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ABSTRACT

Characteristics and Functions of Self-Defining Memories in Restrained Eaters

The main purpose of the present study was to investigate the characteristics and
functions of self-defining memories (SDM) in restrained eaters in terms of eating
attitudes. To this end the content, specificity, integration, emotional valence and
functions (self, social and directive) of SDMs were analyzed by controlling for
depression and alexithymia. Participants were divided into low- and high groups
according to their Eating Disorder Examination Questionnaire (EDE-Q) scores. Each
participant retrieved three SDMs. No main effect was found in SDM characteristics.
There was also no difference between groups with low- and high groups in terms of
content, specificity, emotion, and integration of memories. On the other hand, groups
were different in terms of the functions of SDMs. First, low eating-concern group
had higher scores for directive function than the high eating group for their first
SDMs. Secondly, low shape-concern group had higher average (of three SDMs) self
and directive function scores than high group. Finally, we observed a reverse pattern
for average social function scores; high shape concern group had higher social

function scores for both average and first SDMs.



OZET
Yeme Davranigim Kisitlayan Kisilerde Benlik-Tanimlayict Anilarin Ozellikleri ve

Islevleri

Bu aragtirmanin amaci, yeme davranigini kisitlayan katilimcilarda benlik-tanimlayici
anilarin (BTA) 6zelliklerini yeme tutumlarina gore arastirmaktir. Bu amagla
BTA’larin, 6zgilligi, biitiinligii, duygusal degeri ve islevi (benlik, sosyal, ve
yonlendirici islevi), depresyon ve aleksitimi kontrol edilerek analiz edildi.
Katilimeilar, Yeme Bozuklugu Anketi’nden aldiklar1 puanlara gore yiiksek/diisiik
yeme bozuklugu gruplarina ayrildilar. Her katilimc1 ti¢ BT A hatirladi. Benlik
tanimlayict anilarin 6zelliklerinin temel etkisi bulunmadi. Yiiksek ve diigiik yeme
bozuklugu olan gruplar arasinda, anilarin igerigi, 6zgiilliigii, duygu degeri ve
biitiinliigii agisindan da bir fark bulunmadi. Ote yandan gruplar, benlik tanimlayici
anilari islevi agisindan farklilast:. ik olarak, yemek yeme davranisi hakkinda az
endise eden grubun anilarindaki yonlendirici islev puanlari, yemek yeme davranisi
hakkinda ¢ok endise eden grubun puanlarindan daha yiiksek ¢ikt1. Ikinci olarak,
beden sekli hakkinda az endise eden grubun ii¢ aniya ait ortalama benlik ve
yonlendirici iglev puanlari, beden sekli hakkinda ¢ok endise eden grubunkinden
yiiksek ¢ikt1. Sosyal islev puanlar1 agisindan ise bunun tersi bir sonug¢ gézlendi:
Beden sekli hakkinda ¢ok endise eden grubun sosyal islev puanlari hem {i¢ aninin
ortalamasinda hem de ilk benlik tanimlayic1 anida, beden sekli hakkinda az

endiselenen grubunkinden yiiksek cikti.
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CHAPTER 1

THEORETICAL BACKGROUND

Although we quickly forget our many memories some others affect our life
profoundly. The later ones are mostly related to self. A special kind of these
memories are called self defining memories (SDMs). Self-defining memory a kind of
autobiographical memory, which defines what kind of a people we are. The main
purpose of the present study is to explore the functions and characteristics of self-
defining memories (SDMS) in restrained eaters. In this context “function” indicates
the motivation and reason for remembering a certain memory (Harris, Rasmussen, &
Berntsen, 2014). People benefit from their autobiographical memories in several
ways throughout their lives such as starting a conversation or planning future (e.g.,
Bluck & Alea, 2008; Conway & Pleydell-Pearce, 2000).

There are three major approaches on this issue; Reminiscence Approach (e.g.,
Webster, 1993), the Three Function Model (e.g., Bluck, Alea, Habermas, & Rubin,
2005), and more integrated approaches (e.g., Harris, Rasmussen, & Bernsten, 2014).
Although these approaches theoretically differ in some respects they commonly try
to shed light on the function of autobiographical memories in our daily live.

The three-function model is a cognitive approach to SDMs, and based upon
self, social and directive functions of autobiographical memories (e.g. Cohen, 1998;
Pillemer, 1992). First, self or identity function of ABMs is crucial since it provides
information about “who we are?”. That is our self-knowledge. It helps us to construct
and maintain a coherent self over time (e.g., Conway, 1996). An important
stipulation for being psychologically healthy is the feeling or experiencing of

continuity over time (e.g., Bluck, 2003). This experience is provided by our



autobiographical memories. The relation between self and memories has been
exploring over 40 years (e.g., Bluck et al., 2008; Brewer, 1986). Our self-knowledge
integrates our past ABMs and organizes our “self-system” (e.g., Bluck & Habermas,
2001; Bluck et al., 2008, p. 4) which in turn forms life story (e.g., Mc Adams, 1990).
This process occurs without any deliberate effort (e.g., Bluck et al., 2008).

The second function of ABMs is social one (e.g., Alea & Bluck, 2003;
Pillemer, 1998). Relating our some memories reciprocally helps us to build and
maintain close social relationships (e.g., Thorne, Cutting, & Skaw, 1998). These
relationships enable us to be aware of others thoughts, feelings, and show empathy
towards them (e.g., Cohen, 1998; Hyman & Faries, 1992; Pillemer, 1998; Webster,
1993). Finally, directive function of ABMs is related to problem solving (e.g., Harris
et al., 2014; Pillemer, 2003). We usually take lessons from our past experiences and
benefit from them to assess the present and to plan the future. A certain memory may
function in many ways simultaneously (multifunctional). For example we can share a
memory as an ice breaker in a new social context (social); it can also be related to an
unpleasant experience that teaches us a lot (directive) and may also include self-
defining aspects (self) (Bluck, 2003).

Although three-function model is mostly referred to explain ABMs,
researchers point out that its implications about how people use their ABMs in daily
life is not strong enough (e.g., Rasmussen & Berntsen, 2010). Unlike the three-
function model, the reminiscence approach, as an alternative approach, depends on
psychodynamic perspective. Reminiscence approach focuses on individual
differences more than any other approaches to explain the function of ABMs.
According to this approach, there are eight different functions of ABMs: problem

solving, identity, conversation, boredom reduction, intimacy maintenance, death



preparation, teach/inform and bitterness revival. Each of them is developed from
empirical and theoretical work using a “bottom-up” technique (e.g., Harries et al.,
2014, p. 561; Cappeliez, O’Rourke & Chadbury, 2005; Webster, 1994,). In this
technique the participants are asked to answer some open-ended questions about the
reason and motivation for remembering their memories. Later Webster (2003)
suggested that these eight different functions can be categorized in two groups by a
factor analysis; social function vs self-oriented function; and reactive/loss oriented
function vs proactive/growth oriented function.

Besides these two main approaches, there is another one called integrative
approach which aims at combining existing models into four-function model of
Harris et al. (2014). In their model Harris et al. (2014) attempted to explain how the
different approaches can be integrated. As a result four main functions of ABMs are

labeled as reflective, generative, ruminative, and social functions.

1.1 Characteristics of ABMs in psychopathology

Although each of these models differs in theoretical basis they all suggest ‘self’ play
a crucial role in ABMs. Self is formed by our past experiences (e.g., Conway, 2005).
Our self-image and goals have a great impact on retrieving specific memories
(Conway et al., 2000). In order to investigate the relation between self and ABMs in
a more efficient way Singer and Moffitt (1991,1992) offered a new perspective
called as “self-defining memory”. Self-defining memories (SDMs) are highly related
to our personality and self-characteristics, and are indispensable part of our life story.
They are vivid, emotionally intense, and easily retrievable. Because of their close
relation to our self, they are affected by our concerns, conflicts, and long-term goals

(e.g., Singer, Rexhaj, & Baddeley, 2007; Moffitt & Singer, 1994). Furthermore, as in



ABMs, we relate our SDMs to talk about our life and ourselves to maintain more
intimate relationships. SDMs are also important for our self-knowledge (e.g.,
McLean & Thorne, 2003). For this reason, exploring SDMs in psychological
diseases may shed light on both clinical and cognitive psychology.

Any research of SDMs in behavioral disorders again may help us to gain
insight into how any self-related disturbance alters the pattern of our memories (e.g.,
Maccallum & Bryant, 2008). The SDMs are also used to reveal the relationship
between meaning-making (MM) and development of personality (Blagov & Singer,
2004). Reminiscing any memory is affected by our current self and goals which may
be deteriorated during traumatic events such as divorce (e.g., King & Raspin, 2004)
or loosing a loved one (e.g., Maccallum et al., 2008; Sutherland & Bryant, 2005).
According to Berntsen (2001), such unpleasant life-changing experiences change the
pattern of our autobiographical knowledge and constitutes the base of the self-
system. It is well known that the most severe alterations in the pattern of SDMs are
observed in behavioral disorders as indicated below.

There are many studies that investigate the characteristics of SDMs in various
behavioral disorders such as schizophrenia (e.g., Berna, Bennouna-Greene,
Potheegadoo, Verry, Conway, & Danion, 201 1a, b; Raffard, D’ Argembeau, Lardi,
Bayard, Boulenger, & van der Linden, 2009, 2010), depression (e.g., Moffitt et al,
1994; Werner-Seidler & Moulds, 2012, 2014; Foland-Ross, Cooney, Joormann,
Henry, & Gotlib, 2014), borderline personality disorder (e.g., Jorgensen, Berntsen,
Bech, Kjelbye, Bennedsen, & Ramsgaard, 2012; Guruprasad & Bhola, 2014), post-
traumatic stress disorder (e.g., Jobson & O'Kearney , 2008), dysphoria (e.g.,

Romero, Vazquez, & Sanchez, 2014), or in repression-prone (e.g., Lardi, Ghisletta,



& van der Linden, 2012), and hypomania-prone individuals individuals (e.g., Robyn,
Ghisletta, & van der Linden, 2012).

Schizophrenia is one of the most investigated psychological disorders in self-
defining memory. The continuity of self throughout life is very important to
remember past and to imagine the future (e.g., Wheeler, Stuss, & Tulving, 1997).
Since this process is impaired in the patients mentioned above their self-concept is
highly distorted (e.g., Raffard et al., 2009). Raffard et al.’s (2009, 2010) results
indicate that schizophrenics’ SDMs are less integrated; their memory content has
more hospitalization/stigmatization and failure categories than healthy controls’, and
their reminiscence bump peak is between 15 and 19 years old. They also experience
more life-threatening events, have trouble with benefit from experiences and
generate meaningful personal life narratives (e.g., Raffard et al., 2009, 2010). The
underlying mechanisms of these issues are considered as the patients’ impaired
personal continuity (e.g., Bleuler, 1950) and the weak association between memories
and behaviors (e.g., McAdams, 1990). A probable reason underlying abnormal
reminiscence bump between 15 and 19 years of age may be related to the fact that
they are diagnosed with schizophrenia during this period. (e.g., Raffard et al., 20009,
2010).

