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Relationship Between Healthy Eating Fixation (Orthorexia) and Past Family Life, 
and Eating Attitudes in Young Adults
Gülçe Mutluer and Defne Yilmaz

Canakkale Onsekiz Mart University

ABSTRACT
Background: In comparison to other eating problems, there is less information on healthy eating 
fixation (HEF) in the literature.
Purpose: Understanding the effects of previous family experiences, which have a multidimensional 
impact on the individual and on other eating disorders, is important to better comprehend the HEF.
Methods: The current study examined the relationships between HEF and previous family experi-
ences as well as eating attitudes. It is a cross-sectional survey design with a convenience sample of 
18–24-year-olds (n = 225) based on a quantitative analysis method.
Results: Except for “limited social activity,” a sub-factor significantly related to HEF, and “health and 
social problems,” a sub-factor significantly related to healthy orthorexia (HO), both HEF and HO did 
not significantly relate to past family life. The outcomes showed that the participants’ eating 
attitudes had a significant relationship with HEF (r = .57, p < .001) and HO (r = .23, p = .001).
Discussion: The findings suggest that people with HEF have disordered eating attitudes. 
Furthermore, practitioners should be aware that family factors may be a risk factor for orthorexia.
Translations to Health Education Practice: These results may help to educate and increase 
awareness among health educators and mental health professionals regarding the identification, 
treatment, and recovery of eating disorders and HEF.
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Background

Steven Bratman first identified orthorexia in 1996; the 
term is derived from the Greek terms “orthos,” which 
means “right,” and “orexsis,” which means “hunger- 
appetite.”1,2 It is seen that the concept of orthorexia is 
also used as “orthorexia nervosa,” “pathological healthy 
eating,” “disordered healthy eating”3 or “healthy eating 
fixation (HEF)” in various sources.

According to Bratman,4 there are two levels of 
“orthorexia.” The first level was stated as “preferring to 
eat healthily.” It was called “healthy orthorexia (HO),” 
that the person’s eating habits would not be problematic. 
Healthy orthorexia is a non-pathological interest in 
healthy diet and eating.5 At the pathological level, 
which is known as “orthorexia nervosa (ON),” or 
“healthy eating fixation (HEF),” it is stated that “the 
search for healthy food has become an obsession.”4,6

As a result of the pathological fixation toward more 
natural and healthy eating, for orthorexic individuals, 
the taste, variety, or enjoyment of eating food is less 
important, and the health, nutritional content, and qual-
ity of the food are more important factors.3,7–9 The 
increase in time spent thinking about eating behavior 
and spending more than three hours a day procuring 

natural-organic materials or planning meals is consid-
ered an indicator of healthy eating fixation. This beha-
vior, which begins as an effort to maintain a healthy diet 
and to achieve optimal health, can lead to malnutrition, 
loss of social relationships, and low quality of life.10

People with HEF avoid certain foods that may con-
tain genetically modified ingredients, as well as foods 
that contain significant amounts of fat, sugar, salt, or 
other undesirable substances.11 When purchasing the 
products, they spend a lot of time carefully inspecting 
the packages, and they avoid consuming anything they 
believe contains unhealthy ingredients.12 It is also seen 
that they consume raw foods and prefer vegetables and 
fruits that they can consume raw due to their fixation 
with consuming pure foods without additives.13 When 
choosing food, orthorexic individuals are to ensure that 
the food is healthy and natural. The decision to food is 
made for reasons other than calorie counting or weight 
loss.3 The aim here is to take care of consuming healthy 
foods with a perfect diet. It can also be seen that they lose 
weight due to this strict healthy eating “diet.”10,12,14

In relation to eating habits, orthorexic individuals 
may experience alienation from their family or social 
environment. They are alienated because they do not 
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want to eat with people who do not eat like them; this 
may be due to feelings of superiority and belittlement 
toward people who do not eat like them. It can be 
explained as an adjustment problem because it causes 
social isolation because of the deterioration of social 
relations.9,10,15–17 As a result of this social isolation, 
a paradoxical feeling of loneliness and dissatisfaction 
may also occur.15

