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Body Perceptions and Weight Control Behaviors among An-Najah 

National University female Students, 2015 

By 

Watan Nazzal 

Supervisor 

Dr. Zaher Nazzal 

 

Abstract 

Introduction: Eating behaviors and body perceptions is an increasingly 

relevant and important topic in public health; due to its ultimate impact on 

health and human well-being in general.  

Objectives: The aim of this study is to assess the current body perceptions 

and dieting behaviors among female students at An-Najah National 

University in Palestine. Furthermore, it tried to assess the relation between 

the body weight and image perceptions and weight control practices among 

the female students.  

Materials and methods: A cross-sectional study was conducted among the 

university female students on April 2015. The study included 420 female 

students aged 17-27 years. A convenient sample was selected to achieve 

the study objectives. We invited students from all faculties; including the 

faculty of medicine and health sciences, economic and social studies, 

educational sciences and teachers' training, engineering and information 

technology, fine arts, humanities, Islamic law, science and faculty of law. 

The data collection tools included questionnaire, body image perceptions 

scale, and measurement scale for weight and height.  The questionnaire 

contained three major parts: socio-demographic variables, perception of 

body weight and eating attitude test (EAT-26), all were completed. 
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Results: About 37% of female students had participated in risky eating 

behaviors, and reported a great level of concern about diet and weight (95% 

CI: 32% - 41%).In general, most of the study sample was dissatisfied with 

their bodies; in particular, 55.7% of participants were suffering from 

negative body image, while 24.5% showed positive body image. The 

majority of participants who were engaging in risky eating behaviors were 

in a normal BMI category, and 15.5% were either overweight or obese and 

9% underweight. Regarding body weight perception, most of participants 

had an accurate estimation to their body weight. The logistic regression 

analysis revealed that, weight control behaviors were mainly associated 

with perception of body image. 

Conclusion: The results showed a high level of concern about food and 

weight by the female students. Additionally, it showed that they are prone 

to risky eating behaviors. Therefore, interventions are needed in order to 

promote healthy eating behaviors and body image among university 

students. 
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Chapter One 

 Introduction 

1.1 Overview 

Currently, there is an increasing attention toward the thin body as a 

perfect body 
(1)

. At the same time, the spread of fast food and high calorie 

meals leads to an increase in the prevalence of overweight and obesity. 

This makes the complex relationships between weight perceptions, Body 

Mass Index (BMI), and eating behaviors a subject of considerable 

research 
(1,2)

. 

Weight perception is found to be a better predictor of weight management 

behavior as compared to actual body weight and risky eating behavior. 

Moreover, negative body image can result in feelings of disappointment, 

anxiety and shame, and can place a person at greater risk of developing 

eating disorder. It has a significant influence on the weight control 

behaviors and body weight perception. In addition, BMI is closely related 

to weight control behaviors. Consequently, risky dieting is considered a 

major risk factor for eating disorders, which is associated with problems 

in weight and body perceptions
(1,3)

. 

In Palestine, less is known about attitudes to body weight perceptions, 

body image, weight control behaviors and disordered eating, especially, 

among university students. This study assesses the current weight 

perceptions and dieting behaviors among female students at An-Najah 

National University (NNU) in Palestine. Furthermore, it documents the 
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impact of body weight and image perceptions and weight control 

practices among female students at NNU.  

1.2 Background 

While there is an increase in the prevalence of obesity, body weight has 

become an important global public health concern because of its health 

implications
(4)

. At the same time, weight reduction methods became 

common and widespread especially among adolescents and young 
(1)

.  

The World Health Organization (WHO) uses the body mass index (BMI) 

to categorize weight status; the BMI is calculated as the weight in 

kilograms divided by the square of the height in meters (kg/m2). A BMI 

<18.5 is considered underweight and >25 overweight. Falling between 

18.5 AND 25 is normal weight, while BMI >29.9 considered as obese 
(4)

. 

Regardless whether a person is underweight, normal or overweight, 

weight perception is an important determinant of nutritional habits and 

weight management; in addition, weight control behaviors form a 

complex unit with body weight perceptions. These play an important 

aspect of health and constitute a significant role in physical and mental 

well-being 
(2)

.  

Perception of body weight determines the personal evaluation of one’s 

body weight as “underweight” or “normal weight” or “overweight” 

regardless of the actual BMI
(5)

. Body satisfaction is a very important 

element because it is related to mental health, emotional well-being and 

self-esteem 
(6)

. Furthermore, disagreements between true weight and 

weight perception can have serious implications because people suffering 
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from body dissatisfaction can become obsessed on trying to change their 

body shape, which can lead to risky practices with food and exercise such 

as purging meals or skipping food. These practices can result to deep 

feelings of disappointment, loneliness and shame and, eventually, 

increase the risk of developing an eating disorder 
(5,7)

. 

Eating disorders are mental illnesses characterized by serious 

disturbances in eating behavior and weight regulation. According  to  the  

International  Classification  of  Disease  eating disorders are divided into 

three major types
(8)

: (1) compulsive  overeating, (2) anorexia  nervosa,  

and (3) bulimia  nervosa.  In the main, bulimia nervosa and anorexia 

nervosa are the most common specific types of risky eating disorders. 

They can lead to malnutrition, depression and other dangerous health 

problems 
(9)

.  

Substantially, the complex relationships between body weight perceptions 

and eating behavior have become an important research. By 

understanding the positive and negative associations of self-perception 

and hazardous dieting, we can better understand how proper health plays 

a vital role in our daily lives. Furthermore, by increasing awareness 

through this research study and engaging college female students by 

questioning their own hazardous habits, we can set forth for a better 

college atmosphere overall. 
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1.3  Significance of study 

Risky eating behaviors and body perception is an increasingly relevant 

and important topic in public health; due to its ultimate impact on health 

and human well-being in general 
(10)

. 

While there is growing obsession toward thin ideal body, many people 

suffer from disturbed eating behaviors such as excessive dieting and 

struggling for thinness especially females 
(11)

. This is because females are 

more sensitive to the effects of weight perceptions. Moreover, females at 

college age are especially vulnerable to the influence that culture and 

social media can have on their body image as they develop an outlook on 

their bodies and accept the developmental changes that occurred during 

puberty 
(12)

. At this age young women start making their own decisions 

without their parents’ authority. It is now when they are selecting their 

friends, clothes style and eating habits without parents' orientation. They 

are considered to be at a higher risk for eating disorders and disordered 

eating than any other age group
 (12,13)

. 

Females are more concerned about food as a result of social pressure to 

be thin; studies have shown that they perceive weight incorrectly 
(13)

. 

Besides, underweight women are more likely to have poorer 

psychological health than normal weight women. In contrast, overweight 

and obese women are more likely to have poor health related behaviors 

and lack of internal locus of control compared with normal weight 

women 
(14)

.At the same time, studies showed that girls are also more 

prone to adopt various forms of eating behaviors than boys, because they 
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become worried and sensitive to their changing body size, beauty, and 

shape. This means that studying disordered eating among females is an 

important subject worldwide and in the Arab world 
(15,16)

. 

As any other Arabic country, Palestinian youths lived in rapid 

globalization which prompted them to adopt changes in their eating 

behaviors and attitudes 
(17)

. Where the mass media raise many issues 

regarding fitness, beauty and ideal body shape in addition to availability 

of weight reduction methods. At the same time, there is a strong focus 

placed on social networking and photo sharing as a reason of increasing 

prevalence of body dissatisfaction and disordered eating especially 

among young and adolescent
 (12)

. Thus, the attention to the ideal body 

weight and beauty has become a common phenomenon; this mean there 

is a demand to study body weight perception and weight control 

behaviors.  

In Palestine, few researches were conducted that deals with weight 

perception and weight control behaviours 
(17,18,19)

. Most of these studies 

focused on detection the rate of obesity in relation to body weight 

perception and other variables; while the current study sheds light on the 

risk of eating disorders among female college students, and lays the 

foundation stone for future studies that will be concerned with eating 

disorders as serious mental health problems in the Palestinian society. 

1.4  Expected Outcome and Benefits 

Because dieting is a common phenomenon among university female 

students to achieve their desirable body weight, understanding these 
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practices would be significantly important in assessing students' need for 

developing appropriate educational health awareness programs to prevent 

risky dieting behaviors and reduce the risk of disordered eating among 

students. Besides, college age is a turning point in terms of developing 

body image concerns and eating disorder tendencies that may have long-

term health effects 
(20)

. 

1.5 Aim and Objectives 

Aim 

The main purpose of this study is to prevent the development of eating 

disorder and focus on the risk of disordered eating among female students 

at NNU in Palestine in addition to the current body image and weight 

perceptions. 

Objectives 

1. To assess weight control behaviors among female student at 

NNU 

2. To assess body image and weight perception among female 

student at NNU 

3. To assess the weight control behaviors in relation to body image 

and weight perceptions, actual body weight status and other 

background variables. 

1.6  Research Hypothesis 

1. Disordered eating behaviors are associated with body dissatisfaction 

of NNU female students.  
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2. BMI is associated with body image, body weight perception and 

weight control behaviors of NNU female students. 

3. Socio-demographic factors have an effect on disordered eating 

behavior of NNU female students. 

