman, & O’Connor, 2000; Lewinsohn, Striegel-Moore, & See- ley, 2000), as well as this population
encompassing a functional and emotional impairment as a result (Newman et al., 1996; Patton, Selzer, Coffey,
Carlin, & Wolfe, 1999), the need for prevention / early intervention is needed at this stage. Studies report
one-third (33.8%) of respondents with anorexia nervosa, 43.2% with bulimia nervosa, and 43.6% with binge
eating disorder seeking treatment specifically for their condition (Fairburn, Cooper, Doll, Norman, &
O’Connor, 2000; Johnson et al., 2002; National Institute of Mental Health, 2018), and as such, efforts should
be made to develop intervention programs. Therefore, further research is needed, focusing in developing
engaging programs taking into account the needs of parents. Furthermore, further research is required to
contribute additional data on the forms and materials used in the interventions, alongside with intervention
efficacy comparisons between patients and parents. The research is conducted in the context of the current
Thesis is in accordance with these beliefs, and therefore attention has been given in the creation of a

psychoeducation / early intervention program for parents.
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2.5.2. Moderators of Intervention Effects
General Elements of Successful Intervention
Key elements of a successful ED intervention, include (a) community based support, (b) access to
support and services across the continuum, (c¢) involvement of multidisciplinary teams in the on-going
treatment, (d) age appropriate interventions, (€) involvement of natural support such as family members,

peers, and (f) individual involvement in treatment identifying needs, preferences, and goals (Manitoba, 2006).

Therapeutic Relationship

Another key element for a successful intervention is the therapeutic relationship. Literature in this area
supports that a positive therapeutic relationship may enhance the effective work (NICE, 2004; Vitousek &
Watson, 1998; Clinton, 1996). Important components of a successful therapeutic relationship are: (a)
collaboration between therapist and individual, (b) respect for individuality, (c) honesty, (d) patience and
curiosity in the story of the individual, (¢) emphasis on experimentation, (f) focus on functionality of beliefs,
and (g) systemic and outcome focus orientation plan where insights experiences are applied in the individual’s
everyday life. Figure 2.1 summarizes the important contributors of a good model for early intervention as

described by Nicholls and Yi (2012).
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Figure 2.1. Theoretical contributors’ model for early intervention in EDs (adapted from Nicholls and Yi,

2012).
EDs
Treatment
EDs Parenting
Prevention Intervention
Early
Intervention
for EDs
Early
Risk Factors Intervention
for EDs in Mental
Health
Individual Risk Status

Another important element is the individual’s risk status. In evaluations of the intervention programs,
those delivered to high-risk individuals show to be more effective compared to control groups (Killen et al.,
1993). Larger effect sizes signify the importance of implementing programs that target high-risk individuals,
who appear to be more engaged more in the programs and tend to be more motivated, resulting in greater

benefits (Stice, Mazotti, Weibel, & Agras, 2000).

Gender
Gender appears to affect intervention results. As girls and women have higher risk of engaging in

maladaptive behaviours with regards to dieting (Newman et al., 1996), considerable attention has been given
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to them compared to boys and men. Through the reported studies, girls and women tended to engage more in
an ED prevention program, resulting in stronger intervention effects in female samples compared to males or
mixed gender samples (Lewinsohn, Hops, Roberts, Seeley, & Andrews, 1993). There are only occasional
reports, which showed greater attention on male’s behaviours specifically, paying more attention to their
dieting behaviours and weight loss perceptions (Selvini-Palazolli, 1965; Herzog, Norman, Gordon, & Pepose,

1984; Carlat, Camargo, & Herzog, 1997; Striegel-Moore, Garvin, Dohm, & Rosenheck, 1999).

According to an evaluation of children and adolescents’ emotional and developmental maturity, it is
suggested that there is an inability for concrete awareness in ages less than 15 years old (Stice, Presnell, &
Bearman, 2001). The explanation is that the child or adolescent younger than the age of 15 has not
sufficiently experienced the distress of the pathology, therefore with a lack of insight and reasoning skills they
cannot fully engage in the intervention program (Lewinsohn et al., 2000). Prospective studies suggest the ED
pathology may arise between the ages of 15 to 19, with lower prevalence in early adolescence (Stice, Killen,
Hayward, & Taylor, 1998). This suggests that prevention programs will be more beneficial for individuals

over the age of 15 (Keel, Fulkerson, & Leon, 1997).

Program Format

It is suggested that interactive programs are more effective compared to didactic programs (Tobler et
al., 2000). Interactive intervention programs increase participants’ engagement to the program content.
Interactive programs include exercises and role-plays that invite participants to learn and apply more new

skills compared to didactic programs (Stice & Shaw, 2004).
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Program Duration

There is some evidence that brief single sessions are not sufficient to promote lasting behavioural and
attitudinal changes, as they cannot produce significant effects (Martz & Bazzini, 1999). Ideally, an
intervention program should be delivered multiple times throughout the month (Stice & Shaw, 2004). A
multisession intervention program enables the participant to learn and consequently change their behaviour at
home and afterwards return and share their experience with the group for new pieces of advice. Thus,
multisession intervention programs are more effective compared to brief single-sessions (Stice & Shaw,

2004).

Program Content

An important factor affecting a program’s effectiveness is the content of the intervention. Programs
that seek to prevent knowledgeable risk factors for eating pathology prove to be more effective compared to
programs that are focusing on non-established risk factors (Stice et al., 2000). According to some researchers,
programs that aim to be psychoeducational focusing on stress and coping skills have weak intervention effects
(Larimer & Cronce, 2002). Programs that were focused on body dissatisfaction, thinness, self-esteem,
environmental/causal factors, and healthy weight management produce larger intervention effects (Clarke,

Hawkins, Murphy, & Sheeber, 1993).

2.5.3. Necessity for Early Intervention

There are many individuals involved in the lives of adolescents, such as parents, general practitioners,
pediatricians, and school personnel such as school counsellors and gym teachers. This may give rise to
multiple opportunities, where practitioners may have the ability to implement numerous formal and informal
assessments or observations in order to detect the development of EDs in adolescents. There seems to be a
delay in recognizing and treating EDs. An explanation is the fact that neither the individual who suffers nor

the family members are confessing the problem, and children are detected far less compared to adolescents
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(Bryant-Waugh, Lask, Shafran, & Fosson, 1992). Delay in treatment seems to occur at all ages (Nicholls,
Lynn, & Viner, 2011). Parents are the ones who mostly seek help initially, but not immediately after weight
loss because of the difficulty to differentiate normal from abnormal weight loss (Cottee-Lane, Pistrang, &
Bryant-Waugh, 2004). There is delay until parents understand eating behaviour changes in their children and
seek professional help (Thomson, McLaughlin, Marriott, Telford, & Sayal, 2010).

Parents are in children’s immediate system and can detect early any eating behaviour changes or any
changes in general behaviour. In addition, parents possess the largest amount of information related to the
child. They are the first and most important line of treatment, as they can identify early on eating disorder
pathology. In exploring an early ED intervention, effort should be made to implement potential strategies and
education at early stages, in order to prevent the progression of EDs to a full syndrome diagnosis. In the last
decade, early intervention has gained respect in the field. The aim is to minimize the gap between onset of
symptoms and access to treatment, to prevent the development of the disorder (Bertolote & McGorry, 2005).
Educators should integrate all skills and group structured mentioned in this chapter in order to create concrete

and powerful parenting programs, achieving best outcomes.

2.5.4. Session Format / Structure

According to numerous studies (Nicholls & Magagna, 1997; Holtkamp, Herpertz-Dahlmann, Vloet,
and Hagenah, 2005; Goddard, MacDonald, & Treasure, 2011), multimodal treatment methods have been
offered to parents in a variety of settings and ways. In terms of delivery, parent-group programs seem to be
more effective. In the work of Geist and colleagues (Geist, Heinmaa, Stephens, Davis, and Katzman, 2000),
parent-group psychoeducation showed to be as effective as family therapy in both general and ED related
outcomes. Two hours of family psychoeducation sessions reduced stressors of parents with children dealing
with ED. In another study of Holkamp and colleagues (Holtkamp, Herpertz-Dahlmann, Vloet, and Hagenah,
2005), five sessions of 14 hours of psychoeducation decreased significantly emotions of distress and burden

in caregivers. As well, it is suggested that 8-12 sessions lasting for a 1 % to 2 hours each may be optimal.
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Parents’ involvement in-group psychoeducation has started gaining credibility, as an alternative intervention
with the benefit of shared experiences and emotions (Scholz &Asen, 2001). A parent group is very dynamic,
as receiving the support from other parents dealing with the same problem can be very helpful for everyone
(Zucker, Loeb, Patel, & Shafer,2011). Nicholls & Magagna (1997, p.571) reported parents’ feelings and

behaviours.

‘I somehow felt relieved when [the day of the group] came nearer. In the group you see that you are not alone
going through the nightmare of tantrums and negation of life by your child. You can see and hear that one
can survive, empower and change behaviour patterns and attitudes. [. . . .] You can see what is suffocating
for other children in their families and think more about what the problem is within your own family pattern.
What I liked especially was the feeling conveyed by the leaders that the parents could manage to help their
child out of the eating disorder. This hope was not destroyed’.

Scott (2010) identified some of the most important components of parenting programs: (1) structured
topics, introduced in set order, (2) inclusion of play, incentives, setting limits, praise, and discipline, (3)
promotion of sociable, self-contained child behaviour and calm parenting, (4) constant referral to parent’s
personal experiences, (5) theoretical basis with empirical research and examples, and (6) detailed manual for
replication.

In terms of a good approach, there is a need for (a) collaborative approach between therapist/instructor
and parents, as well as good collaboration between parents and children, (b) presence of humor and fun, (c)
address the importance of parents practice of new approaches during the sessions, (d) normalization of
difficulties, (e) regular supervision of parents upon new development of skills, and (f) availability for
refreshments and transport (if necessary) (Scott, 2010).

It is important to mention the study of Geller et al. (2001), which found that motivation for change is
an important factor in the treatment of EDs. Children or adolescents with EDs with no or little motivation to
change seem to have significantly more problematic relationships with their parents (Zaitsoff and Taylor,

2009). Therefore, once again family support plays a crucial role in the treatment of the affected child, as
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parents are the key people to offer emotional and physical support when needed. As Dr. Benjamin Spock

said:

2.6. Summary

Despite the fact that the underlying causes of these physical and emotional damaging conditions are still
unknown, studies suggest a combination of biological/genetic, social/cultural, and psychological (emotional,
interpersonal, personality traits, thinking patterns) factors in the eatiology and development of EDs. This
means that some individuals are predisposed to EDs, and those symptoms can arise when environmental
elements trigger them. Adolescents presenting a distorted pattern often do so because of their need to gain
control over their lives, and/or because they may feel very stressed and overwhelmed with specific life events.
Often, these adolescents have difficult relationships or may receive negative comments about their
appearance, size and/or weight (Ogden, 2007). Consequently, they are solely preoccupied with food and
weight as the only way to take control over their lives. Additionally, negative emotions are strong and
extremely overwhelming for them, hence they try to control them using dieting, purging, or/and binge eating
behaviours as a result. Ultimately, the behaviours damage the individual’s physical and emotional health,
disrupting their self-esteem, competence, and self-control. The need for early prognosis and treatment is
crucial for the management and the improvement of health outcomes and the decrease rate of mortality.

The quality of families shows to play a significant role in the onset or/and maintenance of the illness
(Cook-Darzens, Doyen, Falissard & Mouren, 2005). As Minuchin (1974) pointed out, a psychosomatic
family is characterized as inflexible, with enmeshed boundaries, avoiding conflicts, and most of the times
extremely overprotected. Therefore, it is of utmost importance to acknowledge the presence of one or both
parents in the prevention of EDs in adolescents. Parents may give an insight explanation into causes or
meanings of adolescents’ symptomatology (Mitchell, 1980; APA, 2013). This suggests that the family
context is important in the treatment f EDs, supporting a systemic orientation philosophy. The next chapter

focuses on this philosophy and the role of the family in EDs.
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CHAPTER 3
SYSTEMIC ORIENTATION PHILOSOPHY: ROLE OF FAMILY IN EATING

DISORDERS

3.1. Systemic Orientation Philosophy

Previous literature reviewed suggested that EDs are not caused by an organic factor, but are presented
because of psychological factors involving the whole family system (Mitchell, 1980; Darling, 1999; Haycract
& Blissett, 2010). Studies gave rise to the opportunity of paying attention into possible family dynamic
factors that are associated to the presence and maintenance of EDs in the family life of adolescents. Models
of group therapy evolved over time and are specialized into prober intervention of the disorder. Each of these
group therapies are designed to meet specific needs/goals of individuals, assuming that the person is going to
participate in group therapy if the group goals correspond to the individual’s goals (Yalom & Leszcz, 2005).

EDs is a persistent and serious illness, which disrupts and influences the whole family system, by
disrupting and changing its dynamics (McGoldrick, Gerson, & Petry, 2008). Any difficulties in
communication with parents, any disabilities in the family connections develop and reinforce the dynamics
that regulate relationships between them. For this reason, interactions with family members, especially
between parents, are important to comprehend what is happening, when greater parental involvement and
strictness are evident in younger adolescents with EDs.

According to the systemic approach, the family is considered and defined as a system. A complex of
numerous elements that are dynamically and essentially linked together to a mutual interaction compromises
it. Each family member is considered a system individually (keeps the same biological, psychological, and
physical aspects), and also an interaction unit within the main system. Thus, each individual (subsystem)
composes the whole family, which is more than just the simple sum of each member's involvement. Research

into the area shows that any kind of interaction happening between individuals in the family system, will
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affect individuals in various degrees. Studies (Couturier, Isserrlin, & Lock, 2010, Lock & La Grande, 2000,
2001, 2005; Rienecke, 2017) showed that family-based treatments for adolescents is effective, and
demonstrated significant results and improvement on adolescents’ psychological symptoms, for example
weight restoration, perceived fears and deficits.

One paradigm is group intervention with a systemic theoretical background on matters surrounding
parents and family (an individual is defined as a separate system which interacts with other systems).
Interventions acknowledge the essential influence of certain external, but simultaneously important factors
that have a major impact in the structure and life of the family. Systemic theory is a widely used
psychotherapeutic approach that integrates numerous techniques of other theoretical approaches. Group
intervention with a systemic orientation has a great contribution to both theory and practice. Minuchin (1974;
Rosman & Baker, 1978) worked with patients suffering with EDs and has emphasized that EDs has something
to do with psychosomatic symptoms in families. Systemic group interventions respect the influence of family,
and parents in particular in the occurrence of the disorder.

The main philosophy of systemic theory is the importance of an equal therapeutic relationship between
therapist/instructor and parents. Systemic family therapists do not see themselves as the experts. They believe
that having an expert stance will create problems. Adopting an expert stance will undermine the power and
strengths of parents by reinforcing a dependency upon the therapist as a result. The therapist believes and trusts
the processes that take place and that parents are able to evolve and change (Eisler, 2005; Dallos & Draper,
2005).

Systemic theory has the ability to understand EDs from multiple lenses and not only with the lens of a
DSM’s psychiatric disorder. A symptom may take place for a reason inside the family environment (the
symptom as a red flag in a dysfunctional system) (Vandereycken, 1987). The initial picture presented by
parents is the controversy between the child’s desire to overcome the illness (where they want to recover) and
the desire to remain in it (Joyce, 2008). Inside a group context therapy, it is vital to acknowledge this.

Therefore, the basic intervention plan is to negotiate a contract with parents, shifting the attention from their
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selves to the symptomatic cycle (patterns or distorted thoughts) that occurs or to the hypothesized reasons that
maintain the existence of the disorder. Systemic theory puts an effort to address any unresolved conflicts or
hidden truths in a person’s life, by further supporting individual development and transformation (Eisler, 2005;
Joyce, 2007; Joyce, 2008).

Therefore, the systemic theory does not focus only to the ill presentation of the child, but it
investigates why the child is presenting the current symptomatology. Systemic therapists tend to search for
problematic interactions between parent — adolescent relationships (Boscolo, Cecchin, Hoffman & Penn,
2007). Parents are not seen as the cause of the illness, but a resource of help and support for the adolescent in
need (Eisler et al., 2005). Sours (1980) confirmed that a family with a child exhibiting disordered eating will
present as a typical family that superficially seems to function well, but lacks the ability for conflict
resolution, with overprotective and rigid parents.

As Minuchin (1974) pointed out, the psychosomatic family of a person with EDs is inflexible,
enmeshed, avoids any conflicts, and is overprotective. These characteristics combined may emphasize the
symptom appearance by suppressing the person’s self-regulation, autonomy or/and emotional expressions.
What a skilled therapist does is to accomplish parents’ direct participation in the sessions, thus influence
conversations on family dynamics and behaviors in a way that catalyzes parent’s strengths, wisdom, and
support. This is challenging and encouraging any behavioural and transactional change of parents (Lock &
Gowers, 2005).

For example, a possible underlining hypothesis presented in group sessions is the inability of parents to
cope, when the time comes for their child to look for a mate, a job or/and leave home. As a result, the stability
and coherence of the system is threatened, by (a) placing the child into a parental conflict (Dallos & Draper,
2005), and (b) making the adolescent feel confused and threatened by the thought of choosing between their
desire(s) and their parents. Another scenario suggests that, if the adolescent suffering from anorexia sees that
their parents are not communicating properly and this might consequently result in a divorce (a life-threatening

problem for the family, and the child per se), then the child tries to keep the family together by presenting the
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symptoms (Eisler, 2005). Consequently, the symptoms gain a mediating role in saving parent’s marriage.
Many adolescents are willing to sacrifice their personal needs in order to keep their family safe and undamaged
(Joyce, 2007).

In a way, the symptom has a central role reorganizing the family around the problem. As a
consequence, every day-to-day decision is getting difficult to obtain, where the disruption of life’s continuity
is a basic element (Eisler, 2005).

Putting theory into practice, an example would be the following: a child receives less caring from
parents, with presence of enmeshed boundaries within the family and less control on their behaviour. This
child might interpret parents’ behaviour as the former’s incapability to be loved. Hence, the child will also
feel impotent, leading to (a) possible disordered eating via emotional or cognitive avoidance and reluctance,
and (b) the creation of a pathological schema (Cooper, Todd, & Wells, 1998). This schema absorbs ground
from the child’s life, as it is taking power over the days when it is repeatedly activated (Heatherton &
Baumeister, 1991). The child creates an early negative experience within the family system, developing
unhealthy core beliefs, maintaining and associating disordered eating through compensatory mechanisms in
their life. Among these factors, since child-parent relationship is extremely meaningful in the explanation of
eating pathology characteristics, this will be transmitted afterwards from generation to generation.

The presence of the pathology in the family system most of the times causes a general disruption and
confusion in the psychology of other family members by experiencing changes in the way the family is
organized. These changes may include various experiences of new, complicated emotions and
responsibilities. The way the family system, and more specifically the family members react to these new
challenges exert direct stimulus on the development of the pathology and the wellbeing of the “identified”
patient (Leonidas & Santos, 2015).

At this point, systemic examples are very useful to group members, because they see how other parents
overcame the illness by displaying strategies or alternative thought patterns they can utilise. The goal of

systemic therapists’ is to make group members see the adaptive mechanisms that others use in order to change
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the maladaptive ones (Lock & Fitzpatrick, 2009). Listening to new ways of handling the problem and by
being creative and flexible is helpful. This information makes group members believe in themselves and
leave from sessions with a determination in their capability to discover their unique solution (Eisler, 2005).

As parents play a significant role in the child’s emotional, psychological, and social development prior
to the introduction of peer relationships, the quality of parent-child relationship is very essential for the
understanding of a healthy family environment (National Institute of Child Health and Human Development
Eating Disorders 20 [NICHD] Early Child Care Research Network, 2004).

Biological factors cannot fully explain the presentation of EDs (Wade, Bulik, Neale, & Kendler, 2000).
The essential grasp of knowledge on family dynamics has always concerned research in the field of EDs.
There are numerous family factors, which influence and contribute to the greatest extend to the aetiology of

EDs; with parents being protagonists in this relationship.

3.2. Family Dynamics
Parental Emotional Closeness (Bonding)

One factor, which plays an important role in the aetiology and presentation of EDs, is the parent-child
relationship. Various theoretical viewpoints have tried to analyse parental bonding. From a psychoanalytic
viewpoint, distorted mother-daughter relationship may affect the development of EDs. Bruch (1973) has
emphasized mother’s failure to provide sufficient outer response to the child’s inner state, leading to
confusion between child’s biological needs and emotional experiences. Bruch (1982) also described that the
affected child may present conformity and obedience characteristics, therefore lacking independence during
the individuation and separation phase. In the framework of self-psychology, any disorders of the self, similar
to EDs, may be a result of a lifelong disturbance in the family environment. For instance, parents may be
unable to maintain an empathic and encouraging environment towards their child (Geist, 1989; Goodsit, 1985;

Sands, 1991).
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Family therapists emphasized the role of a disturbed family system. Minuchin, Rosman, and Baker
(1978) identified a psychosomatic family system, which is inflexible, enmeshed, with diffuse and weak
individual boundaries, avoiding any conflicts and having an overprotected family structure. As Sours (1980)
describes, a family with a child presenting with ED superficially works fine, however, members are enmeshed
into a rigid, overprotective environment, lacking the ability for conflict resolution, and problematic
communication styles (Humphrey, 1986, 1987).

In an effort to measure the parent-child bond, Parker, Tupling, and Brown (1979) developed the
Parental Bonding Instrument (PBI), which assesses two dimensions: (a) care for the child and (b) control over
the child. With the combination of these two components, assessment can be done in the scale of whether the
parental bonding is (a) optimal, (b) weak, (c) affectionate constraint, and (d) affectionless control. Several
studies designed to assess family and psychodynamic theories used this questionnaire (Calam, Waller, Slade,
& Newton, 1990; De Panfilis, Rabbaglio, Rossi, Zita, & Maggini, 2003).

Studies conducted in this area suggest an association between parental bonding and development of
eating problems; the child perceives parents to be overprotecting, especially the paternal figure (Haudek,
Rorty, and Henker (1999), and report significantly lower levels of parental care and high levels of control
(Stuart, Laraia, Ballenger, & Lydiard, 1990; Swanson et al., 2010). Individuals with EDs tend to rate parents

as being more controlling and less caring.

Parenting Styles

Parenting style is defined as a complex activity that includes certain behaviours that work individually
but combined may influence outcomes in the child’s life (Baumrind, 1991). Research shows that (a) mothers
presented with eating disorder behaviours implement great control in the child’s feeding interactions in both
clinical (Stein, Woolley, Cooper, & Fairburn, 1994) and non-clinical populations (Tiggemann & Lowes,
2002), (b) mothers seem to be more intrusive and verbally controlling their child’s mealtimes (Stein et al.,

2001), and (c) there is an association between eating psychopathology and serious parenting difficulties
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(Woodside & Shekter-Wolfson, 1990). Children’s attitudes towards dietary behaviours, body satisfaction,
weight changes and physical activity are greatly influenced by parenting and food-related parenting style
(Ventura & Birch, 2008).

Explanations of these behaviours have been divided into two important elements; demandingness and
responsiveness. Demandingness is defined as the extent to which parents foster individuality, self-assertion,
and self-regulation by being emotionally healthy, and supportive to children’s needs and demands.
Responsiveness is defined as the statements parents make on children in order to become integrated into the
family system, by showing maturity demands, disciplinary efforts, and supervision in order to confront the
child who disobeys (Baumrind, 1991). These two important elements have an extremely important role in the
guidance, cohesiveness, communication, and emotional closeness of the family system.

Baumrind (1991), alongside with the help of Maccoby and Martin (Darling, 1999), developed three
different parenting parameters. These are the authoritative, authoritarian, and permissive styles, with Maccoby
and Martin (1983) later adding a fourth parenting style, the neglectful. These gave rise to several studies,
which tried to capture the association between parenting styles and disordered eating. Authoritative parenting
style imposes clear guidance on aspects such as autonomy, warmth, and emotional responsiveness (ideal
parenting style). The authoritarian parenting style imposes great control and demand, often being emotionally
unresponsive. The permissive parenting style imposes neglectfulness such as lack of any attention, great
indulgence and little control. For example, authoritarian parents tend to be less responsive and more
demanding, permissive parents are more responsive and less demanding, neglectful parents are less
responsive and less demanding, whereas authoritative parents are both responsive and demanding towards the
child’s upbringing (Darling, 1999).