Spending a lot of time selecting and planning food, 
focusing excessively on the method of preparation and 
consumption, feeling distressed or disgusted when near 
foods they consider unhealthy, believing exaggeratedly 
that including or excluding certain foods can prevent or 
cure illnesses, and affect one’s well-being, engaging in 
behaviors such as judging others based on their diet, 
experiencing deterioration in body image due to the 
belief of “impurity,” and maintaining the diet they 
think is the best despite the physiological implications 
of rigid adherence to this diet, such as malnutrition, are 
examples of HEF.3

Individuals with a HEF tend to restrict their con-
sumption because of a pathological desire to be as 
healthy as possible.18 Patients with HEF and AN have 
abnormal eating attitudes and behaviors in common, 
and both have a limited understanding of the effects of 
their disorders.18 Similarly, despite serious medical con-
ditions and evident indications of malnutrition, persons 
with HEF continue to feel that their eating habits are 
beneficial to their health.19 This, however, puts pressure 
on individuals and motivates them to seek “clean food” 
in the midst of enormous amounts of processed food in 
order to avoid being accused of being involved in the 
development of chronic diseases.20 As a result, according 
to some studies, HEF can cause physiological effects like 
AN.21 It is possible that it will result in life-long diseases 
or chronic diseases, since ongoing medical complica-
tions may result from malnutrition,3 excessive weight 
loss, or a restrictive diet. Examples include weight loss, 
menstrual irregularity, testosterone deficiency, osteope-
nia, bradycardia, anemia, metabolic acidosis, pancytope-
nia, hyponatremia, and depression.10,22 It is necessary to 
keep in mind, however, that having a strong orthorexic 
attitude toward eating might be a risk factor for devel-
oping AN.18 So, this means that, even if it is driven by 
a desire for better health, orthorexia can lead to 
nutritional deficiencies, health complications, 
social consequences, and a reduced standard of 
living.10,20

According to a study conducted with American 
undergraduate students, those with poor affect regula-
tion and emotional instability are more likely to 
experience.23 High levels of food preoccupation and 
rituals are associated with a higher likelihood of ON in 

Italian eating disorder patients.24 Although it was not 
found to be a significant predictor of total ON scores,25 

German individuals who stated a history of mental ill-
ness were also more likely to have ON than those who 
did not.25,26In comparison to people who had never 
experienced an eating disorder, those who had 
a history of eating disorders were more likely to develop 
ON.24,26–30 Turkish resident doctors who ate fruit or 
salads for lunch or dinner were similarly more likely to 
report ON.14 Likewise, those who had ON were less 
likely to consume animal fats or saturated fats.31 Along 
these, those who purchased artisanal, locally grown, 
sustainably farmed, and organic goods had a higher like-
lihood of reporting ON.32 Additionally, a person is more 
likely to develop ON if they have two or more food 
intolerances.26

Young adulthood is a period when an individual 
seeks out social support and desires to establish close 
relationships, but it is also a period when they strive to 
become independent and adapt to adulthood. The effort 
of leaving the family environment and becoming inde-
pendent is also changing the way people eat.33,34 

Furthermore, it is acknowledged that if the demand for 
developing autonomy in adolescence is not fulfilled, 
individuals may feel pressured and may try to alleviate 
their feelings of helplessness by focusing on their bodies, 
weight, and eating behaviors.35,36 Furthermore, the ages 
18–24 are critical for other eating disorders such as 
anorexia nervosa (AN) and bulimia nervosa (BN). The 
most prevalent age range for AN onset is 15–25 years.37 

Similar to AN, BN is more prevalent in adolescence and 
young adulthood.37 It is believed that this age range may 
therefore be considerable for HEF. In addition, accord-
ing to the literature, HEF was high in young adults: In 
a study of university students aged 17 to 23, Sanlier 
et al.38 reported that more than half of the participants 
(59.8%) showed orthorectic tendencies. Another study, 
carried out with 189 female students aged 18–24 study-
ing in the nutrition and dietetics department, revealed 
a tendency for SBT in 76.7% of the participants.39