 

 

 

 

Chapter Two 

 Literature Review 

This section aims at reviewing the studies that were conducted in 

studying weight perceptions, weight control behavior and other factors 

that influence eating behaviors and body weight perceptions worldwide 

and in the Middle East region. Results which consist of five major parts 

were as follows: 

2.1 Body weight and image perception 

2.2 Weight control behaviors 

2.3 Influence of Body Image perception and BMI on Dieting Behavior 

2.4 Factors Influencing Eating Behaviors and Body Weight 

perceptions  

2.5 Studies in Palestine 

2.1 Weight Control Behaviors 
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Weight control behaviors are multifaceted and complex, and their 

etiology is multifactorial. It can be defined as the participation in 

activities that influence weight loss and weight loss maintenance 
(21)

.They 

vary from healthy practices, such as, moderate dieting and exercise, to 

risky eating behaviors which includes, any specific behaviors that are not 

typically recommended for weight management for example; skipping 

meals, fasting, limiting intake of certain foods, chronic dieting behaviors, 

and harmful or risky behaviors such as extreme forms of self-medication 

with diet pills, laxatives, diuretics, or purging which is a risk factors for 

eating disorder 
(21,22)

.  

While healthy dieting and exercise have been shown to be safe, 

significant mental and physical consequences may occur with risky eating 

behaviors 
(23)

. Risky eating behaviors are extremely associated with the 

development of eating disorders. It is also associated with other health 

concerns, including, depression, anxiety, nutritional and metabolic 

problems, obsessive-compulsive issues, and suicidal attempts 
(23)

. 

Globally, many previous studies have been carried out on studying the 

weight control behaviors. 

In 2003, a report of the Youth Risk Behavior Surveillance System 

(YRBSS) in the United States showed that more than 11% of high school 

girls reported taking diet pills, powders, or liquids to lose weight. The 

data of this study also revealed that about 8% of the girls reported 

vomiting their food after having it in the past month 
(24)

.  
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An epidemiological study about eating disorders’ related behaviors 

among Arab school girls in Israel found that eating disorders were 

common among a population sample, and participants have been more 

worried about their body weight due to socio-cultural norms that are 

reinforced by media messages 
(25).

 

In 2013, a cross sectional study conducted in Jordan and USA to examine 

body image in a Middle Eastern culture and compare to a similar sample 

from the United States. The result suggests that Jordanians were more 

likely to report engaging in risky behaviors, such as, risky dieting, 

smoking and little to no physical activity 
(26)

. 

By the same token, a cross-sectional study was conducted to investigate 

the risk of disordered eating attitudes among adolescents in seven Arab 

countries by gender and obesity. The study found that disordered eating 

was twice higher among females than males in Jordan, Libya, Palestine 

and Syria. Moreover, Kuwaiti adolescents (males and females) showed 

higher prevalence of eating disorder than their counterparts in other 

countries. In addition, the study showed that the risk of eating disorder 

among obese adolescents was two to three times higher than that of non-

obese adolescents in both genders. Except for Kuwait females and 

Palestinian males, the association of obesity with eating disordered was 

statistically significant. Generally speaking, the study showed that 

disordered eating attitudes and weight perception between adolescents 

were reported in many Arab countries, such as, Jordan, Lebanon, Saudi 

Arabia and the United Arab Emirates 
(27)

.  
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2.2 Body image and weight perception 

Body image (BI) is defined as “a person’s perceptions, thoughts, and 

feelings about his or her body” 
(5)

. Body image dissatisfaction occurs 

when a person has negative feelings and thoughts about his or her body. 

People who are satisfied about their bodies often feel comfortable and 

confident. However, people who are dissatisfied about their bodies 

usually feel uncomfortable and lack confidence in their body. Body 

image perception is a personal subject and is based on how body size is 

viewed by others, and it is heavily influenced by personal, family and 

cultural factors 
(28)

.  

Body weight perception refers to the personal evaluation of one's weight 

as “underweight” or “normal weight” or “overweight” regardless of 

actual body mass index 
(3)

. It is a multidimensional construct, which 

involves internal biological and psychological factors as well as external 

cultural and social factors 
(24)

. The perception of being overweight rather 

than actually being overweight has been associated with eating disorder 

tendencies 
(29)

. On the other hand, the overweight individuals, who 

perceived themselves as normal weight or underweight, are unlikely to be 

engaged in weight control practices such as diet or exercise 
(30)

. In 

addition, the disagreement between actual weight and body weight 

perception can lead to dangerous weight loss that is not necessary 

compared to those individuals who can estimate their body weight 

correctly. In general, weight and shape satisfaction is a risk factor for 

eating disorders, and it is very important for assessing and reducing this 
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dissatisfaction 
(3)

. Researches have shown that culture plays a significant 

role in forming appearance ideals and that these vary for women of 

different cultures 
(31)

.  

Many studies focused on the effects of a negative body image and found 

that females who view their bodies negatively are more likely to be 

engaged in risky eating behaviors. More important, studies showed that 

people with negative body image have a greater likelihood of developing 

an eating disorder, such as anorexia, bulimia, or overeating, which could 

be serious 
 (5,6)

. 

In the United States, a report of YRBSS showed a significant result 

regarding body weight perception. 36.3% of female students were 

describing themselves as overweight, versus 25.9% of males. In addition, 

the results showed that 47.7% of students were trying to lose weight 
(32)

. 

Regarding of the Arab world, few studies have been found in this field. A 

cross-sectional study was conducted in 2014 aimed at focusing on body 

size preferences among university females in five Arab countries. A 

significant difference was found between countries regarding female 

body size preferences. In general, the study showed that, university 

females preferred a thinner body size for themselves 
(33)

. 

In 2015, a study was conducted in Jordan to evaluate the relationship 

between the actual body size and the desired body size among a 

representative sample of 800 Jordanian women. The study used Stunkard 

body silhouettes to assess participants’ body image. The study showed 

that 66% of the participants were dissatisfied with their body size. While 
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the desired weight loss was not extreme. Generally, Jordanian women 

seemed drawn between the traditional and westernized body preferences 

(34)
. 

2.3 Influence of BIP and BMI on WCP 

There is no doubt that an assessment body perception with the actual 

body weight is very important to ensure individuals to maintain healthy 

body weight 
(28)

. Multiple researches suggested that increased obsession 

with appearance and body dissatisfaction put people at greater risk for 

engaging in dangerous practices to control their body weight and size 
(1,3)

. 

In 2012, a study about"body weight perception and weight control 

behaviors" was conducted among 200 undergraduate students at the 

National University of Malaysia. The study aimed at examining the 

associations between BMI, body weight perception and weight control 

behaviors among participants. In addition, to identify gender differences 

in BMI, body weight perception and weight control behaviors between 

males and female students. The results showed that participants’ body 

mass index was significantly related to body weight perception in overall. 

In addition, a significant difference was found between actual body 

weight (BMI) and body weight perception with weight control behaviors 

in overall and in both sexes 
(3)

. 

A body image perception cross a sectional study was conducted in 

Bahrain among 447 male and female adolescents. The results revealed a 

significant difference between adolescents’ body image perception and 

actual BMI. And there was a tendency for teenagers to underestimate 
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their weight status, which was especially notable among the overweight 

and obese. More than half of the girls and about one-third of the boys 

stated dissatisfaction with their current body weight 
(35)

.   

During the period 2009-2010, a cross-sectional study conducted in Egypt 

to examine variables associated with body image concern among college 

students. The study results showed that forty percent of the female 

students and more than quarter of the male students reported having mild 

to marked body image. In addition, body image concern was positively 

associated with BMI, body image perception and depressive symptoms 

(36)
. 

2.4 Factors Influencing Eating Behaviors and WP 

Weight perceptions and weight control behaviors differ across cultures; 

they are influenced by both social and cultural norms. Body weight 

perception is influenced by a number of factors including age, gender, 

family, peers, media, and ethnicity 
(37)

. 

In regards to ethnicity, a study was conducted in Israel aimed at 

comparing eating attitudes and behaviors between Israeli-Arab adolescent 

boys and girls from two religious, age and residential settings subgroups. 

The study found that, females had significantly higher EAT-26 scores 

than males. 18.7% of female students and 16.4% of male students had 

disturbed eating attitudes (EAT-26>20). In addition, no significant 

differences were found between females and males in religious and age 

subgroups; however, more females in urban areas had disturbed eating 



14 

attitudes than males. The results showed a high prevalence to disturbed 

eating attitudes among both male and female Israeli-Arab adolescents 
(38)

. 

Many researchers agreed on the excessive influence of mass media, TV, 

Internet sites and fashion magazines on person's view of what is 

attractive
(13,19,39)

. A study was conducted in Egypt aimed at exploring the 

association between media exposure and women’s body perceptions in 

Egypt. It showed that thin ideal concepts are on the rise in non-Western 

societies in general and Egypt in specific. When exposed to media 

messages, women in Egypt demonstrated eating disordered attitudes, 

body dissatisfaction feelings and also choose other compensatory 

behaviors such as veiling, fasting, and following diet
 (39)

. 

In addition to the influence of the mass media, there are other factors 

affected eating practice and weight perception including, medical, 

psychological discourses, age, gender, family, peers, and ethnicity affect 

the perceptions of body weight. For example, females are more motivated 

to perceive themselves as overweight and engage in excessive dieting 

practices 
(17,34)

. 

A study was conducted in Egypt reported that female adolescents with 

low body image satisfaction showed higher levels of somatization, 

obsessive compulsive, depression, and anxiety than males, and more body 

image dissatisfaction was also correlated to negative eating disorder 

belief. Also, there was moderate correlation with low self-esteem 
(40)

. 
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2.5 Studies in Palestine 

Unfortunately, few researches have focused on weight perception and 

dieting behaviors in Palestine. While, there is no research about eating 

disorder. 