Studies suggest that an authoritative parenting style may help in optimal child’s development, whereas
authoritarian and permissive parenting styles have less optimal outcomes. A drive for thinness has been

related to more permissive and authoritarian parenting styles (Haycraft & Blissett, 2010). There is evidence



Family dynamics and disordered eating behaviours 53
that a child with ED may have a mother who is more withdrawn, more permissive, and present a neglectful
parenting style (Haycraft &Blissett, 2010).

Previous research has suggested a relationship with the authoritarian style and high development of
depression and self-judgment, and low self-esteem and confidence, which are four main symptoms of ED
pathology in children (Enten & Golan, 2009; Darling, 1999). Low self-esteem has been directly associated
with disordered eating in college students. On the other hand, according to Buri et al., (1988). There is a
strong relationship between high levels of self-esteem and the presence of the authoritative parenting style
among students. Authoritative parenting style is also positively associated with lower levels of ED pathology.
In this study, 37% of the variance for self-esteem was explained by levels of authoritativeness and
authoritarianism in parents (Buri et al., 1988). Turner, Rose and Cooper (2005) explain that the mentality of
the authoritarian, permissive, and neglectful parenting styles support a schema of dependence/incompetence
and defectiveness/shame to be mediators in the association between ED symptoms.

In conclusion, it seems that dysfunctional communication patterns affect to a great extend the overall
functioning of the family. Children’s attitudes towards food and evaluation of satiety are both influenced by
the family environment (Birch & Fisher, 1998). Daughters who have been diagnosed with ED seem to have a
family environment (Emanuelli et al., 2004) where there is less cohesiveness and support, with more conflict

between family members (Agras, Hammer, & McNickolas, 1999) (see Figure 3.1).
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Figure 3.1. Family dynamics influences on the child’s eating.
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Taking into consideration the above findings, research has addressed the important environmental

/family factors that are involved in the development and maintenance of EDs early in life. Parenting styles,
boundaries, parental bonding, and family cohesion and adaptability are all essential parameters that need to be
assessed in the development of dysfunctional thinking regarding eating, weight, and shape; crucial factors of
the distorted system within the family. This suggests that all the key elements of parenting styles,
boundaries, and communications should be integrated in education programs for parents. As a result, this
would serve the prevention of EDs in adolescents, and simultaneously improve the parent-child relationships

in general.

Family Functioning (Cohesion and Adaptability)

The attachment determination of a human being is a central part of survival, similar to sexuality and
hunger (Bowlby, 1973, 1988). Therefore, throughout the evolution of humans, the need of a child to feel
attached to their parents is vital. When family environment and consequently bonding and care are flawed,
the child may lose their sense of security, attachment, and warmth with parents. For example, attachment

theorists (Ainsworth, Blehar, Walters, & Wally, 1978; Bowlby, 1973, 1988) explain the child’s need of
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caregiver’s security, warmth, and care, which if not present, result in detachment or/and dependency;
characteristics of numerous mental disorders. Not surprisingly, studies have shown the existence of a
relationship between disordered eating in adolescents and insecurely attached individuals (Latzer, Hochdorf,
Bachar, & Canetti, 2002). Specifically, emotional connection between family members proved to help
significantly child’s development (Ackard, Neumark-Sztainer, Story, &Perry, 2006; Lucia, & Breslau, 2006).
Furthermore, a functional family climate will result in developing healthy eating behaviours. Beyond
conferring the biological predispositions for body weight, parents are the main models, which provide the
environmental context for the child’s eating behaviour.

Findings from previous studies have addressed and examined the significant role of family
functioning, including parent’s involvement when investigating important parameters of adolescent’ eating
behaviours and habits. Findings from a systematic review (Viesel & Allan, 2014) performed upon 17 papers
on family functioning and eating disorders indicated a relationship between EDs and dysfunctional family
functioning, with adolescents’ perception of their families to be more disorganized compared to the
perception of one or both of their parents.

In a number of studies, it has been suggested that parental modelling and functioning configure the
behaviour of a child, for instance by regulating the amount or type of food (Birch & Fisher, 1998; Fisher,
Mitchell, Smiciklas-Wright, & Birch, 2002; Savage, Fisher, & Birch, 2007). Another study addressed the
important association between poor family functioning and increased risk of overweight and obesity in
children and adolescents. Family functioning had a major role in increasing child’s and adolescent weight,
where existence of poor control, increased levels of conflicts, and poor communication were present
(Halliday, Palma, D Mellor, Green, & Renzaho, 2014). In addition, parents and teachers of adolescents who
are overweight tend to report more behaviour problems, with adolescent girls reporting lower body-esteem
compared to adolescent boys (Stradrneiier, Bosch, Kaaps, & Seidell, 2000). Additionally, a study also
revealed an association between problematic and rigid family functioning and psychopathological symptoms,

mostly amongst female adolescents (Cerniglia, Cimino, Tafa, Marzilli, Ballarotto, & Bracaglia, 2017, Levine
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& Smolak, 2013; Tafa & Baiocco, 2009; Amianto, Ercole, Marzola, Daga, & Fassino, 2015; Tafa, Cimino
Ballarotto, Bracaglia, Bottone, & Cerniglia, 2016). Studies overall suggest that family functioning should be
included when investigating weight-related aspects, eating behaviours, and adolescents’ behaviours.

As early as the 1930’s, the sociologist Angell (1936) mentioned the term cohesion, in explaining the
importance of family members’ interaction and integration. In an effort to measure family functioning and
conceptualize family systems, Olso, Sprenkle and Russell (1979) helped this assessment by creating two
dimensional constructs, called cohesion and adaptability, which were termed the Circumplex Model. The
authors tried to examine cohesion and adaptability parameters in families and assessed this model to be
essential in evaluating family functioning and parents’ contribution in the family environment. The authors
have tried to examined cohesion and adaptability parameters in families and have addressed this model to be
essential in evaluating family functioning and parent’s contribution in the family environment. Cohesion is
defined as the emotional bond that exists amongst family members and includes disengaged, separated,
connected or enmeshed types of family. Adaptability is defined as the ability of the family to change its power
structure, relationships, and rules in order to correspond to developmental or situational needs and includes

rigid, structured, flexible, and chaotic types of family.

3.3. Role of Family in Aetiology and Treatment
Theoretical Background

According to the Schema Theory (Young, 1990; Young, Klosko, and Weishaar, 2003), schemas are
often considered to comprise unconditional beliefs about the self. When putting schemas into context, the
experiences of positive or negative memories play a crucial role in childhood development. For example,
most of the times, those schemas are characterized by a disability of self to change them easily, leading to
inflexible developments, as those schemas are bound with high affect and resistance to change (Cooper, Todd,

& Wells, 1998).
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From a psychoanalytic point of view, an abnormal relationship between parent and child might be
more likely to underlie the development of eating disorders in children and in dysfunctional family
functioning (Geist, 1989). Bruch (1973) emphasized confusion between biological needs and emotional
experience, as a result of the mother’s inability to stimulate adequate responses (schemas) to the child’s
internal state. Brunch (1982) also suggested that adolescents with anorexia have conformity and obedience
presentation, which are associated with absence or small encouragement of their independence, during the
individuation/separation phase. Self-psychology framework states that disorders of the self, but mostly eating
disorders, especially in late childhood — early adolescence may be the result of a chronic and continuous
disturbance in the parents’ ability to support and retain compassion and understanding towards their child
(Geist, 1989; Goodsit, 1985; Sands, 1991, Shipton, 2004). Criticism about body type, appearance, weight, in
addition to embarrassment, guilt, and loneliness bring dissociation from emotional connections (Zerbe, 2016).

The inclusion of parents in the prevention and treatment of EDs legitimately occurred in the United
States, in 2006, with the introduction of the “Practice Guideline for the Treatment of Patients with Eating
Disorders” (American Psychiatric Association, 2013); a manual enclosing important guidelines and practices
to be followed in the treatment of patients with EDs. In the manual, the authors address the significance to
invite the family into the intervention of EDs. During the same period, England introduced the “National
Institute of Clinical Excellence” that specialized on manual in EDs treatment, emphasizing the need to include
family members as care strategy (NICE, 2004).

The quality (structure) of families plays a significant role in the onset or/and maintenance of the
illness (Cook-Darzens, Doyen, Falissard & Mouren, 2005). Interestingly, Bruch (1978) discussed these ideas
stating that unfortunately all children or adolescents with EDs have failed to escape interdependence and
move towards their identity creation achieving independence. Bruch presented examples of different case
studies, where characteristics of passive mothering, parental emotional under-involvement, excessive
closeness, and control were present. For example, in broad terms, the structure of the family is divided into

four types: enmeshment, overprotectiveness, rigidity, and lack of conflict resolution. Enmeshment type
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identifies the inability of the family members to work independently, but at the same time keeping family
cohesiveness. Consequently, inter-dependence does not allow family members to differentiate and develop
their own identity. Overprotectiveness type identifies the fault need for high levels of concern and control for
the family members, which brings delays of autonomy and mastery development results. Rigidity type
identifies the difficulty of the individual to invite change and flexibility. Last, lack of conflict resolution type
identifies the resulting outcome of the above patterns putting the family in a disadvantaged position to voice
their problems and concerns, leading to a constant denial and/or disagreement (Minuchin et al. 1975).
Therefore, the child seems to mask any underlying dysfunctional family presentation and parents become
weak and overwhelmed to recognize, understand, and intervene on this aspect.

Furthermore, an interesting parameter addressed in literature is the discrepancy between adolescent
and parent’s perception upon their parenting and family functioning. In a systemic review from Viesel and
Allan (2014), they found that adolescents perceived their families to be more disorganized compared to the
one or both of their parents. The results indicated a relationship between EDs and dysfunctional family
functioning supporting as well previous studies performed on this topic. Parents rated family functioning,
such as cohesion and open communication aspects as significantly healthier than their children did. Also, a
gap between adolescents and parents’ viewpoints in regards to the family environment may contribute to a
psychosomatic family system which will maintain more likely EDs and negative course of treatment

(Dancyger, Fornari, Scionti, Wisotsky, & Sunday, 2005).

3.4. Summary

Family networks have been documented and examined by numerous researches identifying the crucial
role of parents in the need of support on prevention and treatment of diseases (Bullock, 2004). Working with
parents is difficult, because of the unique dynamics of EDs; stubborn resistance to change, including distorted

beliefs, and counter-dependence. Multiple studies (Janet, 1979; Inbody & Ellis, 1985; Yellowlees, 1988)
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suggested the early intervention effectiveness when working with individuals with EDs. Despite these
empirical findings, the current literature available is dated.

More recent research has focused on the use of parents-group intervention in the treatment of EDs.
Results and therapeutic conditions are applied in parents, and reflect the beneficial effects that have upon
changing distorted behaviours and problematic family dynamics (Inbody & Ellis, 1985), and upon any other
psychological matters (Janet, 1979) in the field of EDs. Especially, when concentration was given on
cognition and family functioning, changes on the perception of individuals on physical appearance, weight
and body image, happiness, and satisfaction improved (Lazaros et al. 2010).

In conclusion, research evidence supported intervention programs for EDs with main recipients the
parents (Roth & Fonagy, 2006). Results of studies on child and adult population (especially non-chronic
patients with EDs) showed that parent’s intervention is beneficial and effective in the treatment of mental
health problems and relationship difficulties (Mclntosh et al., 2005; Bulik et al., 2007), especially when
perceptions of both adolescents and parents on parenting and family functioning have been assessed (Viesel &

Allan, 2014).
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CHAPTER 4

PRESENT STUDY

Although numerous studies have addressed some of the important family dynamic variables, these
attempts are dated and are not fully developed. Research has been performed on major family dynamics
separately, lacking systemic point of view and the understanding of the possible integration effect of those
factors in the explanation of a dysfunctional family system, that may increase the likelihood of disordered
eating development in adolescent population (Baumrind, 1991; Canetti, Kanyas, Lerer, Latzer, & Bachar,
2008; Enten & Golan, 2009; Fernandez-Aranda et al. 2007; Golan & Crow, 2004; Haycract & Blissett, 2010;
Hotzel, Brachel, Scholssmacger, & Vocks, 2013; Kluck 2008; Lucas, 2009; Surgenor & Maguire, 2013,
Rienecke, 2017).

In addition to this, the increasing need for early intervention in families is dramatically rising for
adolescent population. It is well established in the literature that parents play a key role, promoting to
children the adoption of healthy-eating behaviours and helping them become well-adjusted individuals
(Kluck, 2008, Rienecke, 2017).

The aim of this thesis was to examine the impact of co-current family dynamics (parenting and parental
emotional closeness) and family functioning parameters in Cypriot adolescents with the risk of disordered
eating. The current study took into consideration multiple family dynamics that play a role in the synthesis of
the environment of a child’s upbringing. It is also important to research this topic in the Cypriot population
and what is special in the Cypriot culture. Research has addressed that a big percentage of Cypriot family
members shows to engage in an enmeshed family type, where family members are traditionally very close to
each other (Argyrides, 2013) and may result to a possible risk factor for disordered eating.

The study was conducted in two phases. In Phase I, the study investigated aspects of family

functioning, assessing their impact and association with adolescents’ disordered eating behaviour. Parents
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and adolescents answered the same questionnaire booklet, containing assessment tools for family dynamics
variables, in order to investigate possible differences between parent and adolescent perception upon
parenting and family functioning. Two main categories of family dynamics have been included in the study:
(a) different parenting styles (authoritarian, authoritative, and permissive), and parental bonding (emotional
closeness/care and control), and (b) family functioning, such as family structure (adaptability, cohesion
structures) and parent-adolescent communication (problematic or open communication). Any future changes
in parenting (adolescent perception) are interpreted into linear changes with the child’s understanding of the
family system and knowledge about their disordered eating pattern; where parents are becoming the

mediating variable for family change (Rienecke, 2017).

The main research questions examined in Phase I were:

(1) Are there gender and/or age groups (14-16, 17-19) differences in disordered eating,

(2) Do negative perceived events and/or specific life characteristics influence adolescents’ eating behaviours?

(3) What is the relationship between parenting styles (parental emotional closeness) and disordered eating?

(4) What aspects of family functioning (e.g. family structures and communication styles) are involved in
disordered eating behaviour?

(5) Is there comorbidity between disordered eating and depression and anxiety?

(6) Are there differences between adolescents’ and parent’s perception of parenting and family structure and,

if so, how do they relate to disordered eating?

The study Phase I hypotheses are presented below:

H1: There will be gender and age (14-16, 17-19 age groups) differences in disordered eating.

H2: There will be an association between negative life background and eating behaviours.
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H3: There will be an association between authoritarian, and/or permissive parenting styles and
disordered eating behaviour, irrespective of anxiety and depression scores.
H4: Dysfunctional adaptability, enmeshed and/or rigid cohesion structures, and low scores in family
communication within the family will predict higher eating disorder pathology.
H5: There will be a positive association between depression, anxiety and disordered eating behaviours.
H6. There will be a significant gap in perception of parenting and family functioning between parents and

adolescents, increasing the risk for disordered eating.

In Phase I, the study implemented a psychoeducation/intervention program on parents whose children
were at risk for disordered eating behaviours as identified through the EAT-26 (see Methodology for further
details). Sessions conveyed important information about EDs and discussed ideal parenting and healthy
parent-child interactions. An intervention program with a systemic parent-based approach was used, which
sought to minimize risk factors and promote protective factors for healthy parenting, by including parents in
the solution of EDs and enhancing the understanding of the onset of the disorder. Core belief was to approach
early presentation of symptoms, targeting prevention. The need for prompt parent psychoeducation in an
effort to intervene early in the life of adolescents is mostly influenced by the work of Nicholls & Yi (Surrey
Early Intervention for EDs, 2012) and Lock & La Grange (Treatment Manual of AN: A Family Based
Approach, 2013) who worked on this perspective. Both acknowledged and emphasized parents’ important
role in the treatment of EDs.

In Phase II, the main research question examined was whether improvement of parenting and family
functioning can be achieved, through an intervention focusing on enhancing healthier and constructive

parenting in the system with the goal of minimizing adolescent’s control and preoccupation on eating.
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The study Phase II hypotheses are presented below:

H1: There will be significant differences between pre and post measurements in the experimental group, with
post measurements exhibiting improved change in parenting and family functioning after
psychoeducation.

H2: There will be no significant differences between pre and post measurements in the control group, with

post measurements exhibiting no change in parenting and family functioning after psychoeducation.
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CHAPTER S

METHODOLOGY

5.1. Phase I
Design

The study utilized a correlational design in order to examine disordered eating as a pattern of
dysfunctional family functioning. Disordered eating behaviours were assessed using the Eating Attitudes Test
26 (EAT-26), containing the following eating behaviours: (a) dieting, (b) bulimia and food preoccupation, and
(c) oral control. Family dynamics assessment included the following variables: (a) parenting styles
(authoritarian, authoritative, and permissive), (b) bonding (care and overprotection), (¢) family functioning

(cohesion and adaptability), and (e) family communication (open and problematic).

Participants

In order to design the research study, sample size calculation was performed taking into consideration
the study research questions. Power analysis was conducted using G* Power (Faul et al., 2013). Power
analysis for an ANOVA with 4 groups was conducted to determine a sufficient sample size using an alpha of
0.05, a power (1-B) of .80, and a medium effect size (f=.25) input parameters. Based on the aforementioned
assumptions, a total sample size of 179 was required.

A non-clinical sample of 329 Cypriot adolescents and young adults was recruited from governmental,
private high schools, and from the University of Nicosia. Two participants were excluded from the analysis
due to the presence of diagnosed ED and Diabetes. The final sample consisted of 163 males and 164 females
(N =327). The mean age of participants was 15.89 (SD = 1.43) with a range of 14-19 years old.

During data collection, a non-clinical sample of 93 Cypriot parents was also recruited. These were
selected on the basis of adolescents’ score on the EAT-26. The sample consisted of 26 males and 67 females.

The mean age of participants was 45.30 (SD = 5.43) with a range of 33-60 years old.
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Inclusion criteria for participants required being an adolescent child between the ages of 14 to 19 years
old, receiving informed consent from their parents (if under 18 years old). Exclusion criteria for participants
were current health related problems with food (such as diagnosed diabetes, eating disorders, food allergies,
high blood pressure, and intolerances) and also having been currently diagnosed with depression and/or
anxiety. The likelihood of ED pathology in this group was controlled by setting a cut-off score above 35,

according to the EAT-26 (Garner & Garfinkel, 1979).

Procedure

Ethics approval from the Cyprus National Bioethics Committee was obtained prior to the
commencement of data collection. Permission was also obtained from the Ministry of Education and Culture
for recruiting participants from public schools. Participants were recruited from classes in schools and
university campus. Issues with regards to right to withdraw, confidentiality and anonymity were assured by
providing informed consent forms to both parents and schools (see Appendices A, B). Only parents who had
signed the informed consent form and their children participated in the study. Participants had the
opportunity to write down their contact information in case they would like to be informed about the results of
the study.

Questionnaires were administered to all adolescents and young adults. Participants did not initially
receive full information about the study, in order to ensure no influence of the topic in their decision to
participate. They were only informed that the study focused on their relationship with their parents. At first,
participants were asked to collect a sealed envelope from the researcher, which contained a parent’s consent
form and a parent questionnaire completed by either the mother or the father. As long as children returned the
consent form signed by parents back to the researcher, then they were eligible to answer their own
questionnaire, which was sealed in blank envelopes upon completion. Parents’ questionnaires were also

collected in order to conduct parents’ and adolescents’ comparison of perceptions on parenting and family
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functioning. Participants after completion of the questionnaire were asked to submit, if they agreed, their
parent’s name and contact details for the needs of Phase-II of the study.

The questionnaires were coded in numbers so that anonymity was secured, however, there was a
separate dataset encoding each child’s questionnaire with a parent name (to which only the researcher and
supervisor had access to). This second step was important in order to detect and recruit those parents, who
had a child rating high in the EAT-26. This result would signify the presence of an eating disorder risk based
on child’s attitudes, behaviours, and feelings related to food. Those parents were invited after completion of
Phase I to participate in Phase-II (see Phase II for more details, page 67). The structure of Phase I design is

presented in Figure 5.1.

Figure 5.1. Flow diagram of Phase I Design.

A. CHILDREN (14-19yrs B. PARENTS OF CHILDREN
old) Assessed for eligibility
Enrollment } Assessed for eligibility (n=93)
(n=329)
Excluded (n=2)
No meeting inclusion  |g
criteria, due to
diagnosed ED and
. A&B answered a booklet
Diabetes €— . . >
of questionnaires
v v
Completed Completed
Analysis } and and
analysed analysed
(n=327) (n=93)




Family dynamics and disordered eating behaviours 67

Measures

Participants completed a battery of questionnaires (see Appendices C - J). Questionnaires were first
translated to Greek. In addition, a pilot study was conducted in order to evaluate questionnaires’ clarity,
feasibility, and duration. The first part of questionnaire was requested to elicit demographic information
about the individual, such as gender, age, body weight and height (in order to calculate the body mass index -
BMI), and also information about education, physical activity, lifestyle and physical-mental health.
Moreover, additional information was collected about the presence of any negative events happening
throughout the participant’s life (see Appendix C). Additionally, the following questionnaires focusing on

eating behaviours and family dynamics were administered.

1. EATING ATTITUDES TEST 26 (EAT-26):

The EAT-26 is a widely used standardized measure of symptoms and concerns assessing “eating disorder
risk” in high school, college and other risk samples based on attitudes, behaviours, and feelings related to
eating and eating disorder symptoms (Garner & Garfinkel, 1979; Garner, Olmsted, Bohr, & Garfinkel, 1982).
It is a revised measure of the original EATS containing 40 items. As a screening tool, this questionnaire
assesses three subscales: 1) Dieting, 2) Bulimia and Food Preoccupation, and 3) Oral Control. A total score
above 20 indicates the need to seek professional help, whereas a score of 35 is evident of a need to seek
intervention and treatment. Respondents are asked to rate on a scale from 1 to 6 (1=never, 6=always) the
frequency of experiencing attitudes, behaviours, and feelings related to eating and eating disorder symptoms
(see Appendix D). Cronbach’s a has been reported between 0.56 to 0.80 (Gleaves, Pearson, Ambwani, &
Morey, 2014). Cronbach’s a for the whole scale in this study was 0.80. Cronbach’s a was 0.79 for the
Dieting subscale; with oo = 0.67 for the Bulimia subscale, and a = 0.52 for the Oral Control subscale. Cut-off

for presence of ED was set above 35, according to the EAT-26 guidelines (Garner & Garfinkel, 1979).
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2. REYNOLDS ADOLESCENT DEPRESSION SCALE 2 (RADS-2):

The RADS-2 is a 30-item self-report questionnaire (Reynold, 1987) designed to evaluate five domains of the
depression severity construct in adolescents: dysphoric mood, anhedonia/negative affect, negative self-
evaluation and somatic complaints. Respondents are asked to rate on a scale from 0 to 3 (O=almost never,
3=always) describing emotions and behaviours related to depression (see Appendix I). Cronbach’s a has been
reported between 0.90 to 0.95 (Osman, Gutierrez, Bagge, Fang, & Emmerich, 2010). Cut-off for presence of

severe depression is set to 76, according to the authors. Cronbach’s a in this study was 0.91.

3. CHILD ANXIETY RELATED EMOTIONAL DISORDERS (SCARED):

The SCARED (Birmaher et al., 1999) is a widely used self-report questionnaire assessing anxiety disorder
symptoms in children and adolescents from 8 to 18 years old. The questionnaire is composed of 41 items that
can be allocated to five subscales: panic/somatic, generalized anxiety, separation anxiety, social phobia, and
school phobia. Respondents are asked to rate on a scale from 0 to 2 (0=almost never, 2=most of the times)
their general emotions and behaviours related to anxiety (see Appendix J). Cronbach’s a has been reported
between 0.87 to 0.91 (Birmaher, Brent, Chiappetta, Bridge, Monga, & Baugher et al., 1999). Cronbach’s a in

this study was 0.91.