Berna et al. (20114, 2011b) focused on integration and meaning making
(MM). Their findings are in line with those of Raffard et al’s (2009, 2010). The
mechanisms underlying these issues are related to impaired metacognitive, updating
and executive functions (e.g., Lysaker, Warman, Dimaggio, Procacci, LaRocco,
Clark et al., 2008).

Behavioral disorders may have some other effects on self-defining memory

such as less specific memories in depressed people, and inability to use positive



memories for mood repair in abstract processing (e.g., Moffitt et al., 1994; Werner-
Seidler et al., 2012). The mechanisms underlying these problems are that depressive
patients have difficulty with moving from a general level to a specific level of
personal memories (e.g., Moore, Watts, & Wiliams, 1988), and their mood regulation
problems (Werner-Seidler et al., 2012). Depression is related to emotional
dysregulation and maladaptive coping strategies such as rumination and suppression
of emotions (Garnefski & Kraaij, 2006). Borderline Personality Disorder patients’
SDMs are less specific, less integrated, and emotion valence of these memories are
often negative as in depressed patients. Their memories also include less normative
events due to their distorted self-image (e.g., Jorgensen et al., 2012). The SDMs of
PTSD patients include trauma-related events, and have high negative valence. The
personal goals and current concerns of the patients mentioned in their memories are
also related to trauma (e.g., Sutherland, 2005). According to reports by PTSD
patients, trauma becomes a part of their self-construct (Bernsten, Willert, & Rubin,
2003).

Repression-prone individuals’ SDMs are specific but non-integrated and their
self-threated SDMs contain less negative words. Defensiveness is correlated with
less self-pronouns and failure content in memories (e.g., Lardi et al., 2012). These
results are the consequence of the general behavior pattern of these individuals (e.g.
Weinberger, 1990). On the other hand, hypomania-prone individuals report less
specific, more integrated SDMs. Furthermore, their SDMs include more relationship
and less achievement content. These characteristics stem from their stressful
childhood period. Hypomania-prone individuals internalize the stressful life events
from their childhood and integrate them to their current self (Lardi et al., 2012;

Berntsen et al., 2003).



Although the characteristics of SDMs were investigated in various behavioral
disorders literature, to our knowledge, none of them considered the function of
SDMs. Because eating disorder patients suffered from self-impairment (e.g. Stein &
Corte, 2008), it is probable that the characteristics and functions (self, social, and

directive functions) of SDMs would be different in these patients.

1.2 Characteristics of ABMs in eating disorder patients

Several cognitive deficits are observed in ED patients such as impaired abstract
reasoning (e.g., Kaye, Bastiani, & Moss, 1995), visual-spatial ability, (e.g., Jones,
Duncan, Brouwers, & Mirsky, 1991) and attention (Rieger, Schotte, Touyz,
Beaumont, Griffiths, & Russel, 1998).

Cognitive impairments also include ABM deficits. However there are only a
few studies that investigate the relationship between eating disorders and
autobiographical memory. The first study on autobiographical memory deficit in
eating disorder patients (BN and AN) was conducted by Dalgeish, Tchanturia,
Serpell, Hems and Yiend et al. (2003) to explore self-reported childhood abuse. The
findings revealed an over-general (non-specific) first memory. Furthermore, there
was a positive correlation between over-general memories for negative cue words
and self-reported childhood abuse. In another study conducted by Laberg and
Andersson (2004) bulimia nervosa (BN) patients were compared to control group in
terms of ABM characteristics by giving cue words with different emotional valence.
BN patients retrieved more over-general memories than control group. Neither
emotional valence of cue words nor level of depression had any effect on over-
general memory pattern. However, the results of the study are questionable because

the patients are in remission period. In order to enlighten this issue, another study



was conducted by Nandrino, Doba, Lesne, Christophe and Pezard (2006) in anorexia
nervosa (AN) group. The results showed that duration of the illness is the main
predictor of less specific ABMs regardless of the negativity of the emotional
experiences. The mechanism underlying this tendency is an emotional dysregulation
which makes difficult to recognize and express feelings in these patients (e.g.,
Eizaguirre, Cabezon, Alda, Olariaga, & Juaniz, 2004; Zonnevylle-Bender, Goozen,
Cohen-Kettenis, & Elburg et al., 2002). Bomba, Marfone, Brivio, Oggiano and
Broggi (2014) found out a similar pattern. In addition to positive and negative cue
categories, Kovacs, Szabo and Paszthy (2011) added neutral cue category as a third
one. They also considered the pleasantness ratings and date of ABMs. As in the
findings mentioned above, they observed an over-general memory effect for positive,
negative and neutral cue words. Date of the memories had no effect. The only
significant result regarding the pleasantness ratings is that the neutral ABMs were
rated as more unpleasant. The tendency for producing general memories are
considered to be affected by parental abuse, depression (e.g., Dalgleish et al., 2003),
and the duration of the illness (e.g., Bomba et al., 2014).

Over-general memories function as a cognitive avoidance strategy (e.g.,
Williams & Moulds, 2007) The CaR-FA-X model proposed by Williams, Barnhofer,
Crane, Herman, and Watkins et al. (2007) puts forward that these patients are highly
occupied with their self-image and weight. This leads to a continuous rumination on
these matters. For this reason, the patients keep away from all the thoughts and
memories that may cause unpleasant feelings. At this point, it should be noted that
preferring general ABMs to specific ones is a useful strategy to keep away from
disturbing memories related to eating problem. In other words, it is a cognitive

coping strategy (Bomba et al., 2014). Williams (1996) put forward another



explanation on the issue; he suggests that because of the patients’ emotional
dysregulation impairment they retrieve less specific memory only to avoid negative
emotions. However, all these approaches consider this tendency as a “cognitive

avoidance” (e.g., Kovacs et al., 2011, p. 63).

1.3 The self-concept of eating disorder patients and restrained eating
Self-impairment affects autobiographical memory test (AMT) performances for
eating disorder patients. Therefore, it may be said that AN patients have different
self-concept from healthy groups. How may this difference lead to a difference in
self-function of ABM for eating disorder patients? Before considering this issue, the
self-concept will be discussed in terms of identity-impairment model (Stein & Corte,
2003).

According to this model our self-concept is an outcome of our memories, and
remains stable throughout life. Since our self-concept is formed by our unique
autobiographical past, individuals are different and unique. Self-schemas is another
product of our memories. The number of schemas, their content, attitudes associated
to them, and their accessibility change in terms of age, education level, current
concerns, and psychopathology etc (e.g. Stein, (1995); Harter & Monsour, 1992;
Cantor & Kihlstrom, 1987). Unlike the healthy group, the content of self-schemas in
ED patients overwhelmingly consists of exercise and body weight, and these
schemas are activated more frequently than others (e.g., Harter, 1990; Higgins &
King, 1981). Consequently, this content becomes an indispensable part of their self-
definition (Hooker & Kaus, 1992). The accessibility of each self-schema differs
according to our expectations, current motivation, our needs, recency and frequency

of the activation (e.g., Stein et al., 2008)



According to identity-impairment model (Stein & Corte, 2008), these patients
have less positive self-schemas, and their body-weight self-schemas are much more
accessible than others because of constant rumination on this subject. In addition,
self-doubt, incompetence, low self-esteem and fear of losing control over their
weight highly integrate into patients’ self-schema. Again according to the same
model, each stimulus in our environment is interpreted to at least a few schemas,
whereas, ED patients use body-weight schemas more often to interpret these stimuli
compared to healthy group. At the beginning, patients’ coping strategies are intact,
they try to suppress their narrow, negative, and weight related schemas on purpose.
This is called as active process. Over time, this active suppressing process lessens
and turns into a passive processing in which the stimulus takes control the whole
interpretation process. For this reason, their coping style become less effective, and
they often feel confused and frustrated (Stein & Corte, 2003, 2007; Corte & Stein,
2005). Their weight-related self-concept can be defined as a collection of shape and
size related representation. Since these self-schemas are frequently activated, they
affect various cognitive processes (Markus, Hamill & Sentis, 1987). This constantly
activated self-schemas cause a mental fatigue for patients, and it becomes much more
difficult to suppress shape, size and weight-related self-schemas over time.

The pattern described above caused a pathological eating behavior, and an
over-control mechanism on eating is considered as a precursor to eating disorders in
general. Therefore, such a process can also be observed in individuals who have not
been diagnosed still. For this reason, this problematic cognitive process can also be
seen in individuals who are not diagnosed yet. People who are prone to restrain their
eating are expected to demonstrate a similar pattern of anorexia nervosa. For

instance, Ball, Singer, Kemps and Tiggemann (2010) revealed that restrained eaters

10



also have difficulty with retrieving specific memories just as in ED patients. These
individuals use the same coping strategy and retrieve non-specific memories to avoid
eating and weight related thoughts (e.g., Williams et al., 2007). Another study
conducted by Johannessen and Berntsen (2009) demonstrated that as in ED patients,
dieters also evaluate eating and weight related memories as the core of their life due

to current motivation for loosing weight and related concerns.

1.4 Present study

The aim of the present study is to investigate the functions (self, social, and
directive) and characteristics (specificity, integration, content, and emotional
valence) of the SDMs in restrained eaters within the frame of self-impairment,
narrow self-schema (e.g., Stein & Corte, 2008, 2007; Markus et al. 1987), and ABM
deficits in ED patients (Ball, et al., 2010; Bomba et al., 2014; Kovacs et al., 2011,
Laberg et al., 2004, Dalgleish, et al., 2003; Nandrino, et al., 2006). Given that the
characteristics of SDMs in the self-impaired patient groups with schizophrenia (REF)
or PTSD (REF) are different from those of healthy groups, then it is expected that the
SDMs of ED (and restrained eaters who incline to develop ED) would be different
because of their self-impairment as we mentioned in identity impairment model (e.g.,
Stein et al., 2008). In the current study, this expectation was tested. To our
knowledge, it is the first study which investigates the characteristics and functions of
SDMs in a sub-clinical ED group. Secondly, and more importantly, this is the first
study which explores the functions of SDMs in a sub-clinical group (restrained
eaters). We also try to answer the question of whether the self, social, and directive

functions of SDMs differ from healthy group.
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First, the restrained eaters are expected to get lower scores on Thinking About
Life Experiences scale (TALE-R) than healthy participants. Secondly, in line with
the literature (e.g. Bomba et al., 2014; Nandrino et al., 2006), the retrieved SDMs are
expected to demonstrate an over-general memory effect. Third, the content of the
SDMs are expected to be mostly about weight-related content. Finally, because of
emotional dysregulation, the emotional valence of SDMs are expected to be more

neutral (e.g., Zonnevyijle-Bender et al., 2004; Nandrino et al., 2006).
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CHAPTER 2

METHODOLOGY

2.1 Participants

A hundred forty-four (109 female) Bogazi¢i University undergraduate students
participated in experiment in return for extra course credit. There was no age
difference between female (M=20.27, SD= 1.14) and male (M= 20.88, SD= 2.01)
participants. Data of 12 participants were excluded from analyses since either BDI,

TAS or EDE-Q was not filled out or due to absence of adequate number of SDMs.