In 2008, across-sectional study was conducted in the West-Bank among 

405 adolescents. The study aimed at examining the relationship between 

weight-control behaviors and self-reported socio-demographic 

characteristics, weight status, and perception of body weight in a large, 

representative sample of adolescents in the West Bank and Gaza Strip 

territories. The study found that dieting to lose weight was common 

among adolescents and significantly higher among overweight than 

underweight or normal weight adolescents. In addition, extreme dieting 

practices (vomiting, unhealthy diet, pills, or laxatives)were common.  

While perception of body weight as too fat was an influential factor in 

following an unhealthy diet to lose weight 
(18)

. Another cross-sectional 

study was conducted in Gaza during 2008. The study aimed at 

determining the frequency of weight reduction among 467 female 

students from Al-Azhar University. Negative association was found 

between the satisfaction about body weight and the practices of weight 

reduction. The study also found that 38.8% of female students had 

practiced weight reduction. The most common behavior for reducing 

weight among female students was sports (83.3%), followed by exclusion 

of some principal meals or principal nutrients (57.8%), while 38.5% of 

the students did not practice any physical exercise 
(17)

. 
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In 2013, another study was conducted in the West Bank about dieting 

behaviors, obesity and predictors of dieting among female college 

students at Palestinian universities. The study aimed at exploring the 

dieting practices of female Palestinian college students, and at reporting 

rates of obesity and overweight among this population. It found that, 

dieting was practiced by Palestinian female college regardless of their 

body weight, living place (city, village, or refugee camp), or their 

clothing style. This indicates that "internalization of thinness" is also 

becoming very evident among Palestinian female 
(19)

. 

Many studies Worldwide focused on eating behaviors and weight 

perceptions issues. However, there is a continuing need to study this 

subject and its impact on human health in general, especially for young 

people. 

In conclusion, the current study was developed depending on previous 

studies, especially, in that there is a serious need to focus more on the risk 

of disordered eating 
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Chapter Three 

 Materials and Methods 

3.1 Study design and setting 

In April 2015, cross-sectional study was carried out at NNU which is one 

of the largest universities in Palestine where the number of the students 

who attended in 2012/2013 was about 21000 of both genders, while the 

number of female students amounted to about 12000 based on "The 

Ministry of Education and Higher Education Statistical Yearbook," 

published in March
(41)

.  

3.2 Study population 

The participants selected for this study were female bachelor students of 

NNU from all faculties. All female students who were available at the 

time of study and who would accept to participate were invited. However, 

pregnant and physically disabled female students were excluded from the 

study due to difficulties in anthropometric measurements. 

3.3 Sample size and sampling technique 

In order to achieve the 95% confidence interval, 5% standard error; the 

sample size was calculated in accordance to the following formula 

 

Where: n: the necessary Sample Size 

Z: Z statistic for a level of confidence, = 1.96 
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P:is the anticipated proportion (in proportion of one), and 

D: desired precision (in proportion of one) = 0.05 

Based on anticipated proportion of 50% with risky eating attitudes and 

behaviors
(16)

, the sample size according to the previous formula was 

calculated to be 385. We added more 20% to the calculated sample size in 

order to recompense the incomplete questionnaires. Therefore, the total 

sample size was set at 462 students. Therefore, the total sample size was 

set at 462 students. 

A convenient sampling technique was used to select the study 

participants. Female students from all faculties were asked to participate 

and we tried our best to have a representative sample through selecting 

them from both campuses and from all faculties equal to their proportion 

in the university. 

3.4 Study variables 

The main variables explored in this study were the weight control 

behaviors among female students at NNU and their body weight and 

image perceptions. The variables were classified as dependent and 

independent variables as follows: 

Dependent variables 

 Weight control behaviors: were classified into healthy eating 

behaviors and risky eating behaviors based on Eating Attitudes Test 

(EAT-26). 
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 Bodyweight perception: defined as positive difference between one's 

described weight status and the actual BMI, and were classified into: 

accurate assessment, underassessment, and over assessment. 

 Body image: defined as, a positive difference between the actual 

body size and the ideal body size according to Stunkard Body Figure 

Scale. Participants’ body image was classified into body image 

dissatisfaction, which includes positive and negative body image and 

body image satisfaction. 

Independent variables: 

 Age: the age of participants was measured in years 

 Faculty of study: was measured as nominal variable, for the analysis 

faculties were classified into four main categories: Humanities and 

social sciences, which included: Economic and Social Studies, 

Educational Sciences and Teachers' Training, Fine Arts, Humanities, 

Islamic Law, and Faculty of law in addition to Engineering and 

Information Technology, Medicine and Health Sciences and Natural 

sciences. 

 Place of residence: nominal variable, which was classified into two 

main categories: North West Bank included and South West Bank 

and Jerusalem in addition to the Green line. 

 Place of current residence: categorical variable, which was classified 

into: at home with family and in students accommodation. 
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 Self-perceived health status: ordinal variable. It was evaluated by the 

question “How would you describe your health status". Responses 

were classified as following: poor, average, good and excellent. 

 Marital status: categorical variable, single or married. 

 Social Influence on Weight Status: categorical variable, it was 

assessed by respond to the statements that identify the influence of 

social norms on weight status by either "Yes" or "No". 

 Actual body mass index (BMI): was calculated after measuring the 

weight and height of participants. 

 Maintaining weight: this was assessed by three statements in section 

one of the questionnaire: “The highest weight you reached?", "In any 

weight you would feel more comfortable?", and “At any weight you 

wouldn't feel more attractive?". 

3.5 Data collection tool 

The data collection tools included self-administered questionnaire 

(Appendix 1), Stunkard Body Figure Scale (Appendix 2) and 

measurement scale for weight and height (Appendix 3).  

The questionnaire was constructed based on extensive literature review 

(16,37,38)
. It began with a short introduction about the study and its 

objectives, and it included 36 items divided into three sections. 

 Section I: This section aimed at identifying participants’ 

characteristics and demographic information, which was composed 

of nine items: age, place of residence, place of residence during 
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university study, faculty of study, marital status, health status, and 

three questions about weight issues in general. 

 Section II: This section aimed at identifying participants’ body 

weight perceptions. It was calculated by comparing participants’ 

BMI categories and the weight perception question “How do you 

describe your weight?” which was adopted from previous studies 
(42)

. 

And the following response was available: “very underweight”, 

“underweight, “normal weight,” “overweight,” and “very 

overweight” or “obese.” For analytical purposes “very underweight”, 

“underweight” were combined to form the “underweight” response. 

Besides, “overweight” and “very overweight” or “obese” were 

combined to form the “overweight” response. 

To calculate accuracy of weight perception, a comparison was made 

between actual BMI and weight perception: 

 Underestimation: actual BMI greater than self-perceived body 

weight  

 Accurate assessment: actual BMI equal to self-perceived body 

weight 

 Overestimation: actual BMI less than self-perceived body 

weight  

 Section III: This section is about eating attitude and weight control 

practice, and we used the Eating Attitude Test (EAT-26) for this 

purpose 
(43)

. The EAT-26 is a shorted of the original EAT-40 which 

was published in 1979 and it has been used to examine factors that 
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contributed to the development of eating disorders. Since then, this 

test has been translated into many different languages and used in 

many studies worldwide.  

EAT-26 is standardized and self-reported questionnaire. It can be 

used to recognize the risk of eating behaviors in a non-clinical 

setting, and it is not exactly focused on eating disorders. It has been 

particularly useful screening instrument to assess risky and abnormal 

eating behaviors in high school and universities and other samples, 

and it is suitable for use in researches 
(43)

. It is used to evaluate the 

different types of behaviors and attitudes associated with eating 

disorder tendencies, which was appropriated with the objectives of 

the current study. Furthermore, EAT-26 it is a screening tool for 

abnormal eating behaviors and not a diagnostic tool for clinical 

problems as eating disorders 
(43)

. It composed of 26 items divided 

into three subscales: Dieting (thirteen items; 1, 6, 7, 10, 11, 12, 14, 

16, 17, 22, 23, 24& 25), Bulimia and Food Preoccupation (six items; 

3, 4, 9, 18, 21 & 26), and Oral Control (seven items; 2, 5, 8, 13, 15, 

19 & 20). 

EAT-26 Scores: 

- Items 1 to 25 are scored as follows: Always = 3; Usually = 2; Often 

= 1; Other answers = 0 

- And item 26 is scored as follows: Never = 3; Rarely = 2; Sometimes 

= 1 

- Total Test Score: Is the sum of all items 
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Based on the total score on the answers of the EAT-26 test, participants’ 

eating behavior was classified as healthy or risky. Where, a score ≥ 20 on 

the EAT-26 indicates risky eating behaviors. Moreover it is indicates a 

high level of concern about dieting and body weight. On the other hand, a 

score <20 indicates healthy eating behaviors 
(43). 

The EAT-26 was translated into Arabic then back translated to English by 

two independent translators. The original and the back translated English 

versions were reviewed and found to be conceptually comparable. 

The final draft of EAT-26 was piloted on a group of 40 female students 

before starting the study. This step aimed to improve the validity and 

reliability of the instrument through identifying problems that may arise 

in the questionnaire. In addition, to estimate the time will be spent to 

answer the questionnaires. The result showed that, the overall EAT-26 

questions scored Cronbach’s alpha of 0.78, which is considered good. 