4. PARENTAL BONDIND INSTRUMENT II (PBI-II):

The PBI — II (Parker, Tupling, & Brown, 1979) asks adolescents to recall how their parents acted towards
them during the first 16 years of their life. Participants are asked to rate their mothers’ attitudes. The
questionnaire consists of 25 items, with 12 items intended to measure the Care dimension, and 13 items
intended to measure the Overprotection dimension. Respondents are asked to rate on a scale from 1 to 4 (1=
very unlikely, 4= very likely) the frequency of experiencing care and overprotection from their parents.
Several studies designed to assess family and psychodynamic theories used this questionnaire (Calam, Waller,

Slade, & Newton, 1990) (see Appendix H). Cronbach’s a has been reported as 0.93 (De Panfilis, Rabbaglio,
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Rossi, Zita, & Maggini, 2003). Cronbach’s o for the whole scale in this study was 0.51; with a = 0.86 for the

Care subscale and a = 0.70 for the Overprotection subscale.

5. PARENTAL AUTHORITY QUESTIONNAIRE (PAQ):

The PAQ is a 30-item instrument developed by Buri (1991) to assess adolescents’ perception of parenting
styles (PAQ-R, parent report version). The questionnaire yields three parenting styles: authoritative,
authoritarian, and permissive parenting styles. Scores for each parenting style range between 10 and 50 and
respondents are asked to rate on a scale from 1 to 5 (1= strongly disagree, 5= strongly agree) their experience
of parenting (see Appendix G). Cronbach’s a has been reported between 0.65 to 0.95 (Buri, 1991;
Elphinstone, Siwek, & Oleszkowicz, 2015). Cronbach’s a for the whole scale in this study was 0.68; with o =
0.58 for the Permissive subscale, oo = 0.77 for the Authoritarian subscale, and oo = 0.77 for the Authoritative

subscale.

6. FAMILY ADAPTABILITY AND COHESION SCALE III (FACES-III):

The FACES-III was developed by Olson in 1983 to investigate family dynamics and has demonstrated the
reliability and validity (Olson, Russell, & Sprenkle, 1983). FACES-III consists of 10 cohesion items and 10
adaptability items. The instrument asks the respondents to indicate how frequently the described behavior
occurred in his or her family. The total scores of cohesion and adaptability respectively range from 10 points
to 50 points. Respondents are asked to rate on a scale from 1 to 5 (1= almost never, 5= almost always) (see
Appendix E). Cronbach’s a has been reported between 0.68-0.72 for family adaptability and 0.81 to .90 for
family cohesion (Lim, Lee, Oh, Kwak, & Yoon, 1990; Masselam, Marcus, & Stunkard, 1990). Cronbach’s a
for the whole scale in this study was 0.73; with a = 0.54 for the Family Adaptability subscale and a = 0.71 for

the Family Cohesion subscale.
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7. PARENT-ADOLESCENT COMMUNICATION SCALE (PACS):

The PACS (Olson, 1985) consists of 20 items measuring the quality of communication between adolescent
and parent. The Open Family Communication (OFC) subscale reflects feelings of free expression and
understanding in parent—adolescent interactions and the Problems in Family Communication (PFC) subscale
measures negative interaction patterns and hesitancy to disclose concerns. Higher scores represent better
parent—adolescent communication. Respondents are asked to rate on a scale from 0 to 4 (0 = strongly
disagree, 4 = strongly agree) their feelings upon communication with parents (see Appendix F). Cronbach’s a
has been reported between 0.78 to 0.91 (Olson, 1985; Masselam, Marcus, & Stunkard, 1990). Cronbach’s a
for the whole scale in this study was 0.60; with a = 0.68 for the Open Communication subscale and o = 0.84

for the Problems in Communication subscale.

Translation of Measures

There was a need to translate the questionnaires in the Greek language as there were no available
measures assessing family dynamics and disordered eating behaviours in Greek. After consideration of (a)
numerous questionnaires measuring family dynamics, (b) the applicability and feasibility of measures being
translated into Greek, and (c) the reliability and validity of the scales, the following questionnaires were
chosen: Eating Attitude Test 26 (EAT-26), Reynolds Adolescents Depression Scale 2 (RADS - 2), Child
Anxiety Related Emotional Disorders (SCARED), Parental Bonding Instrument II (PBI - II), Parental
Authority Questionnaire (PAQ), Family Adaptability and Cohesion Scale III (FACES - I1I), and Parent —
Adolescent Communication Scale (PACS). The approach used for the translation was back — translation
(WHO, 2016). A four-step process was followed: (1) translation in Greek, (2) back translation in English, (3)
pilot study and feedback from participants, and (4) final review (Forsyth, Kudela, Lawrence, Levin, & Willis,

20006).
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1. Translation of questionnaires in Greek.

The translator was a bilingual literaturer in Greek and English language. The translation project aimed to
develop items of the same meaning as the items included in the English questionnaires (Harkness et al.,
2003). Based on these instructions, the translator worked independently and the researcher supervised the
work, being available as needed to answer any questions and provide guidance. Any translation challenges

were documented and then dealt with through discussion.

2. Back translation of questionnaires in English.

In order to check for discrepancies, back translation in English was performed. The translation was back
translated (translate back from Greek into English) to ensure the accuracy of the translation. Any
misunderstandings and / or unclear wordings revealed in the back translation (Guillemin, Bombardier, &
Beaton, 1993) were dealt with through discussion. Afterwards, the instruments were tested on a small group
of 5 bilingual participants, as close to the study population as possible. Item analysis and interviews with this

focus group resulted in some minor amendments.

3. Pilot Study

Third step was the creation of a pilot study to pre-test the questionnaires before given to the target population
of the study. The pilot study consisted of 18 participants, which were required to answer the Greek
questionnaires and then comment on the questionnaires’ items. The results were evaluated for reliability by
the use of Cronbach’s alpha (Beauford, Nagashima, & Wu, 2009). After the completion of the questionnaires,
participants in the pilot study were asked to share their thoughts and suggestions for the translated items. This
process helped the researcher record any misunderstandings and receive recommendations for the final step of

the revision process.
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4.  Final Review
A meeting with the chair supervisor was conducted for the final revision of the questionnaires. This helped
the researcher confirm that the translated items had the same meaning as the original items. This process was
repeated several times before proceeding with the data collection in the target population. At this meeting,
decisions the content of the questionnaires was finalised. The questionnaires were included in their full length

in the present study and no exclusion of items was performed.

Handling of Missing Data

Missing value analysis was conducted in SPSS to establish whether data was missing at random or if
there was a pattern, in order to ascertain how to deal with lost data. Evaluating the tabulated pattern table, the
results of Little’s MCAR test indicated that data is missing completely at random (MCAR) (Little’s MCAR
test p value > .05). Descriptive statistics were also conducted in order to evaluate the percentage of missing
data in variables. The case-processing summary indicated that the number of cases for each variable ranged
from 243 to 327 and with a range of 0 to 26 % of missing data. Therefore, a decision was made to handle

missing data with pairwise deletion method (Peugh & Enders, 2004; Schlomer, Bauman, & Card, 2010).

Statistical Analysis

Data were analysed using the SPSS statistical package. The dependent variables were eating
behaviours (subscales of EAT-26) (dieting, bulimia and oral preoccupation, oral control, and total disordered
eating scale) and the independent variables were family dynamics variables (parental bonding, family
communication, parenting styles, family adaptability and cohesion). In order to minimize Type I error
resulting from multiple testing, where possible, omnibus tests (e.g. ANOVA) were conducted as opposed to
multiple separate #-tests (Drummond & Vowler, 2012; Streiner, 2020). In order to examine hypothesis 1 and
if there were gender and age (14-16, 17-19 group ages) differences on disordered eating, two-way ANOVA

was conducted. To investigate Hypothesis 2, MANOVA analyses were conducted to examine any difference
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between individual’s background, negative perceived events and disordered eating behaviours. In order to
investigate hypotheses 3 and 4, Pearson correlations and multiple regression analyses were used to assess
relationships, holding constant depression and anxiety variables. In addition, hypothesis 5 was examined
conducting correlation and regression analyses. Last, hypothesis 6 was investigated using paired sample -
tests, where adolescents’ and parents’ data were compared in order to investigate possible differences in their
perceptions of parenting and family functioning on eating behaviours. BMI was calculated using the formula

for each individual (BMI = Weight / (Height x Height)).

5.2. Phase Il
Program Format

Phase-II consisted of an early prevention / intervention program designed for parents. Specifically,
the program was delivered in a parents-only group format, focusing on specific family dynamic variables
measured in this study. The need for early parent psychoeducation is mostly influenced by the work of
Nicholls & Yi (2012) (Surrey Early Intervention for EDs) and Lock & La Grange (2013) (Treatment Manual
of AN: A Family Based Approach, 2013), who both acknowledged and emphasized in their EDs therapeutic /
management plans the need for parents’ inclusion and their important enrollment in order to treat EDs. In an
effort to intervene early in the life of adolescents, study goal was to examine an early prevention program,
recruiting at first only parents, targeting to prevent prematurely unhealthy parenting and future disordered
eating and/or EDs.

After completion of Phase I, parents were invited to participate in a series of five psychoeducational
seminars with duration of 1-)5 hours each, related to the research material. The seminars were designed to be
delivered immediately after children’s results in order to minimize the risk of future changes and future eating
disorder pathology.

Parents with a child participant who rated high in the EAT-26 (cut off score was set > 20 of the EAT

total score, according to the guidelines; Garner & Garfinkel, 1979) were invited to participate. Parents who
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expressed interest to participate were assigned randomly to either an experimental or a control group. The

structure of Phase II design is presented in Figure 5.2.

Figure 5.2. Flow diagram of Phase II design.
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Participants in the experimental condition (n=11) received a series of five psychoeducational seminars
focusing on the following variables: (a) EDs theories, medical background, classifications of EDs, current
available services and treatment options, (b) aetiology, (c) parenting styles, (d) family functioning (cohesion
and adaptability) and (e) communication patterns (open and problematic) within the family system. The
purpose of the seminars was to promote a healthier family functioning. Specifically, the goals were (a) to
learn the background and presentation of EDs (including aetiology), (b) to increase parents’ knowledge and
skills to manage their child’s problematic eating behaviour, (c) learn how to have an open communication
with their children within the family, (d) how to become an emotional mentor promoting the authoritative
style and creating clear boundaries within the family context, and (e) promote essential cohesion and
adaptability between family members, through practical exercises and interactive material. In addition,
efforts were made to link the psychoeducational material presented to the family's own unique experience and
role play was also used to demonstrate key concepts.

Participants in the control condition (n=10) received the same number and length of seminars with
material focusing only on EDs background history and evolution. The aim of the intervention was to increase
parents’ awareness and understanding about EDs, psychoeducating parents (a) on theories, medical
background, classifications, and eatiology of EDs, (b) current available services and (c¢) treatment options to
the public. There was no education or discussion on family dynamics as in the experimental group.

The researcher (licensed clinical psychologist and systemic psychotherapist) administered the
intervention programs for both the experimental and control group, having experience in working with
individuals and groups on this topic. Participants were not paid for taking part in the study. Only parents who
had signed the informed consent participated in the study. Issues in regards to confidentiality and anonymity
within the groups were assured. The structure and the context of the sessions for each group are presented in

Tables 5.1. and 5.2.
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Table 5.1. Experimental group structure and context.

Psychoeducational Seminars Context

Session 1 EDs historical background and
diagnostic criteria, treatment
options.

Session 2 Actiology of EDs.

Session 3 Parenting styles

Session 4 Family functioning parameters.

Session 5 Communication patterns.
Conclusion with interactive
examples and activities.

Table 5.2. Control group structure and context.

Psychoeducational Seminars Context

Session 1 Historical background of EDs.

Session 2 Diagnostic criteria of EDs.

Session 3 Actiology of EDs.

Session 4 Therapeutic interventions for EDs.

Session 5§ Current treatments in Cyprus.
Conclusion of information about
EDs.

Participants

A non-clinical sample of 21 Cypriot parents was recruited via personal invitation (according to the
encoding from Phase I; see section Phase I - Procedure), and randomly allocated to one of the two groups.
The experimental group consisted of 11 parents (father = 1, mothers = 10) with a mean age of 42.82 (SD =
4.85) and with a range of 36 - 51 years old. Ofthe 11 participants, 1 parent dropped out during the pre - post
intervention period. The comparison (control) group consisted of 10 parents (fathers = 2 mothers = 8) with a
mean age of 42.90 (SD = 5.80) and with a range of 36-55 years old.

Inclusion criteria for participants required being a parent of a recruited child fulfilling the criteria of a
score > 20 on the EAT-26, and the ability to provide informed consent. Exclusion criteria for parents were to
have health related problems with food (such as diabetes, eating disorders, food allergies, high blood pressure,

food allergies and intolerances) and also to rate clinically high on the depression and anxiety scales. The
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likelihood of eating pathology was controlled by setting an exclusion cut-off score above 35, according to the

EAT-26 guideline (EAT-26; Garner & Garfinkel, 1979).

Measures

In order to assess the efficacy of the intervention program in terms of behaviour change, all parents
answered four questionnaires pre and post-intervention. Demographics were collected (see Appendix K), as
well as the EAT-26, the PAQ-R (caregiver version), the FACES III, and the PACS (caregiver version), were
administered similarly to Phase I (see Appendices D, E, L, & M). These questionnaires measured (a) eating
behaviours, (b) parenting styles, (c¢) family cohesion and adaptability, and (d) communication patterns (open
or closed communication) of parents in their child’s upbringing. The above-mentioned questionnaires were
administered at both intake and post-intervention for both experimental and control groups.

At the end of the psychoeducational seminars, a questionnaire was also given, which used a 7-point
Likert scale to collect parents’ opinions on the effectiveness of the program delivered. Parents were asked to
rate five important parameters regarding the session-based intervention and assess the quality of the seminars.
The five parameters were: (a) opportunity to express personal experience, (b) distinct weekly topics, (c) clear
and comprehensive material, (d) confidentiality and respectful approach, (e) meeting other parents, and (f)
group discussion (see Appendix N). The questionnaire was developed based on literature suggesting that the

above-mentioned factors are an important part of an effective intervention (Scott, 2010).

Handling of Missing Data

Missing value analysis was conducted in SPSS to establish whether data was missing at random or if
there was a pattern, in order to ascertain how to deal with lost data. Evaluating tha tabulated pattern table, the
results of Little’s MCAR test indicated that data is missing completely at random (MCAR) (Little’s MCAR
test p value > .05). Therefore, a decision was made to handle missing data with pairwise deletion method

(Peugh & Enders, 2004; Schlomer, Bauman, & Card, 2010). Descriptive statisitcs were also conducted in
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order to evaluate the percentage of missing data in variables. The case-processing summary indicated that the

number of cases for each variable ranged from 19 to 21 and with a range of 16 to 24 % of missing data.

Statistical Analysis

The software package SPSS was used to analyze data. Pre and post-intervention data were collected
and compared using two - way mixed ANOVA. To address directly how parenting styles had changed
throughout the psychoeducational seminars, parents in both conditions were assessed for ED psychopathology

and for overall parental functioning at intake and immediately post-intervention.
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CHAPTER 6

RESULTS

6.1. Phasel
6.1.1. Demographic Characteristics of Participants

As a first step, descriptive statistics were used to examine all variables of interest in the study.
Frequency analyses were performed in order to gain an understanding of the data set. From 327 participants,
21 were in lower secondary (gymnasium) education (6.4%), 264 were upper secondary (lyceum) education
(80.7%), and 42 were university undergraduate students (12.8%). Calculating BMI, 53 participants were
underweight (16.2%), 211 had normal body weight (64.5%), 31 were overweight (9.5%), and 7 were obese
(2.1%). Furthermore, according to participants’ responses, 50 participants reported difficulties in their
interpersonal relationships (15.3%), 36 participants reported abuse of drugs and/or alcohol (11%), 34
participants had health problems (10.4%), 69 had sleep problems (21.1%), 41 had learning difficulties
(12.5%), 28 were undergoing therapy (physical and/or psychological) (8.6%), and 235 were exercising
(71.9%). Table 6.1 presents the descriptive statistics of the variables of interest (collection of family
dynamics). From the dataset, 61 participants were falling in the disordered eating category (18.7%) (score of

20 and above in the EAT-26) which signifies the need for further investigations.

Table 6.1. Descriptive statistics of variables of interest.

Mean SD Minimum Value Maximum Value
Bulimia 1.41 2.40 0 16
Dieting 5.02 5.50 0 35
Oral Control 2.87 2.82 0 17
Cohesion 36.18 6.14 16 50
Adaptability 27.00 5.39 14 42
Open Communication 30.40 5.34 13 40
Problem in 36.94 4.52 26 50
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Communication

Care 27.77 6.62 4 36

Overprotection 12.69 5.37 1 36

Permissive Style 29.38 4.83 15 43

Authoritarian Style 27.82 6.23 12 47

Authoritative Style 35.29 5.77 16 50

Depression 57.74 13.50 33 107
Anxiety 22.63 12.48 0 67

Frequency analyses were performed to examine the different family structures reported by children.
Figure 6.1 and 6.2 show the number of children who reported each perceived cohesion and adaptability type
(FACES-III) respectively. Cohesion family type is divided in four structures: (a) disengaged, (b) separated,
(c) connected, and (d) enmeshed. Adaptability family type is divided into four structures: (a) rigid, (b)

structured, (c) flexible, and (d) chaotic.

Figure 6.1. Cohesion Family Types Percentages in Data Collection
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Figure 6.2. Adaptability Family Types Percentages in Data Collection
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A one-way ANOVA analysis was performed to examine any differences between the children of the 93
parents who participated in the study compared to those who did not. Results revealed no significant
differences in adolescents’ characteristics between the two groups, in gender (p = .16), interpersonal difficulties
(p =.78), health problems (p = .15), drug and / or alcohol abuse (p = .32), sleep problems (p = .25), learning
difficulties (p = .09), exercise (p = .93), undergoing therapy (p = .95), BMI (p = .55), and body perception (p =
.62). Results also revealed no significant differences between the two groups with regards to family dynamics
variables in disordered eating behaviour (p = .71), dieting behaviour (p = .21), bulimia behaviour (p = .51), oral
control behaviour (p = .76), cohesion (p = .77), adaptability (p = .15), problem in communication (p = .83),
open communication (p = .22), permissive parenting style (p = .12), authoritarian parenting style (p = .90) or

authoritative parenting style (p = .46).

6.1.2. The Influence of Individual Background on Eating
Two-way ANOVA analyses were performed to examine the impact of gender and age groups (14-16,
17-19 age ranges) on eating attitudes (Hypothesis 1). There was a statistically significant main effect for

gender on dieting behaviour, with F' (3, 203) = 4.55, p = .03 and small effect size (partial eta squared = .02).
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Mean score for females (M = 5.84, SD = 6.06) is statistically different compared to males (M = 4.19, SD =
4.74). The interaction effect between gender and age groups was not statistically significant for any of the
disordered eating behaviours.

MANOVA analysis was conducted to investigate differences in subgroups of the sample in the
presence of disordered eating attitudes (Hypothesis 2). Dependent variables were the three subscales of EAT-
26 (dieting, bulimia, and oral control), including total EAT score, and independent variables were all
important individuals’ characteristics of the participants, such as interpersonal relationships, alcohol and/or
drug abuse, sleep problems, learning difficulties, exercise, health problems, and therapy intake. There was a
statistically significant effect of therapy on disordered eating behaviour [F (1,226) = 13.27, p <.01, 7’ =
.055], bulimic behaviours [F (1,226) = 5.32, p = .02, n* = .023], and on dieting behaviours, [F (1,226) =
11.31, p<.01, > = .048]. Results suggested that when adolescents and young adults are under
psychotherapy and / or pharmacological therapy were tended to present more disordered eating behaviour
(with medium effect size), and mostly bulimic and dieting behaviours (small effect size). No additional
differences were found for the rest of the individuals’ characteristics, such as interpersonal relationships,
alcohol and/or drug abuse, sleep problems, learning difficulties, exercise, and health problems.

Information was also collected addressing various events that could occur into a child’s life. Children
had the opportunity to report which life events took place that had a negative impact emotionally. Results
illustrated that a 6% of children moved to another house, 6% moved to another school, 3% repeated the year
in school, 10% experienced a family health problem, 11% lost a family member, 7% experienced a parent
divorce, 4% experienced family changes (in specific parent’s schedule changes), 3% had siblings moving into
another house and/or country, and 2% had a new member in the family.

Further investigating these findings, and to explore any differences between those experiencing and
those not experiencing these events in relation to disordered eating attitudes, MANOVA analysis was
conducted. Dependent variables were the three subscales of EAT-26 (dieting, bulimia, and oral control) and

the EAT total score and independent variables were the negative events in participants’ life (see Appendix D).
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Results indicated that the experience of death of a family member had a borderline statistically significant
effect on disordered eating [F (1, 280) = 3.79, p = .05, partial n> = .013] and oral control behaviours [F (1,
280) = 10.05, p = .002, partial n* = .035]. Results suggested a small effect size for the experience of death of
a family member on disordered eating and oral control behaviours respectively, with the likelihood of
participants to engage more in these behaviours. No significant results were found for the rest of the negative
events in participants’ life (see Appendix D).

Finally, correlations were conducted in order to examine whether there is a relationship between the

Body Mass Index (BMI) of the individual and EAT subscales (dieting, bulimia, and oral control) and the EAT
total score. Results suggested a low significant positive correlation between disordered eating and BMI with r
(268) = .19, p = .002, as well as bulimia and BMI with » (289) = .22, p < .01, where a higher BMI was
associated with increased disordered eating and bulimia eating attitudes. Moreover, there was a low
significant negative correlation between dieting and BMI with » (285) = -.290, p < .01, as well as oral control
and BMI with r (292) = -.18, p = .002, where a lower BMI was associated with increased dieting and oral

control.

6.1.3. Disordered Eating Attitudes and Family Dynamics Relationship

Correlation analyses were conducted to explore associations between EAT subscales and family
dynamics (when depression and anxiety held constant), and assess whether to proceed with regression
analysis. Hypotheses 3 and 4 predicted significant changes of eating in response to different family
dynamics. In the presence of overprotection, less care, problematic parenting styles (such as authoritarian,
permissive styles), difficult communication, and increased cohesion and adaptability within the family
context, more disordered eating behaviours were hypothesised.

A significant positive correlation was found between disordered eating attitudes and family cohesion.
A low significant positive correlation occurred for disordered eating attitudes and cohesion variable (cohesion

subscale of FACE scale), [» (270) =.17, p <.01]. Another significant correlation was observed between
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dieting and cohesion, indicating a positive relationship, [ (283) = .16, p =.008]. A low borderline
significant positive relationship was observed between disordered eating and authoritarian parenting style, [»
(254) = .12, p = .05]. There was also a low significant positive correlation between oral control and
authoritarian parenting style (authoritarian parenting subscale of PAQ), [ (275) = .12, p = .04]. There was no
significant association between family communication and adaptability variables with disordered eating (p >
.05). Taking into consideration the above correlations, hypothesis 3 was verified. Hypothesis 4 was semi-
verified, indicating no association between family communication adaptability with disordered eating. No

other relations were observed between eating attitudes and other family dynamics variables.

6.1.4. Predictors of Disordered Eating Attitudes
Family Dynamics Predicting Disordered Eating Attitudes

To collectively investigate variables that could predict adolescents disordered eating behaviours, four
hierarchical multiple linear regressions were conducted, each consisting of three blocks (Hypothesis 3 & 4).
The dependent variable on the first regression was the disordered eating attitude scale (EAT-26 total score),
the second one was the dieting subscale (of EAT-26), the third was the bulimia subscale (of EAT-26), and the
fourth was the oral control subscale (of EAT-26) (note that higher values indicated higher levels of
problematic eating attitudes). For the first analysis, in Block 1 potential confounding variables were included
(gender, age, exercise, health problems, and therapy intake, and BMI) to assess their impact. In Block 2,
variables related to dynamics in the family context were included (family cohesion, family adaptability, open
and problematic communication, parenting styles, care and overprotection variables). In Block 3,
pathological characteristics were added (depression and anxiety) to see if it added anything more than the
preceding variables in the regression model. The same rationale for selecting predictors was repeated for the
additional three hierarchical regressions.