Spending too much time reading, researching, and/or 
preparing “pure” food, depending on the quality and 
component, and spending too much money are exam-
ples of HEF behaviors.11 The purpose of gathering infor-
mation regarding people’s income in this study is to 
discover whether they display orthorexic tendencies 
regardless of their financial situation. On the other 
hand, it is seen that several psycho-social factors have 
a significant impact on the development of eating dis-
orders. The prevalence of eating disorders and obsession 
with weight loss seems to be related, especially in some 
industrialized Western societies.40 It is known that hav-
ing a sports habit has a significant effect on an 
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individual’s diet. Studies on the HEF behaviors of young 
adults have also reported a significant association 
between sports habits and HEF.41–44 Chronic illnesses 
can have an impact on a person’s diet just like sports 
habits can. For this reason, sports habits and chronic 
illnesses were included in the research. Their living 
environments are important for young adults to be 
independent of their families and to adjust to adult life 
on their own. Likewise, research has shown an associa-
tion between an individual’s living environment and 
HEF.45,46 As a result, this variable, which may also be 
related to family life, was included in the study.

The Stress and Coping Model and System Theory are 
used to explain the research: the family is hypothesized as 
a dysfunctional family system, past family life is concep-
tualized as a stressor, and orthorexia is conceptualized as 
a coping mechanism. Stress is understood as a relational 
phenomenon; stress is seen as a “transaction” between 
people and their surroundings.47 A stressor is a stimulus 
that an individual sees as hazardous because they believe 
or feel they are inadequate to respond to it. In this study, 
the stressor was past family life. Even if the danger is 
untrue, a stressor still generates stress.48 This explains 
the scores on the scale for “effect.” The person may not 
be impacted by family life problems or may still be 
affected even if there isn’t one. The procedure has two 
steps. The first stage is for the person to comprehend the 
situation’s significance and any potential repercussions. 
The person evaluates their own options for reacting to or 
handling the event in the secondary stage.48

Coping is the response to the stressor; the person 
chooses how to respond to the stimuli in a certain 
way.48 Coping is described as the cognitive and beha-
vioral attempts taken to regulate, tolerate, or lessen 
external and internal pressures, as well as the con-
flicts that arise from them.47 A “coping strategy” is 
a cohesive collection of various coping activities. 
There are two main functions of coping strategies: 
problem-oriented coping, which includes direct 
efforts toward the source of stress, and emotion- 
oriented coping, which involves lessening the indivi-
dual’s feelings because of the stressful events. Most 
people have a variety of coping techniques for deal-
ing with stressful experiences, but they tend to favor 
one type of coping strategy over another.47,48 

Stressful life experiences are therefore especially dif-
ficult, as their physical and psychological effects can 
damage self-coherence and identity long after the 
event has occurred. These occurrences may be seen 
as a “turning point” for certain people, a point linked 
with a substantial life transformation.49 A turning 
point, in this case, could be the fixation on healthy 
eating.

The fundamental pillar of systems theory is that all 
system components are interconnected.48 The family 
system’s structure, organization, and transactional pat-
terns have a big impact on each individual member 
because family systems theory views the family as 
a whole and its individuals as linked.50 Second, the sys-
tem alters as it moves through its life cycle. The system 
does not become permanently active at the birth of the 
first kid or upon the union of the mother and father; 
rather, the system evolves, and changes as new pieces are 
added. Thirdly, each modification to one system compo-
nent results in modifications to all other system compo-
nents. If the rules of the current pattern within the family 
system are disrupted, it impacts and disrupts everyone 
who is a member of the system, not just the specified 
individual.48 According to Minuchin,51 family systems 
theory works in a circular path; as a result, the impacts 
of the person on the family and the impacts of the family 
on the person have a feedback loop. Individuals who are 
part of a family system are not fully independent and can 
be understood in context. Systems have homeostatic 
qualities that keep their patterns stable. This means that 
if a family is experiencing a problem, one of the members 
may develop a symptom to compensate for and maintain 
homeostasis. In this study, the family is considered 
a dysfunctional system that might lead to orthorexia. 
But lastly, it is important to remember that every system 
is distinct and that no two families have the same system.