2.2 Materials

2.2.1 SDM Questionnarie (Singer & Moffitt, 1991)

The questionnaire was adapted from Singer and Moffitt (1991) by Mutlutiirk &
Tekcan (2015). The participants were asked to write 3 SDMs according to the given

instructions (see Appendix A).

2.2.2 Thinking About Life Experiences Scale (TALE-R)

TALE scale was developed by Bluck, Alea, Habermas, and Rubin (2005) and revised
by Bluck and Alea (2008) to measure the functions (directive, self, and social) of
ABMs. The scale consists of 15 items, each one is rated on 6-point Likert scale (1-
almost never to 6-very frequently). Scale was translated to Turkish by the author (see

Appendix B).
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2.2.3 Toronto Alexithymia Scale (TAS)

This scale was developed by Bagby, Parker, and Taylor (1994) and it is used to
measure the extend of emotional dysregulation. The scale consists of 20 items; each
one was rated on 5-point Likert scale (1- never to 5 always). TAS was adapted to

Turkish by Giileg, Kose, Giileg, Citak, & Evren et al. (2009) (see Appendix C).

2.2.4 Beck Depression Inventory (BDI).
This inventory was developed by Beck (1961) and used to measure depression level.
The inventory consists of 21 items on a 4-point Likert scale. BDI is adapted to

Turkish by Hisli (1988) (see Appendix D).

2.2.5 Eating Disorder Examination Questionnaire (EDE-Q)

EDE-Q was developed by Fairburn and Cooper (1994) and used to measure different
aspects of dietary restriction. It had four subscales; restraint eating, eating concern,
shape concern and weight concern. The questionnaire consisted of 28 items on a 7-
point Likert scale. EDE-Q was adapted to Turkish by Yiicel, Polat, Ikiz, Dusgor,

Yavuz, and Berk (2011) (see Appendix E).

2.3 Procedure

Participants were asked to retrieve 3 SDMs and fill out TALE-R for each. Then, they
were asked to fill out EDE-Q, BDI and TAS in a silent room; there was no time
restriction. It took approximately 40 minutes. The experiment was conducted in a

classroom in groups of ten.
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2.4 Scoring

2.4.1 Specificity (Singer-Blagov, 2000-2001)

Each of the SDMs were coded as specific (Type 1, Type2, and Type 3) or non-
specific (Episodic and Generic). Type 1 specific narratives are “pure specific
memories”. Type 2 specific narratives are similar to Type 1 but include
generalization and background information. Type 3 specific narratives are composed
of “multiple single events”. Both episodic and generic narratives lack of specific
events and lasts more than a few days. Episodic narratives are composed of more
than one non-specific memories. Generic narratives consist of repetitive events (see

Appendix F).

2.4.2 Integration (Singer & Blagov, 2000-2001)

Each of the SDMs were coded as integrative (Type 1, Type 2) if the person took any
lesson from that event or events, or non-integrative (Type 1, Type 2) in absence of
any lesson. Integrative memories may include general knowledge about life or they
might be learnt from another person (Type 1). In other cases, they are directly related
to self (Type 2). Non-integrative memories either include a specific time frame (Type
1) or they are categorized according to the impact of the memory, elicited emotion,

contextual information (Type 2), (see Appendix G).

2.4.3 Content (Thorne & McLean, 2001)
The content of SDMs were coded according to eight categories; relationship
(family, friend, love, other), achievement (success, failure), life-threatening events

(death or serious injury of someone else, serious/accident illness of self, physical
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assault to oneself, physical assault by oneself, rape/sexual abuse to oneself, other),
provocation, risk-taking behaviour guilt/shame, weight and other. In addition to
these eight main content categories, a weight-related category was used.
Furthermore, SDMs were coded according to people in memories (individual, family
members, friends, love, social, social authority, other, dyadic) and emotional valence
(positive, negative, neutral). Also SDMs were coded according to people in
memories and emotional valence. Furthermore, for each of the memory agency was
coded when there was an explicit effect of action or role of the narrator in the course
of events. Each of the subcategories was encoded as present (1) or absent (0). Since
both the content and people in memories may include more than one subcategory, a

central event and central person categories were encoded for each of them.
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CHAPTER 3
RESULTS

3.1 Descriptive Statistics
The main independent variable in this study was the eating attitudes of the
participants who were categorized as low and high groups depending on their scores
on EDE-Q. We calculated 4 sub-scores (for subscales of retrained eating, eating
concern, shape concern and weight concern) and a total score for each participant.
We divided participants into two groups using interquartile range. Participants with
the lowest scores (bottom 25%) fell into low group and participants with highest
scores (top 25%) fell into high group. The same methodology was used by
constituting groups for subscales and total score of EDE-Q. As a result, a total of ten
groups were constituted including high and low ranges of each subscale and a total
score. For all participants, characteristics of SDMs, TALEs, BDI, TAS and EDE-Q

were analysed.
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Table 1. Descriptives for total and subgroups of EDE-Q

N BDI TAS

Total EDE- Low 33 10.41 17.79
Q High 33 17.60 18.50
Restrained  Low 41 11.73 18.19
Eating High 34 14.14 17.81
Eating Low 50 10.44 17.98
Concern High 36 17.03 18.46
Group

Shape Low 33 10.89 18.40
Concern High 35 17.62 17.98
Weight Low 38 10.77 17.58
Concern High 38 18.15 18.18

Below, analyses were reported regarding how eating attitudes of participants affected
the dependent variables: content, specificity and functions (self, social, and directive)
self-defining memories. Depression (BDI) and Alexithymia (TAS) scores were
treated as covariate factors for any confounding effect.

For each dependent variable, we used two measures. First we averaged the
responses for the three memories each participants recalled. When multiple
memories are elicited from the same participant, there is the possibility that
characteristics of later memories (content, emotional valence etc.) might be

influenced by the first retrieved memory. Therefore, each analysis was carried out on
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both for the first memories reported by the participants and the average responses of

three SDMs.

3.2 Content

We predicted that retrieval of weight-related content in high EDE-Q group and high
subgroups will be higher than that of low EDE-Q group. However, since there was
no adequate number of contents for main categories, only the results of total EDE-Q
group were reported. Each memory was coded according to main content categories
(relationship, achievement, life-threatening events, provocation, risk-taking
behaviour guilt/shame, weight and other). Unfortunately, only one of the participants
retrieved weight-related content. No significant differences were found between the
content of SDMs in low and high EDE-Q groups, X? (1) = 2.45, p =,78. Distribution
of central events for 3 SDMs are provided for both high and low EDE-Q groups.

Central events for first, second and third SDMs are provided in the Table 1, 2, and 3.

19



Table 2. Central event of first SDMs in low and high EDE-Q groups

CENTRAL EVENTS OF FIRST SDMs
Life - Risk- Guilt /
Relationship  Achievement threatening Provocation taking Shame Weight  Other Total
event behavior
Count 16 10 3 1 0 0 0 4 34
Low % of
T((J)'?al 23.2% 14.5% 4.3% 1.4% 0% 0% 0.0% 5.8% 49.3%
EDE-Q
Count 14 8 6 1 0 0 1 5 35
High % of
TOO';Il 20.3% 11.6% 8.7% 1.4% 0% 0% 1.4% 7.2% 50.7%
Count 30 18 9 2 0 0 1 9 69
Total
0,
1{%,;]; 43.5% 26.1% 13.0% 2.8% 0% 0% 1.4% 13.0%  100.0%

20



Table 3. Central event of second SDMs in low and high EDE-Q groups

CENTRAL EVENTS OF SECOND SDMs
Life - Risk- Guilt /
Relationship  Achievement threatening Provocation taking Shame Weight Other Total
event behavior
Count 17 8 5 1 1 0 0 2 34
Low % of
T(:)tc;I 24.6% 11.6% 7.2% 1.4% 1.4% 0% 0% 2.9% 49.3%
EDE-
Q 24 4 4 0 0 3 35
Count 0 0
High % of
T(:)t?il 34.8% 5.8% 5.8% 0.0% 0.0% 0% 0% 4.3% 50.7%
Count 41 12 9 1 1 0 0 5 69
Total
0,
»ot 59.4% 17.4% 13.0% 1.4% 1.4% 0% 0%  7.2%  100.0%
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Table 4. Central event of third SDMs in low and high EDE-Q groups

CENTRAL EVENTS OF THIRD SDMs
Life - Risk- Guilt /
Relationship  Achievement threatening Provocation taking Shame Weight  Other Total
event behavior
Count 16 5 4 1 0 1 0 6 33
Low % of
T(:)t?all 24.2% 7.6% 6.1% 1.5% 0.0% 1.5% 0% 9.1% 50.0%
EDE-Q
Count 17 4 5 1 1 0 0 5 33
High .
'If)t(iafl 25.8% 6.1% 7.6% 1.5% 1.5% 0.0% 0% 7.6% 50.0%
Count 33 9 9 2 1 1 0 11 66
Total
0,
T/(())'gafl 50.0% 13.7% 13.7% 3.0% 1.5% 1.5% 0% 16.7%  100.0%
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3.3 Specificity

Two separate ANCOVASs were conducted for total EDE-Q score and 4 subgroups to
explore the relationship between eating attitudes and specificity of SDMs. High and
low groups were constituted using interquartile range as mentioned before. However,
in the first analysis, total numbers of specific SDMs of each participant were treated
as DV, whereas for the latter only the specificity of first SDMs were treated as DV.
In each of the analyses high and low groups were treated as 1V, depression (BDI) and
alexithymia (TAS) as covariate factors. Total number of specific and non-specific

memories of groups are provided in the Table 5.
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Table 5. Total number of specific and non-specific self-defining memories for total
EDE-Q and sub-groups

Total Total
number of number of
o non- Total %
specific specific
SDMs SDMs
Low 78 21
78.8% 21.2% 100%
Total
EDE-Q
High 86 13
86.9% 10.1% 100%
Low 103 20
83.7% 16.3% 100%
Restrained
Eating
High 79 23
77.5% 22.5% 100%
Low 124 26
82.7% 17.3% 100%
Eating
Concern
High 92 16
85.2% 14.8% 100%
Low 79 20
79.8% 20.2% 100%
Shape
Concern
High 90 15
85.7% 14.3% 100%
Low 88 26
77.2% 22.8% 100%
Weight
Concern
High 96 18
84.2% 15.8% 100%
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3.3.1 Total EDE-Q

Participants were divided into two groups as low EDE-Q group (N = 33) and high
EDE-Q group (N = 33) using interquartile range. The results demonstrated no main
effect for total EDE-Q, F(1, 62) = 1.32, p = .32, np? =.02. Both BDI and TAS also
had no significant covariate effects on specificity level (all p’s <.70). When we
conducted the same analysis for the specificity of first SDMs, the results did not

change (all p’s > .58).