The three regression models computed were all statistically significant. The first regression model

(Block 1) consisted of potential confounding variables (gender, age, exercise, health problems, and therapy
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intake, and BMI) and was statistically significant (R’ = .13; p < .01), indicating an effect on disordered eating.
The addition of Block 2 variables in model 2 did not reliably improve R* (R’ increase = .05, p (F change) >
.05). There was a small, but significant increase of R after adding Block 3, depression and anxiety variables,
in model 3 (R’ increase = .04, p (F change) = .006). This final regression model (which consisted all three
stages in the hierarchy) (F (15, 201) = 3.84, p <.01) with a medium effect size, as calculated by the multiple
R of .47, R*= .22, and adjusted R’ =16, indicating that this model explained 16% of the variance in

disordered eating behaviour. Table 6.2 summarizes the individual contributions of the predictor variables.

Table 6.2. Contribution of variables in the hierarchical regression on disordered eating attitudes (Block 3).

Predictors Standardised t Sig. Semi-partial
beta coefficients correlation
coefficient

Age 124 323 747 .022
Gender 2.26 2.07 .040* .138
Exercise -2.45 -2.03 .044* -.135
Therapy -6.31 -3.14 .002* -217
Health Problems -1.20 -.667 .506 -.045
BMI 361 2.21 .028%* .148
Cohesion 252 2.29 .023%* .190
Adaptability -.042 -.390 .697 -.028
Open .046 335 738 .030
Communication

Problem in -.081 -.586 558 -.045
Communication

Permissive -.048 -428 .669 -.029
Authoritarian .143 1.595 112 .109
Authoritative -.013 -.124 901 -.009
Depression .054 964 336 .088
Anxiety 101 1.818 .071 154

* sig <.05

Overall, five variables made a statistically significant contribution to the third and final regression
model. These were: “gender” (semi-partial » = .14), “exercise” (semi-partial » = -.13), “therapy” (semi-
partial » =-.22), “BMI” (semi-partial » = .15), and “cohesion” (semi-partial » =.19). The semi-partial

correlations indicated the correlation between each predictor and the dependent variable after controlling for




Family dynamics and disordered eating behaviours 86
the effect of the other variables and suggested a positive correlation between gender, BMI, and cohesion with
disordered eating attitudes. Females evidenced higher levels of disordered eating. Individuals who did not
exercise or underwent therapy presented higher levels of disordered eating. Increased body weight (BMI)
resulted in higher levels of disordered eating. Last, enmeshment evidenced higher levels of disordered eating.

No other signifincant relationships were found under this regression model.

Predictors of Dieting Attitude

The three regression models computed were all statistically significant. The first regression model
(Block 1) was statistically significant (R° = .19; p < .01), indicating an effect on dieting attitude. The addition
of Block 2 variables in model 2 did not reliably improve R’ (R’ increase = .04, p (F change) > .05). There was
a small, but significant increase of R*after adding Block 3, in model 3 (R’ increase = .04, p (F change = .002).
This final regression model (which consisted all three stages in the hierarchy) (F (15, 203) = 5.33, p <.01)
with a large effect size, as calculated by the multiple R of .53, R”= .28, and adjusted R’ = .23, indicating that
this model explained 23% of the variance in dieting behaviour. Table 6.3 summarizes the individual

contributions of the predictor variables.

Table 6.3. Contribution of variables in hierarchical regression on dieting attitude (Block 3).

Predictors Standardised t Sig. Semi-partial
beta coefficients correlation
coefficient
Age .045 .180 .857 .012
Gender 2.02 2.87 .005* .184
Exercise -2.50 -3.22 .002* -.204
Therapy -3.53 -2.73 .007* -.181
Health Problems .154 133 .894 .009
BMI 451 4.29 .000* 274
Cohesion 171 2.41 .017* .191
Adaptability -.044 -.638 .524 -.044
Open .042 472 .637 .041
Communication
Problem in -.064 =723 471 -.053
Communication
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Permissive -.041 -.563 574 -.036

Authoritarian .062 1.07 285 .070

Authoritative -.061 -.875 383 -.064

Depression .048 1.33 .184 117

Anxiety .066 1.85 .065 .150
* sig <.05

Overall, five variables made a statistically significant contribution to the third and final regression
model. These were: “gender” (semi-partial » = .18), “exercise” (semi-partial r = -.20), “therapy” (semi-partial
r=-.18), “BMI” (semi-partial » = .27), and “cohesion” (semi-partial » = .19). The semi-partial correlations
indicate the correlation between each predictor and the dependent variable after controlling for the effect of
the other variables. Correlations suggested a positive correlation between gender, BMI, and cohesion with
dieting, and a negative correlation between exercise, and therapy with dieting. Females evidenced higher
levels of dieting eating behaviour. Individuals who did not exercise or underwent therapy presented higher
levels of dieting eating behaviour. Higher body weight (BMI) resulted in higher levels of dieting eating
behaviour. Finally, enmeshment evidenced higher levels of dieting eating behaviour. No other significant

relationships were found under this regression model.

Predictors of Bulimia Attitude

The first and third regression models computed were statistically significant. The first regression
model (Block 1) was statistically significant (R° = .07; p = .007), indicating an effect on bulimic attitude. The
addition of variables in model 2 did not reach statistical significance (R’ = .09, p (F change) > .05), indicating
that these variables did not affect the presence of bulimia attitude. The addition of Block 3 had a small but
significant increase of R” in model 3 (R’ increase = .03, p (F change = .039). This final regression model
(which consisted all three stages in the hierarchy) (¥ (15, 203) = 1.80, p = .036) with a medium effect size, as

calculated by the multiple R of .34, R°= .12, and adjusted R’ = .05, indicating that this model explained 5% of



the variance in bulimic behaviour. Table 6.4 summarizes the individual contributions of the predictor

variables.
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Table 6.4. Contribution of variables in hierarchical regression on bulimic attitude (Block 3)

Predictors Standardised t Sig. Semi-partial
beta coefficients correlation
coefficient
Age -.032 -.266 .790 .019
Gender -.056 -.166 .869 -.012
Exercise -.420 -1.11 266 -.079
Therapy -1.29 -2.06 041* -.151
Health Problems -394 -.702 483 -.050
BMI .138 2.71 .007* .192
Cohesion .015 427 .670 .037
Adaptability .014 408 .684 .031
Open -.006 -.142 .887 -.014
Communication
Problem in .008 .190 .849 .015
Communication
Permissive -.023 -.650 516 -.046
Authoritarian 018 .657 512 .048
Authoritative .008 227 .821 .018
Depression .008 434 .665 .042
Anxiety .030 1.72 .087 155
*sig <.05

Overall, two variables made a statistically significant contribution to the third and final regression
model. These were: “therapy” (semi-partial » =-.151), and “BMI” (semi-partial » =.192). The semi-partial
correlations indicate the correlation between each predictor and the dependent variable after controlling for
the effect of the other variables. There was a negative correlation between receiving therapy and bulimic
attitude, and a positive correlation between BMI and bulimic attitude. Individuals who underwent therapy
presented higher levels of bulimic eating behaviour. Higher body weight (BMI) resulted in higher levels of

bulimic eating behaviour. No other significant relationships were found under this regression model.
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Predictors of Oral Control Attitude

The three regression models computed were all statistically significant. The first regression model
(Block 1) was statistically significant (R° = .07; p = .008), indicating an effect on oral control attitude. Block
2 variables in model 2 did not reliably improve R* (R’ = .12, p (F change) > .05). The addition of Block 3
afterwards again did not reliably improve R” in model 3 (R’ increase = .12, p (F change > .05). Therefore,
model 2 appeared to be the most suitable for predicting oral control attitude. This model (£ (13, 205) =2.13,
p =.014) with a medium effect size, as calculated by the multiple R of .34, R°= .12, and adjusted R’ = .06,
indicating that the model explained 6% of the variance in oral control behaviour. Table 6.5 summarizes the

individual contributions of the predictor variables.

Table 6.5. Contribution of variables in hierarchical regression on oral control attitude (Block 3)

Predictors Standardised t Sig. Semi-partial
beta coefficients correlation
coefficient

Age 131 930 354 .066
Gender .084 214 .831 .015
Exercise 312 714 476 .049
Therapy -1.21 -1.69 .093 -.120
Health Problems -1.14 -1.75 .082 -.123
BMI 201 -3.37 .001* -.236
Cohesion .024 .609 .543 .052
Adaptability 011 290 772 .022
Open .009 183 .855 .017
Communication

Problem in 011 212 832 .017
Communication

Permissive -.012 -.288 774 -.020
Authoritarian .077 2.37 018* .169
Authoritative .048 1.21 226 .097
Depression .000 -.007 .994 -.001
Anxiety .007 319 750 .029

* sig <.05

Overall, two variables made a statistically significant contribution to the second regression model,

“BMI” (semi-partial » = -.24) and “authoritarian parenting style (semi-partial » = .17). The semi-partial
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correlations indicated a negative correlation between adolescents BMI and oral control attitude, and a positive
correlation between the presence of an authoritarian parenting style and oral control attitude. Increased body
weight (BMI) predicted higher levels of oral control eating behaviour. Authoritarian parenting style also
resulted in higher levels of oral control eating behaviour. No other significant relationships were found under

this regression model.

6.1.5. Examining the Relationship Between Disordered Eating Attitudes with Depression and Anxiety

Multiple correlations were performed to examine any association between mental state and disordered
eating (Hypothesis 5). Results showed significant relationships between dieting and bulimia with depression
and anxiety scales. Table 6.6 shows all the significant relationships found between EAT subscales with

depression, and Table 6.7 shows all the significant relationships found between EAT subscales and anxiety.

Table 6.6. Correlation analyses between EAT subscales and depression

r n p-value
EAT total score 21 234 01*
Bulimia subscale 19 233 .004*
Dieting subscale 24 229 01*

* sig <.05

Table 6.7. Correlation analyses between EAT subscales and anxiety

r n p-value
EAT total score 24 217 01*
Bulimia subscale 15 251 016*
Dieting subscale 24 246 01*

*sig < .05
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Low significant positive correlations were observed between depression, anxiety and disordered eating,
specifically with bulimia and dieting behaviours. When individuals experienced depression and / or anxiety,
they tended to present more bulimic and dieting eating behaviours. No significant associations were observed
between oral control eating behavior and anxiety or depression. A multiple regression was performed to
investigate whether anxiety and depression can predict eating behaviours. A significant regression model was
found for depression on dieting, (F (2,206) = 8.78, p < .01), with a medium effect size, R* = .08, explaining

8% of the variance. Depression is a significant predictor of dieting (Beta = .102).

6.1.6. Comparisons of Adolescents Versus Parents Perceived Dynamics in the Family

Paired sample 7 —tests were conducted to explore whether there was a statistically significant
difference between children and parents’ data set for family dynamic experiences (Hypothesis 6). In specific,
comparisons have been made between children and parents’ perceptions on family dynamic variables: (a)
cohesion, and adaptability patterns, (b) open or problematic communication, and (c) parenting styles
(permissive, authoritarian, authoritative).

According to the following results, there was a statistically significant difference between children and
parents’ perceptions upon family dynamics. Parent mean value was significantly higher for cohesion, open
communication, and authoritative variables, indicating a gap compared to the child’s perception. Results can

be seen in Table 6.8.

Table 6.8. Comparisons of children and parents’ perception on family dynamics.

Cohesion Scale Mean Standard T-value df P-value Effect
Deviation Size

Children 36.50 6.31 -2.71 75 .01%* 44

Parents 38.98 4.82

Open Mean Standard |T-value df P-value Effect

Communication Deviation Size

Scale
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Children 29.75 4.76 2.01 75 .05%* 32
Parents 31.24 4.49
Authoritative Mean Standard T-value df P-value Effect
Style Deviation Size
Children 35.35 4.81 -5.61 69 .01%* 1.03
Parents 40.50 5.13

*sig < .05

Findings suggested that parents were more likely to believe that they engage in cohesion within the
family system (medium effect size), show more open communication with their children (small effect size),
and engage in authoritative parenting style (large effect size) compared to what adolescents perceive. In
contrast, findings suggested that adolescents were more likely to perceive less cohesion, open communication,
and authoritative parenting style from parents. No significant results were observed for other family
dynamics, such as adaptability, problem in communication variable, care and overprotection variables, and

authoritarian and permissive parenting styles.

6.2. Phase II
6.2.1. Descriptive Statistics / Participants Characteristics in the Experimental Condition

Chi-square analyses were performed comparing experimental and control group on baseline
characteristics. Results revealed no significant differences between the two groups on baseline
characteristics, with Pearson Chi-Square p value for age .26, for gender .60, for BMI .23, for family status .31,
for work situation .87, and for financial status .14.

Demographics characteristics of parents in the experimental group showed that 2 participants finished
secondary education, 6 had completed an undergraduate course, and 3 in a postgraduate course. Additionally,
6 participants were married, 1 participant was in a relationship, 2 participants were in separation with spouse,

and 2 participants were divorced. Furthermore, 10 participants had a full-time job and 1 participant a part-
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time job. Two participants assessed their financial situation as low, 8 as moderate, and 1 as high. Table 6.9

presents the descriptive statistics of the variables of interest (collection of family dynamics).

Table 6.9. Descriptive statistics of variables of interest in the experimental condition.

Mean SD Minimum Maximum
Value Value

Bulimia 1.70 1.56 0 5
Dieting 6.60 4.64 1 14
Oral Control 1.54 2.76 0 7
Disordered 10.22 8.82 2 25
Eating
Adaptability 25.90 5.50 16 36
Cohesion 28.60 4.08 24 38
Problem in 32.45 4.52 25 39
Communication
Open in 33.40 3.40 28 39
Communication
Permissive Style 27.27 3.10 23 32
Authoritarian 39 3.84 32 43
Style
Authoritative 29.36 3.29 22 32
Style

6.2.2. Descriptive Statistics / Participants Characteristics in the Control Condition

Demographics of parents in the control group showed that 4 participants finished their education, 5 had
completed an undergraduate course, and 1 a postgraduate course. Additionally, 6 participants were married, 1
participant was in a relationship, 1 participant was in separation with spouse, 1 participant was divorced, and 1
was widowed. Furthermore, 8 participants had a full-time job, 1 participant had a part-time job, 1 participant
was unemployed. One participant assessed their financial situation as low, 6 as moderate, and 3 as high.

Results are shown in Table 6.10.
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Table 6.10. Descriptive statistics of variables of interest in the control condition.

Mean SD Minimum Maximum
Value Value

Bulimia .30 48 0 1
Dieting 1.30 1.56 0 5
Oral Control 0 0 0 0
Disordered Eating 1.60 1.57 0 5
Adaptability 25.20 2.29 22 29
Cohesion 24.88 3.51 21 31
Problem in 31.50 2.36 27 34
Communication
Open in 21.10 4.33 15 27
Communication
Permissive Style 31.60 3.43 24 35
Authoritarian 31.90 3.14 27 37
Style
Authoritative 32.20 3.29 26 37
Style

Evaluation of parents’ perception upon the quality of seminars showed a 95% of parents reporting
excellent flow on structure, professionalism, and constructive discussion of seminars. A 5% of parents

addressed the need for additional seminars for further development (Appendix N).

6.2.3. Comparisons Between Pre and Post Measurements in the Experimental and Control Groups

The main goal of Phase II was the exploration of whether psychoeducation had a positive effect on
parenting and family dynamics variables. Two groups were created: (a) the experimental group was exposed
to a series of five seminars, teaching parents essential knowledge and therapeutical services of EDs, as well as
skills and ways of healthy parenting and family functioning and (b) the control group was exposed to a series of
five seminars, teaching parents only material on theoretical knowledge and therapeutical services of EDs. No
information was given in effective parenting compared to the experimental group.

Prior and after completion of the psychoeducation in both groups, parents answered a booklet of
questionnaires on the following variables: (a) disordered eating (including subscales on dieting, bulimia, and

oral control and overall disordered eating — EAT-26), (b) parenting styles (such as permissive, authoritarian,
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and authoritative styles — PAQ-R), (¢) open and problematic communication (FACES-III), and (d) cohesion and
adaptability variables (PACS).

Two - way mixed ANOVA (repeated measures) was conducted to assess the impact of the different
psychoeducations (experimental and control groups) on parents’ scores across two measurement times (pre-
intervention and post-intervention) in order to explore the effect of the seminars in healthier and functional
parenting and family dynamics (Hypothesis 1 & 2). Significant main effect of time and interactions were
observed for several family dynamics after the psychoeducation.

Results indicated a significant main effect of time [F (1,16) = 15.29, p = .001, 5p” = .49] on disordered
eating scores, with pre measurements scores showing increased disordered eating behaviour (M = 5.89)
compared to the post measurement scores (M = 1.28). In addition, there was a significant main effect of
group [F (1,16) = 7.64, p = .014, np’ = .32] on disordered eating scores with experimental group scores
showing decrease in disordered eating behaviour compared to control group. Last, there was a significant
interaction between time and group [F (1,16) = 15.88, p =.001, #p” = .50]. Descriptive statistics showed that
in pre measurements the experimental group showed more disordered eating scores (M = 11.25, SD = 8.84)
compared to the control group (M = 1.60, SD = 1.57); in post measurements the control group showed the
opposite (controlM = 1.70, SD = 1.49; experimentalM = .75, SD = 1.39).

There was a significant main effect of time [F (1,17) = 23.78, p < .0001, #p’ = .58] on dieting scores,
with pre measurements scores showing increased dieting behaviour (M = 4.05) compared to the post
measurement scores (M =.79). In addition, there was a significant main effect of group [F (1,17)=9.31,p =
.007, np” = .35] on dieting scores with both groups showing decreased dieting behaviour scores. Last, there
was a significant interaction between time and group [F (1,17) = 18.54, p < .0001, 5p” = .52]. Descriptive
statistics showed that in pre measurements the experimental group showed more dieting scores (M =7.11, SD
=4.62) compared to the control group (M = 1.30, SD = 1.56); in post measurements the control group showed

the opposite (controlM = .90, SD = .87; experimentalM = .66, SD = 1.32).
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There was a significant main effect of time [F (1,17) = 13.75, p = .002, 5p’ = .45] on bulimia scores,
with pre measurements scores showing increased bulimia behaviour (M = 1.05) compared to the post
measurement scores (M = .16). In addition, there was a significant main effect of group [F (1,17) =4.57,p =
.047, np” = 21] on bulimia scores, with experimental group showing decreased bulimia scores compared to
the control group that showed no change. Last, there was a significant interaction between time and group [F
(1,17) = 13.75, p = .002, 5p° = .44]. Descriptive statistics showed that in pre measurements the experimental
group showed more bulimia scores (M = 1.88, SD = 1.53) compared to the control group (M = .30, SD = .48);
in post measurements the control group showed the opposite (controlM = .30, SD = .67; experimentalM = .00,
SD =.00).

There was a significant main effect of time [F (1,18) = 4.71, p = .04, p” = .20] on oral control scores,
with pre measurements scores showing increased oral control behaviour (M = 1.20) compared to the post
measurement scores (M = .25). In addition, there was a significant main effect of group [F (1,18) =4.72, p =
.044, np” = 21] on oral control scores, with experimental group showing decreased oral control scores
compared to the control group that showed a small increase. Last, there was a significant interaction between
time and group [F (1,18) = 10.98, p = .004, yp” = .38]. Descriptive statistics showed that in pre measurements
the experimental group showed more oral control scores (M = 2.50, SD = 2.67) compared to the control group
(M = .00, SD = .00); in post measurements the control group showed the opposite pattern (controlM = .50, SD
=.70; experimentalM = .00, SD = .00).

There was a significant main effect of time [F (1,17) = 44.65, p < .0001, #p’ = .70] on cohesion scores,
with pre measurements scores showing less cohesion (M = 26.84) compared to the post measurement scores
(M = 34.89). In addition, there was a significant main effect of group [F (1,17) = 96.99, p < .0001, 7p° = .85]
on cohesion scores, with the experiemental group showing a big increase and with the control group also
showing a small increase. Last, there was a significant interaction between time and group [F (1,17) = 30.80,
p <.0001, 7p” = .64]. Descriptive statistics showed that in pre and post measurements, groups showed

similar pattern, with experimental group showing increased cohesion scores (experimentalM = 28.60, SD =
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4.08; controlM = 24.88, SD = 3.51) compared to the control group (experimentalM = 43.00, SD = 2.74;
controlM = 25.88, SD = 3.55).

There was a significant main effect of time [F (1,18) = 24.59, p < .0001, #p” = .58] on adaptability
scores, with pre measurements scores showing less adaptability (M = 25.60) compared to the post
measurement scores (M = 32.55). In addition, there was a significant main effect of group [F (1,18) = 28.70,
p <.0001, 7p” = .61] on adaptability scores, with the experimental group showing an increase compared to the
control group that showed no change. Last, there was a significant interaction between time and group [F
(1,18) = 24.60, p < .0001, p” = .57]. Descriptive statistics showed that in pre and post measurements, groups
showed similar pattern, with experimental group showing increased scores on adaptability (experimentalM =
26.00, SD = 5.79; controlM = 25.20, SD = 2.29) compared to the control group (experimentalM = 39.90, SD =
1.19; controlM = 25.20, SD = 6.39).

There was a significant main effect of time [F (1,19) = 9.80, p = .006, 5p° = .34] on permissive
parenting style score, with pre measurements scores showing more permissive parenting style (M =30.00)
compared to the post measurement scores (M = 27.76). No significant main effect was found of group [F
(1,19) = 1.87, p = .19, np” = .90] on permissive parenting style score. Last, there was no significant
interaction between time and group [F (1,19)=1.93, p = .18, 5p” = .09].

There was a significant main effect of time [F (1,17) = 76.56, p < .0001, #p’ = .82] on authoritarian
parenting style score, with pre measurements scores showing more authoritarian parenting style (M = 36.00)
compared to the post measurement scores (M = 25.84). There was no significant main effect of group [F
(1,17) = .46, p = .05, yp’ = .23] on authoritarian parenting style score. Last, there was a significant interaction
between time and group [F (1,17) = 63.16, p <.0001, #p” = .79]. Descriptive statistics showed that in pre
measurements the experimental group showed more authoritarian parenting style scores (M = 39.70, SD =
3.23) compared to the control group (M = 31.88, SD = 3.33); in post measurements the control group showed

the opposite (controlM = 31.00, SD = 3.90; experimentalM = 21.20, SD = 5.11).
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There was a significant main effect of time [F (1,18) = 17.35, p = .001, np’ = .49] on authoritative
parenting style score, with pre measurements scores showing less authoritative parenting style (M = 30.70)
compared to the post measurement scores (M = 34.65). In addition, there was a significant main effect of
group [F (1,18) = 13.39, p = .002, np’ = .43] on authoritative parenting style score, with the experimental
group showing an increase compared to the control group that showed a decrease in authoritative parenting
style scores. Last, there was a significant interaction between time and group [F (1,18) = 18.00, p <.0001,
np’ = .76]. Descriptive statistics showed that in pre measurements the experimental group showed less
authoritative parenting style scores (M = 29.20, SD = 3.42) compared to the control group (M = 32.20, SD =
3.29); in post measurements the control group showed the opposite (controlM = 28.90, SD = 4.25;
experimentalM = 40.40, SD = 2.06).

There was no significant main effect of time [F (1,18) = 2.86, p = .11, yp’ = .14] on problem in
communication score, with pre measurements scores (M = 32.25) and post measurements showing similar
results overall (M = 35.25). In addition, there was no significant main effect of group [F (1,18)=15.91,p =
.05, yp’ = .47] on problem in communication score. Last, there was a significant interaction between time and
group [F (1,18) =8.29, p = .01, np° = .31]. Descriptive statistics showed that in pre measurements the
experimental group showed increased problem in communication scores (M = 33.00, SD = 4.37) compared to
the control group (M = 31.50, SD = 2.36); in post measurements similar results were obtained (experimental M
=41.10, SD = 2.76; controlM = 29.40, SD = 9.23).