Purpose

Healthy eating fixation (orthorexia) is a recent concept.1 

Understanding the effects of family and previous experi-
ences, which have a multidimensional impact on the 
individual and are known to have an impact on other 
eating and feeding disorders, is important to better 
comprehend the HEF. In addition, the young adulthood 
period, which is desired to establish relationships as well 
as independence efforts, is a common age range for 
eating and feeding disorders. For this reason, it is neces-
sary to know the characteristics and risk factors of the 
HEF so that preventive studies can be carried out and 
intervention plans can be created by mental health pro-
fessionals. This study was written to help health educa-
tors and mental health specialists better understand the 
emergence and persistence of HEF.

Methods

Participants and procedure

Data was collected between October 2021 and 
January 2022 after obtaining permission from the ethics 
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committee. The ethics committee approved recruiting 
young adults and using social media platforms for 
recruitment. Regarding recruitment, there were no 
incentives provided for the sample to complete the sur-
vey form. The population of the study was planned to 
include young adults between 18 and 24 years of age 
without focusing on any racial/ethnic background. The 
sample was selected using the convenience sampling 
method.52 This method was chosen to reach the partici-
pants in limitations such as time, cost, and the COVID- 
19 period. Data gathering was carried out with Google 
Form. Each e-mail address was allowed to fill out the 
form only once. Young adults were reached through 

social media platforms such as WhatsApp groups, 
Instagram, and Facebook. The form was sent to both 
genders openly. Despite being sent to groups with a high 
density of men, the number of men who participated 
remained low. Additionally, some of the male partici-
pants were excluded since they did not fully complete 
the form.

The IBM SPSS Statistics 22 program was used to 
analyze the collected data. 281 individuals participated 
in the study. The study was continued with a total of 225 
(92.4% female, 7.6% male) participants by excluding 56 
participants with extreme values, who did not meet the 
age range or whose forms were incomplete. Participants 
were questioned about their most recent degree of edu-
cation. Most of them had undergraduate degrees 
(43.1%) and high school diplomas (41.8%), followed by 
associate degrees (11.1%), graduate degrees (3.6%), and 
secondary school diplomas (0.4%). A chronic illness 
affects 13.8% of participants, whereas 86.2% are illness- 
free. It is consistent with another study: Tóth-Király 
et al.53 reported that in their study, the majority 
(89.3%) of participants did not have any chronic dis-
eases, whereas 9.3% were diagnosed with an illness.

When the distribution of the participants according to 
their monthly income, most of the participants (70.7%) 
stated that they have an income of between 0–3000 
Turkish Lira. For their income sources, 72.9% of the 
participants stated that they do not have any salary and 
that they receive support from their families or someone 
else. The majority of the participants live with their 
families (60.9%) and were raised in big cities (54.7%). 
88.9% of the participants had never been diagnosed with 
any eating disorder, and 11.1% had previously been diag-
nosed with an eating disorder. Additionally, just 20% of 
them have a regular sports habit, while the other 80% do 
not. Sample demographics are summarized in Table 1.

Measures

The family problems of young adulthood evaluation 
scale (FPYAES)
The Family Problems of Young Adulthood Evaluation 
Scale was developed by Tugrul54 in Turkey, based on 
Lazarus’s Model of Stress and Coping. The scale was 
developed to investigate the number of family environ-
ment stressors and their effect level on young adults. It 
includes eight subscales: Authoritarian-oppressive atti-
tude, insensitivity and inconsistency in relationships, 
disharmony between parents, limited social activity, 
a disorder in the house, financial problems, intrusion 
and abuse, health and social problems. The scale consists 
of 69 items.54

Table 1. Demographics of participants
n %

Age
18 years old 21 9.3
19 years old 22 9.8
20 years old 30 13.3
21 years old 25 11.1
22 years old 43 19.1
23 years old 51 22.7
24 years old 33 14.7

Gender
Female 208 92.4
Male 17 7.6

Education
Secondary school 1 .4
High school 94 41.8
Associate degree 25 11.1
Undergraduate 97 43.1
Graduate 8 3.6

Chronic Illness
Yes 31 13.8
No 194 86.2

Income
0-3000 159 70.7
3001-6000 45 20.0
6001-9000 13 5.8
9001-12000 4 1.8
12001-15000 2 .9
15001 and more 2 .9

Source of Income
I have my own salary and no support. 20 8.9
I have my own salary and I get support  
from my family/others.

41 18.2

I have no salary of my own and I  
get support from my family/others.