3.3.2 Restrained Eating

Participants were divided into two groups as low eating-restrained group (N = 41)
and high eating-restrained group (N = 34) using interquartile range. The results
demonstrated no main effect for restrained eating, F(1, 68) = 1.92, p = .17, p? = .03,
although BDI had a marginally significant effect F(1, 68) = 3.62, p = .061, 5p? = .05.
TAS had no significant covariate effect on specificity level (F <1, p =.59). When
we conducted the same analysis for the specificity of first SDMs, the results did not

change (all p’s > .17).

3.3.3 Eating Concern

Participants were divided into two groups as low eating-concern group (N = 50) and
high eating-concern group (N = 36) using interquartile range. The results
demonstrated no main effect for restrained eating, F(1, 80) = 1.22, p = .27, #p? = .02.
Both BDI and TAS also had no significant covariate effects on specificity level (all
p’s >.27). When we conducted the same analysis with the specificity of first SDMs,

the results did not change (all p’s > .21).

25



3.3.4 Shape Concern

Participants were divided into two groups as low shape-concern group (N = 33) and
high shape-concern group (N = 35) using interquartile range. The results
demonstrated no main effect for shape concern, F(1, 64) = 1.00, p =.32, 1, np* = .02.
Both BDI and TAS also had no significant covariate effects on specificity level (all
p’s >.21). When we conducted the same analysis for the specificity of first SDMs,

the results did not change (all p’s > .58).

3.3. 5 Weight Concern

Participants were divided into two groups as low weight-concern group (N = 38) and
high weight-concern group (N = 38) using interquartile range. The results
demonstrated no main effect for weight concern, F(1, 71) = 1.21, p = .27, np? = .02.
Both BDI and TAS also had no significant covariate effects on specificity level (all
p’s >.27). When we conducted the same analysis with the specificity of first SDMs,
the results did not change (all p’s > .44).

Our results demonstrated that there was no main effect of group on specificity.
Depression had a marginally significant effect for only restrained eating group.

Alexithymia had no effect.

3.4 Integration

Two separate ANCOVASs were conducted for total EDE-Q score and 4 subgroups to
explore the relationship between eating attitudes and specificity of SDMs. High and
low groups were constituted using interquartile range as mentioned before. However,
in the first analysis, total numbers of integrative SDMs of each participant were

treated as DV, whereas for the latter only the integration of first SDMs was treated as
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DV. In each of the analysis high and low groups were treated as IV, depression
(BDI) and alexithymia (TAS) as covariate factors. Total number of integrative and

non-integrative memories of groups are provided in the Table 5.
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Table 6. Total number of integrative and non-integrative self-defining memories for
total EDE-Q and sub-groups

Total Total
number of number of
. . non- Total %
Integrative integrative
SDMs SDM:s
Low 71 28
71.7% 28.3% 100%
Total
EDE-Q
High 78 21
78.8% 21.2% 100%
Low 94 29
76.4% 23.6% 100%
Reé;rt?r"ged High 74 28
72.5% 27.5% 100%
Low 111 39
74% 26% 100%
Eating
Concern
High 82 26
76% 24% 100%
Low 74 25
74.7% 25.3% 100%
Shape
Concern
High 80 25
76.2% 23.8% 100%
Low 77 37
67.5% 32.5% 100%
Weight
Concern
High 85 29
74.6% 25.5% 100%
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3.4.1 Total EDE-Q

Participants were divided into two groups as low EDE-Q group (N = 33) and high
EDE-Q group (N = 33) using interquartile range. The results indicated no main effect
for total EDE-Q score (F < 1, p =.93). Both BDI and TAS also had not significant

covariate effects on integration level (both F < 1, all p’s <.76).

3.4.2 Restrained Eating

Participants were divided into two groups as low restrained-eating group (N = 41)
and high eating-restrained group (N = 34) using interquartile range. The results
demonstrated no main effect for retrained eating, F(1, 69) = 0.26, p = .61, 1, np? <
.001. Both BDI and TAS also had not significant covariate effects on integration
level (all p’s > .46). When we conducted the same analysis with the integration of

first SDMs, the results did not change (all p’s > .51).

3.4.3 Eating Concern

Participants were divided into two groups as low eating-concern group (N = 50) and
high eating-concern group (N = 36) using interquartile range. The results
demonstrated no main effect for eating concern (F < 1). Both BDI and TAS also had
not significant covariate effects on integration level (all p’s > .88). When we
conducted the same analysis for the integration of first SDMs, the results did not

change (all p’s > .17).

3.4.4 Shape Concern
Participants were divided into two groups as low weight-concern group (N = 33) and

high weight-concern group (N = 35) using interquartile range. The results
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demonstrated no main effect for shape concern (F < 1). Both BDI and TAS also had
no significant covariate effects on integration level (all p’s > .52). When we
conducted the same analysis for the integration of first SDMs, the results did not

change (all p’s > .42).

3.4.5 Weight Concern

Participants were divided into two groups as low weight-concern group (N = 38) and
high weight concern group (N = 38) using interquartile range. The results
demonstrated no main effect for weight concern (F < 1). Both BDI and TAS also had
no significant covariate effects on integration level (all p’s > .93). When we
conducted the same analysis for the integration of first SDMs, the results did not
change (all p’s > .48).

Our results demonstrated that there was no main effect of group on integration.

Neither depression nor alexithymia had any covariate effects.

3.5 Emotional Valence

Two separate ANCOVASs were conducted for total EDE-Q score and 4 subgroups to
find out the relationship between eating attitudes and emotional valence of SDMs.
High and low groups were constituted using interquartile range as mentioned before.
However in the first analysis, total number of positive, negative and neutral SDMs of
each subject were treated as DV, whereas for the latter only the emotional valence of
first SDMs were treated as DV. In each of the analysis, high and low groups were
treated as 1V, depression (BDI) and alexithymia (TAS) as covariate factors (all p’s >
.05). Total number of positive, negative and neutral number of memories for groups

are provided in the Table 7.
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Table 7. Total number of positive, negative and neutral self-defining memories for
total EDE-Q and sub-groups

Total Total Total
number of  number of  number of
positive negative neutral
SDMs SDMs SDMs Total
Low 37 38 24
37.4% 38.4% 24.2% 100%
Total EDE-Q
High 28 49 22
28.3% 49.5% 22.2% 100%
Low 41 50 32
33.3% 40.7% 26% 100%
Restrained Eating
High 30 47 25
29.4% 46.1% 24.5% 100%
Low 59 60 31
39.3% 40% 20.7% 100%
Eating Concern
High 29 53 26
26.9% 49.1% 24% 100%
Low 33 42 24
33.3% 42.4% 24.3% 100%
Shape Concern
High 36 56 13
34.3% 53.3% 12.4% 100%
Low 41 45 26
36.6% 40.2% 23N2 100%
Weight Concern
High 28 65 19
25% 58% 17% 100%

3.5.1 Total EDE-Q
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Participants were divided into two groups as low EDE-Q group (N = 33) and high
EDE-Q group (N = 33) using interquartile range. The results demonstrated no main
effect for total EDE-Q, F(1, 62) = 1.56, p = .22, np? = .25. Both BDI and TAS also
had not significant covariate effects on total emotional valence of SDMs (all p’s >
.90). When we conducted the same analysis with the emotional valence of first

SDMs, the results did not change (all p’s > .51).

3.5.2 Restrained Eating

Participants were divided into two groups as low restrained-eating group (N = 41)
and high restrained-eating group (N = 34) using interquartile range. The results
demonstrated no main effect for total restrained eating, F(1, 69) = 1.85, p = .18, 5p?
=.26. Both BDI and TAS also had no significant covariate effects on total emotional
valence of SDMs (all p’s >.52). When we conducted the same analysis with the

emotional valence of first SDMs, the results did not change (all p’s > .89).

3.5.3 Eating Concern

Participants were divided into two groups as low eating-concern group (N = 50) and
high eating-concern group (N = 36) using interquartile range. The results
demonstrated no main effect for eating concern, F(1, 81) = 1.13, p = .29, np? = .014.
Both BDI and TAS also had no significant covariate effects on total emotional
valence of SDMs (all p’s > .66). When we conducted the same analysis with the

emotional valence of first SDMs, the results did not change (all p’s > .50).
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3.5.4 Shape Concern

Participants were divided into two groups as low shape-concern group (N = 33) and
high shape-concern group (N = 35) using interquartile range. The results
demonstrated no main effect for total shape concern, F <1, p = .33, p? = .015. Both
BDI and TAS also had no significant covariate effects on total emotional valence of
SDMs (all p’s > .28). When we conducted the same analysis with the emotional

valence of first SDMs, the results did not change (all p’s > .56).

3.5 5 Weight Concern

Participants were divided into two groups as low weight concern group (N = 38) and
high weight concern group (N = 38) using interquartile range. The results
demonstrated no main effect for total weight concern, F < 1, p = .62, np? = .003.
Both BDI and TAS also had no significant covariate effects on total emotional
valence of SDMs (all p’s > .40). When we conducted the same analysis with the
emotional valence of first SDMs, the results did not change (all p’s > .38).

Our results demonstrated that there was no main effect of group on any emotional

valence. Neither depression nor alexithymia had any covariate effects.

3.6 Functions of SDMs

Two separate mixed ANOVAs were conducted for total EDE-Q score and 4
subgroups. High and low groups were constituted using interquartile range as
mentioned before. However in the first analyses, average of self, social, and directive
function of SDMs of each subject were treated as DV, whereas for the latter, only the
self, social, and directive functions of first SDMs were treated as DV. In each of the

analysis, high and low groups were treated as IV, self, social, and directive function
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scores as DV, depression (BDI) and alexithymia (TAS) as covariate factors. Both the
average self, social, and directive function scores of three SDMs and the first

memory are provided in the Table 8 and 9.