There was no significant main effect of time [F (1,18) =.003, p = .95, p’ = .00] on open
communication score, with pre measurements scores (M = 26.85) and post measurements showing similar
results overall (M = 26.80). There was a significant main effect of group [F (1,18) = 76.25, p < .0001, yp’ =
.81] on open communication score, with experimental group (preMexperimental = 32.60, SD = 4.22,
postMexperimental = 33.40, SD = 3.40) showing an increase compared to the control group (preMcontrol =
21.10, SD = 4.33, postMcontrol = 20.20, SD = 2.74) that showed a decrease of open communication scores.

Last, there was no significant interaction between time and group [F (1,18) =.92, p = .35, 5p’ = .049].
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In summary, the results supported the belief that psychoeducation seminars focusing on family
dynamics are more likely to facilitate healthier parenting and decreased disordered eating behaviours
compared to a psychoeducation focusing only on knowledge and therapeutic approached of EDs.
Psychoeducation and guidance on important family parameters succeeded in (a) a reduction of parent’s
disordered eating behaviours, (b) promotion of an authoritative parenting style and authoritarian parenting
was contained, (c¢) improvement of family functioning by enhancing healthier cohesion and adaptability
structure, and (d) better open communication between family members. In contrast, findings from the control
intervention showed (a) small negative changes in most eating disorders attitudes, (b) no change in
adaptability patterns within the family, (c) small decrease in open communication, and (d) small decrease in

authoritative and authoritarian parenting style.
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CHAPTER 7

DISCUSSION

The literature review represented an effort to provide a systemic comprehensive and identify the need
to further investigate the relationship between disordered eating and specific family dynamics for appropriate
prevention / early intervention to be developed. To date, the majority of research has focused mainly on
single point measures that have been used to estimate the effects of familial aspects in the development of
disordered eating. A number of investigations have identified the relationship of how parents may contribute
to the development of disordered eating or even the presence of eating disorder within the family (Hotzel,
Brachel, Scholssmacger, & Vocks, 2013; Surgenor & Maguire, 2013). Some have concentrated in family
factors that play a major role in the development of disordered eating (Fernandez-Aranda et al. 2007; Kluck
2008; Canetti, Kanyas, Lerer, Latzer, & Bachar, 2008; Lucas, 2009). Others have analyzed the impact of
different parenting styles and behaviours in the child’s life (Baumrind, 1991; Golan & Crow, 2004; Enten &
Golan, 2009; Haycract & Blissett, 2010).

Although the theoretical and empirical literature supports the relationship between various parameters
of family dynamics and disordered eating, these attempts are dated and they have not collectively assess their
impact on a child’s eating behaviour (Kluck, 2008; Topham et al., 2011), which might enroll in the likelihood
of disordered eating development and predict future presence of eating disorders (EDs).

The present study aimed to test the hypotheses and took into consideration numerous mechanisms and
parameters in order to investigate this framework in the Cypriot culture. The research had two main goals.
The first goal in the study was to investigate a combination of multiple family dynamics and demonstrate
what kind of parenting is more likely to be involved in the development of ED pathology in adolescents.

The second goal in the study was to investigate whether an early intervention / psychoeducational
program designed especially for parents will be beneficial to prevent parents having high risk ED adolescents.

The main purpose of the psychoeducation was to help parents understand their vital role in a child’s
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upbringing, gain an early reflection of their parenting style, and facilitate emotional closeness towards their
children. The discussion below presents an overview of the findings organized by each research question

thematic area.

7.1. Association Between Parenting and Disordered Eating

Parenting styles are important factors involved in the genesis of disordered eating symptoms. A
significant association was observed between increased levels of disordered eating behaviour and
authoritarian parenting style in adolescents. In the presence of a less adaptive parenting style, such as the
authoritarian, adolescents were more likely to exhibit disordered eating behaviours. More specifically, an
association was found between adolescents exhibiting high levels of oral control eating behaviour and the
presence of authoritarian parenting style. This was not surprising, because restraining a child’s individuality
may result in negative emotional adjustment and high levels of emotional control; which both have been
correlated with child’s internalisation of problems in the past (Barber & Harmon, 2002) and EDs presence
(Enten & Golan, 2009; Haycract & Blissett, 2010). When parents tend to engage in an authoritarian
parenting, children lose sense of dependency and power, as a result of parents’ overprotectiveness,
intrusiveness, and lack of emotional closeness. Sadly, children feel constrained, invalidated, and
psychologically and emotionally vulnerable; evidences supporting the notion proposed by Barber, Olsen, and
Shagle (1994), Greenberger, Chen, Tally, and Dong (2000), and Shek & Lee (2005).

Findings showed no significant association between the authoritative parenting style and ED
symptoms, as it did not predict any of the subscales of EAT-26. Additional support for this notion may be
found in few studies reporting that more adaptive parenting is not associated with symptoms of eating
disorders (Leinonen, Solantaus, & Punamaéki, 2003). Results are in accordance with the literature, suggesting
that the authoritative parenting style is the most consistent protagonist of identity achievement, because it is
the most successful one in helping adolescents to acquire self-esteem and confidence needed to face

challenges and make changes in life (Steinberg, Lamborn, Darling, Mounts, & Dornbusch, 1994; Argyrides &
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Sivitanides, 2016). When parents with authoritative parenting promote rules and restrictions, set boundaries
and manage a child’s behavior, this has a positive effect, which happens, at the right level and in the right
context (Galambos, Barker, & Almeida, 2003). This style provides the freedom and the independency to the
child to understand the options he/she has. By changing problematic parenting behaviours, safety and
safeguarded environment to adolescents is promoted.

Last, no association was found for permissive parenting style and disordered eating behaviours. The
permissive parenting style scale had a low value of alpha in the study, possibly not allowing significant
results. This result can be due to low number of questions and / or poor inter-relatedness between items in the

scale.

7.2. Association Between Family Functioning and Disordered Eating

In the present study, findings were in line with the literature associating highly enmeshed family
structure and disordered eating pathology, as enmeshed cohesion type of families predict higher levels of
eating disorder pathology. As expected, highly enmeshed families were more likely to have diffused and
permeable boundaries, resulting in a need of family members to entangle with one another. Therefore, when
enmeshment occurs, it takes the form of either (a) a conditional support, costing individual’s independence, or
(b) dysfunctional and extreme levels of emotional evolvement, such as presence of hostility and distress (Coe,
Davies, & Sturge-Apple, 2018). For example, high scores on enmeshed environments suggest an overly
involved parent in a child’s activity (e.g., overly rely on the child for help, repeatedly interrupt or talk over
one another, etc.). While members may express a degree of conditional positivity and warmth, when an
activity is thriving (for example: parents may say “We’re doing such a good job!), they may also quickly
change behaviour becoming hostile or critical (for example: parents may say “I told you this wasn’t good”).
Hence, diffused boundaries and enmeshed structure of families will become intrusive, rigid, and become a

hostile environment towards the child’s emotional needs.
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Study findings are also in accordance with Minuchin’s clinical explanations of an enmeshed family
system, described by extreme exhaustive relationships and great proximity among family members (Minuchin
et al., 1978). Other research suggests that girls who experienced enmeshed, negative and / or discouraged
relationships with their mothers will have greater chances to skip meals and restrict diet in the upcoming year
(Ogden & Steward, 2000; Sidor, Baba, Marton-Vasarhelyi, & Chereches, 2015), which is something also
evidenced in the current research. Additionally, research reported bulimic and anorexic characteristics in
college students, both linked with absence of a supportive, positive, and emotionally secured and connected
parental environment (Strober & Humphrey, 1987; Friedlander & Siegal, 1990; Kenny & Hart, 1992).

The study also revealed that females tended to experience more problematic disordered eating
behaviours compared to males, with a specific tendency to engage in dieting behaviours. Literature has
widely suggested a female tendency to show more severe symptoms of AN, BN, and/or BED compared to
males, looking for an attractive body emphasized by the stereotype of thinness as feminine (Argyrides, 2013).
Findings did not show a relationship between eating attitudes across the range of ages 14 to 19, which
supports the notion that EDs are often considered to primarily affect early adolescence / young adulthood
(Rohde, Stice, Shaw, Gau, & Ohls, 2017).

As the present study suggests, enmeshed families are family members that are too close to each other,
expecting to look inside the family for support and satisfaction rather than turning in addition to the larger
world. This extreme closeness may restrict an individuals’ growth. This was especially reported in
Mediterranean countries, similar to Cyprus, where a big percentage of family members are traditionally very
close to each other (Argyrides, 2013). Most Cypriot families may easily fall under the definition of an
enmeshed family system with diffused boundaries, characterized by extreme proximity and intensive
relationships.

Description of rigidity, less adaptability, and open or problematic communication in families were not

supported by our adolescents’ reports, with no significant findings. With regards to the family adaptability
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scale, the low value of alpha in the study may have affected the results. This can be due to low number of

questions and / or poor inter-relatedness between items in the scale.

7.3. Difference Between Adolescent’s and Parent’s Perception Upon Parenting and Family Functioning

The current study investigated the possible significant discrepancy, which might appear in the
comparison between adolescents’ perceptions in regards to family functioning and parenting compared to
their parents’ perceptions upon this expression, within the family context. Adolescents and parents answered
the same questionnaires upon examining their perception upon family structure, parent-adolescent
communication, and parenting. We should note that findings reflect adolescent’s subjective experiences,
which might not essentially be consistent with parent’s perception or/and other family member’s perceptions.

Results indicated a significant discrepancy between adolescents’ and parents’ perception on family
dynamics variables, indicating a gap between their perceptions. Research has addressed low agreement
between parents’ and adolescents’ perception concerning parenting style and family functioning. In specific,
study results indicated that (a) parents perceived the presence of a healthier family structure, (b) believed that
they engage in an authoritative parenting style, (c) promoted cohesion within the family context, and (d)
promoted open communication between family members. Compared to their adolescent child, they
acknowledged (a) less expression of family cohesiveness, (b) less open communication, and (c) decreased
authoritative parenting style.

These findings are extremely remarkable and advantageous if taken into consideration in early
prevention/intervention. If adolescents interpret differently parents’ behaviours, and hence the former, which
is an important observer to this expression, will be influenced from unhealthy perceived dysfunctional
parenting, then the former will result in problematic eating behaviours similar to the findings addressed in
previous sections.

This discrepancy and disorganized perception between children and parents is extremely interesting

and shows to be also in accordance with the literature. Findings from a systematic review (Viesel & Allan,
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2014) performed upon 17 papers on family functioning and EDs indicated a relationship between the two,
with adolescents’ perceptions of their families to be more disorganized compared to the perception of one or
both of their parents. Moreover, in a research by Dancyger, Fornari, Scionti, Wisotsky, and Sunday (2005)
parents also rated family functioning (including cohesion and open communication) as significantly healthier
than their children did.

Conclusively, the study supports previous research and suggests that perceived disorganized and
problematic schemas from the adolescent’s point of view within the family context will result in peculiar
patterns of interaction with parents (Morgan, 2002) and may result in disordered eating. As present study
provides evidence about the link of disordered eating with problematic parenting and family functioning, the
importance of considering adolescents’ perception upon families’ interactional styles in EDs is fundamental.
Thus, the low agreement between adolescents’ and parents’ family functioning perceptions seems to be an

important predictor of the prevention or future existence of EDs.

7.4. Association Between Negative Life Events and Disordered Eating

The study found that transitional negative life events are associated with emotional and physical
problems in adolescents. The results are consistent with previous literature stating that stressful life events in
adolescents are more likely to play a critical role (Beck, 1995; Sharpe et al., 2018) upon their eating
behaviours. In the presence of negative emotional events, adolescents were more likely to show higher levels
of disordered eating behaviours. More specifically, adolescents who had experienced death of a family
member tended to present more disordered eating behaviour, with a tendency to engage more likely in oral
control behaviours. The findings corroborate research stating that when the stability and the cohesiveness of
the system is threatened, adolescents are more likely to experience anxiety, which will conclusively lead to
disordered eating. Numerous interpersonal stressors, general daily hassles, and overwhelmed emotional

events operationalized both as the number of stressors and as one's appraisal of stressful events may increase
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negative affect, preceding in the occurrence of disordered eating behaviours. But most importantly, traumatic
events such as bereavement can be an important trigger for EDs (Goldschmidt et al., 2014).

Moreover, when participants experienced either health and/or mental problems resulting in received
therapy were more likely to engage in disordered eating behaviours. In specific, significant associations were
found between therapy with dieting and bulimia. Finding explains the belief that negatively perceived life
events are associated with disordered eating behaviours and should be taken into consideration as prognostic
factors when assessing systemically the family life structure of an adolescent prone to develop EDs. When a
symptom is placed in a central role, automatically reorganise the system around the problem, becoming the
central principle of the family’s life. As a consequence, every day-to-day decision is becoming difficult and
the disruption of life’s continuity is a basic element (Eisler, 2005).

Overall, study confirms that disordered eating can be triggered by a number of life changes.
Acknowledge, support and empathetic approach should be an important factor, underlining the need for

greater awareness at times of change (Berge, Loth, Hanson, Croll-Lampert, & Neumark-Sztainer, 2012).

7.5. Relationship Between Anxiety, Depression with Disordered Eating

Study findings acknowledged depression and anxiety parameters in the life of adolescents, which are
often related with disordered eating behaviors (Measelle, Stice, & Hogansen, 2006; Fulkerson, Sherwood,
Perry, Neumark-Sztainer, & Story, 2004), imbalanced dietary pattern, and unhealthy emotional eating
behaviour (Adam & Epel, 2007; Dallman et al., 2003). Findings corroborated previous literature, connecting
anxiety and depression with disordered eating behaviours. Specifically, adolescents who experience
depressive symptoms tended to engage more in disordered eating, mostly bulimic attitudes. Moreover,
adolescents who had experienced anxiety tended to engage in disordered eating, with both bulimic and dieting
tendencies.

This evidence supports the theory of stress-induced eating as a coping mechanism, because adolescents

may try to escape from the unpleasant emotion, because eating-induced stress reduction is associated with
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reward feelings (Adam & Epel, 2007; Dallman et al., 2003). Adolescent’s perceived depression has been
associated with a diet less in fruits and vegetables, more snacks, and more fatty foods in previous literature
(Simon, Wardle, Jarvis, Steggles, & Cartwright, 2003; De Vriendt et al., 2011).

While anxiety and depression is a common condition present among children and adolescents, it should
be always an important factor to be assessed, especially when literature finds a comorbid relationship between
depression and anxiety disorders with disordered eating attitudes (Johnson & Wardle, 2005, Sharpe et al.,

2018).

7.6. Parent Psychoeducational Prevention / Intervention

Building on the current study findings, research was mostly interested to address the problematic areas
(strengths and weaknesses) of parents and evolve with a prevention / intervention program, in order to
promote new, healthy behaviours. The aim of the psychoeducation was the early prevention in the family
system at risk of disordered eating behaviours. As family dynamics, parenting, and negative perceived
experiences in adolescence show to have an important power and become mainly the factors that predispose
and influence a child to engage in disordered eating behaviour, the study evolved by having parents as the
allies in adolescent EDs prevention. Additionally, the intervention in the level of parents aimed for early
prevention / intevention with at risk adolescents with EDs, which are not diagnosed.

In the light of the importance of familial factors in the etiology of EDs, systemic parent intervention in
the current study puts parents in a position to see their dysfunctional adaptive mechanisms within their system
in order to change them and adapt new ones (Lock & Fitzpatrick, 2009). This helped by listening new ways
of handling the problem, being creative and flexible, and attempting in adoption of new healthier behaviours.
This information makes group members believe again into their power and leave from sessions with a
determination in their inner capability to discover their unique solution (Eisler, 2005). As this is an essential

hypothesis tested, the instructor directed parent’s participation in the psychoeducation sessions, thus
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influenced conversations about family dynamics and behaviours, in a way that catalyzed parent’s strengths,
wisdom, and support. This challenged and encouraged any behavioural and transactional change.

Results from the current study intervention suggested enhancement of the capacity of healthier
involvement. Specifically, findings from the experimental intervention showed that parent’s psychoeducation
and guidance on important family parameters succeeded in (a) reducing parent’s disordered eating
behaviours, (b) promoting an authoritative parenting style and authoritarian parenting was contained, (c)
improving family functioning by enhancing healthier cohesion, (d) engaging in better adaptability structure,
and (e) better open communication between family members.

In contrast, findings from the control intervention showed (a) small negative changes in most eating
disorders attitudes, (b) no change in adaptability patterns within the family, (c) small decrease in open
communication, and (d) small decrease in authoritative and authoritarian parenting style.

Findings suggested that in the experimental group intervention, seminars gave the opportunity to
parents to process and re-establish appropriate parental authority as the main focus around which change
seems to take place and had greater impact compared to the control group intervention seminars.
Psychoeducation also served a chance for parents to start redefining their role, regaining healthy control on
other areas of the adolescent’s life. Parents were able to take some distance and disengage themselves from
the way they have been trapped with a symptomatic behaviour. Also, the results of the current study
intervention created healthier and constructive family dynamics, as well as secure family environments. In
contrast, results from the control intervention showed no changes in family functioning and parenting.

Consequently, findings from the study intervention emphasized that the relationship between parents
and adolescents can be improved and therefore contribute greatly when coping with disordered eating. When
a child loses self-control over life, he / she starts to search for external means of coping as a way to resolve
and cope with internal conflicts. On the basis of this idea, effective and healthy parenting may be beneficial
by helping adolescents to avoid externalizing their need to feel secure over eating (McGoldrick, Gerson, &

Petry, 2008). Empowerment and initiation of healthier parenting and family functioning may have a positive
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effect in a child’s confidence and self-esteem, decreasing child’s self-control over eating and prevent early on
disordered eating and / or EDs presence. Additionally, creating a sense of security and warmth should be the
crucial point of the interventions. Early changes in the family context can be feasible, in order to turn families
into a valuable resource; something which is evidenced from the current research.

Summarizing, targeting in early prevention may enhance the possibility to minimize the presence of
possible signs of disordered eating behaviours. Early intervention in the level of parents and in the level of
the family is recommended and can be used as a start point framework for changing family system’s structure
through (a) exposing the rules and beliefs that dictate a problematic and dysfunctional system, and also (b)
influence healthier functioning with structured boundaries, (c) introducing healthy ways of interaction with
the presence of an authoritative parenting, and (d) promoting family stability with better adaptability

mechanisms.

7.7. Limitations

The study has several limitations. First, the sample is relatively small and collected only from two of the four
districts in Cyprus. Second, although this study was aimed at studying self-perceptions of adolescents,
relying on self-report questionnaires might leave open some well-documented limitations related to this kind
of method. For example, responders may exaggerate or be embarrassed to reveal information due to the
nature of the questionnaires that explored sensitive issues. Third, because of the quite large questionnaire
battery, this placed burden on participants and therefore less of them completed the questionnaires on
depression (RADS-2) and anxiety (SCARED), which were last in order. Fourth, data has been collected
investigating general parents’ perception on family climate and eating behaviours, leaving out their direct and
indirect influence about their eating habits to children. Fifth, the study population had a medium
socioeconomic status and an overall healthy diet and low overweight percentage. Consequently, one cannot
claim that participants represent the population at large. Sixth, some scales had low internal reliability. The

low values of alpha (less than .60 - .70) in certain scales, such as the oral control eating behaviour subscale
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(EAT-26), the parental bonding total score scale (PBI-II), the family adaptability subscale (FACES-III), and
the permissive parenting style subscale (PAQ) should be further assessed in future studies. Seventh, a decision
was taken to exclude the use of perental bonding total score scale in the analyses due to the existence of
subscales measuring the same variable. Eighth, the study did not include all members of the family (siblings)
to assess whether siblings are at risk of developing EDs. Involvement of all family members and significant
others may bring greater results in disordered eating and/or EDs prevention. Ninth, handling missing data
using pairwise deletion might have some challenges when drawing inferences to the population. Finally,
there is a need for more reliable estimates of population parameters, in order to use effect sizes for important

comparisons.

7.8. Future Research

The findings provided evidence to suggest that, in addition to parental interactions that contribute to the
children upbringing (Stein et al., 1994; Tiggemann & Lowes, 2002; Waugh & Bulik, 1999), general
dysfunctional parenting is related to the risk of eating disorder symptoms in non-clinical individuals. Further
research should assess the relationship between eating disorder pathology and parenting style with (a) a larger
sample size, (b) revision of certain scales with low values of alpha, and (c) also extend the information
obtained from siblings, as well. This will help understand any differences in the microclimate of each child,
personality traits, and additionally assess the psychological aspects of the general family climate and its
reaction to eating behaviours.

Furthermore, individualized interventions on parental consultation and psychoeducation focusing on
how parenting styles influence their relationship with the adolescent should be part of eating disorder
intervention programs. Prolonged individualized interventions to parents and/or to all family members will
gain the advantage of time to integrate personal goal setting, healthy coping mechanisms, and family

functioning.
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In addition to parents, other adults in close contact with adolescents, such as general practitioners,
paediatricians, school counsellors, and gym teachers may contribute their observations and perception in an
effort to detect early on any signs of ED development. Health care professionals must be very careful on
choosing the suitable parent intervention for the family system (Carr, 2009). Future research must continue
evaluating different parental interventions for EDs in younger children population to facilitate early detection
of at-risk behaviours and development of prevention and early intervention programmes aiming to establish

healthy eating behaviours and a positive body image.
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CHAPTER 8

CONCLUSION

The findings are consistent with previous research and demonstrate that ED symptoms in non-clinical
sample of adolescents were related to less adaptive parenting styles and certain negative life events (such as
death in the family). After a series of psychoeducational seminars focusing on EDs background and healthy
parenting, parents were more likely to engage in more adaptive styles of parenting. These findings have
potential implications for clinicians and other health care providers working with parents.

Caution should be taken in the interpretation of results as several factors may have affected the
statistical power and precision of findings. There was a difficutly obtaining significant findings from the oral
control eating behaviour subscale (EAT-26), the family adaptability subscale (FACES-III), and the
permissive parenting style subscale (PAQ), possibly due to the low values of alpha gained in the study. One
possible reason could be the small number of questions and / or poor inter-relatedness between items that
should be further assessed and revised in future studies. The parental bonding total score scale (PBI-II) also
gained a low value of alpha, although it was not used in the study, because the care and overprotection
subscales measured the same dimention.

In the presence of higher levels of ED symptoms, families were more likely to present an enmeshed
structure with parents showing high control and overprotectiveness, engaging to an authoritarian parenting
style. The study supports that transitional negatively perceived life events were associated with
psychological symptoms of disordered eating and should be taken into consideration when assessing the
family system. Negative life events and increased levels of depression and anxiety suggested increased
likelihood for higher levels of disordered eating, with future ED pathology. For example, poor health status,
school difficulties, death of a family member, and numerous changes in the parents’ schedule influenced the
occurrence and maintenance of EDs. Therefore, it is expected that parents who tend to use the authoritative
parenting style are better able to understand adolescent’s emotional state, set boundaries to their children,

promote emotional growth, adopt healthy coping mechanisms, and keep the family as much cohesive and
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structured as possible with eventual promotion of healthy eating behaviours. Also, parents who take into
consideration the impact of negative life events in adolescent’s life are more likely to increase the possibility
of future initiation or maintenance of disordered eating and EDs in general.

Last, this study highlighted the importance of including all aspects of parenting in prevention / early
intervention of EDs, by examining family functioning influence on possible disordered eating in adolescents.
The study highlights the value of a systemic parent intervention, providing knowledge on specific areas that
have implications for improved and healthier family functioning strategies. It also stressed the importance of
examining adolescents’ perceptions and expectations regarding their relationships with parents, looking for
healthy relationships and exploring constructive coping strategies in the family system.