Cronbach alpha was also measured to determine the internal reliability of 

EAT-26 subscales, dieting, bulimia and food preoccupation, and oral 

control and found (α=.77, .62, .67 respectively).  

Body image Perceptions Test: 

This section contains Stunkard Body Figure Scale which was used for 

assessing body image perception 
(44)

. It contained nine silhouette figures 

that increase regularly in size from very thin (#one) to very obese (#nine). 

Experts consider these silhouette figures into; underweight (one and two), 

normal weight (three and four), overweight (five through seven), and 

obese (eight and nine) 
(31)

(Figure 1).  
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Figure 1: Drawings on the Stunkard Body Figure Scale 
 

The section included two Stunkard Silhouette drawing to assess the 

participant’s body image perceptions.  The first drawing indicates how 

the participants currently look (Actual or Feeling) and the second indicate 

how they ideally wanted to look (ideal). These silhouettes were allocated 

numbers one to nine from left to right and the numbers were used for 

comparison analysis. The difference between the actual figure and the 

ideal figure represents a degree of dissatisfaction with body image, which 

called the Feel-Ideal Difference (FID). 

The FID index score indicated the body dissatisfaction by subtracting the 

score of the figure selected as the ideal figure from the one selected as the 

actual figure. A positive FID score indicated that the actual figure is 

bigger than the ideal figure which indicated a desire to be thinner and 

losing weight (body dissatisfaction or negative body image), while the 

negative score was indicated that the actual figure thinner than the ideal 

figure which indicated desire to be fatter or gaining weight (high body 

satisfaction or very positive body image). A FID score of zero indicated 

no discrepancy (body satisfaction or positive body image)
(45)

. 
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Anthropometric measurements: 

Body mass index (BMI) was calculated as body weight in kilograms 

divided by the squared of height in meters (kg/m2). Based on the 

international standards of WHO, BMI less than 18.5 set as underweight, a 

BMI between 18.5 and 24.9 is a normal weight, BMI between 25 and 

29.9 is an overweight, and obese a BMI equal to or greater than 30
(46)

. 

A special place was prepared in order to measure participants’ weight and 

height in the old and new university campuses. Trained examiners 

measured participants’ height and weight. The height was measured using 

a stadiometer while they were in a full standing upright and without 

shoes. Weight was measured by spring weighing scale (traditional scale), 

which was appropriate for the study purpose and setting. The same scale 

and metre rule were used to measure weight and height for all 

participants. 

The participants’ weights was measured on calibrated scale in their light 

clothing without shoes and after they remove their coats, hand bags, 

mobile phones and other personal accessories to make sure that it 

accurately. Measure the students’ height and weight was taken to the 

nearest 0.5  kg and 0.5cm respectively on a special sheet (Appendix 3). 

3.6 Data analysis 

We used the Statistical Package for Social Sciences (SPSS v 17.0) to 

analyze data. The results were considered significant when P-value ≤0.05. 
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Frequencies, means standard deviations (SD) and ranges were used to 

describe the study sample. 

For analytical purposes, Chi-squared test and logistic regression was used 

to detect significant relations between different groups. Internal reliability 

of the Questionnaire was assessed using Cronbach’s α. 

3.7 Ethical consideration 

 Permission has been obtained to use the EAT-26 test and all costs 

and royalties have been waived for the researcher (Appendix 4)  

 An approval from Public Health Department of the Faculty of 

Graduate Studies at NNU was obtained. 

 The written approvals from both the IRB of NNU and the University 

administration were obtained (Appendix 5). 

 We explained to the participants the study objectives and 

importance, they were also ensured that participating is not 

compulsory.   

 Anonymity of the participants and confidentiality of the collected 

data were assured. 
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Chapter Four 

 Results 

This chapter summarizes the important findings of the present study. At 

the first section, data was analyzed to find out frequencies that describes 

the demographic characteristics of the participants and their basic 

information. The second section describes participants' weight control 

behaviors based on EAT-26 total scores. The third one presents the 

participants' body weight perception in addition to BMI. Relations were 

also explored between BIP and WCB.  Relations between BMI, BWP and 

WCB were also obtained.  

Any participant who did not have complete data was excluded from the 

analysis. Of the 462 invited subjects in this study, 420 usable 

questionnaires were returned for the overall response rate of 90%. 

Generally, not less than two in ten females have suffered from high level 

of concern about dieting and risky eating behaviors in addition to body 

dissatisfaction. 

4.1  Basic demographic characteristics of the participants 

The sample consisted of college female students from NNU (n =420). 

The age of the participants ranged from 17 to 27 years (mean age=19.8 

±1.5) and the majority of the study sample was from North West Bank. 

Around 93% of participants were single and 89.5% of them live with 

their family (Table 1). 
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Table 1: Demographic characteristics of the study sample (n=420) 

Characteristic Frequency (%) 

Age (years, ±SD) 19.8 ±1.5 

 Faculty 

Humanities and social sciences 

Engineering and information Technology            

Medicine and health sciences 

Natural sciences 

 

210 (50%) 

94 (22.4%) 

64 (15.2%) 

52 (12.4%) 

Place of original residence 

North West Bank 

South West Bank and Jerusalem 

 

391(93.1%) 

29(6.9%) 

Marital status 

Single 

Married 

 

393(93.3%) 

27(6.4%) 

Place of Current Residents 

With family  

In students accommodation 

 

372(89.5%) 

45(9.8%) 

The mean BMI for the study sample was 21.8 kg/ m2 (SD= 2.97). Most 

of the girls were in the normal weight (76.7%), and 11.9% of them fell 

within the overweight category. In addition, 1% of the sample was obese, 

and 10.5% were underweight. The majority of study sample described 

their health status as “good” or “excellent” (83.2%), and more than 30% 

of the participants reported that there is an impact of society on weight 

status (Table2)
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Table 2: Distribution of participants’ weight and self-perceived 

health status (n=420) 

Category Frequency (%) 

Weight Status(BMI) 

Underweight 

Healthy weight 

Overweight and Obese 

 

44(10.5%) 

322(76.7%) 

54(12.9%) 

Self-perceived Health Status 

Poor 

Average 

Good 

Excellent 

 

07(1.4%) 

64 (15.3%) 

205 (49.8%) 

144 (33.4%) 

Social Influence 

Yes 

No 

 

140 (33.3%) 

277 (66%) 

With regard to maintaining the weight for the participants, most of the 

study sample (78.3%) reported that they were uncomfortable with the 

highest weight they reached. In addition, they would be more comfortable 

and attractive with less weight. 

4.2  Weight Control Behaviors 

For the whole sample, the mean of EAT-26 score was 17.17 ±9.6. Using 

a cut-off score of 20
(43)

, the results showed that 154 female participants 

(36.9%) engaged in risky eating behaviors and reported high level of 

concern about dieting and eating behaviors (95% CI: 32%- 41%). Based 

on the aforementioned 36.9% of participants had tendency to develop ED 

(Figures 2). 
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Figure 2: Distribution of WCB among the university female students (n=420) 

The EAT-26 questionnaire consists of three subscales, as following: 

dieting, oral control and bulimia and food preoccupation. Mean scores 

were analyzed according to the three subscales; dieting (µ= 7.81, SD= 

5.71), oral control (µ= 5.85, SD=4.14) and bulimia and food 

preoccupation (µ= 2.78, SD= 3.09). Results showed that dieting subscale 

scored the highest and then the oral control came after bulimia and food 

preoccupation subscale (Table 3). 

Table 3: Subscale from EAT-26 

EAT-26 subscales Mean Std. Deviation 

Dieting 7.81 5.71 

Oral Control 5.85 4.14 

Bulimia and Food Preoccupation 2.78 3.09 

Moreover, the result showed that 20.2 % of the participants had high 

scores in dieting sub-scale, while 12.9% had high scores in the Bulimic 

sub-scale, and 33.8% of themhad high scores on the Oral Control sub-

scale which represents  high tendency to anorexia nervosa (Figure 3).  

36.9% 

63.1% 

Risky eating behaviors 

EAT-26≥20 

Healthy eating

behaviors EAT-26<20
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Figure 3: Distribution of EAT-26 subscales scores among participants (n=420) 

The frequency for each item in the subscales was computed; in the 

Dieting subscale, the result showed that, 31% more than half of 

participants were terrified about being overweight. In addition, 43.8% of 

participants were preoccupied with a desire to be thinner (Table 4). 