Table 8. Self, social, and directive function scores of 3 SDMs for total EDE-Q and
sub-groups

Self-function Social-function Dlrect_lve-
function
scores scores
scores
M SE M SE M SE

Low 20.52 0.88 16.18 0.87 19.37 0.90
Total EDE-Q
High 19.37 0.88 16.39 0.87 18.40 0.90

Low  20.54 0.66 16.15  0.67 19.38 0.69
Restrained Eating
High  20.72 0.72 16.58  0.73 19.06 0.75

Low  20.52 0.60 16.07  0.65 19.40 0.64
Eating Concern
High  20.44 0.71 16.86  0.77 18.73 0.75

Low 20.59 0.83 15.23 0.78 19.38 0.82
Shape Concern
High 19.45 0.81 16.51 0.76 18.39 0.79

Low 20.31 0.73 16.26 0.72 19.16 0.74
Weight Concern
High 20.12 0.73 16.24  0.72 18.65 0.74
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Table 9. Self, social and directive function scores of first SDMs for total EDE-Q and
sub-groups

Self-function Social-function D'rECt.'Ve'
function
scores scores
scores
M SE M SE M SE

Low 20.50 0.92 15.68 1.07 20.50 0.99
Total EDE-Q
High 18.46 0.90 16.14 1.05 17.11 0.98

Low 20.32 0.75 1543 091 20.16 0.86
Restrained Eating
High 19.94 0.83 1594 100 1839 0.95

Low 20.29 0.69 1556 082 20.09 0.81
Eating Concern
High 19.37 0.80 16.13 096 16.99 0.96

Low 20.13 0.91 1593 097 20.01 0.99
Shape Concern
High 18.93 0.88 14.65 1.00 17.34 0.96

Low 20.25 0.80 1595 094 1990 0.93
Weight Concern
High 19.02 0.79 1525 093 1797 0.92

3.6.1 Total EDE-Q

Participants were divided into two groups as low EDE-Q group (N = 33), and high
EDE-Q group (N = 33) using interquartile range. A 2 (EDE-Q: high or low) x 3
(average score function types: self, social or directive) mixed ANOVA (where the
latter factor was within-subjects) revealed no significant main effect of EDE-Q (F <

1, p =.57), and function type (F < 1, p =.84). TAS and BDI had also no significant
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covariate effects (both F < 1, all p’s > .25). All the interactions (including function
type x TAS, function type x BDI, and function type x EDE-Q) are non-significant
(@l F<1,allp’s>.46).

Another 2 (total EDE-Q group: high or low) x 3 (function types of first SDM:
tale self, tale social or tale directive) mixed ANOVA (where the latter factor was
within-subjects) also revealed no significant main effect of total EDE-Q score, F(1,
65) = 1.99, p = .16, np? = 0.03, and function type of first SDM (F <1, p=.91). TAS
and BDI had no significant covariate effects (all p’s > .11). All the interactions
(including function type of first SDM x TAS, function type of first SDM x BDI, and

function type of first SDM x EDE-Q) are non-significant (all p’s > .07).

3.6.2 Restrained Eating
Participants were divided into two groups as low restrained-eating group (N = 41)
and high restrained-eating group (N = 34) using interquartile range. A 2 (Restrained
eating group: high or low x 3 (average scores of function types: self, social or
directive) mixed ANOVA (where the latter factor was within-subjects) revealed no
significant main effect of restrained eating (F < 1, p = .69), and function type,
F(2,142) = 1.36, p = .26, np? = 0.02. TAS and BDI had no significant covariate
effects (all p’s > .14). All the interactions (including function type x TAS, function
type x BDI, and function type x Restrained Eating) were non-significant (all F < 1,
all p’s >.75).

Another 2 (Restrained eating group: high vs low) x 3 (function type of first
SDM: tale self, tale social, and tale directive) mixed ANOVA (where the latter factor
was within-subjects) also revealed no significant main effect of restrained eating

score (F < 1, p =.80) and function type of first SDM (F < 1, p =.48). TAS and BDI
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had no significant covariate effects (all p’s > .16). All the interactions (including
function type of first SDM x TAS, function type of first SDM x BDI and function

type of first SDM x Restrained Eating) were non-significant (all p’s > .25).

3.6.3 Eating Concern
Participants were divided into two groups as low eating-concern group (N = 50) and
high eating concern group (N = 36) using interquartile range. A 2 (Eating concern
group: high vs low) x 3 (average scores of function types: self, social, and directive)
mixed ANOVA (where the latter factor was within-subjects) revealed no significant
main effect of eating concern scores (F < 1, p =.82). However, there was a main
effect of function type, F(2,164) = 4.10, p =.02, np? = 0.05. Self-function (M =
20.50, SE = .47) had significantly higher scores than both social (M = 16.47, SE =
.50) and directive function (M =19.09, SE =.50). All comparisons were significant at
p <.001. TAS and BDI had no significant covariate effects (all p’s > .26). All the
interactions (including function type x TAS, function type x BDI, and function type x
eating concern) were non-significant (all p’s > .29).

Another 2 (Eating concern group: high vs low) x 3 (function types of first
SDM: tale self, tale social, and tale directive) mixed ANOVA (where the latter factor
was within-subjects) also revealed no significant main effect of eating concern, F (1,
86) = 1.51, p =.80, np? = .02, and function type of first SDM, F (2,172) =1.11,p =
.33, np?=.01. TAS and BDI had no significant covariate effects (all p’s > .16). The
interaction between function type of first SDM x TAS and function type of first
SDM x BDI were non-significant (all p’s > .24). However, there were a marginally
significant interaction between function type of first SDM and eating concern,

F(2,172) = 2.90, p = .058, 5p* = .033. Although there was not an overall effect of
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low and high eating-concern groups on function types, there was a significant
difference on directive function between low (M = 20.09, SE = 0.81; 95% CI [18.48,
21.69]) and high (M =16.99, SE =0.96; 95% CI [15.09, 18.89]) eating concern

groups. See Figure 1.

—o— Self function of first
SDMs

—o— Social function of first
SDMs

—0—Directive function of first
SDMs

TALE-R Mean
&%

20 \
//o

low high
Eating-concern Group

Figure 1. The interaction between eating concern group and function type of first

SDMs

3.6.4 Shape Concern
Participants were divided into two groups as low shape-concern group (N = 33) and
high shape-concern group (N = 35) using interquartile range. A 2 (Shape concern

group: high vs low) x 3 (average score function types: self, social, and directive)
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mixed ANOVA (where the latter factor was within-subjects) revealed no significant
main effect of shape concern (F <1, p =.78) and function type, (F <1, p =.66). TAS
and BDI had also no significant covariate effects (all p’s > .24). All the interactions
(including function type x TAS, function type x BDI, and function type x shape
concern) were non-significant (all F < 1, all p’s > .75).

The interaction between average score function types x TAS and average
score of function types x BDI were not significant (all p’s > .63). However, there was
a significant interaction between average score of function types and shape concern,
F(2,128) = 3.09, p = .049, p* = .046. While low shape-concern group had higher
average self (M = 20.59, SE = 0.83; 95% CI [18.92, 22.26]) and directive function
(M =19.38, SE = 0.82; 95% CI [17.74, 21.01]) scores than high shape-concern group
(M =19.45, SE = 0.81; 95% CI [17.83, 21.06]; (M = 18.39, SE = 0.79; 95% CI
[16.80, 19.97] respectively), there was a reverse pattern for average social function
scores. High shape-concern group (M = 16.51, SE = 0.76; 95% CI [15.0, 18.02] had
higher average social function scores than low shape-concern group (M = 15.23, SE

=0.78; 95% CI [13.67, 16.79]. See Figure 2.
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Figure 2. The interaction between shape concern group and function type of average
o Another 2 (Shape concern group: high vs low) x 3 (function types of first
SDM: tale self, tale social, and tale directive) mixed ANOVA (where the latter factor
was within-subjects) also revealed no significant main effect of shape concern, F <1,
p = .43, and function type of first SDM, F <1, p =.99. TAS and BDI had also no
significant covariate effects (all p’s > .18). The interaction between function type of
first SDM x TAS and function type of first SDM x BDI were not significant (all p’s
> .36). However, there was a significant interaction between function type of first
SDM and shape concern scores, F(2,136) = 3.44, p = .035, np? = .048.

While low shape-concern group had higher average self (M = 20.13, SE =
0.91; 95% CI [18.32, 21.94]) and directive function (M = 20.01, SE = 0.99; 95% CI
[18.03, 22.0]) scores than high shape-concern group (M = 18.93, SE = 0.88; 95% ClI
[17.18, 20.69]; (M = 17.34, SE = 0.96; 95% CI [15.41, 19.26] respectively), there

was a reverse pattern for average social function scores. High shape-concern group

(M =15.93, SE = 0.97; 95% CI [13.98, 17.87] had higher average social function

40



scores than low shape-concern (M = 14.65, SE = 1.00; 95% CI [12.64, 16.65]. See

Figure 3.
21
20 4
19 +
= —o— Self function of first
= 15 SDMs
= —o— Social function of first
=7 SDMs
ﬁ —o— Directive function of first
16 1 SDMs
15 4
14

low high
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Figure 3. The interaction between shape concern group and function type of first
SDMs

3.6.5 Weight Concern

Participants were divided into two groups as low weight-concern group (N = 38) and
high weight-concern group (N = 38) using interquartile range. A 2 (Weight concern
group: high vs low) x 3 (average score function types: self, social, and directive)
mixed ANOVA (where the latter factor was within-subjects) revealed no significant
main effect of weight concern (F < 1, p =.91), and function type, (F <1, p = .87).
TAS and BDI had also no significant covariate effects (all p’s >.35). All the
interactions (including function types x TAS, function types x BDI, and function

types x weight concern) were non-significant (all p’s > .21).
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Another 2 (Weight concern group: high vs low x 3 (function type of first
SDM: tale self, tale social, and tale directive) mixed ANOVA (where the latter factor
was within-subjects) also revealed no significant main effect of weight concern (F <
1, p =.80) and function type of first SDM (F < 1, p = .48). TAS and BDI had also no
significant covariate effects (all p’s > .16). All the interactions (including function
types of first SDM x TAS, function types of first SDM x BDI, and functions types of
first SDM x Weight Concern were non-significant (all p’s > .25).