The findings of the study lead to the conclusions that (a) parents with authoritarian parenting style
restrict child’s autonomy, freedom, and voice, (b) enmeshed structure promotes restrictiveness and chaos in
the family context, and (c) negative or stressful events which might be present in the child’s life may trigger
disordered eating, in addition to high levels of depression and anxiety. The need to stress to parents early on
of the importance of promoting healthy parenting is crucial. By psycheducating parents of the importance to
set healthier boundaries, rules, restrictions, and simultaneously understand and manage a child’s behaviour is
more likely to promote positive effect and decrease the likelihood for presence of disordered eating, minimize
levels of depression and anxiety, and also promote positive emotional adjustment in adolescents. There is a

need for replication studies to produce more conclusive evidence in this applied field.
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Research Material Phase I
Appendix A. Individual’s consent form (adolescent and parent) for participation in research

ENTYIIA XYTKATAGEXHX
VL0l CUULLETOXN O€ TIPOYPOLLUO EPEUVOLC
(Ta évtuna amoteAoUvtol cUVOALKA amod 3 oeAideg)

KoAeiote va ovppetdoyete oe éva gpgovntikd mpdypappo. ITo kdto (PA. «[IAnpoopiss Yoo AcOseveig
1N/xor EOglovtécy) Ba cog doBov enynoelg o amAn YAdooa oyetikd pe to Tt 0o {ntnbel and eodg 1/xan Tt
Bo cog ovuPel oe €00C, €dv GLUUEMVNGETE VO GUUUETAGYETE GTO TPOYpouua. Oa cag meprypaodv
omotlodnmote kivovvor pumopel va vrdpEouvv N Tadaitmpio Tov TVYXOV B VITOGTEITE OO T CLUIETOYN GG GTO
npoypoppa. o coc emeEnynbei pe kdbe Aemropépela Tt o (nbetl amd €6dg Ko molog i Mool Ba Eyovv
TPOcPacn 6Tig TANPOoPopies /Kot GAA0 VAKO oL eBelovTikd Bo ddoete yio To mpdypappa. Ao cog dobei n
YPOVIKN TTEP1000G Yo TNV omoia o1 vTeHBvvVoL Tov Tpoypdupatog Ba £xovv TPdcPacn 6T TANpoPopieg 1/Kat
VA Tov Ba ddoete. Oa cag emeényndei T eAmilovpe va pdbovpe omd T0 TPOYPULLUO GOV ATOTELECLLO KoL
g O G oag ovppetoyne. Emiong, Oa cag dobel pia extipnon yo 1o 6pelog Tov pumopet vo vidpEet yio Toug
EPEVLVNTES 1/KOL YPNLATOOOTES AVTOV TOL TPOYPAUUATOS. AEV TPEMEL VO COUUETAGYETE, EAV OEV emOvgiTe
N €4v &YETE OMOLOVGONTOTE EVOOLUGUOVS 7OV GPOPOVY TN GUUUETOYN OO0 ©6T0 mPOypoppa. Edv
OTOPUGICETE VO GUUUETACYETE, TPEMEL VO OVOPEPETE €0V ElYOTE CLUUETACKEL € OMOOOMTOTE GALO
TPOYPOLLO EpEVVAG LEGO GTOVG TEAEVLTAOVS 12 unveg.

Eiote glevOepor vo omoolpete omoradnmote oTiypn] €ogic embBopeite v ovykotdBeon ywo v
ovppeToY 60g oto mpdypappa. ‘Exete to dikaiopa vo vroPdiete Tuyxdv mopdmova 1N KaToyyeAieg, oL
a@opovV TO TPOYPOLLO GTO OTO10 GUUUETEYETE, TPOG TV Emitpon| BionOikng mov evékpive 10 Tpoypappo 1
axoun kot otnv EOvikn Emttpor BlionBwkrg Kdmpov.

[Tpémer OAeg 01 GEMOEG TV EVIVTTMV GLYKATAOESNG VO PEPOVY TO OVOLOTETMVVLO KO TNV VITOYPOPT| GOGC.

Hotépac:
Ovopatendvopo: TnAépwvo:
Ymnoypaopn: Huepopnvia:
Mntépa:
Ovopatendvopo: TnAépwvo:
Ymnoypaopn: Huepopunvia:

O £XwV TN YOVIKA HEPLUVOL:

Ovopaten@vopo: TnAépwvo:

Ymnoypaopn: Huepopunvia:
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ENTYIIA XYTKATAGEXHX
VL0l CUULLETOXN OE TIPOYPOLLUO EPEUVALC
(Ta évtuna amoteAoUvtol CUVOALKA amod 3 oeAideQ)

2Hvtopog Tithog tov Tlpoypappatog 610 0moio KOAEIGTE VO GUUUETAGYETE

OIKOI'ENEIAKEYX XXEXEIX KAI 'ONIKH EITYTHTA

Aidete ovykatdBeon yioo TOV €0VTO GOG /KL Yo KATO0 GALO
dTopo;

Edv mo méve aravticate ylo Kamolov dALo, TOTE ODCETE AETTOUEPELEG KO TO GVOLLA TOV.

Ovopa Mabnth:

Epatmon NAL 1 OXI
ZOUTANPOCATE TO EVTLTTO GVYKOTAOEONG £0EIG TPOCSOMIKY,;
Tovg tedevtaiovg 12 pnqveg €xeTe GLUUETAGYEL GE OTOLOONTOTE AAAO EPEVVITIKO
TPOYPOLLILOL
Awpdcate kot katoldparte Tic TANpopopieg yio acHeveig 1/kot e0eAOVTES;
Eiyote v gvkaipia va pothoete epotoelg Kot va cvinmoete to lpdypauua;
AdONKOV 1KAVOTOMTIKEG ATOVTAGELS KOl EENYNOELS 6T TLYOV EPOTNLATE GO,
KotohaBaivere 011 propeite va amocvpbeite and 1o mpdypappa, é6mote OEAETE;
KotohaPaivere 6Ot11, €dv amocvpbeite, dev eivar avaykaio vo OdCETE
0mO1EGONTOTE EENYNGELS Y10 TNV ATOQAGT TOL THPOTE;

YOUQPOVEITE VO GOUUETACYETE OTO TPOYPUUNAL;

Me mo1dv vehvvo [AnGaTte;

Hotépac:

Ovopaten@vopo: TnAépwvo:
Ymnoypaogn: Huepounvia:
Mntépa:

Ovopaten@vopo: TnAépwvo:
Ymnoypaogn: Huepopunvia:
O £XWV TN YOVIKN HEPLUVAL:

Ovopaten@vopo: TnAépwvo:
Ymnoypaogn: Huepopunvia:
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ENTYIIA XYTKATAGEXHX
YLOL CGUULLETOXN O€ TIPOYPOLLLA EPEVVAC
(Ta évtumta amoteAovuvtat cUVOALKA Ao 3 oeAidec)

XHvtopog Tithog tov [Ipoyphupatog 610 0moio KOAEIGTE VO, GUUUETOCYETE
OIKOTI'ENEIAKEX XXEXEIX KAITONIKH EITTYTHTA

IHAHPO®OPIEY T'TA AYXQENEIX 1/kar EOQEAONTEX

Avyommté yovéa,

Eipor o dudantoourny dpoitftoie oto topéa g Yuyoroylog, amd to IMavemotiwo Agvrwolog ol xoeldlopor ™)
Poffeld cag Yo TN CUUTANE®WON TOU €QMTNUATOAOYIOV Hov 600 adogd Tn Owaxtogny] pov diatopt). H magoloa
€0euval €)YEL WG OROTO VO LEAETNOEL TN Yovikn eyyutnta otn {wn twv edrPwv (Tpdmot emkowvwviag kot cUvdeong), ®oBmMg xaL
VO GUYRQEIVEL TN OYE0N YOVED ROL TTOLOLOV HECO OTHV OLXOYEVELQL.

H épeuva duaymoitetal oe d00 evotntes. (A) Agywd, divetar ovyratdbeon, ue TNV vToyQadt oog oe auTd To £yyQada,
vl T ovpAnowaon 8o gpmtnuatoloyiwy, 1 omota meémel vo yivel amd to moudi xat tov yovéa. H ovpminowon tov
eouTnpotoroyiov oag Ba éxel didorewa 20 Aemtd. IloagdAinha, To moudi Ba CUUTANQEDOEL AVTIOTOLO EQWTNUATOAOYLO
070 oyohelo natd T dudoxrelo TOV LOONUATOS TOU, APOTOV OUMG ATOOTEIAETE VTOYEYQOUUEVA TO £VTUTIAL CUYRATAOEONC
now €xete evUeQOEl yLo TO TEQLEYXOUEVO TOVU EQMTNUOTOAOY({OV TOU TTadLol oag (egwThUaToAdYLo emavvdantetal). Ta
000 €QWTNUATOMOYLA CUUTTEQIAMAUPAVOUY ONUOYQAPIKES EQWTIOELS ®al avalnToUv TANEodPoQles yia THV VPLOTANEVN
oyéom yovéa-madlov. Znteltor émwg cvpumAnowOel ue wdBe exepvBeia xar ethipivela. Ou mAngodopieg moepévouv
eUmOoTEVTIXES VIO TNV €uBUVN Tou eQevvnTh ®ow Bar dratnEndel avovuplo ovupetexdviov. ITlagaxrald Omwg un
OVENTIOETE TIG ATAVTINOELS OOG UE RATOLO TNG OLXOYEVELAS RATA TN OLAQARELD TG CUUWTATQWONG TOV €QmTnuatoroyiov! To
Owd oag eQTNUATOMOYLO O TEEMEL VO ATOOTAALE/ETOTQODE! e TO OEONUACUEVO OPQAYIOUEVO PAnELO IOV COG £)EL
dwBel oto Tunpo AvBgomotrov Zmovddv tov IHavemotnuiov Agvrwoiac. (B) H delteon ¢pdon tng mogovoag
€0gvvag elval 1 TEOoUANOT YOVEWY O€ pa 0€LRd 6 exmodevtinv oepvagiov. To oepvdioia Ba éxovv dudorelo evauon
Mo %ol oxnomdg Tovg Oa elval 1 evOUVARMOT 1AL EVNUEQWON TV YOVEMV 000 0PoQA TS owroyeveloxés oyéoels. H
pdorANoN TV Yovéwv Ba yivel pe emAoyt) not PeETd amd mpoowmxi] TEAoRANCT TOV Yuyorhdyov/epevvnth. '’ avtd TO
Aoyo Tnteiton to ™MAEPwVO oag.  Omowadfimote dedopéva ouhheyBolv Ba yonoipomomBoiv poévo yio oromolc g
oVYRENQLUEVNC €oevvag nal Ba AndpBolv Oha ta amagalitnto pétoa dadpvAaEns twv dedopévov. H ocuppetoxn otnv
épevva eivar ebelovtiki. H €gevva mpoumobétel T obupwvn yvoun tov moudlol aveEaQTNTwg TG eVUTOYQAUPNG
ovyratdbeong Tov yovéa.

INa emmhéov egmTioels, vabhg noL TANEOPoIes yia Ta aTOTEAECUATA TNG £QEVVAG, TTOQOUXOAD OTWG EMKOLVIVIOETE |UE
™ Muwoérho Xowotodotvhou (rUowor epevvitola) oto TMAéPwvo 96-701215 1) otnv  mhextoovixi] OievBuvon
mikaella.christodoulou@outlook.com. & MePIMTWON TOU €XETE OMOLASHTOTE TOPANOVO N/KAL KATAYYEALD OXETIKA HE TNV

napoloa EPEVVO UMOPEITE VA ETILKOLWVWVIOETE UE AVEEAPTNTO ATOMO, aKadnUalko tou Mavemniotnuiov ko Kwvotavtivo ASauidn,
otov apdpo 22-841675 n otnv nhektpovikr SevBuvon adamides.c@unic.ac.cy. Emotnpovirh vmedBuvn tng moovoog

éoevvag etvar 1 Ag. Ioviia Mamayedoyn (IMavemothuo Agvrwoiog, Thh. emxowvwviog 22-842239 kot NAEKTPOVLKN
SlevBuvon papageorgi.i@unic.ac.cy). ITlagoxral®d OmWG TOQAIDOETE TO VIV CUYRATAOEONS OTOV €QEVVNTH], EV(D TO
EVTUTIO EVNUEQMONG TTOQAUEVEL O€ €00S. Boloropow otn dudbeot) oag Yo omoleodnmote eQwtioels!

20 gVY0QLOTM TOAD €X TV TQOTEQYV YLOL TN GUUTATQMOT] TOU EQMTNUATOAOYIOV.
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Hotépag:

OVoUaTET®VLLLO: TnAépwvo:
Yroypaon: Hpepopnvio:
Mntépa:

OVoUOTET®VLLLO: TnAépwvo:
Yroypaon: Hpepounvio:

O £XWV TN YOVIKN HEPLUVAL:

OVoUaTET®VLLLO: TnAépwvo:

Yroypaon: Hpepounvio:
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Appendix B. School’s consent form for participation in research

ENTYIIA XYTKATAGEXHX
ylOL CUULLETOXN) O€ TIPOYPOLLLA EPEVVAC
(Ta évtuma amoteAouvtal CUVOALKA oo 3 oeAldeC)

KoaAeiote va ocoppetdoyete oe €va gpeovntiko mpdypoppo. ITo kdto (PA. «IIinpo@opieg
yw AcOeveic )/kar EOglovtécy) Ba cag 60000V eEnynoelg o€ amAn YA®GGoO GYETIKA LLE TO Tl
Ba {nnBel and e5ag 1/kar 11 Oa oo cLUPEl 6€ GGG, EAV GLULPOVTCETE VO GUUUETACYETE GTO
TpOYpoppa. BOa Gog TEPLYPAPOVV OTOLOONTOTE Kivdvvol pumopel va vdpéovv 1 Tadoimopio
oL TVYOV Ba vrooteite amd ™ GVUUETOYY| 60O 6TO TPOYPaUpa. Oa cog eneEnynOel pe kébe
Aemropépeta TL Bo {nnBel amd £64g Kot woog 1 mowot Ba Exovv TPOGPacT 6TIC TANPOPOPiEg
n/xor dGAho vAkO mov gfglovtikd Bao dmdoete yia to Tpoypappa. Oo cag 600l n ypovikn
mePiodog Yo TtV omoio ot vmevOuvor Tov Tpoypdhupotog Oa Exovv mwPOSPacm OTIg
TAnpoopiec 1/kat VAIKO mov Ba dwoete. Oa cag emeENyndei 11 eAmilovpe va pdbovpe and
TO TPOYPOLUO GOV OTOTEAEGHO Kol TNG OKNG oo cvpupetoyns. Emiong, 0o cog o0l pia
eKTIUNOM Y00 TO OPEAOG OV UTOPEL VO DIAPEEL Y10 TOVG EPELVNTEG T)/KOL YPMUATOSOTES
AVTOV TOL TPOYPAUUATOC. AEV TPETEL VO GOUNETAGYETE, EAV O0EV emOuuEiTE 1] €AV £)ETE
0TTOLOVGONTOTE EVOOLOGUOVS TTOV APOPOVYV TN GUUUETOYN 60G 6TO mPOypappd. Edv
OTOPUCICETE VO GULUUETACYETE, TPEMEL VA  OVOQEPETE €AV E1YOTE GCLUUETACYKEL OE
OTOLOONTOTE AALO TTPOYPOUL EPEVVOG LEGO GTOVG TEAEVTAiOVG 12 unvec.

Eiote €hevOgpor vo amoovpeTe omoradnmote oTiyp] £o€ig emBopeite T ocvykatabeon
Y0 TN GUUPETOYY] 60S 6TO TPOypappa. Exete to dikaiopa vo vroPdiete toydv napdmova
N KotoyyeMeg, mTov a@opodV TO TPOYPOLUO GTO OO0 GULUUETEXETE, TTPOG TNV Emitpomn
Bion0wnc mov evékpive 1o mpoOypappo 1 akoéun ko otnv EOvik) Emitponn BionOikrg
Kbmpov.

[Ipéner Ohec o1 6eAidEG TV EVIVTTOV GLYKATAOEGNG VO PEPOVYV TO OVOUATETMVLUO KOL TNV
VTOYPAPT| GOG.

YOUPETEYOVTOC:
Ovopaten@vopo: TnAépwvo:
Ymnoypaopn: Huepopunvia:

Xyoleio:
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ENTYIIA XYTKATAGEXHX
yLOL CUULLETOXN O€ TIPOYPOLLUO EPEUVAC

(Ta évtuna amoteAoUvtol cUVOALKA amod 3 oeAideQ)

2Hvtopog Tithoc tov TIpoypdupatog 610 0moio KOAEIGTE VO GUUUETAGYETE

OIKOI'ENEIAKEYX XXEXEIYX KAI 'ONIKH EITYTHTA

Aidete ovykatdBeon yioo TOV €0VTO GOG /KL Yo KATO0 GALO
dtopo;

Edv mo méve aravticate ylo KAmolov dALo, TOTE ODCETE AETTOUEPELEG KO TO GVOLLA TOV.

Epaton NAI 1 OXI

ZOUTANPOCATE TO EVTLTTO GVYKOTAOEON G E6EIG TPOCSOMIKA,;

Tovg tedevtaiovg 12 pnveg €xeTe GLUUETAGYEL GE OTOLOONTOTE AAAO EPELVNTIKO
TPOYPOLLILOL

Awpdocate kou katoldfate TiIc TANpopopieg yio acheveis 1/kot e0eAoVTEG;

Eiyote v sukaipia va potoete epotoelg Kot va cv{nmoete to [pdypauua;

AdONKOV 1KOVOTOMTIKEG ATOVTGELS KOl £ENYNOELS 6T TLYOV EPOTHLOTE GO,

KotohaBaivete 011 prmopeite va amocvpbeite and 1o mpdypaupa, émote OEAeTE;

KotohaPaivere 6Ot11, €dv amocvpbeite, dev eivar avoaykaio vo OdoeTE
0mO1EcONTOTE £ENYNGELS YO TNV AOQAGT TOL THPOTE;

YOUQPOVEITE VO GOUUETACYETE GTO TPOYPUUNAL;

Me mo1dv vehvvo (AN GaTte;

YOUPETEYOVTOG:
Ovopaten@vopo: TnAépwvo:
Ymnoypaogn: Huepopunvia:

Xyoleio:
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ENTYIIA XYTKATAGEXHX
YLOL CGUULLETOXN O€ TIPOYPOLLUO EPEVVAC
(Ta évtumta amoteAovuvtatl CUVOALKA aro 3 oeAidec)

XHvtopog Tithog tov Tpoypaupatog 610 0moio KOAEIGTE VO GUUUETAGYETE

OIKOI'ENEIAKEY YXEXEIYX KAI 'ONIKH EITYTHTA

IHAHPO®OPIEY I'TA AYQENEIX 1)/kar EGEAONTEX

Avyommtd Zyohelo,

Eipou o ddaxtogxi] portitoia oto topéa tng Yuyoroyiog amd to [avemotimo Agvrwoiog ral xoeld.lopar ™ Porn 0t
00 YLo. TN OUUTAE®WOT TOV €QWTNHOTOAOYiOV pov 600 apogd ™) ddantoowrf pov duatopf). Exw eEaodpalioer tnv
amapaitnty ddeto amd ) BionBuxi) Emutoomi) Ktmpov (cuvnpuévn adeiodotnomn). Oa mogoararovoa t) dint) cog £yxolom
YLOL T X0Q1 YN0 TOV EQWTNUATOAOYIOU LoV 08 HoONTES RaL YOVE(S TOV eustiumTovy otV 1m péyot 3n Td&n tov Auretov oac.
H mapotoo ¢peuva €xel mg oo VO LEAETTOEL TIG OLKOYEVELARES OYECELS ROL VO CUYRQIVEL TN OYE0N YOVEX - TOUdLOV PéTOl
otnv owovévewo. H épeuva duayweiletal oe dUo evotnteg nor ovumeguhapfdver to €Eng. (A) Agywd, ou ¢édpnpol Ba
evnueewOovV Yo TNV €euva xal Bo mEémeL Vo TQOMONCOVY TO £VTUTO CUYXRATADEDS OTOVUS YOVEIS TTQLV TTQOYWQETOOVV OF
eTOUEVY GAON VL0 CULITATIQWOY TOV EQMTNUATOAOYIOU TOVGS. AQyxd Ue TNV VITOYQOpT) TOU YOvEX YL TN CUNITATIowon 1o
eQuTNHoToroyimv Olvetar ovyratdbeon yioe to modi xwor tov yovéa. Ta dVo epwtnpatordyla cuumegihaufdvouv
Onpoyoadrnég egmthoelg not avatntov Thneodopies yia T vdLotduevn oyxéon yovéa-moudot. O yovéag Ba magahdfet to
OO TOU EQMTNUATOAOYLO, T EVIVTO. OVYXROTAOEONS %Ol TO €QWTNUATOAOYLO TOU TAdOLOU TOU (TQOG EVNUEQWOT TOV
negleyopévov). O yovelg Ba mpémel (a) vo amooTelOVV/ETOTEEYOVV TO OEOTLAOUEVO OPQAYLOUEVO GAKRELD TTOU TOVG EXEL
owbel oto Tuhuo AvBowmotwdv Zmovdaov tov IMavemomnuiov Agvrwolog xor (f) vo vmoyedpouv T Evruma
ovyratdBeong Tov moudov. Addtou emoTQadpoiv, To madi Oa CUUTANQMOEL AVTIOTOLYO EQWTIUATOAOYLO OTO OYOAElO
©OTA TNV TEQI0d0 TOu pabfpatdc tov, e Oudpxrela 20 Aemtdv. (B) H devtepn ¢pdon tng mapoloog €gevvag elvar m
OO0 YOVEWV O€ o 0€Ld 6 exmtandevtinmy oguvogimv. Ta ogvdglo Oo €xovv dLdrelo EVAULON MO ®oL OROTOG
Tovug Ba elval 1 evOUVAL®ON Rl EVIUEQWOT TWV YOVEWV 000 apoQd TG owmoyevelanég oyxéoels. H mpodorinon twv yovéwv
Ba yiver pe emhoyn nor peTd OO mEOOMIAY TEOGHANGN TOU Yuyordyou/egevvnti. H ovppetoyn otny éoevva eivar
efehovrint). Omowadnmote dedopuéva cuiieyxBolv Ba yonouomomBoiv HOVo yia 6rOTOUVEC TNG CUYHERQLUEVNG £QEVVOG.
IMogoaxaid 6mwg deite TO EVTVTO CUYRATAOEONG TOV YOVEX YLOL EVIIUEQWOT).

INa emahéov egmTioels, »abmg noL TANEOPGOQIES YL TA OTTOTEAECUATA TNG £QEVVAS, TAQUXOAD OGS ETUROLVWVI|OETE UE
™ Muwoérho Xowotodotvhou (rUowor epevvitola) oto AéPwvo 96-701215 1) otnv  mnhextoovixi] OievBuvon
mikaella.christodoulou@outlook.com. 2€ TMePIMTWON TOU €XETE OMOLASHTIOTE TOPANOVO N/KAL KATAYYEALD OXETIKA HE TNV

napolo0 €PEUVA UIMOPELTE VA ETUKOLVWVICETE UE AVEEAPTNTO ATOMO, akadnuatkd tou MNavemniotnuiov, ko Kwvotavtivo ASauidn,

otov apdpo 22-841675 n otnv nhektpovik SevBuvon adamides.c@unic.ac.cy. Emotnpovirh vmedBuvn tng moovoog
éoevvag etvar 1 Ag. Iovihia IMamayewoyn (IMavemotiuo Agvrwoiog, ThA. emxowvoviog 22-842239 kot NAEKTPOVLKN
SlevBuvon papageorgi.i@unic.ac.cy). Bolorxopor ot dudbeot) oag Yo 0moleodNmoTe QT OELS.