 

 

 

 

 

 

 

 

 

 

 

Dieting Bulimia Oral Control

79.80% 
87.10% 

66.20% 

20.20% 
12.90% 

33.80% 

Lower scores Higher scores*

* Higher score: considered when the participant practiced more than half of subscale 

items 
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Table 4: Distribution of Dieting behaviors among participants 

(n=420) 

Table 5 describe the second subscale, the Oral control subscale which 

describe perceived pressure to eat more and the degree of self-control 

over eating. The result showed that, 21.7% of participants avoid eating 

EAT-26    

(Dieting sub-scale) 
 

Always 

 

Usually 

 

Often 

(Sometimes, 

Rarely or 

Never) 

I Am terrified about being 

overweight 

133 

(31.7%) 

100 

(23.8%) 

53 

(12.6%) 

134  

(31.9%) 

I am aware of the calorie 

content of foods I eat 

11 

(2.6%) 

23 

(5.5%) 

36 

(8.6%) 

350  

(83.8%) 

I particularly avoid foods 

with a high carbohydrate 

content 

14 

(3.3%) 

33 

(7.9%) 

36 

(8.6%) 

373  

(80.2%) 

I feel extremely guilty after 

eating 

26 

(6.2%) 

38 

(9%) 

30 

(7.1%) 

326  

(77.6%) 

I am preoccupied with a 

desire to be thinner 

74 

(17.6%) 

65 

(15.5%) 

45 

(10.7%) 

236  

(56.2%) 

I think about burning up 

calories when I exercise 

80 

(19%) 

82 

(19.6%) 

56 

(13.3%) 

202  

(48.1%) 

I am preoccupied with the 

thought of having fat on 

my body 

33 

(7.9%) 

50 

(11.9%) 

47 

(11.2%) 

130  

(69%) 

I avoid foods with sugar in 

them  

13 

(3.1%) 

30 

(7.1%) 

37 

(8.8%) 

80  

(81%) 

I eat diet foods 
13 

(3.1%) 

15 

(3.6%) 

25 

(6%) 

53  

(87.4%) 

I feel uncomfortable after 

eating sweets 

32 

(7.6%) 

52 

(12.4%) 

39 

(9.3%) 

297  

(70.7%) 

I engage in dieting 

behavior 

40 

(9.5%) 

62 

(14.8%) 

52 

(12.4%) 

266  

(63.3%) 

I like my stomach to be 

empty 

36 

(8.6%) 

53 

(12.6%) 

62 

(14.8%) 

269  

(64%) 

I enjoy trying new rich 

foods 

68 

(16.2%) 

79 

(18.8%) 

93 

(22.1%) 

180  

(42.9%) 
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when they feel hungry. Moreover, 47.9% of participants display self-

control around food. 

Table 5: Distribution of Oral control behavior among participants 

(n=420) 

In the Bulimia and Food preoccupation scale the result showed that 8.1% 

of participants had the impulse to vomit after meals, while 4.8% have 

used to vomiting after eating (Table 6). 

 

 

 

 

 

 

 

EAT-26 

(Oral control sub-scale) 
 

Always 

 

Usually 

 

Often 

(Sometimes

, Rarely or 

Never) 

I avoid eating when I am 

hungry 

11 

(2.6%) 

46 

(11%) 

34 

(8.1%) 

329 

(78.3%) 

I cut my food into small pieces 
52 

(12.4%) 

65 

(15.5%) 

81 

(19.3%) 

222 

(52.9%) 

I feel that others would prefer I 

ate more 

68 

(16.4%) 

47 

(11.2%) 

43 

(10.2%) 

261 

(62.1%) 

Other people think I am too 

thin 

67 

(16%) 

61 

(14.5%) 

66 

(15.7%) 

226 

(53.8%) 

I take longer than others to eat 

my meals 

65 

(15.5%) 

58 

(13.8%) 

63 

(15%) 

234 

(55.7%) 

I display self-control around 

food 

48 

(11.4%) 

84 

(20%) 

69 

(14.4%) 

219 

(52.1%) 

I feel that others pressure me 

to eat 

48 

(11.4%) 

57 

(13.6%) 

70 

(16.7%) 

175 

(58.3%) 
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Table 6: Distribution of Bulimia and Food preoccupation behaviors 

among participants (n=420) 

4.3  Body weight perception: 

Based on the participants’ responding to the question “How would you 

describe your weight “. We found that, more than half (65.7%) considers 

themselves in a healthy weight, 12% underweight, 22% overweight and 

obese (Figure 4). 

 

Figure 4: Distribution of participants’ self-perception of body weight 

12% 

65.7% 

22% 

Underweight Ideal weight Overweight or obese

EAT-26 

(Bulimia and Food 

preoccupation) 

 

Always 

 

Usually 

 

Often 

(Sometimes, 

Rarely or 

Never) 

I find myself preoccupied by 

food 

43 

(10.2%) 

59 

(14%) 

76 

(18.1%) 

242  

(57.6%) 

I feel that food controls my life 
29 

(6.9%) 

29 

(6.9%) 

52 

(12.4%) 

310  

(73.8%) 

I give too much time and 

thought to food 

19 

(4.5%) 

40 

(9.5%) 

54 

(12.9%) 

307 

(73.1%) 

I have the impulse to vomit 

after meals 

11 

(2.6%) 

9 

(2.1%) 

14 

(3.3%) 

386  

(91.9%) 

I have gone on eating binges 

where I feel that I may not be 

able to stop 

38 

(9%) 

88 

(21%) 

68 

(16.2%) 

256  

(53.8%) 

I vomit after I have eaten 
2 

(0.5%) 

11 

(2.6%) 

7 

(1.7%) 

400 

(95.2%) 
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4.4 Body Image and Weight Perceptions 

Regarding of the body silhouette chart, respondents generally had a 

negative attitude towards their bodies and appearance. More than half of 

participants were dissatisfied with their body shape which means they had 

a negative body image, and they believe that the ideal body is thinner 

than their bodies. In addition, 19.8% had a positive body image, and they 

believe that the ideal body is fatter than their bodies. The rest (24.5%) 

were satisfied with their bodies’ shapes, and they think that they have the 

ideal body (figure 5). 

 

 

Figure 5: Distribution of Body Image Perception among the study sample (n= 420) 

 

Based on the participants answers to the Stunkard Body Figure rating 

scale, more than quarter of participants chose the underweight silhouettes 

as the ideal body (silhouette 1&2), while 73% chose the normal weight 

silhouettes as the ideal body (silhouette 3&4), as shown in Table 7 . 
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Table 7: Item choices for actual and ideal participants body images 
 

 

Stunkard 

Body 

Figures 

 
Actual-

Body 

Image % 

       5           69         140        148         42         13            0            3        0 

  (1.2%)   (16.4%)   (33.3%)  (35.2%)   (10%)    (3.1%)     (0%)    (.7%)    (0%) 

Ideal-

Body 

Image% 

       7          103          202        101       70          0                 0          0        0 

   (1.7%)    (24.5%)   (48.1%)  (24%)   (1.7%)  (0%)   (0%)    (0%)      (0%) 

In regard to participants’ body weight perception, more than half (73.8%) 

of participants had accurate assessment on their body weight, and16.6% 

of normal weight or underweight participants describe themselves as 

overweight or obese which means that they had over-estimation. While 

under-estimation of their weight was reported by 9.2% for those who 

were overweight or obese and describe themselves as normal weight or 

underweight. Accordingly, females who had over-estimation or under-

estimation were regarded as having incorrect or wrong weight perception 

(Figure 6). 

 

Figure 6: Distribution of participants’ weight assessment 

 Accurate
assessment

Overestimation Underestimation

73.8% 

16.6% 
9.2% 
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4.5 Factors Influencing Weight control Behaviors 

The weight control behavior was studies in relation to some background 

variables. The result indicate that, no significant relationship was found 

between weight control behaviors and other socio-demographic factors 

includes age, the place of current residents, the place of participants 

original residents and college (Table 8). 

Table 8: Weight control behaviors by respondent characteristics 

(n=420) 

 

Variable Name 

Healthy 

eating 

behavior 
(EAT-26 <20) 

Risky 

eating 

behavior 

(EAT-

26≥20) 

P-value* 

Participants age    

0.96 <20 131(63%) 77 (37%) 

≥20 134 (63.2%) 78 (36.8%) 

Faculty of participants    

 

 

0.967 

Humanities and social 

sciences 

128 (61 %) 82 (39%) 

Engineering and information 

Technology             

59 (62.8%) 35 (37.2%) 

Natural sciences 36(69.2%) 16 (30.8%) 

Medicine and health sciences 42 (65.6%) 22 (34.4%) 

Place of original residence    

0.188 North West Bank 250(63.9%) 141 

(36.1%) 

South West Bank and 

Jerusalem 

15 (51.7%) 14 (48.3%) 

Marital status   

 

0.074 

Single 252(64.1%) 141 

(35.3%) 

Married 13 (48.1%) 14 (51.9%) 

Place of Current Residents    

0.29 With family  238 (64%) 134 (36%) 

In students accommodation 27 (56.3%) 21 (43.8%) 
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In regard to BMI and weight control behaviors, most of participants who 

were engaging in risky eating behaviors were in a normal weight 

category, and 15.5% were either overweight or obese. And 9% of were 

underweight. No significant relation was found between BMI categories 

and risky eating attitudes and behaviors (P-value>.05) (Table 9). 

Table 9: Percentage Distribution of BMI Categories and EAT-26 

result 
 Healthy eating 

behavior (EAT-26 

<20) 

Risky eating 

behavior 

(EAT-26≥20) 

P-value* 

BMI Category 

Underweight 30 (68.2%) 14 (31.8%) 

0.396 
Normal weight 205 (63.7%) 117 (36.3%) 

Overweight & 

Obese 
30 (55.6%) 24 (44.4%) 

*Chi-Square Test 

On the other hand, the results revealed a significant relationship (P-

value<.05) between weight control behaviors and the social influence on 

weight status;33.5% of participants who reported social influence are 

engaging in risky eating behaviors compared to 43.7% of those who 

didn’t report social influence (Table 10). 

Table 10: Social pressure on weight status in relation to weight 

control behaviors 

 Healthy eating 

behavior (EAT-26 

<20) 

Risky eating 

behavior (EAT-

26≥20) 

P-

value* 

Society affects weight status? 