To sum up the results for functions of SDMs, low eating-concern group had
higher scores for directive function than those for high eating group. The other
finding was low shape-concern group had higher average self and directive function
scores than those of high group. A reverse pattern was observed for average social
function scores; high shape-concern group had higher social function scores for both
average and first SDMs. Second significant difference within shape-concern groups
was found for their social function scores; high shape-concern group had higher

social function scores than those for low shape-concern group.
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CHAPTER 4

DISCUSSION

The main goal of the present paper was to investigate characteristics (content,
specificity, integration, and emotional valence) and functions (self, social, and
directive) of self-defining memories (SDMs) in restrained eaters. To our knowledge,
this is the first empirical study to address self-defining memories and their various
characteristics in individuals with abnormal eating attitudes. Moreover, although
several studies looked at SDMs with different clinical diagnoses such as depression
and schizophrenia (e.g. Moffitt et al., 1994, Berna et al. 2011), the present study is
the first to address functions of SDMs.

We categorized the participants into low- and high groups in terms of the
total EDE-Q scores as well as their scores on each individual subscale measuring
restrained eating, shape concerns, weight concerns, and eating concerns. Results
showed no main effect of group on any of the SDM characteristics. In other words,
people who were high vs. low on the total EDE-Q as well as the four subscale scores
were not different from each other in content, specificity, and integration of the
memories. There are two possibilities with regard to why there were null effects. One
is that we did not have enough power to detect differences. The other possibility is
that there was really no effect between the groups in terms of these memory
characteristics. Given that in all cases, the effect size, measured by partial eta
squared, was very small, indicating that there was no evidence of a difference
between the groups.

The only effects we obtained were about the function of the SDMs. Low

eating-concern group had higher scores for directive function than the high eating
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group. The other finding was low shape-concern group had higher average self and
directive function scores than high group. A reverse pattern was observed for average
social function scores; high shape-concern group had higher social function scores
for both average and first SDMs. Second significant difference within shape-concern
groups was found for their social function scores; high shape-concern group had

higher social function scores than low shape-concern group.

4.1 Specificity and Integration

We have predicted that depression would affect the specificity of SDMs; participants
whose score are high on BDI would retrieve more over-general memories. There is a
large body of literature on this subject and several studies show that depressed people
tend to retrieve more over-general ABMs (e.g., Williams & Broadbent, 1986;
Williams & Scott, 1988; Kuyken & Dalgliesh, 1995; Wessel, Meeren, Peeter, Arntz,
& Merckelbach, 2001). Reduced specificity level predicts depression (e.g., Kleim &
Ehlers, 2008). The same tendency is observed for other clinical populations such as
schizophrenia (e.g. Berna et al., 2011), PTSD (e.g. Jobson et al., 2008), and
borderline personality disorder (Jorgensen et al., 2012). As we mentioned in the
introduction these patients retrieve over general self-defining memories. Then, how
can we explain our contradictory results?

First, self-defining memories are specific and intrinsically related to self (e.g.,
Singer et al., 2007; Moffitt et al., 1994). Secondly, specificity is correlated with
duration of illness rather than depression or alexithymia in eating disorders such as
AN (e.g., Bomba et al., 2011).

Although it is not one of our main hypothesis, integration of SDMs are

analyzed and no significant difference was found between groups. In the literature, it
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was demonstrated that people with autism spectrum (Crane, Goddard, & Pring,
2009), schizophrenia (Raffard et al., 2009) and repressive-prone retrieve less
integrative memories than control groups. This is considered as a result of their
emotional dysregulation (Lardi et al., 2012), self-disturbance (Raffard et al., 2009) or
inability to update self-concept in light of memories (Crane et al., 2009). Such
impairments are too severe to be detectable in a subclinical group, such as the one

used in this study.

4.2 Content and Emotional Valence

We also investigated content and emotional valence of SDMs. The results
demonstrated no main affect of groups on these memory characteristics. We have
predicted that participants who fell into high eating attitude groups would retrieve
more weight-related memories. Unexpectedly only one of the participants retrieved a
weight-related memory. This result is probably a disadvantage of studying with an
analogue group rather than a clinical sample.

Secondly, we hypothesized that people who score high on Alexithymia (TAS)
would retrieve more neutral memories. In general, all our groups retrieved less
neutral memories compared to positive and negative memories. Since in our
instructions we explicitly asked them to retrieve a memory, which elicits positive or
negative emotion, this is an expected result. Furthermore, none of the groups scored
high on TAS. Also, SDMs have an emotionally intense structure (Singer et al.,
2007). This may be the reason why we failed to find significant differences between

groups.
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4.3 Functions of SDMs

As we mentioned before the only significant differences we observed were about the
function (self, social, and directive) of the SDMs. First, we found that low eating-
concern group had higher scores for directive function than the high eating-concern
group. In other words, low eating-concern group use their SDMs to remember useful
experiences to guide their future behavior and to solve their current problems in the
light of previous experience (e.g., McCabe et al., 1991, Bluck, 2003). Although there
is no study directly investigating the directive function of SDMs in eating disorder
patients, it is well known that problem solving and future thinking is an
indispensable part of directive function (Pillemer, 2002). Studies revealed that ED
patients are not as skillful as healthy group at problem solving.

For example, Holt and Espelage (2002) selected a subclinical ED group
similar to ours and showed that they had difficulty finding a solution for especially
relationship-oriented problems, and depression was not a predictor for problem-
solving skills in subclinical ED group.

The other finding was low shape-concern group had higher average self and
directive function than high group, we observed a reverse pattern for average social
function scores; high shape-concern group had higher social function scores for both
average and first SDMs. As indicated with this result, a memory does not have to
serve only a specific function, we may remember a memory both for its directive and
social functions. Low shape-concern group use their memories both to plan their
future as we have mentioned and for their self-function which helps them to maintain
a continuity about who they are more than high shape-concern group. Difference in
directive function scores between groups can be explained similar to eating-concern

group as we mentioned above. Additionally, the difference between self-functions of
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SDMs between low and high shape-concern group was an expected result due to
their potential self-impairment; limited and negative self-schemas (Stein et al., 2008).
Although identity-impairment model is established for eating disorder patients, we
may argue that it is possible to expect at least a predisposition to develop ED for our
shape-concern group. Although there may be a specific relationship between body
shape perception and self, we still do not know why we did not observe this effect in
other groups. Liao, Bluck, Alea and Cheng (2015) demonstrated that people whose
self-concept is less stable tend to use self-function of memories more than others to
compensate their impaired self-concept regardless of the culture. Although we did
not directly measure self-concept of participants, absence of difference for self-
function between low and high groups may be explained in this way. The self-
function of SDMs should already be high for healthy participants. Individuals with
abnormal eating attitudes might have used the self function of SDMs intensively to
compensate their impaired self.

The second significant difference within shape-concern groups was found for
their social function scores; high shape-concern group had higher social function
scores than low shape-concern group. Before considering the reason underlying this
result, we should note that this was an unexpected pattern. How could people who
concern more about their body shape use their SDMs to maintain more intimate
relationships? Holt et al. (2002) demonstrated that perceived social support of
subclinical group from family and friend is similar to healthy participants. The
reverse pattern in results can be explained in another way. Participants in high shape-
concern group may need social support more to overcome their problematic body

shape perception.
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4.4 Limitations and Suggestions for Future Studies

It should be noted that our participants were not individuals diagnosed with any EDs.
Rather; they were analogue groups, categorized into low vs high groups on several
aspects of eating/appearance psychopathology.

Therefore, it is possible that the differences observed between these groups
might (have been) be larger if we employed a clinical sample. Lastly, specificity and
integration of memories might also be affected by the instructions given during
memory collection.

Future investigations with a clinical sample or with subclinical groups employing
larger sample sizes will elucidate how eating attitudes may alter the functions and
characteristics of SDMs. As our most significant results were obtained from a shape-
concern group, the specific relationship between body perception of eating disorder

and self needs to be explored further.
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APPENDIX A

INSTRUCTION FOR SELF-DEFINING MEMORY

Sizden kendinizi tanimlayan, benliginizi (kim oldugunuzu) yansitan ii¢ an1
hatirlamanizi her birinin ardindan da ilisikteki anketi doldurmanizi istiyoruz. Bu
anilar asagidaki 6zelliklere sahip olmalidir:

o

O

Net bir bigimde hatirladiginiz
Hala 6nemli buldugunuz

Sizde olumlu, olumsuz ya da her iki tiirden de yogun duygular
uyandiran

Hayatinizda siiregelen bir tema, olay ya da ¢6ziilmemis bir meseleyi
iceren

Sizin bir birey olarak kim oldugunuzu tanimlayan ve sizi yakindan
tanimasini istediginiz birine anlatmak isteyebileceginiz

Sik sik hatirladiginiz

Benzer bir temay1 ya da meseleyi igeren baska anilarla baglantili ve
onlar1 ¢agristiran

Ozetlemek gerekirse, bu anilar, yeni tanistiginiz ve kendinizi oldugunuz gibi ve
dogru bir sekilde tanitmak istediginiz birine anlatabileceginiz tlirden, sizin su andaki
siz olmanizda katkis1 olmus anilardir. Liitfen bu tanima uygun ve 1 seneden eski ii¢
aniniz1 miimkiin oldugunca ayrintili bicimde yaziniz.

Herhangi bir sorunuz varsa su anda sorabilirsiniz. Sorunuz yoksa, liitfen deneye
baslayiniz baslayimiz.
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APPENDIX B

THINKING ABOUT LIFE EXPERIENCES SCALE - REVISED

Bu aniyz...

Gegmisteki ile ayni insan oldugumu hissetmek istedigimde animsarim.

1 2 3 4 5 6
Asla Nadiren Bazen Genellikle Stk Cok sik

Bir baskasinin sdylemis ya da yapmis oldugu ve bana simdi yardimci1 olacak bir seyi
hatirlamak istedigimde animsarim.

1 2 3 4 5 6
Asla Nadiren Bazen Genellikle Stk Cok sik

Baska bir kisinin nasil birisi oldugunu anlamak istedigim zaman animsarim.

1 2 3 4 5 6
Asla Nadiren Bazen Genellikle Stk Cok sik

Onceden oldugum gibi bir insan olup olmadigim konusunda meraklandigim zaman
animsarim.

1 2 3 4 5 6
Asla Nadiren Bazen Genellikle Stk Cok sik

Gegmisimle ilgili diislinmenin gelecegime 151k tutmada yardime1 olacagina
inandigim zaman animsarim

1 2 3 4 5 6
Asla Nadiren Bazen Genellikle Stk Cok sik
Deger yargilarimin zamanla degisip degismedigini diisiindiigiim zaman animsarim.

1 2 3 4 5 6
Asla Nadiren Bazen Genellikle Stk Cok sik
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Gegmisteki hatalarimdan ders ¢ikarmak istedigim zaman animsarim.