Botoxopar atn 614001 oag Lo 0ToLECONTOTE EQMTNOELS.
YUOUPETEYOVTOG:

Ovopaten@vopo: TnAépwvo:

Ymnoypaopn: Huepopunvia:
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Appendix C. Demographic characteristics (adolescent)

A/A:

H moapotoa égevva €xel mg oxomd Vo LEAETNOEL TN yoviki gyyutnta otn {wn twv ednPwv (tpdmot emkovwviag Kat
oUvdeong), he okomod va katavonBel kKaAUTepa n oxéon yovéa %ot Todlov péoa oty owoyévela. Ta dedopéva mov
Ba ovilexBoiv Ba xonowpomomBovv POVO YL OROTOUS TNG OVYREXQLUEVNS €0evvag ot o AndBoliv dha ta
amaaitnTa pétoa dtadpvragng Twv dedopévov. H ovppetoxn otnv épeuva eival eBENOVTIKN KOL OL CURUETEXOVTEG
propoUV va amoXwprnoouv OMoLAdATOTE OTyHR amod TNV épeuva Xwpig ouvéneleg. Ou mAngodopieg mapeuévouv
EUTMOTEVTIXES VIO TNV VOV TOU gQevvNTH) ®ow O dtaTnENOel AV VUULC CUUUETEXOVTWV.

MEPOX A:

Hoeoxral®d CLUTANOOOTE TIS TAQORATO EQMTIOELS:

1. Hlwio:
2. dovlo:

3. EOvwotnto:

4. Eninedo Exmaidevong:

5. Bdpocg: kg Ypog: cm

6. Koatd tv amoyr| oag, vrneEav omoladnmote yeyovata To 0ol WTOQEl VAL ETTNEENCOY 0QVITIRA T
ovumeQLpoed oag; Edv vai, totE onuetmote.

I'eyovota Xoovixn Inueunote pe vy | Oemgeite mog oag
Ilegiodog QUTé IOV eméa ooy
ouvéfnoav. aQVITIXd;

(o) Metaxdon oe dAro
omiTL.

(B) Metaxivnon oe dAro
o OAElO.




10.

11.

12.
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(v) Emavainym yxoovidg
0TO O)OA€lO.

(8) Agomotela otV
OLXOYEVELQL.

() Odvatog otV
OLXOYEVELQL.

(©) AwaCoyo oty
OLXOYEVELQL.

(M) AMayég oto
TROYQOULUA TOV
yoVvéa.

(0) AdéhpLa Epuyav amd
TO OTUTL.

(1) Néo dtopo evrdyOnne
OTYV OLXOYEVELO..

Katd v amoym oag, avripetomilete omoleodnmote duorolieg oTig oxéoels oag pe dlha mondid;

0)NAI
1)OXI

M1 ntwg ®aveTe X101 TOERDOV OVOLMV OTO TOQOV OTAALO (VOQUWTIRA Ti/noL AArOOL);

0)NAI
1)OXI

Avtipetomifete vdmolo mpoAnua vyetag;

0)NAI
1)OXI

9.a. Edv vai, T eldovg mpoAnpa; Znuetmote:

Mnnwg avtipetomifete mpofAnpata UTvov;

0)NAI
1)OXI

Mnntwg avripetomilete dvorohieg 0to oyoieio (my: pabnotanég duorolieg);

0)NAI
1)OXI

11.a. Eav vou, T eidovg duonolieg; Znueimote:

Tvuvaleots;

0)NAI
1)OXI

12.a.. Edv vou, T €ldovg yupvaotint xavete nat wooeg poeég v efdoudda;
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/l /l

(TUmog yupuvaoTtikng) (MNoéon dlapkela;) (MNéoo ouyva;)

13. M1mwg AapPavete ndmoia eidovg Oepameio (Cwpatint] 1 Yuyinn);
0)NAT

1HOXI
13.a. Edv vai, tu eldovg now woud m didonela;

ZNUELDOTE:

14. T1og Ba yapaxtnoiate Tov eavtd 005 600 0POoEd TO CHUATIXO Oag BAQOS O
oyéom pe dlha oudLd TG nAriag oog;

A) Autofoon

B) Kavoviro/m
I') YréoPapom
A) Hayboapro/m
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Appendix D. Eating Attitudes Test — 26 (EAT-26)

IopoKor® OTOC KVKAMGETE TNV UTAVTIGI] TOV GOC YUPOUKTNPILEL KAAVTEPO.

1 =TIloté

2 = Zmdvio

3 = Mepikéc popég

4 = Zoyvd

5 = IToAb cvyvé

6 = Ilavta
1. Mg Tpopokparei 1o va yive vaépfapog/n. 1 2 3 4 5 6
2. ATOQEVY® VO TPAO® OTOV TEWVAO. 1 2 3 4 5 6
3. Mg anaocyoiei 10 poynTo. 1 2 3 4 5 6
4. To piyve oto @ayNTo Kol acOavopor Teg 6¢ 0o propécw 1 2 3 4 5 6

VO GTOLOTIOM.
5. Koo 10 9ayntéd pov 6g pikpd KOPPaTaKLO. 1 2 3 4 5 6
6. I'vopilo Tic Beppidoes GayNTAOV TOV KATAVIADVO. 1 2 3 4 5 6
7. ATo@edym E101KE TO QOYNTE pe VYN TEPLEKTIKOTNTA GE 1 2 3 4 5 6
voatavlpakes (yopi, poll, TatdTes, KTA).
8. N1wlo g o1 Ghlot O TpoTIHOVGAY VO £TPOYA TEPLGGOTEPO. 1 2 3 4 5 6
9. Mgtd 10 ayNTé KAVO ENETO. 1 2 3 4 5 6
10. N\i@0® évrovn gvoyn peTd Tov TPO®. 1 2 3 4 5 6
11. Mg anacyokiei  emBopia va yive o addvatoc/n. 1 2 3 4 5 6
12. Xké@Topor TNV KGyYN Oeppidowv 6Tav yopvalopar. 1 2 3 4 5 6
13. Alrol GvOp®TOL OKEPTOVTOAL OTL EipOL TOAD AOVVATOG/). 1 2 3 4 5 6
14. Mg amacyo)rel 1 1W3€0 TOV VO £(® AMTOS GTO GONO. POV 1 2 3 4 5 6
15. Mov maipvel TeprocoTePo YPpOvo amd TOVS VTOLOTOVG VO KOTAVALAG® TO 1 2 3 4 5 6
@oyNTé pov.

16. ATo@evy® TpOQIn0 TOL TTEPLEYOVY Chyop). 1 2 3 4 5 6
17. Kotavorl@dve dstotnTikd eoyntd. 1 2 3 4 5 6
18. Ni®0® g T0 gaynTé pov eréyyer T Con. 1 2 3 4 5 6
19. Agiyveo avtoéreyyo 6To ayNTo. 1 2 3 4 5 6
20. Nto0o mog or drior pe méCovy va ¢am. 1 2 3 4 5 6
21. 206800 mOLD YpOVO KO OKEYN OTO QAYNTO. 1 2 3 4 5 6
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22. NuoOo apora petd amé Ty KOTAVAAOGT YAVKOV. 1 2 3 4 5 6
23. Acyolovpe pe SLOATNTIKES CUUTEPLPOPES. 1 2 3 4 5 6
24. Mov apécel va €Yo (OEL0 GTORG)YL. 1 2 3 4 5 6
25."Ex® ™V mopoépunon va Kave gpetd neETa To aynto. 1 2 3 4 5 6
26. Aroroppave va sokipdlom kKavovpyro TAoV6Lo QoyNTA. 1 2 3 4 5 6

A. To piyvels 6to @aynto oe onpeio mov viMOeIg TS dgv O pTOPEGELS VO GTANOTGELS
(KOTAVOLOVELS TOAD TEPLGGOTEPO PUYNTO OO 6TL 0L TEPLOTOHTEPOL AVOp®TTOL OO NAI OXI
ETPpOYAV, KATO 0 TIS id1Eg CVVONKEC).

Eév van, 1660 cuyvé kKata T dwdpkero TG xepoTEPNS efdopddac; ..........

B. Eyg1g KaveL TOTE TOV £00T6 G0V VU VIAGEL APpp®SToS/N (VO e KAVEL ERETO) Y10 va. EAEYEELS
70 Papog 1 ™ Pryovpa cov; NAI OXI
Eév van, 1660 cvyvé Kata T dwdpkero TG xEpoOTEPNS EPOOPEOAC; ..........

I'.’Eygig moté ypnoponoun]oel KaOapTiKd, S101TNTIKG YT, /KoL S10VPNTIKA Yo va eAEYEeLS
70 Papog 1 ™ Pryovpa oov; NAI OXI
Eév var, 1660 cvyvé Kata T d1dpKero TG EPOTEPNGS EPOONAOUGC; ..ccveeeneene.

A.’Exg1g moté voonievtel pe o1atpo@ik dtatapoyn; NAI OXI
Ilorte;
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Appendix E. Family Adaptability and Cohesion Evaluation Scale (FACES - III)

[MopoKor® OTOC KUKAMGETE TNV UTAVTNGI] TOV TEPLYPAQPEL TNV OIKOYEVELD GUC.

1 = Zyedov moté

2 = Mo k&g 1600
3 = Mepikéc popég
4 = Xvuyvd

5 = Zyed6v mhvta

1. Ta péin g owoyéverag {ntave Pondera peTald Tove. 1 2 3 4 5

2. Xty gnilvon TpoPANPATOV, 0L ELGNYNGELS TOV TALOLAOV 0KOAOVOOVVTOL. 1 2 3 4 5

3. Eykpivovpe 100 @ilovg TOV VTOLOIT®OV 6TV 01KOYEVELD. 1 2 3 4 5

4. Ta woudrd £xovv Loyo otnyv mel@apyio Tove. 1 2 3 4 5

5. Moac apéoel va KAvovpe TPpaypata povo Pe TNV GUECT] 0LKOYEVELD ROG. 1 2 3 4 5

6. Ald@opa dTopa dpovy MG aPYN YO0l TNV OIKOYEVELD pag. 1 2 3 4 5

7. Ta pékn g owkoyévelng aro0avovtal o Kovtd o€ GAha péin g 1 2 3 4 5

01KOYEVELOG TTAPE 6 GYE0M e ATOpRd TOV BPicKovVTaL EKTOS OIKOYEVELNG.
8. H owoyévera pov ahraler Tov Tpomo mov yeipiletal o14.popa KadKovTa. 1 2 3 4 5
9. Ta péin g owkoyéverag amorapfdvovv va tepvovv Tov €LeVBepo ypovo 1 2 3 4 5
TOVG M€ TO GALO PEAT.

10. O yoveig ko Ta wordLd cvintave poli tTny Tipepio. 1 2 3 4 5

11. Ta pérn g okoyéverag areOavovror oA Kovtd neTeEd ToVG. 1 2 3 4 5

12. Ta o018 TAIPVOVY TIS ATOPAGELS OTIV OLKOYEVELD LOV. 1 2 3 4 5

13.Otav 1 01KOYEVELL CUYKEVTPMOVETAL Y10, dpacTNPLOTNTES, 601 Eival 1 2 3 4 5
napovrTec.

14. O kavoveg aArdCovy 6TV 01KOYEVELD pov. 1 2 3 4 5

15. Mzopodpe €0kora Vo OKEPTOVPE EVKOLN TPAYROTO TOV B0 pTOPOVOUNE 1 2 3 4 5
VO KAVOUPE MG OLKOYEVELL.

16. Avtarrhdcovpe 01KIOKES VTEVOVVOTNTES AVOPETAED pog. 1 2 3 4 5

17. Ta pérn TG 01KoyEvELOG GVUPOVAEVOVTAL AALL PEAN VIO TIS ATOPACELS 1 2 3 4 5
TOVG.

18. Eivan 00V0K0A0 VO avayvVOPIc® TOV/TOVS apynyo/apynyods Tng owkoyéverag 1 2 3 4 5
pov.

19. H evétnTa TG 01KOYEVELOGS EIVUL TOAD OUOVTIK]. 1 2 3 4 5

20. Eival 7oA 0V6K0AO VO KOTOAAP® TOLOG KAVEL TOLEG OIKLOKEG OovAEEgeTto 1 2 3 4 5
OTiTL.
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Appendix F. Parent-Adolescent Communication Scale (PACS)

IMopoKor® OTOC KUKAMGETE TNV UTAVTN G TOV YOPOUKTNPILEL KHAVTEPA TNV EMKOLVOVIQ
petolv eoac kon tne MHTEPA coc.

1 = Awpovd arndivta
2 = Alpovd
3 = Zopupove
4 = Zopueovo artdivta

1. Mnop® va cuinTiem To TGTEVM POV PE TN PNTEPA 1 2 3 4
10pic va arc0dvopor cuykpatTnuévog/n 1 vIpom).

2. Megpikéc @opég dvoKoAevOpOL VO TETEY® 060 POV AfeL 1 2 3 4
unTéPa pov.

3. H pntépo pov givor mavro KarAds aKpooTic. 1 2 3 4

4. Mepkéc gopég popapar va {ntiom 11 0éA® amd T pntépa pov. 1 2 3 4

5. H pntépa pov £l pia 1éon vo pov Afel Tpaypata o 1 2 3 4
ontoio 0o NTav KeAVTEPQ VO un AEyovTay.

6. H pntépo pov propei vo avayvopicel g arcddvopom 1 2 3 4
AOPIg Vo pOTIOEL

7. Eipor 1oA0 1Kavorompévog/n yio To 1og 1 2 3 4
EMKOLVOVOVUE EYD KOL 1| PUNTEPO. POV,

8. Edv eipor o€ prehdoeg, 0o propovca va 10 T® 6T 1 2 3 4
uNTéPa pov.

9. Agiyvo avoyytd TNV TPpLEEPOTNTAE pov 6T PNTEPA pHov. 1 2 3 4

10. Otav &govpe éva TPOPANRA, CVYVE SLOTNPO PO CLOTNAY GTACT] TPOS 1 2 3 4
™ pNTEPQ LoV,

11. Eipor wol0 tpooeytikdéc/M yio To TL 00 T 61 puntépa 1 2 3 4
pov.

12. Otov pAdo ot pNTéPa Hov, £ U0 TAOT VO AE® 1 2 3 4
npdypota mov 0o TV KEAVTEPX VO uny EAEYa.

13.0tav poTao EpOTAGELS, 1] PNTEPE POV ROV ATAVTAEL PE 1 2 3 4
gLMKpiveLa.

14. H pntépa pov tpoonadei va kKataldfer Tn 1K1 LoV TPOOTTIKY. 1 2 3 4

15. Yndpyovv 0épato ta omoia awo@edym va ovintiom pe 1 2 3 4
™ pNTéPa Hov.

16. To Bpiock® €0koro va cvinTicm Tpofiquorta pe T 1 2 3 4
uNTéPa pov.

17. Eivan oA €0k0)ro yio gpéva. va eKQpao® 0ha 1o TPOyRaTIKE pov 1 2 3 4
ovvalsOnqpota otn pntépa pov.

18. H untépa pov pe evoyret/potder. 1 2 3 4

19. H pntépa pov pepikéc opéc pe wposfdirer 6tav givar 1 2 3 4
Ovpopévn pali pov.

20. Ag vopiCm 0Tl pTOP® VoL TM 6T PNTEPA POV VL0 TO 1 2 3 4

OGS TPUYRUTIKG a1cOavopor Yo KAmowo TpdypaTa.
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Appendix G. Parent Authority Questionnaire (PAQ)

IMopoKor® OTOC KUKAMGETE TNV UTAVTN G TOV YOPOUKTNPILEL KEAVTEPA TNV EXMKOLVOVIQ
peToéV £630C KUl TOVS YOVEIS 6OC.

1 = Alapove andivta

2 = Alwpovo

3 = O¥1e dSwwpovd, 0VTE CLUEOVED
4 =Xopoovo

5 = Zopueovo ardivta

1. KaBdg peydrova, ot yoveig évimbav tog o€ éva Kard oroikodpevo omiti 0o, 1 2 3 4 5
TPEMEL VO TEPVE TOGO 0VTO TOV OEAOVV TO TELOLE 660 GVYVE KAl TV
YOVEMV.

2. Akopo Kou €4y To TodLd 0€ CVPEOVOVSaV Rl TOVG, 01 Yoveis Evimbay Tmg 1 2 3 4 5
Y0 TO KOAG pOg £TPETE VO, COUROPP®OOVUE PE AVTO TOV TiGTEVAY TOS NTAV
c®GTo.

3.0mote o1 yoveic pov pov £reye vo KGAvo KATL KaOOg peydrmva, avépeve va, 1 2 3 4 5
TO KOV OPECOS YMPIS EMTAEOV EPOTICELS.

4. KaO®g peydrhova, 0rot060NToTE KOVOVES EQUPROLOTAV 6TV OLKOYEVELD, OL 1 2 3 4 5
yoveic ovinTovoay To GKENTIKO Tic® amd avTov pali pe Ta Tordd.

5. Ovyoveic mavrote evBappuvav ™ cvlntnon 6tTav Evimba Teg o kavoveg 1 2 3 4 5
KOl TEPLOPLONOL N TAV TAPAAOYOL.

6. O yoveig TioTELAY TAVTO TMOG TO TG £OVV AVAYKT VU VIOGOUVV 1 2 3 4 5

€LeV0gpa VO 0TOPOGIGOVY KOL VO KAVOUY avT6 TOV OEA0VY, OKOpO KAl oV
aVTO € CUUPMVOVCE NE TO TL 0ghaV.

7. KaO®dg peyarova, oL yoveic pov dgv eMETPETAY VO Ap@LofnTiom Tig 1 2 3 4 5
ATOPACELS TOV ElYOV TAPEL
8. Kafdg peydrova, ol yoveic pov ka.000nyovoay Tic OpaoTnpLoTnTES KO 1 2 3 4 5
UTOPACELS TOV TULOLMV GTNV OIKOYEVELY NEGE 01TI0A0YI0G Kol Te@apyiag.
9. Ov yoveig mavtote EvimBav 6TL N xpRon TEPLOGOTEPNG TigoNg Amd TOVG 1 2 3 4 5
YOVEIS 001Y0VGE TA TOLOLE VO GUPUTEPLPEPOVTAL 0TS B0 Empeme.
10. KaO®g peydrova, ol yoveic pov ogv Evimbay 611 (peLaloTay vo vTaKovom 1 2 3 4 5
€ KOVOVIGROVS CUUTEPLPOPAS ATAA ETELDN KATOLOG nE EEOVGIA TOVG
EQAPROCE.
11. KaBdg peydrova, 1Eepa T wepipevay ol yoveig pov and péva péca oty 1 2 3 4 5

owkoyévera, oAl Tapdrinio Eviw@a erevBepog/n va cuinTiom avTig TIg
TPOcdoKieS £av NTav Tapdroyec.

12. O yoveig pov évimBay Tmg 01 60POi YOVEIS H10ACKOVY 6T THLOLH TOVG O 1 2 3 4 5
TOAD VOPIG Y10 TO TTOLO EIVUL TO APEVTIKO GTNV OLKOYEVELQ.

13. KaOdg peydrova, ot yoveic pov omwavia pov £dwvav kadoonynon ko 1 2 3 4 5
TPOGOOKIES VLU TT) COUTEPLYOPE pov.

14. Tig TeprocoTepes Popéc KOOGS NEYAA®VA, OL YOVEIG Hov £Kavay 0,TL 1 2 3 4 5
{nTovoayv Ta TELOLE GTNV OLKOYEVELD 0G0 ALPOPE TIS OLKOYEVELUKES
AmOPACELS.

15. KaO®Og 10 01014 6TV 01KOYEVELD PEYAAOVAY, 01 YOVEIS OV GUVEY QS £01vaY 1 2 3 4 5
00nYieg Kol KaO0d1YNON NE LOYIKO KOl UVTIKELPEVIKO TPOTO.

16. KaO®g peydrova, o1 yoveic pov 1tay word evoyinpévor edv tpoomadovca 1 2 3 4 5
va S emVIiic® pali Tovg.

17. Ovyoveic pov oncBavovran Tog 10 TEPLGGOTEPO TPOPAPATA TNV KOWVOViD 1 2 3 4 5

00 AOvovTav gdv ol yoveig dgv TEPLOPILaY TIG OPUSTNPLOTITES, ATOPACELS
Kol ETOVRIEG TOV TV TOVS KAODGS peydrmvay.
18. KaOdg peydrowva, o1 yoveic pov pov £0vay vo Katarapo woréc 1 2 3 4 5
OVUTEPLPOPES OVEREVE ATTO EREVO KOL EAV OEV UVTATOKPIVOPOVY GE QVTEG, NE
TILOPOVGAYV.




Family dynamics and disordered eating behaviours 156

19. KaO®g peydrova, o1 yoveic pov pov EXETPETAV VO ATOPUCICM Y10 1 2 3 4 5
TPAYROTA TOV PE APOPOVSAY YOPIS KaB0dyNon amwd avtovc.
20. KaOog peydrava, ot yoveic pov Adppavay vaoyn 1 YvOUN TOV ToLdLOV 1 2 3 4 5

OTOV TAIPVOVTOV OLKOYEVELUKES ATOPAGELS, 0ALG OV B0 amoPacIiay KATL
EMELON OTAG TO TOAOLE TO CNjTNGAY.

21. Ov yoveic pov dgv Bepovcav Tov £0VTO TOVS MG TO VITEVOLVVO dTopo Y10, 1 2 3 4 5
Ka00d1ynon ko exifreyn TG copTEPLYPOPAS LoV KAOADGS peydrmva.
22. KaOog peydrava, ot yoveic pov giyov EekdBapa deoopéva yia 1 2 3 4 5

CUUTEPLPOPE TOV TULOLDV GTO OTiTL, AALG 1) TAY TPOOULpOL VO T
TPOCOUPUOGOVY UVALOYO PE TIG AVAYKES TOV KAOE TALO100 GTNV OIKOYEVELX.
23. KaOag peydrmva, ot yoveig pov pe kadodnyovoay yio T GUUTEPLPOPE KL 1 2 3 4 5
TIG OPUSTNPLOTNTES HOV KOL TPOGOOKOVGAY VO, TIS 0KOLOVONG6®, aAAE
navrote NTav TPOOLIOL VO AKOVOOVY TIS 0VI|GVYIES LoV KOl Vo cviNTi GOV
avty TV KaBodiynon pali pov.
24. KaOog peydrava, o1 Yoveic pov pov ETETPETAV VA ONULOVPYA T1] OLKY] LoV 1 2 3 4 5
Aoy TAV® GE OLKOYEVELOKE CNTIROTA KOL YEVIKG POV ETETPETAY VO
amoQaoilm povog/n yro o 1L 0a Ekava.
25. Ov yoveig pov mavrote EvimBav 6TL T TEPLOGOTEPO TPOPARATA GTNV 1 2 3 4 5
Kowovio 0o LOvovtav €4v o1 yoveic avripet@miay pe avoTnpéTNTO KoL
eMPANTIKOTNTO TO TOOLE TOVG 6TV OEV EKavay aVTO OV Oa Empene va
Kavouv ka0®O¢ peydrovay.

26. KaOog peydrava, ol yoveic pov cuyvé pov éreyav akpifoc T1 10ghav ko 1 2 3 4 5
OGS TO N0ghav a6 EPéVa Vo TO KAV,
27. Kabag peydrmva, ot yoveic pov pov £éowvav kadapi) kadodnynon yro 1 2 3 4 5

CUUTEPLPOPE KOL TIS OPUSTNPLOTITES MOV, GAAG 1)TAV ETICNS KATAVONTIKOL
otav drepmvovsa poli Tovs.

28. Koo peydrava, ol yoveic pov dgv Ka.0001 Y0000V T1] GUUTEPLYOPU, TIS 1 2 3 4 5
OPaoTNPLOTNTES KON EMOVNIEG TOV TALOLAOV GTNV OLKOYEVELX.
29. Kabag peydrmva, nEepa L avépevay ot yoveic pov amd gpéva péco. oty 1 2 3 4 5

OLKOYEVELD KOL ETEPEVAV VO, COPROPPOOD 6€ 0VTES TIC OTALTNGELS 06
oefaopod tpog TV e€ovoia Tove.
30. KaOog peydrova, £av o1 Yoveis pov Emaipvay puo aré@acn yio Ty 1 2 3 4 5
01KOYEVELD 1] OTTOL0 P TAYOVE, 1)TOV TPOOLpOL Vo cuinTiicovY Kol Vo
TAPAOEYTOVV €AV Eiyav KAVEL KATL AGO0G.
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Appendix H. Parental Bonding Instrument (PBI-II)

IMopoKor® OTOC KUKAMGETE TNV UTAVTN G TOV YOPOUKTNPILEL KHAVTEPA TNV EMKOLVOVIQ
petolv e6ac ko Tn MHTEPA coc KaOOC neyarlovarte.