Yes 185 (66.5%) 93 (33.5%) 
0.04 

No 80 (56.3%) 62 (43.7%) 

*Chi-Square Test 
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In addition, no significant relationship found between the weight control 

behaviors and the participants’ perceived health status. Where 31% of 

participants, who described their health status as excellent, were engaging 

in risky eating behaviors compared to 68.8% of those who were engaging 

in healthy eating behavior (Table 11). 

Table 11: Participants perceived health status in relation to WCP 

 
Healthy eating 

behavior (EAT-26 <20) 

Risky eating 

behavior 

(EAT-26≥20) 

P-value* 

Self-perceived health status 

Poor 2 (28.6%) 5 (71.4%) 

0.057 
Average 35 (54.7%) 29 (45.3%) 

Good 129 (62.9%) 76 (37.1%) 

Excellent 99 (68.8%) 45 (31.3%) 

*Chi-Square Test 

For the body image, it was found that body image dissatisfaction 

positively associated with EAT-26 score. Chi-square analysis revealed a 

significant association between body image perception and weight control 

behaviors (P-value<.05).  

As expected, the majority of participants who are satisfied with their body 

image were classified as having healthy eating behaviors. While 54.7% of 

participants who had negative body image were engaging in risky eating 

behaviors (Table12). 
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Table 12: Distribution of WCP and BIP among NNU female students 

(n=420) 

 Healthy eating 

behavior (EAT-26 

<20) 

Risky eating 

behavior (EAT-

26≥20) 

P-value* 

Body Image perception 

Body 

Satisfaction 
77 (74.8%) 26 (25.2%) 

<0.001 

 Positive BI 60 (72.3%) 23 (27.7%) 

Negative BI 128 (54.7%) 106 (45.3%) 

*Chi-Square Test 

No significant relationship was found between body weight perception 

and weight control behaviors (Table 13). About half (48.6%) of those 

who overestimate their weight were found to be engaged in risky eating 

behaviors compared to 35.5% of those who accurately estimated their 

body weight. Moreover, 27.5% of underestimated participants were 

engaged in risky eating behaviors. Regarding of healthy eating behaviors 

and body weight perception, most of participants who had accurate 

estimation to their body weight or under estimated their weight were 

participating in healthy eating behaviors (64.5% and 72.5% respectively).  

Table 13: Distribution of WCP and BWP among NNU female students (n=420) 

 

 
Healthy eating behavior 
(EAT-26 <20) 

Risky eating 

behavior 

(EAT-26≥20) 

P-value* 

Body weight perception 

Accurate Estimation 200 (64.5%) 110 (35.5%) 
0.053 

 
Underestimation 29 (72.5%) 11 (27.5%) 

Overestimation 36 (51.4%) 34 (48.6%) 

    *Chi-Square Test 
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4.6  BMI and Body Perception 

Regarding participants’ body weight perception, we studied the 

participants’ real BMI category in relation to self-perception of their 

weight using the Chi-squared test.  

A significant relationship between body weight perception and BMI was 

found (P-value <.05).More than half of normal weight participants (79%) 

had accurate estimation to their body weight, and 12.6% had 

overestimation, while 8.4% had underestimation (Table 14& Figure7). 

Table 14: Participants real BMI in relation to self-perception of their 

weight 

 

 

 

Self-perception of body weight 

P-value 
Underestimation 

Accurate 

assessment 

Overestim

ation 

BMI category 

Underweight  0 (0%) 25 (62.5%) 15(37.5%) 

 

<0.001 

Normal weight  26 (8.4%) 245 (79%) 
39 

(12.6%) 

Overweight & 

obese 
18 (25.7%) 52 (74.3%) 0 (0%) 

*Chi-Square Test 

 

Figure 7: Accuracy of body perception among BMI weight classifications 

Underweight Normal weight Overweight and

Obese

59.1% 

76.1% 72.1% 

40.9% 

23.9% 27.8% 

Correct weight

perception

Incorrect weight

perception
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Moreover, Chi-square analysis revealed a significant relationship between 

body image perception and BMI (P-value<.05). More than fifty-six 

percent of healthy weight participants were dissatisfied with their body 

shape; they had a negative body image despite of their healthy body 

weight (Table 15). 

Table 15: Percentage Distribution of BIP and BMI 
 Positive BI Body satisfaction Negative BI P-value* 

BMI 
Underweight  

Healthy 

Overweight 

Obese 

 

29 (65.9%) 

53 (16.5%) 

1 (1.9%) 

 

13(29.5%) 

88 (27.3%) 

2 (3.7%) 

 

2(4.5%) 

181 (56.2%) 

51 (94.4%) 

 

<0.05 

*Chi-Square Test 

*Positive BI: Positive different between actual and ideal body shape 

 

4.7 Multivariable analysis of factors associated with WCB 

The multivariable logistic regression was used to determine factors that 

are associated with risky weight control behaviors and to control for the 

confounding factors (Table16). 

Variables potentially associated with disturbed eating attitudes/behaviors 

(p <0.05) and other variables with p value <0.10 identified with 

univariate analysis were then entered simultaneously into a multivariate 

logistic regression model to assess association; Marital status, Society 

affects weight status, Self-perceived health status, Body Image 

perception, Body weight perception. 
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The logistic regression revealed that perception of body image is the only 

factor that strongly associated with weight control behaviors (P-value 

=0.001). 

 

Table 16: Multivariable Analysis of Factors Associated with Weight 

Control Behaviors 

Variables P value OR
∞
 95% CI

α
 

lowe

r 

upper 

Marital status: 

Married
#
 

Single  

 

0.123 

 

0.52 

 

0.22 

 

1.19 

Perceived social pressure: 

No
#
 

Yes  

 

 

0.073 

 

 

1.5 

 

 

0.96 

 

 

2.30 

Self-perceived health status: 

Poor# 

Average 

Good 

Excellent 

 

 

0.192 

0.091 

0.156 

 

 

0.30 

0.222 

5.22 

 

 

0.05 

0.04 

0.03 

 

 

1.81 

1.27 

1.08 

Body Image perception: 

Satisfied
#
 

Positive BI  

Negative BI 

 

 

0.867 

0.002 

 

 

1.06 

2.33 

 

 

0.53 

1.40 

 

 

2.10 

3.90 

Body weight perception: 

Accurate estimation
#
 

Overestimation 

Underestimation 

 

 

0.428 

0.219 

 

 

0.73 

1.4 

 

 

0.33 

0.81 

 

 

1.58 

2.44 
∞
Odds Ratio, 

α
Confidence Interval, 

#
Reference group 
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Chapter Five 

 Discussion 

The concepts of body weight and image dissatisfaction refer to the one’s 

discomfort with own body weight and shape 
(5)

. It has been shown that 

body dissatisfaction plays a major role in the genesis of eating disorders. 

While there is growing obsession toward thin- ideal body, and while 

many young suffer from disturbed eating behaviors, such as, excessive 

dieting and struggling for thinness, especially females. There is a strong 

need for such a study 
(10,11)

. 

The purpose of this study is to draw attention to the dieting behaviors, 

weight control practices, and the current body image and weight 

perceptions among female students at NNU in Palestine. Moreover, it 

aims at having a role in guiding health education messages delivered to 

females in colleges about healthy attitudes and practices towards diet and 

body weight. 

Weight control behaviors were assessed based on EAT-26, which is a 

widely used instrument that provides information about the symptoms 

and the risk of eating disorders in non-clinical setting. More specifically, 

it is a useful screening instrument to assess "eating disorder risk" in high 

school and college and other populations 
(43)

. It has been used in many 

countries including Arab countries 
(16,27,47)

. Wherefore, the EAT-26 has 

been used in the current study to examine the risk of disorder eating 

behaviors among NNU female students in Palestine. 
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Regarding of the body weight and image perception, many studies was 

conducted in the Arab countries including Palestine; they focused on 

weight and body size concerns among females university students 
(19,33,35)

. 

However, there is a continuing need to study this matter because of its 

serious implications on psychological and physical health, especially 

when associated with risky eating behaviors 
(5,6)

. Furthermore, this study 

was assessed body dissatisfaction not only through body shape or size, 

but also through the perception of body weight, so the results related to 

this variable could be generalized to overall body satisfaction. 

5.1  Risky Eating Behaviors 

The result showed that, 36.9% of NNU female students had risky eating 

behaviors which means tendency to develop eating disorder. Comparing 

to other neighboring countries, the result showed that, risky eating 

behaviors among female participants in Palestine are higher than other 

Eastern countries 
(48)

, regardless of Jordan, which reported higher rates of 

risky eating behaviors among female college students 
(16)

.  

In details, the EAT-26 has been used to examine the risky eating 

behaviors in many Arab countries includes; Egypt, Jordan, Oman, Saudi 

Arabia, and United Arab Emirates
(27)

, and based on previous studies, 

results showed that, the risk of disordered behaviors has begun to emerge 

in the Arab countries. In Saudi Arabia, 19.6% of girls had risky eating 

behaviors
 (48)

. In Lebanon 10% of normal weight female college students 

had risky eating behaviors 
(49)

. In UAE 24.6% of female college students 

had risky eating behaviors based on EAT-26 
(50)

. In Jordan 45% of female 
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college students had risky eating behaviors and scored more than twenty 

in the EAT-26 
(16)

.   

Briefly speaking, the result showed that NNU female students reported a 

high level of concern about dieting, body weight, and prone to risky 

eating behaviors as compared to other Arab countries. This troublesome 

result may be due to the rapid socio-cultural and lifestyle change, which 

includes modernization and urbanization. In addition, it may be due to the 

spread of social media and Western norms, which represent thin body as 

beauty.  