1 2 3 4 5 6
Asla Nadiren Bazen Genellikle Stk Cok stk

Bir iligkimdeki samimiyeti arttirmak istedi§im zaman animsarim.

1 2 3 4 5 6
Asla Nadiren Bazen Genellikle Stk Cok stk

Yasamima dair bir secim yapmam gerektigi ve hangi alternatifi sececegim
konusunda kararsiz oldugum zaman animsarim.

1 2 3 4 5 6
Asla Nadiren Bazen Genellikle Stk Cok sik

Gecmiste ¢ikardigim bir dersi hatirlamak i¢in animsarim.

1 2 3 4 5 6
Asla Nadiren Bazen Genellikle Stk Cok sik

Birisiyle daha samimi bir iliski gelistirmek istedigim zaman animsarim.

1 2 3 4 5 6
Asla Nadiren Bazen Genellikle Stk Cok stk

Bir arkadaslig1 anilar paylasarak siirdiirmek istedigim zaman animsarim.

1 2 3 4 5 6
Asla Nadiren Bazen Genellikle Stk Cok sik
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Diisiincelerimin zaman igerisinde degisip degismedigi konusunda diistindiigiim
zaman animsarim.

1 2 3 4 5 6
Asla Nadiren Bazen Genellikle Stk Cok stk

Baska birinin hayat1 hakkinda daha fazla sey bilmek istedigim zaman animsarim.

1 2 3 4 5 6
Asla Nadiren Bazen Genellikle Stk Cok stk

v

Gegmisten bugiine nasil degistigimi anlamak istedigim zaman animsarim

1 2 3 4 5 6
Asla Nadiren Bazen Genellikle Stk Cok sik
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APPENDIX C

TURKCE TORONTO ALEKSITIMI OLCEGI (TAO-20)

Ne hissettigimi ¢ogu kez tam olarak bilemem.
Duygularim i¢in uygun kelimeleri bulmak

benim i¢in zordur.

Bedenimde doktorlarin bile anlamadig duyumlar oluyor.
Duygularimi kolayca tanimlayabilirim.

Sorunlan yalnizea tanimlamaktansa onlar
¢oziimlemeyi yeglerim.

Keyfim kagtiginda, iizgiin mii, korkmus mu
yoksa kizgin mu oldugumu bilemem.
Bedenimdeki duyumlar ¢ogu kez kafanu kanstirir.
Neden dyle sonuglandifini anlamaya ¢alismaksizin,
isleri oluruna birakmay1 yeglerim

Tam olarak tammlayamadigim duygularim var.
Insanlarin duygularini tamimasi zorunludur.
Insanlar hakkinda ne hissettigimi tanimlamak
benim i¢in zordur.

Insanlar duygularim hakkinda daha gok
konusmamu isterler.

I¢imde ne olup bittigini bilmiyorum.

Cogu zaman neden 6fkeli oldugumu bilmem.
Insanlarla, duygularindan gok giinliik ugraslari
hakkinda konusmay1 yeglerim.

Psikolojik dramalar yerine eglence programlar
izlemeyi yeglerim.

.I¢imdeki duygulan yakin arkadaslarima bile

agiklamak bana zor gelir.

Sessizlik anlarinda bile kendimi birisine yakin
hissedebilirim.

Kisisel sorunlarimi ¢ézerken duygularimi incelemeyi
yararl bulurum.

Film ya da tiyatro oyunlarinda gizli anlamlar aramak,
onlardan alinacak hazz azaltir.
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APPENDIX D

BECK DEPRESYON ENVANTERI

1 (0) Uzgiin ve sikintili degilim.

(1) Kendimi tiziintiilii ve sikintili hissediyorum.

(2) Hep iiziintiili ve sikintiltyim. Bundan kurtulamiyorum.
(3) O kadar tizgiin ve sikintiliyim ki, artik dayanamryorum.

2 (0) Gelecek hakkinda umutsuz ve karamsar degilim.

(1) Gelecek i¢in karamsarim.

(2) Gelecekten bekledigim higbir sey yok.

(3) Gelecek hakkinda umutsuzum ve sanki higbir sey diizelmeyecekmis gibi geliyor.

3 (0) Kendimi basarisiz biri olarak gérmiiyorum.

(1) Baskalarindan daha basarisiz oldugumu hissediyorum.

(2) Gegmige baktigimda basarisizliklarla dolu oldugunu gériiyorum.
(3) Kendimi tiimiiyle basarisiz bir insan olarak gériiyorum.

4 (0) Her seyden eskisi kadar zevk aliyorum.

(1) Bircok seyden eskiden oldugu gibi zevk alamiyorum.
(2) Artik higbir sey bana tam anlamiyla zevk vermiyor.
(3) Her seyden sikiliyorum.

5 (0) Kendimi herhangi bir bigimde sug¢lu hissetmiyorum.
(1) Kendimi zaman zaman suclu hissediyorum.

(2) Cogu zaman kendimi suglu hissediyorum.

(3) Kendimi her zaman suclu hissediyorum.

6 (0) Kendimden memnunum.

(1) Kendimden pek memnun degilim.
(2) Kendime kizgimim.

(3) Kendimden nefrete ediyorum.

7 (0) Baskalarindan daha kotii oldugumu sanmiyorum.

(1) Hatalarim ve zay1f taraflarim oldugunu diisiinmiiyorum.

(2) Hatalarimdan dolay1 kendimden utaniyorum.

(3) Her seyi yanlis yapiyormusum gibi geliyor ve hep kendimde kabahat buluyorum.

8 (0) Kendimi 6ldiirmek gibi diisiinciilerim yok.

(1) Kimi zaman kendimi 6ldiirmeyi diistindiigiim oluyor ama yapmiyorum.
(2) Kendimi 6ldiirmek isterdim.

(3) Firsatin1 bulsam kendimi 6ldiirtiriim.

9 (0) Igimden aglamak geldigi pek olmuyor.

(1) Zaman zaman i¢gimden aglamak geliyor.

(2) Cogu zaman agliyorum.

(3) Eskiden aglayabilirdim ama simdi istesem de aglayamiyorum.
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10 (0) Her zaman oldugumdan daha cani1 sikkin ve sinirli degilim.
(1) Eskisine oranla daha kolay canim sikiliyor ve kiziyorum.

(2) Her sey canimu sikiyor ve kendimi hep sinirli hissediyorum.
(3) Canimu sikan seylere bile artik kizamiyorum.

11 (0) Baskalariyla goriisme, konusma istegimi kaybetmedim.
(1) Eskisi kadar insanlarla birlikte olmak istemiyorum.

(2) Birileriyle goriisiip konugmak hi¢ i¢cimden gelmiyor.

(3) Artik cevremde hi¢ kimseyi istemiyorum.

12 (0) Karar verirken eskisinden fazla gii¢liik ¢gekmiyorum.
(1) Eskiden oldugu kadar kolay karar veremiyorum.

(2) Eskiye kiyasla karar vermekte ¢ok giicliik ¢ekiyorum.
(3) Artik higbir konuda karar veremiyorum.

13 (0) Her zamankinden farkli gériindiigiimii sanmiyorum.

(1) Aynada kendime her zamankinden kotii goriiniiyorum.

(2) Aynaya baktigimda kendimi yaslanmis ve ¢irkinlesmis buluyorum.
(3) Kendimi ¢ok ¢irkin buluyorum.

14 (0) Eskisi kadar iyi is gli¢ yapabiliyorum.

(1) Her zaman yaptigim isler simdi goziimde biiyiiyor.

(2) Ufacik bir isi bile kendimi ¢ok zorlayarak yapabiliyorum.
(3) Artik higbir is yapamiyorum.

15 (0) Uykum her zamanki gibi.

(1) Eskisi gibi uyuyamiyorum.

(2) Her zamankinden 1-2 saat 6nce uyaniyorum ve kolay kolay tekrar uykuya
dalamiyorum.

(3) Sabahlar1 ¢ok erken uyantyorum ve bir daha uyuyamiyorum.

16 (0) Kendimi her zamankinden yorgun hissetmiyorum.

(1) Eskiye oranla daha ¢abuk yoruluyorum.

(2) Her sey beni yoruyor.

(3) Kendimi higbir sey yapamayacak kadar yorgun ve bitkin hissediyorum.

17 (0) Istahim her zamanki gibi.
(1) Eskisinden daha istahsizim.
(2) Istahim ¢ok azaldh.

(3) Higbir sey yiyemiyorum.

18 (0) Son zamanlarda zayiflamadim.

(1) Zayiflamaya ¢alismadigim halde en az 2 Kg verdim.
(2) Zayiflamaya calismadigim halde en az 4 Kg verdim.
(3) Zayiflamaya calismadigim halde en az 6 Kg verdim.
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19 (0) Sagligimla ilgili kaygilarim yok.

(1) Agrilar, mide sancilari, kabizlik gibi sikayetlerim oluyor ve bunlar beni
tasalandiriyor.

(2) Sagligimin bozulmasindan ¢ok kaygilaniyorum ve kafami baska seylere vermekte
zorlaniyorum.

(3) Saglik durumum kafama o kadar takiliyor ki, baska higbir sey diisiinemiyorum.

20 (0) Sekse kars1 ilgimde herhangi bir degisiklik yok.
(1) Eskisine oranla sekse ilgim az.

(2) Cinsel istegim ¢ok azaldi.

(3) Hig cinsel istek duymuyorum.

21 (0) Cezalandirilmasi gereken seyler yapigimi sanmiyorum.
(1) Yaptiklarimdan dolay1 cezalandirilabilecegimi diistiniiyorum.
(2) Cezam1 ¢ekmeyi bekliyorum.

(3) Sanki cezami1 bulmusum gibi geliyor.
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APPENDIX E

YEME BOZUKLUGU DEGERLENDIRME OLCEGI (YEDO)

YONERGE: Asagidaki sorular sadece son 4 hafta ile ilgilidir. Liitfen her soruyu
dikkatlice okuyunuz ve tiim sorular1 yanitlayiniz. Tesekkiirler.

Son 28 giiniin kac¢inda...

Higbirin-de

1-5

13-15

16 -22

23-27

Hergiin

Kilonuzu ya da bedeninizin
seklini degistirmek amaciyla
yiyecek miktariizi kasith
olarak sinirlandirmaya
calistiniz?  (Basarili  olup
olmadiginiz 6nemli degildir.)

0

6

Bedeninizin seklini ya da
kilonuzu degistirmek
amaciyla uzun bir siire
(uyanik oldugunuz 8 saat
boyunca ya da daha fazla bir
stire i¢in) hicbir sey
yemediginiz oldu?

Bedeninizin seklini ya da
kilonuzu degistirmek
amaciyla hoslandiginiz
yiyecekleri beslenme
diizeninizden ¢ikarmaya
calistimiz? (Bagsariui olup
olmadiginiz o6nemli degildir.)