1 = AniBavo

2 = MdAlov amiBoavo
3 =ITBavov

4 = TToA¥ mOavov

1. Mov mAder pe pro {eoTi] Ko LMK QOVY). 1 2 3 4
2. Agv pe ponOnce 60 B 10gha. 1 2 3 4
3. Mg Gpnoe vo KGve 1o TPAYRATE TOV POV APECE VO KAVE®. 1 2 3 4
4. Mov @ovotay ovvolsOnpotikd Toyopévn aréviavTl Hov. 1 2 3 4
5. ®awvotay va katolappoivel To TPOPANRATE KOl TIS AVI|GUYIES pov. 1 2 3 4
6. Htav 6TopyiKi] omévavTl pov. 1 2 3 4
7. Tng Gpeoe va KAvm Tig dikég pov emAoyéc. 1 2 3 4
8. Agv 110€ke va peyorooco. 1 2 3 4
9. lIpoonaBovoe va ehéyEer 6TL £Kava. 1 2 3 4
10. Ewoépaie otnv 1010TIKI pov {m. 1 2 3 4
11. AmordpPave va cvintaser pali pov. 1 2 3 4
12. Zvoyvé pov yopoyerovoe. 1 2 3 4
13.’Et€wve vo. pg vravtevel. 1 2 3 4
14. Agv gawvotay vo kotaropfaiver T yperalopovy i 10ha. 1 2 3 4
15. Mg donve vo emAEy® TPAYROTO Y10 EREVA. 1 2 3 4
16. Mg ékave vo. 0160dvopar Tmg dgv Npovy emBopuntoc/. 1 2 3 4
17. Mg ékave vo. o0 KardTepa 6Tav ROV 0VaSTATOREVOS/T). 1 2 3 4
18. Agv mhovoe wapa mord pali pov. 1 2 3 4
19. Mg ékave vo. orc0dvopan e€aptnuévoc/n amd exeivn. 1 2 3 4
20."Evio00 weg 6gv pmopovsa vo gpovTticm Tov €0VT0 POV, EKTOS KoL €AV fTav 1 2 3 4

olmla pov.
21. Mov £0wve apketn ehevBepio 6on 0a 10cha.
22. Mg aonve va fyaivo £Em 660 0o 110gha.
23."Hrav vrepnpootatevTiky] poli pov.
24. Agv pg Em0voUoE.
25. Mg aonve va vrovopar 6rteoc 0gha.

—
[NSR \SRR S 2 (SRR S}
W W W W W
L R
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Appendix I. Reynold’s Adolescent Depression Scale (RADS)

KukA®GTE TNV 0TAVTINGN TOV GOC YUPOUKTNPILEL KAAVTEPO:

1. Nto0o yapodpevog/n. 1 2 3 4

3. Nwo0o» pévog/n. 1 2 3 4

5. N0 onpavrikoc/i. 1 2 3 4

7. N0 Avnpévog/n. 1 2 3 4

9. Ni00® Tog Kavévag dgv volaleTor yio gpéva. 1 2 3 4

11. N0 dppootoc/n. 1 2 3 4

13. Ni00o 611 000 va @Oy pokpld. 1 2 3 4

15. Nopio nog dgv pe oopmadovv arror padntéc. 1 2 3 4

17. N0 tog n Lo givar Gokn. 1 2 3 4

19. Ni®0o 611 gipon KaKOS/16. 1 2 3 4

21. Nuoo Avmn Yo Tov €0vT6 pov. 1 2 3 4

23. Nuo0o 6T 0ého vo pifjoo o€ dAlovg podntés. 1 2 3 4
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25. O¢ého vo. TEPVO KAAA. 1 2 3 4

27."Eyx® otopay6movove. 1 2 3 4

29. Nuo0o g pmop® va yeopatico. 1 2 3 4
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Appendix J. Screen for Child Anxiety Related Disorders (SCARED)

[MopoKor®d OTOC KUKAMGETE TNV UTAVTIGI] TOV GOC YUPOUKTNPILEL KAAVTEPO 0G0 A.QOPU.

TOVC TEAEVTAIOVE 3 M1VEC.

1 = AdBog | Zrévia
2 = Mepikég popéc
3 = AMbewo 1 Tig mheioteg Qopég

1.0tav mcOdavopar pofropévog/n givar ToAd HVGKOLO VO AVATVEDLCE. 1 2 3
2.’Ey o movoke@drovg 6Tav gipor 610 6yoreio. 1 2 3
3. Aev pov apécel vo Bpickopar pe dropa Ta omoia oy Yvopilo kard. 1 2 3
4. ®ofapor 6TV KOWPAPAL LOKPLE 070 TO OTiTL. 1 2 3
5. Avnovy® 7w To €av apéom 6g Ghha dTopa. 1 2 3
6. Otav viobo @ofropévoc/n, arcOdavopor Tawg 0o Mrodvpunco. 1 23
7. Eipan ayyopévog/n. 1 2 3
8. AkoAoVO® TOVG YoVEIG POV 6TTOL TN YAivOY. 1 2 3
9. Ov GvOpmmor pov Aéve Tog d€iyve ayyopévog/m. 1 2 3
10. N\i@0o dyyoc 6Tav Bpickopor pe GTopa Tov dgV YVOPIL® KoAd. 1 2 3
11."Eyo otopayémovovg 6tav gipar oto cyoieio. 1 2 3
12. Otav eopnbo, iobo toc 0o Tperado. 1 2 3
13. Avnovy® 6Tav kowpapor pévog/. 1 2 3
14. Avnovy® oty 10£a va. eipor KaAdg/1] 660 GAlo TOAOLA. 1 2 3
15. Otav 9ofn0®, iodm tog T Tpdypate YOPp® pov dev sivar aindivd. 1 2 3
16. 'Eyo £udAtes TS KATL KOKO copfaivel 6TovG Yoveic pov. 1 2 3
17. Avnovyo oty 100 Teg Ba Ta® cyoieio. 1 2 3
18. Otav eopnbm, n Kapdrd pov KTVTAEL YP1YOPO. 1 2 3
19. Tpépo. 1 2 3
20."Ex® e@raiteg 671 KATL KOKO O pov cvppei. 1 2 3
21. Aviiovy® Yo 10 GV TO. TPAYPOTO 00 TAVE KOAG Y10 gpéva. 1 2 3
22.01av gofno®, 10pOV® TOLV. 1 2 3

23. Avnovyo. 1 2 3
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25. ®ofdapor va péve pévoc/n 61o omiti. 1 2 3

27.01av gopndo, iebm Tmg tviyopar. 1 2 3

29. Ag pov apécel va gipor poKpLd oo TNV 0IKOYEVELD pov. 1 2 3

31. Avnovy® 6T K41 KoK 00 cupfei 6Tovg Yoveig pov. 1 2 3

33. Avniovy® ywo. To TL 0a copfei 6To péhdov. 1 2 3

35. Aviiovy® Yo To 1660 KOAL KAV To TpdypaTa. 1 2 3

37. Avnovyd yw apdypata wov £ovv 1101 copfel. 1 2 3

39. Ni©0o ayyopévog/n 6tav sipor pe dhia TordLd 1 EVIAKES KoL TPETEL
Vo KOVO KATL KOO®OG pe mapakoiovOovv (Yo mapddsiypa: vo swepaco dvvard, 1 2 3
vo Ao, va oo éva mavyvior | a0inpa).

41. Eipon vrpomarog/n. 1 2 3
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Research Material Phase 11
Appendix K. Demographic characteristics - parent

A/A:

H mopotoa égevva €xel mg oxomd Vo LEAETNOEL TN yoviki gyyutnta otn {wn twv ednPwv (Tpdmot emkovwviag Kat
ouvdeong), he okomod va katavonBel kKaAUTepa n oxéon yovéa xat Toudlov péoa oty owoyévela. Ta dedopéva mov
Ba ovilexBoiv Ba yonowpomomBovv POVO YL OROTOUS TNG OVYREXQLUEVNS €0evvag ot Ba AndBolv dha ta
amaaitnTa pétoa dtadpvragng Twv dedopévov. H ovppetoxn otnv épeuva eival eBENOVTLKN KOl OL CUMUETEXOVTEG
propoUV va amoXwprnoouv OTMOLASATOTE OTYHR amod TNV épeuva Xwpig ouvéneleg. Ou mAngodopieg mapeuévouv
EUTMOTEVTIXES VIO TNV VOTVVN TOU gQevvNTH) ®ow O dtaTnENOEl AV VUIIC CUUUETEXOVTOV.

MEPOX A:

Hoeoxral®d CLUTANOOOTE TIS TAQOXATO EQMTIOELS:

10. Hhwxio:
11. ®0ho:

12. EOvinomro:

13. Eninedo Exmaidevong:
14. Bdaooc: kg Ypoc: cm

15. TTowk etvar n owoyeveLoxt] oag XATAOTAON;

A) Mévog/n, gv mavtpelTNKA MOTE

B) e oxéon

I MNavtpepévog/n

A) 3e Sldotaon

E) Xwplopévog/n

Z) Xipog/a
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16. >to mapov otddlo, SouleleTs;
A) As SouAelw.
B) AouAsUw o€ PEPLKAG amaoxoAnong wpaplo.

N Aoulebw og MANPNG anacxoAnong wpdplo.

17. Mapakalw OMWC CNUELWOETE O TIOLO CNUELD TN KALHaKOG BO KATATACOATE TNV OLKOYEVELX GO OLKOVOULKA:

Otwyog MAovalog

18. Katd v dmoyt) oog, uramg vne&av omoLadnmoTe YeYovOTa Ta OTolo LIToQel VoL EMNEEACAV AQVNTIXA
TN OVUITEQLPOQA TOV TOdLOV 0aC;

I'eyovota Inuewnote Xoovixn Oemoeite Tog

ue y avra Ilegiodog emotaoay
IV aQVITIXA TO

ouvéfnoav. Toudi ooc;

(o) Metandon og dAho

omiTL.

(B) Metaxivnon oe dAro
oy OAElO.

(v) Eavainym yoovidg

0TO O)OA€lO.

(8) Agomotela otV

OLXOYEVELQL.

() Odvatog otV

OLXOYEVELQL.
(©) AwaCiyo oty
OLXOYEVELQL.

(M) AMayég oto
TROYQOULUA TOV
yoVvéa.

(0) AdérpLa EPuyav amd

TO OTlTL.

(1) Néo dtopo evrdyOnne

OTYV OLXOYEVELO..

19. Katd v amoym oog, uhmmg To mondt 00g avTUeTmIilel 0mtoleadnmote dUOROMES OTIC OYETELS TOV e dAAaL
aToua;

0)NAI
1)OXI

20. "Exete omolecdfmote avnovyies phmmg to mondi oog eivor eEaQtnuévo amd ToEinés ovoieg (voQrmTnd f/xat
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aAroOM);

0)NAI
1)OXI

21. AvtipetomiCel To moudi oog xAmolo mEOPANua vyeiog;

0)NAT
1)OXI
12.a. Edv vau, T eldovg mooPfAnua; ZnuetmoTe:

13. M1jmwg To adt oag aviipetmmitel mpoPAnuata Hmvouv;

0)NAI
1)OXI

14. YnpoEav omoteodijmmote duonrohieg xotd T dLdoneLa 1) LETA TV £YRVHOOVVT (600
adoed ™ o0lvyo);

0)NAI
1)OXI

15. Mijwg to moudi oag avripetmmilel Suorohies ot ndbnon (wy: podnotanrés Gvonohies);

0)NAI
1HOXI
15.a. Eav vau, T eldovg dvonohies; Enuewmote:

16. M1mwg To awdi oag hapPdver rdmotov eldovg Oepasetag (cwpatixt 1 Yuyrt)

0)NAT
1)OXI
17.a. Edv vai, tu eldovg now woud m didoxela;

ZNUELDOTE:
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Appendix L. Parent Authority Questionnaire (parent’s edition) — PAQ-R

IopoKoA® 0TTOC KUKAMGETE TNV UTAVTNGI] TOV GOC YUPOUKTNPILEL KAAVTEPO.

1 = Awpovd arndivta

2 = Alpovd

3 = O¥1e dSwwpovd, 00VTE CLUEOVED
4 =Zopooved

5 = Zopueove andivta

1. X¢ éva KaTdAAnlo 1o TNV 0IKOYEVELD OTITL, TO TALOLA TPEMEL VAL £Y0VV TO 1 2 3 4 5
O1K6 TOVG YMDPO OTMS KL OL YOVEIG.

2. ' TO KOAD TOV TALOLAV, OTOLTA VO CORHOPO®OOVY PE 0VTO TOV TGTEV® 1 2 3 4 5
givarl 6M6TO, OKOPO KoL EGV TO TOLOLH OE CUUPMOVOVY.

3.0tav iNTtao amé To TEOLE POV VO KAVOUV KATL, AVOREVE VO TO KAVOLY 1 2 3 4 5
ApECOS YMPIS EMTAEOV EPOTIOELS.

4.0tav KavOveS EQaPROLOVTOL GTNV OIKOYEVELX, GVENTA TO CKENTIKO Tio® 1 2 3 4 5
amd avTovg poli To Tednd.

5. Héavrote evOappive 1 cvlitnomn, 6tav Ta tadd arcdaviovv Tmg ot 1 2 3 4 5
KavOveS Kal oL Tepropiopoi givar Taparoyorl.

6. Ta maord yperalovror va vidBovv gLe00gpa vo amroQacicovy Kot va Kavouvy 1 2 3 4 5
6T1 0£hovV, akope Kol av 0VT6 08 CVPPMVEL pg To TL BELovY o1 yoveic.

7. Agv emTPET® 6TO TOLOLE POV VO CPPLOPNTOVY TIG ATOPAGELS TTOV XM 1 2 3 4 5
naper.

8. Ka00oony® 115 0pacTnploTNTES KOL ATOPACELS TOV TOLOLAV GTIV 1 2 3 4 5
01KOYEVELD PEC® GVENTNONG KOL YPTCLHOTOLAOVTAS AVTANOLPES 1] TIp®pPiES.

9. ALLor yoveic TPETEL VO OKOVV TEPLGGOTEPT TIEST] GTO TALOLE TOVS VLU VO 1 2 3 4 5
oVUTEPLPEPOVTAL OTTOGC O Empeme.

10. Ta ma1o1d pov dev YPELECETOL VO VTAKOVYV GE KAVOVIGIOVS COUTEPLPOPAS 1 2 3 4 5

amAha emELd] Kamwolog pe eEovoia Tovg enéPfaie.

11. Ta mao1é pov yvepilovv 11 avopuéve omd avtd néca 6Ty otkoyEveld, 1 2 3 4 5
0ALG Tapdrinia viwBovv hevBepa vo 6uINTIICOVY EGV 0L TPOOGOOKIES POV
givan maparoyec.

12. O 600l yoveig TPEMEL VAL S10AGKOVY GTO TULOLE TOVG 0.0 TOAD VOPIS Yo 1 2 3 4 5
T0 7010 €IVl TO AYPEVTIKO GTNV OLKOYEVELQ.

13. Zuvii0wg dev BETm avetnpn KaBod1 Y6 OC TPOS TN CVPUTEPLPOPE TOV 1 2 3 4 5
TALOLAV pHov.

14. Tig TeprocoTEPES POPES KAVO OTL CNTNGOVY TO TALOLE GTNV OLKOYEVELD 66O 1 2 3 4 5
0QOPEG OIKOYEVELOKES UTOPACELS.

15. Aé® oTo TOOLG POV TL TPETEL VA KAVOLY, 0ALG TO.paAIN Lo EENYA TOVG 1 2 3 4 5
AbyovLS Yo TOVG 0Ttoiovg Oa TPEmEL VO TO KA vouy.

16. Evoylovpg word €dv Ta ma1d1d pov tposnadovyv va o1e@®vijoovy pali pov. 1 2 3 4 5

17. Ta neprocdTepa mpofrfqpate oty Kowvovio 0o Aovovray €4y ot yoveig 1 2 3 4 5

agnvay Ta TadLd Tovg Vo EMAECOVV TIG OPUSTNPLOTNTES, ATOPAGELS KL
emBvpieg ToVg KOOMOG peyaradvoov.

18. Aive 6710 TO1014 POV VO KOTAAAPOVY TOLEG CUUTEPLYPOPES AVAUEVE® KOL EAV 1 2 3 4 5
0€V 0KOAOVOG0VY TOVS KAVOVES TOTE TIHOPOVVTOL.

19. Emtpénm oto TO1d14 LoV VA ATOQPAGIGOUVV Y10 TPAYLATO TOV TO. 0.P0POVV 1 2 3 4 5
X0pic Toll KaBodyNoN amd gpéva.

20. Aoppdave vaoyn T YVOUN TOV TOLOLAV LoV 6TAV TAIPVE OIKOYEVELOKES 1 2 3 4 5
OTOPACELS, AAAG OEV OTOQUGILM KATL ENEWON OTAA TO TOIOLA TO CjTNOAY.

21. Agv Oe@p® TOV £00TO POV VTEHOVVO GTONO GTO VO AEM OTA TOLOLA POV TL 1 2 3 4 5
Vo KAvouv.

22."Eyxm Eek00p0o. 000PEVA VIO TT] GUUTEPLYOPU TOV TALOLAV HOV, OAAL 1 2 3 4 5
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gipor Tp6Ovpog/1n Vo TO TPOGAPPUOG® AVALOYO UE TIS BVAYKES TOV KAOE
OO0 GTNV OLKOYEVELD.
23. IIpocdoK® amé Ta TOdLA LoV Vo AKOAOVON GOV TIG 001 YiES pOV, GALG 1 2 3 4 5
ndvrote gipor Tp6OvpOg/N Vo AKOVO® TIS AVNGVYIES TOVS KAl VO, cViNTI|oO®
TOVG Kavéveg pali Tovg.

24. EmTpén® 610 TOOLE OV VO NUI0VPYNGOVY T1) OIKT] TOVS Aoy 660 1 2 3 4 5
0QOPE OKOYEVELOKE (NTINHOTO KO TA 0OV VO, 0T0Pacilovy Kol avTd.
25. Ta neprocétepa TpoPApata 6TV Kowvevia 0o Avvovtay dv ot yoveig 1 2 3 4 5

OVTIPETAOMLOY PE QVOTPOTNTA TA TOLOLE TOVG OTAV OV EKOVAY AVTO TOV
00 £énpene vo KAvovv.

26. Xvyva Aé® 6Ta TOLOLE POV AKPLPAOS TL OVUPEVE VO KAVOLY KO TTAGS VO TO 1 2 3 4 5
KAvovv.

27. Aivo EgxaBapn kKaB0d1 Y1 0N 6TO TELOLE POV, BALG ETIONS KATAVO® OTAV 1 2 3 4 5
oL@vovv pali pov.

28. Agv Ka.00dNY®D TN GUUTEPLPOPA, TIS OPACTNPLOTNTES KoL EMOVNiEG TOV 1 2 3 4 5
TOLOLAV POV

29. Ta wa1d1a pov yvopilovv Tt avopéve amé ovTa Kol GOPPOPPOVOVTIL GE 1 2 3 4 5
QUTEG TIG ATULTOELS TR 00 oEPacnd Tpog TV e&ovoia pov.

30. Eav mdpo pro amé@oon yio T ToioLd Hov 1 owoio TANYAOVEL, ipan 1 2 3 4 5

npo0opog/n vo TapadeyTo 0TI £Ym KAvEL KATL AdOOoC.
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Appendix M. Parent-Adolescent Communication Scale (PACS)

IMopoKor® OTOC KUKAMGETE TNV UTAVTN G TOV YOPOUKTNPILEL KAAVTEPA TNV EMKOLVOVIQ
peTaéV £60C KUl TO TOLOL0D GOC.

1 = Awpovd arndivta
2 = Alpovd
3 =Zopupove
4 = Zopeovo ardivta

1. Mnop®d va 6viNTHE® TO TLGTED®O POV PE TO TALdi pov 1 2 3 4
Y0Ppig va arcOdvopar cuykparTnuévos/n | vipomi.

2. Mepkég Qopég £® OVGKOAIN VO TIOTEY® 060 pov AégL To mamdipov. 1 2 3 4

3. To nandi pov givor Tavra karhog axpoaTi|c. 1 2 3 4

4. Mepikég @opég pofapon va pOTHGO® TO TALdi OV Y0, 1 2 3 4
70 T B¢ 0.

5. To wandi pov £xe1 pio Tao1 Vo LoV AEEL TPAYRATO TO. 1 2 3 4
omoio 0o 1Tav KOAVTEPA Vo pNV ELEYE.

6. To mandi pov pmopei va avayvopicsl Tdg orcdavopor 1 #7° NSw”4
XOPIg Vo pOTGEL

7. Eipor wodv wavomompivog/n Yo To g I 2 3 4
ETUKOLVOVOVE EYAD KOl TO TOLO1 pLov.

8. Eav sipo 6g pehddes, 0o propovca va To T 67O TALdl pov. 1 2 3 4

9. Agiyve avoyytd T TPLPEPSGTNTA pov 6TO TALSL pov. 1 2 3 4

10. Otav £xovps éva TPOPANNA, GUYVAE HLOTNPO PO GLOANAY 6TACY 1 2 3 4
TPOG TO TALDL POV,

11. Eipor 1old TpooeyTikoc/n Yo To TL 0o T oto Tandi 1 2 3 4
pov.

12. Otav iAo 670 TOdi pov, £Y® pHid TAo1n Vo AE® 1 2 3 4
npdypate wov Oa TV KOAVTEPD VO PNV TO.

13. Otav poTd® epOTNGELS, TO TOULSL HOV ATAVTAEL PE 1 2 3 4
guakpivela.

14. To ma1di pov Tpocmadsi va kKatarafer TNy omTiK) 1 2 3 4
pov.

15. Yrapyovv 0épato o ooia anropevy® vo cuiNTHco® pe 1 2 3 4
70 TOLO1 pov.

16. To Bpickm gvkoro va cvinTiio® TpofrpaTte pE T0 1 2 3 4
ool pov.

17. Eival mol0 €0kxodo yio gpéva vo EKQPAaco® 0La pLov Ta 1 2 3 4
oVVOLGONpaTO 0TO TOLOL pLov.

18. To ma1di pov pe gvoyrei/poTdst. 1 2 3 4

19. To woudi pov pepikég Popéc pe TpocPaier 6Tav gival 1 2 3 4
Ovpopévo pali pov.

20. Ag vopilo® va prop® v T 6TO TALdi LoV Yid, TO 1 2 3 4

OGS a1oOAVOpOL Y10 KATOLY TTPAYRATA.
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Appendix N. Evaluation of Quality of Seminars

AZEIOAOI'HXH YYXOEKIAIAEYTIKQN XEMINAPIQN

(1) AvvatdTnTo £EKPPOCNG TPOCSHOTIKMY EUTELPUDV. 1 2 3 4 5 6 7
(2) To ekmodevTIKd VAIKO NTAV 0PYOVOUEVO GTIG
OLAPOPEG LITOEVOTNTEG. 1 2 3 4 5 6 7

(3) To exmodevTiKd VAIKO TOV KATAVONTO. 1 2 3 4 5 6 7

TPOG TOVS GUUUETEXOVTEG. 1 2 3 4 5 6 7
(5) Avvatomnta yvopyuiog pe GAAOVS YOVELG. 1 2 3 4 5 6 7

(6) Avvatotnta su{nTnong pe opdda. 1 2 3 4 5 6 7

EYXAPIXTQ IIOAY I'TA THN ITAPOYXIA KAI TH BOHOEIA XAX I'TA THN YAOIIOIHXH

TQN XEMINAPIQN !!!

|
|
|
|
|
|
|
|
|
|
|
(4) Ta cepvapla mopeiyov aceaielo kot copfapdtnta |
|
|
|
|
|
|
|
|
|
|
|
|