In comparison with Jordan, the results were almost close with a slight 

increase among Jordanian females, this similarity results may due to the 

convergence of cultural and social norms between Palestine and Jordan 

(16)
. This result is a cause for concern, as risky eating behaviors is 

associated with the development of eating disorders. It is also associated 

with other health concerns including depression, anxiety, nutritional and 

metabolic problems 
(6,23,40,51)

. 

5.2  Body Weight and Image Dissatisfaction 

In regards to body weight perception, studies have been shown that, 

overestimation of body weight can lead to unnecessary and dangerous 

weight loss practice 
(3)

. The result of the current study indicates that the 

majority of participants have an accurate body weight perception. Those 

who do not fit with this description either underestimate (9.0%) or 

overestimate (16.6%) their weight. This finding agrees with other studies 

conducted in Western countries 
(52,53)

.  
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This leads us to believe that, NNU female students generally had an 

accurate weight perception. This finding may be attributed to many 

factors. It may be due to the age of participants where they are in the age 

of mental maturity. It can be also attributed to their level of education, as 

well as the possibility for anyone to evaluate their weight online by 

Google. Furthermore, it may be due to the spread of coin-operated 

machines, which measures weight, height and BMI in the university 

campuses. 

Regarding of body image and based on figure rating scale, the result 

showed that the majority of participants preferred a thin figure for 

themselves. This agrees with the findings reported by several studies in 

Western and Eastern countries 
(26,35,38)

. Furthermore, most of participants 

were dissatisfied about their body shape, where 55% of participants had 

negative body image. Females who view their bodies negatively are more 

likely to engage in risky eating behaviors and more likely to suffer from 

depression, anxiety, isolation, shame, low self-esteem, and obsessions 

with weight loss 
(6,12,51)

. 

Moreover, the results on body image perception was compared with 

another previous study conducted in Palestine in 2010 
(19)

, where the 

percentage of female dissatisfied with their body image increased by 

10%. This increase could be attributed to the spread of social media and 

photo sharing in addition to the media pressures and the model of beauty 

imposed by modern society, which reflects the thin woman body as the 

ideal body, regardless of women health. In addition to the entering of 
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Arab-1948 to the West Bank, where studies have shown they are exposed 

to risky eating behaviors and body image dissatisfaction. This may lead to 

the spread of this phenomenon in the West Bank 
(38)

. In regards to body 

image and BMI, a significant relationship was found between BMI and 

body image, 4.5% of underweight participants had negative body image 

and more than half of normal weight participants had negative body 

image (56.2%). Also these results were slightly higher than was recorded 

in the study conducted in Palestine 
(19)

.   

5.3  Factors that contribute to WCB and other findings 

Regarding of  factors that contribute to weight control behaviors, the 

findings of the current study indicate that socio-demographic factors 

includes age, the place of current residents, the place of participants 

original residents and college have no effect on disordered eating 

behavior of NNU female students. This finding agrees with other studies 

(25,34,54)
. 

Regarding participants place of current residents, most of participants 

were living with their family, which was close to the result of previous 

study 
(55)

. Moreover, the result of the current study showed that, 

participants who perceived social pressure on weight status were more 

prone to be engaged in risky eating behaviors. 

In regards to BMI and weight control behavior, no significant association 

was found between the risky eating behaviors and BMI, this finding 

support that participants were engaging in risky eating behaviors 

regardless of their BMI classification. However, BMI was strongly 
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associated with body image and weight perception which makes them 

vulnerable to unnecessary weight loss and exposed the risk of eating 

behaviors 
(5,6,7)

. 

The current study found that, no significant relationship between weight 

control behaviors and weight perception. This result is risk indicators, 

which mean that students who were following risky eating behaviors had 

accurate weight estimation which may lead to difficulty in convincing 

them that there is no need for such behaviors. Otherwise, in regards to 

participants who had incorrect weight perception, studies has shown that, 

participants overestimate their weight are the more likely to express the 

desire to lose weight and practicing in risky behaviors 
(56)

.  

Body image dissatisfaction is strongly associated with risky eating 

behaviors of NNU female students. This support the hypothesis that 

indicated body image dissatisfaction would present higher levels of 

disordered eating attitudes and behaviors 
(1,3,14,43,56)

.While the result 

showed that, a large portion (45.3%) of participants who were engaged in 

risky eating behaviors had negative body image. Moreover, this indicates 

that body image dissatisfaction, rather than actual BMI, is a better 

predictor of dieting behaviours among study participants. This result 

supports the findings of previous studies conducted worldwide 
(10,14,26)

. 

Finally, we have to admit that risky eating behaviors are extremely 

associated with the development of eating disorders. It is also associated 

with other health concerns including depression, anxiety, self-hatred, 

nutritional and metabolic problems, obsessive-compulsive issues, and 
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suicide attempts 
(23)

. Therefore, participants who scored ≥20 were asked 

to seek for health evaluation by health professional that specializes in the 

treatment of eating disorders to determine their health status. But 

unfortunately, they have not followed. 

Limitations of the study 

Some limitations of this study should be considered when interpreting its 

results. The cross-sectional design of this study makes it difficult to 

determine the temporal relationships and causality between the weight 

control behaviors and the studied independent variables. In addition, 

using a convenient sample may not represent the study population. We 

were unable to have the list of students enrolled in the university (sample 

frame) as the regulations did not allow. However a great care has been 

taken to select students from both campuses and all faculties equal to 

their proportion in the university. 

Although, NNU is one of the largest universities in Palestine and have 

students from all different West Bank governorates and represents 

different social classes, including, one university in the study could limits 

generalizability of the results on all female university students in 

Palestine. 

Conclusion 

 Risky eating behaviors were shown to be strongly associated with 

dissatisfaction of body image among NNU female students. The 

chance for those with negative body image was twice more to be 
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engaged in risky eating behaviors than those who were satisfied 

with their body image. This finding support the first hypothesis:  

Disordered eating behaviors will be associated with body image 

dissatisfaction. This indicated that female students with body 

dissatisfaction are more likely to be engaged in risky eating 

behaviors. 

 A positive relationship was found between BMI, body image and 

body weight perception of NNU female students. This finding 

supports the second hypothesis. However, no association was 

found between BMI and weight control behaviors. This part not 

support to the second hypothesis. 

 Socio-demographic factors had no effect on disordered eating 

behavior of NNU female students. This finding does not support 

the third study hypothesis. 

 

Recommendations 

In light of the spread of risky eating behaviors among NNU female 

students and the fact that body image dissatisfaction motivates risky 

eating behaviors, a need to plan for health promotion programs emerged 

in the university in order to promote for healthy body image perception 

and healthy eating behaviors. 

More importantly, is to clarify to students that eating disorders is a 

serious mental health problem and not a modern diet or lifestyle. 

Moreover, the establishment of nutrition clinic in the university would be 
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a very important and promising project that can lead to management and 

prevention of many nutritional illnesses. 

Further research 

 It may be useful to conduct longitudinal studies that will follow up 

participants to document the trends in eating attitude, body image, 

body weight perception, and weight control behaviors and other 

health outcomes among Palestinian. 

 In future, it would be useful to repeat this research to include males 

who may also be experiencing changes in dietary behavior and 

body image. 

 There is a need to conduct future studies that will indicate the 

actual prevalence of eating disorder based on  clinical diagnosis for 

eating disorder in  

 It may be useful to carry out longitudinal intervention studies to 

determine actions that will make a huge impact on body 

perception, and risky eating behaviors. 
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Appendixes 

Appendix 1 
 جايعة انُجاح انىطُية

 1025كهية انذراسات انعهيا 

 "سهىكيات انححكى في انىسٌ وجصىرات انجسى نذي طانثات جايعة انُجاح انىطُية"اسحثياٌ  حىل 

 أخحي انطانثة :

 اٌسلاَ ػ١ٍىُ ٚسؽّخ الله ٚثشوبرٗ،،،

اٌؼبِخ عبِؼخ إٌغبػ اٌٛع١ٕخ ، ألَٛ ثؼًّ دساسخ رٙذف اٌٝ فٟ ثشٔبِظ اٌظؾخ  فب٠ض ٔضاي أٔب اٌغبٌجخ ٚعٓ ِبعذ

دساسخ ّٔظ اٌغزاء ٚسٍٛو١بد أمبص اٌٛصْ ث١ٓ عبٌجبد عبِؼخ إٌغبػ اٌٛع١ٕخ ٚػلالزٙب ثظٛسح اٌغسُ ، 

٘زا الاسزج١بْ ثبلإضبفخ اٌٝ أخز  سٛف ٠غٍت ِٕه رىٍّخ ثئششاف اٌذوزٛس صا٘ش ٔضاي. إرا ٚافمزٟ ػٍٝ اٌّشبسوخ

ِٓ اٌٛصْ ثبٌى١ٍٛغشاَ ٚاٌغٛي ثبٌسٕزّزش ٌؾسبة ِؤشش وزٍخ اٌغسُ اٌخبص ثه، ٘زا الاسزمظبء سٛف ث١بٔبره 

 دل١مخ . ٠15أخز ِٓ ٚلزه ؽٛاٌٝ 

٠ّىٕه اٌشفض اٚ اٌزٛلف فٝ اٞ ٚلذ ػٓ اٌّشبسوخ دْٚ اٜ  (: ِشبسوزه فٟ ٘زا الاسزمظبء رغٛػ١خ انحطىع