Bedeninizin seklini ya da
kilonuzu degistirmek
amactyla yemenizle ilgili
(6rn. kalori sinirlandirmast)
belli kurallara uymaya
calistiniz? (Basarili olup
olmadiginiz 6nemli degildir.)

Bedeninizin seklini ya da
kilonuzu etkilemek amaciyla
bos bir mideye sahip olmak
icin belirgin bir arzu
duydunuz?

Tamamen diiz bir karina
sahip olmak i¢in belirgin bir
arzu duydunuz?

Yiyecek, yemek yeme ya da
kalorilerle ilgili diisinmenin,
ilgilendiginiz konulara (6rn.
caligma, bir konugmayi takip
etme ya da okuma) yogun-
lagsmanizi ¢ok zorlastirdigi
oldu?
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Son 28 giiniin ka¢inda... | Mebiri- ;ufl Gg;ilnz 1;;? 1;;[212 22&;217 Her giin
8- | Bedeninizin sekli ve kiloyla
ilgili diistinmenin,
ilgilendiginiz konulara (6rn.
Isinize, bir konusmay takip 0 1 2 3 4 5 6
etmenize ya da okumaniza)
yogunlagsmanizi ¢ok
zorlastirdigi oldu?
Yemek yemeyle ilgili
9- kontrqlii kaybetmekten 0 1 9 3 4 5 5
belirgin bigimde
korktugunuz oldu?
10- | Kilo alabileceginizden
belirgin bir bigimde 0 1 2 3 4 5 6
korktunuz?
11- | Kendinizi sisman
hissettiniz? 0 1 2 3 4 5 6
12- | Kilo vermek i¢in gii¢lii bir 0 1 5 3 4 5 6
arzunuz oldu?
Son dort hafta icinde (28 giin)...
13- | Son 28 giin i¢inde, kag kere, baska insanlarin alisilmadik
miktarda fazla (sartlara gore) olarak tanimlayacaklari bicimde | ........
yemek yediniz?
14- | Bu siire iginde kag kere yemek yemenizle ilgili kontrolii
kaybetme hissine kapildiniz (yediginiz sirada)? | 77
15- | Son 28 giiniin kac GUNUNDE asir1 yemek yeme nobetleri
ortaya ¢ikt1 (6rn. Alisilmadik miktarda fazla yemek yediginizve |  ........
o sirada kontrolii kaybettiginiz duygusunu yasadiniz)?
16- | Son 28 giin iginde, bedeninizin sekli ya da kilonuzu kontrol
amaciyla, kag kere kendinizi kusturdunuz? | T
17- | Son 28 giin i¢inde, bedeninizin sekli ya da kilonuzu kontrol
amaciyla, kag kere miishil (bagirsak ¢alistirict) kullandimz? | .......
18- | Son 28 giin iginde, kilonuzu, bedeninizin seklini ya da yag

miktarinizi kontrol etmek, kalorileri yakmak amaciyla, kag kere
“kendinizi kaybedercesine” ya da “saplantili” bi¢imde egzersiz
yaptiniz?
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19-

Son 28 giin i¢inde, kag kere

Higbirinde

1-5
giin

6-12
gilin

13-15
giin

16 -22
giin

23-27
giin

Hergiin

gizlice

(6rn. Saklanarak) yemek
yediniz? (Tikinircasina yeme
durumlarini saymayiniz.)

20-

Yemek yediginiz zaman

Higbir
Zaman

Nadiren

Yaridan
az

Yart
yariya

Yaridan
fazla

Cogu
zaman

Her
Zaman

bedeninizin seklini ya da
kilonuzu etkiledigi i¢in ne
oranda kendinizi sug¢lu
hissettiniz (hata yaptiginizi
hissettiniz)? (Tikinircasina
yemek yeme durumlarini

saymayiniz.)

21-

Son 28 giin i¢inde, bagkalarinin

Hig

Orta

Onemli

SIZI1

yemek yerken gormesiyle ilgili
ne kadar endiselendiniz?
(Tikimircasina yeme
durumlarini saymayiniz.)

Hig

Biraz

Orta

Onemli

22-

Kilonuz, kisi olarak kendiniz
hakkinda diisiincenizi ve
yargimizi etkiledi mi?

5

23-

Bedeninizin sekli, kendiniz
hakkindaki diistincenizi
(yarginizi) etkiledi mi?

Oniimiizdeki dért hafta boyunca,
haftada 1 kez tartilmaniz istense
(ne daha sik ne daha seyrek), bu
sizi ne kadar iizerdi ?

Kilonuzdan ne derece memnun
degilsiniz ?

Bedeninizin seklinden ne derece
memnun degilsiniz?

Bedeninizi gérmekten ne kadar
rahatsiz oluyorsunuz (6rn.
Aynada, magazanin caminda,
soyunurken, banyo ya da dus
yaparken)?

Baskalarinin bedeninizin seklini
gormesinden ne derece rahatsiz
oluyorsunuz? (6rn. Soyunma
odalarinda, yiizerken ya da dar
elbiseler giyerken)
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Su andaki kilonuz nedir? (Litfen en yakin tahmini yapiniz)

Boyunuz ne kadar?  (Liitfen en yakin tahmini yapiniz)

Kadinlara : Gectigimiz {i¢c-dort aylik donemde hig aybasi (regl) olmadiginiz oldu
mu?

Aksama olduysa kag tane?
Bu nedenle ilag kullaniyor musunuz?
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APPENDIX F

EXAMPLES OF SPECIFIC AND NON-SPECIFIC MEMORIES

Specific Memory

Dershaneden eve yliriiyerek donerken yol kenarinda agir agir ilerleyen bir bisikletli
gordiim. Gidonun 6niine yipranmis Norveg bayragini bir dal parcasi ile asmamig
olsaydi dikkatimi ¢ekmezdi belki. Hava soguktu ve iisiiyordu iistelik hasta da
olmustu. Bana iilkesinden fotograflar gosterdi. Subaymis oradaki evinde antika esya
koleksiyonu varmis. Betonlasan diinyadan sikilip kendini yollara vurmus.
Tiirkiye’den gecerek Iran’a gidecekti. Norveg’ten ¢ikan adamla yollarimiz
Malatya’da kesismisti. Uzerimde hi¢ para yoktu, olsayd: son kurusuna kadar ona
verirdim. Norveg’li adamla yol kenarina oturup hayattan bahsettik. Bana
Amerikalilarin burnu havada insanlar oldugunu séyledi. Hedefin Amerika’ ya gitmek
olmasin dedi, basarmak olsun.

Non-specific Memory

Lisede okuldaki bir ¢ocukla tanisip ¢cok yakin arkadas olduk. Her giin konusup, her
seyimizi paylasirdik. Herkes bizi sevgili saniyordu fakat ne oldugumuz 6nemli
degildi, 6nemli olan bizim yakinligimizdi. Bir siire sonra dedikodular beni
yipratmaya basladi ve aramiza bir sogukluk girdi. Normalde bunu anlayip diizeltmek
icin her seyi yapacagini bildigim insansa bunun iizerine hi¢ gitmedi. Yeni arkadaslar
da edinip okulda onlarla zaman ge¢irmeye basladi. Hayatimin son 1 senesinde her an
yanimda olan o kisiyi bagkalariyla daha ¢ok zaman gecirirken gérmek beni ondan
tyice soguttu. Okul bittiginde yaptiklarindan dolay1 pisman olmustu ama ¢ok gegti,
ben bir kere sogudugumda geriye donmem ¢ok zordu. Boylece arkadasligimiz da
tikendi. Ama sonrasindaki davraniglar1 bana 1yi ki bittigini gosterdi. Bir seyi elde
edemeyince magdurlasan, {izerine 6ziir dilettirip bu 6zrii egoistge yanitlayip kabul
etmeyen bir insan olduguna ancak bu asamada sahit oldum.
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APPENDIX G

EXAMPLES OF INTEGRATIVE AND NON-INTEGRATIVE MEMORIES

Integrative Memory

Okula yeni basladigim yildi. Yedi yasindaydim yani. Bi arkadagiminda bisiklet
gormiistiim ve bende de olsun istemistim. Anne babama asir1 derecede 1srar ederek
bir bisiklet aldirdim. Babam bir gece isten geldiginde beraberinde bisikleti de getirdi.
Ben o giin ¢ok mutlu ve heyecanliydim. Hatta heyecanimdan aksam yemegini bile
yiyemedim. Sabah olunca bisikleti siirmek istedim. Bisiklet benim boyuma gore ¢ok
az biiylikgeydi ve iki tekerlekliydi. Annem daha 6nce hig bisiklet stirmedigim
gerekcesiyle bu iki tekerlekli bisikleti siiremeyecegimi diisliniiyordu ve babama
bunun yerine dort tekerlekli bi sey almasini sdyledi. Babamsa bana daha fazla
giiveniyordu. Neyse bisiklete bindim hi¢ sikint1 olmadan siirdiim. Hatta zinciri atinca
da kendi bagima yaptim. Bundan sonraki motosiklet, araba gibi araglar1 da kimsenin
yardimi olmadan kullanabildim. Bu animla birlikte ulastigim birkag¢ sonug var.
Birincisi annemin sefkatinden olsa gerek bana az giivenmesi. Babaminsa bana tam
bir giiven iginde olmasi. Ikincisi baskalarindan yardim almadan da bir ¢ok seyi kendi
basima yapabilecegim.

Non-Integrative Memory

6 yasimdayken babam fabrikada ii¢ metreden diisiip kolunu kirmisti. Bu yiizden
hastanede yatiyordu. Ses tellerinden de ameliyat olmas1 gerekmisti. Annem de
calismak zorunda oldugundan ben babaannem ve dedemdeydim biitiin giin. Kuzenim
yine bizdeydi. Anneme hediye almayi1 planlamistik. Mahalledeki marketten renkli
renkli yapma ¢iceklerden almistik. Sonra onlar1 bir yerde sakladik. Aksam annem
eve geldiginde ¢ok sinirliydi. Onceki giin yikadigi hali, balkondan diiserek tekrar
kirlenmisti. Sanirim tekrar yikamasi gerekiyordu aksam oldugu halde. Biz kuzenimle
cok c¢ekindik annemin bize de kizmasindan ve ¢iceklere para verdigimiz igin
sinirlenmesinden. O yiizden vermedik ona aldigimiz halde. Ertesi 6glen babam
hastaneden doniince ¢igekleri sanki ona almisiz gibi davrandik. Anneme de bundan
hi¢ bahsetmedik. Anneme olayin dogrusunu anlattigimda liseye ge¢misti.
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