 .)ػٛالت

ثؼذَ اٌشاؽخ ٔز١غخ ٌسؤاٌه ػٓ ػبداره اٌغزائ١خ. ٚ ٌىٓ ِشبسوزه  ِٓ اٌّؾزًّ أْ رشؼشٞ :انًشايا و انعيىب

سٛف رسبػذ اٌجبؽض١ٓ ػٍٝ دساسخ ِٚؼشفخ أّٔبط ٚسٍٛو١بد اٌفز١بد اٌفٍسغ١ٕ١بد ف١ّب ٠خض ِٛضٛع اٌغزاء 

أمبص اٌٛصْ ٚػلالزٙب ثظٛسح اٌغسُ ، ِّب ٠ؼٕٟ اٌمبء اٌضٛء ػٍٝ ِشىٍخ اضغشاثبد اٌغؼبَ فٟ  ٚأّٔبط

 ٍسغ١ٕٟ.اٌّغزّغ اٌف

ٔزبئظ ٘زا الاسزمظبء سزىْٛ ِزبؽخ ٌٍجبؽش فمظ لا غ١ش. فٝ ؽبٌٗ إٌشش ٌٓ ٠زُ الافظبػ ػٓ أٜ  :انسزية

 طفؾخ (. اٞ ػٍٝ اسّه ٌىزبثخ ِؼٍِٛبد شخظ١خ. )ا٠ضبً لاؽبعخ

 إرا وبْ ٌذ٠ه أٜ أسئٍخ، ٔشعٛ ِشاسٍخ:اٌغبٌجخ ٚعٓ ٔضاٌؼٍٝ ثش٠ذ إ١ٌىزشٚٔٝ :

watannazzal@yahoo.com 

 154866-0598اٚ الارظبي ػٍٝ اٌشلُ

 ؽسٓ رؼبٚٔىُ( ٓ)شبوش٠ٓ ٌى 

mailto:watannazzal@yahoo.com
mailto:watannazzal@yahoo.com
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 انًعهىيات انذيًىغزافيةانجشء الأول:
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Appendix 4 

Permission to Adapt EAT-26 Questionnaire 

January 13, 2015 
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Appendix 5 

IRB Approval Letter 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 جايعة انُجاح انىطُية 

 كهية انذراسات انعهيا

 

 

 

 

 

 

طانثات انجسى وسهىكيات انححكى تانىسٌ تيٍ  اتجصىر

 1025 ة نعاوانُجاح انىطُي ةجايع

 

 

 

 عذادإ

 ٍ َشالطو

  

 اشزاف

 د.ساهز َشال

 

 

 

 



  ة

 1025انُجاح انىطُيه نعاو  ةطانثات جايعانجسى وسهىكيات انححكى تانىسٌ تيٍ  اتجصىر
 اعذاد

 ٍ َشال طو 

 اشزاف

 د.ساهز َشال 

 

 ًهخصان

شح ِٕٚزششح ثشىً غِشىلاد سٍٛو١خ خٚرظٛساد اٌغسُ  ؼبَ غلاد  رٕبٚي اٌرؼذ اخزلا انًقذية:

 ا١ّ٘خ فٟ ِغبي اٌظؾخ اٌؼبِخ، ٌّب ٌٗ ِٓ رأص١ش ػٍٝ طؾخ ٚسفبٖ الإٔسبْ ثشىً ػبَ. ادٚر ،ِزضا٠ذ

ٚدسعخ اٌشضٝ  ،ثبٌٛصْ اٌزؾىُ ٚسٍٛو١بد طاٌٝ دساسخ أّٔب ٘زٖ اٌذساسخ ٘ذفذ أهذاف انذراسة:

 رٛصكٔٙب ئف ،اضبفخ اٌٝ رٌهث١ٓ عبٌجبد عبِؼخ إٌغبػ اٌٛع١ٕخ فٟ فٍسغ١ٓ.  ػٓ شىً ٚٚصْ اٌغسُ 

 غبٌجبد.اٌث١ٓ   رأص١ش ِمذاس اٌشضٝ ػٓ اٌغسُ ػٍٝ سٍٛو١بد اٌزؾىُ ثبٌٛصْ

عبٌجبد عبِؼخ ؼ١خ ِسزؼشضخ ث١ٓ غدساسخ ِمرُ إعشاء ، 2115فٟ اثش٠ً  انًُهجية وطزق انثحث:

ث١ٓ  ٓعبٌجخ رزشاٚػ أػّبس٘ 421 ضّٕذ ػ١ٕخ اٌجؾشرش  ؽ١فٍسغ١ٓ .  -سٔبثٍ –إٌغبػ اٌٛع١ٕخ 

دػ١ذ  ٚلذ ، ٌزؾم١ك أ٘ذاف اٌذساسخ غ١ش ػشٛائ١خ )ِش٠ؾخ(رُ اسزخذاَ ػ١ٕخ ٚلذ سٕخ. 17-27

 و١ٍخ اٌغت ٚاٌؼٍَٛ اٌظؾ١خ الإلزظبد ٚاٌؼٍَٛ الإعزّبػ١خٚ :ِٓ ع١ّغ اٌى١ٍبد ثّب ف١ٙب داٌّشبسوب

ٚاٌؼٍَٛ  ٚاٌفْٕٛ اٌغ١ٍّخ ٌٕٙذسخ ٚرىٌٕٛٛع١ب اٌّؼٍِٛبداٚ  ؼٍَٛ اٌزشث٠ٛخ ٚرذس٠ت اٌّؼ١ٍّٓاٌ

ٍّذ أدٚاد عّغ اٌج١بٔبد زشاٚلذ  ٚأ٠ضبً و١ٍخ اٌؾمٛق.ٚاٌشش٠ؼخ  اٌؼٍَٛ ٚو١ٍخ الإٔسب١ٔخ

. (اٌٛصْ ٚاٌغٛي بد اٌغسُ )اٌٝ ل١بسضبفخ إ،ٚاخزجبس اٌشضٝ ػٓ طٛسح اٌغسُ ،١بْجالإسزػٍٝ:

ٚاٌشضٝ  ،اٌذ٠ّغشاف١خ الاعزّبػ١خ اٌّزغ١شاد ٟٚ٘: خأعضاء سئ١س١ خالإسزج١بْ ِٓ صلاصلذ رىْٛ ٚ

 .(EAT-26) اخزجبس ا١ٌّٛي اٌؼزائٟ اٌٝإضبفخ ، ػٓ ٚصْ اٌغسُ

شح غ١شح ثٙذف اٌس١غسٍٛو١بد خ٠زجؼٓ بٌجبد اٌّشبسوبد غِٓ اٌ ٪36.3ث١ٕذ اٌذساسخ أْ  انُحائج:

. ثشىً ػبَ وبٔذ ٌغسُ ؼبَ ٚٚصْ اغِّب ٠ؼٕٟ أٔٙٓ ٠ؼب١ٔٓ ِٓ لٍك دائُ رغبٖ اٌ ،ػٍٝ ٚصْ اٌغسُ

٪(. ٚوبٔذ ِؼظُ اٌٍٛارٟ 55.7) د٘ٓػٓ شىً أعسب ١بدأوزش ِٓ ٔظف اٌّشبسوبد غ١ش ساض

َٓ٪ 15.5ِٕٙث١ّٕب  ،أخشعٓ ثسٍٛو١بد الأوً اٌخغشح ِٓ رٚاد اٌٛصْ اٌغج١ؼٟ ٓ ِٓ ص٠بدح ٠١ؼبٔ ٕى

َٓ ِٕٓٙ ٪3 ٛصْ،  فٟ ؽ١ٓفٟ اٌ ، فئْ اٌغسُ ثزمذ٠ش ٚصْ ٠زؼٍك. فٟ ِب ج١ؼٟغاٌ اٌٛصْ رؾذ و



  د

طٛسح الاؽظبئٟ ثأْ زؾ١ًٍ أٌزبئظ  ٚأظٙشد ٌٛصُٔٙ. طؾ١ؼِؼظُ اٌّشبسوبد وبْ ٌذ٠ُٙ رظٛس 

 بٌٛصْ.اٌزؾىُ ثؼبَ ٚغرٕبٚي اٌاٌؼبًِ اٌٛؽ١ذ اٌّشرجظ ثمٛح ِغ سٍٛو١بد  ٟ٘اٌغسُ 

 كِٓ اٌمٍ عبٌجبد عبِؼخ إٌغبػ اٌٛع١ٕخ ٠ؼب١ٔٓ ِٓ ِسزٜٛ ػبيٍرٛطٍذ اٌذساسخ اٌٝ أْ  انخلاصة:

 أٔٙٓ ٠ؼب١ٔٓث١ٕذ اٌذساسخ أ٠ضبً ٚ ،ضغشاثبد ؽبدح فٟ سٍٛن الأوًلاػشضخأ٠ضبً ؼبَ ٚغرغبٖ اٌ

ٚرٕف١ز ثشاِظ  ظ١غٕ٘بن ؽبعخ ٌزخ ٚثبٌزبٌٟ،. ػذَ اٌشضٝ ػٓ شىً اٌغسُِٓ ِسزٜٛ ػبيٍ ِٓ 

ٚخظٛطبً  لاة اٌغبِؼخعرٛػ٠ٛخ رٙذف اٌٝ رؼض٠ش إٌظبَ اٌغزائٟ اٌظؾٟ ٚطٛسح اٌغسُ ث١ٓ 

 الإٔبس.

 

 

 

 

 