164 72.9

Living Environment
I live alone. 18 8.0
I live with my family. 137 60.9
I live with a flatmate/friend. 20 8.9
I live in a dormitory. 48 21.3
I live with my partner. 2 .9

Growing Environment
Village 16 7.1
Town 5 2.2
Township 44 19.6
City 37 16.4
Big city 123 54.7

Diagnosis of Eating Disorders
Yes 25 11.1
No 200 88.9

Regular Exercise Habit
No 180 80.0
Yes 45 20.0
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Two different scores are obtained from the scale: 
“stress score” and “stress affect score.” First, to measure 
the presence of stressful situations in a family, one of the 
“True/False” options is ticked, and secondly, there is 
a self-report section showing how the individual is 
affected by this situation by using a 4-point Likert scale 
(not at all, slightly affecting, moderately affecting, highly 
affecting) for the items in which the “True” option is 
marked.54

They examined the scale in four separate groups (four 
different studies/stages) while developing it, and at each 
stage, the t-test, discriminant analysis, construct validity, 
and so on were examined for validity studies. The scale’s 
overall Cronbach Alpha score was found to be .93. The 
coefficients of all sub-dimensions and the whole version 
of the scale ranged from .74 to .95 in the test-retest 
reliability. To summarize, it has been found to be 
a valid and reliable instrument for assessing family 
problems.54

Eating attitude test (EAT-26)
The Eating Attitude Test (EAT-26) is a self-report 
inventory that examines the individual’s eating attitude. 
It can be used both clinically and non-clinically. It con-
sists of 26 items. EAT-26 was developed by Garner, 
Olmstad, Bohr, and Garfinkel in 1982 and was adapted 
into Turkish by Erguney-Okumus and Sertel-Berk in 
2020. EAT-26 scores as “3 = Always, 2 = Very often, 
1 = Often, 0 = Other answers (Sometimes, rarely, 
never).” On the other hand, question 26ʹs scoring is 
reversed, that is, “1 = Sometimes, 2 = Rarely, and 
3 = Never,” while another options score 0 again. An 
increase in the individual’s scale score indicates 
a deterioration of the eating attitude. If the purpose is 
to compare people with disordered eating attitudes to 
those who do not have disordered eating attitudes, the 
cutoff point is 20.55

The validity of the EAT-26 was investigated using the 
Eating Attitudes Test-40 (EAT-40), the Brief Symptom 
Inventory, and the Eating Disorders Examination 
Questionnaire. Concurrent and discriminant validities, 
as well as factor analyses, were calculated. The EAT-26 
had a positive correlation with the Eating Attitudes Test- 
40, the Eating Disorders Examination Questionnaire, 
and the Brief Symptom Inventory. The Turkish version 
of the Eating Attitudes Test–26 had significant internal 
consistency that was scored by Cronbach’s Alpha = .84, 
and test re-test reliability was .78.55

The Teruel Orthorexia Scale (TOS)
The Teruel Orthorexia Scale was developed by Barrada 
and Roncero in 201856 and adapted into Turkish by 
Asarkaya and Arcan in 2021. It has two dimensions: 

Healthy orthorexia (HO) and orthorexia nervosa 
(HEF/ON). The original scale consists of 17 items. In 
the Turkish version, one item was removed due to that it 
predicted both dimensions and continued with 16 items. 
The scores range from “0 = strongly disagree” to 
“3 = strongly agree.” Two separate scores, HO and ON, 
are obtained. There is no reverse-scored item, and there 
is no cutoff point. High healthy orthorexia sub- 
dimension scores show that the interest in healthy eating 
is not pathological, whereas high orthorexia nervosa 
sub-dimension scores suggest that the pathological 
interest in healthy eating and the tendency for orthor-
exia nervosa increase.57

TOS Cronbach Alfa values for healthy orthorexia and 
orthorexia nervosa factors were calculated as .86 and .81 
respectively. The concurrent and criterion-related valid-
ity correlation coefficients were both found to be statis-
tically significant, providing support for the scale’s 
validity.57

Personal information form
The researcher created the Personal Information Form 
and checked it by her supervisor before it was finalized. 
It was used to collect data about the participants’ gender, 
age, education level, source of income, income status, 
living environment, chronic illness history, sports 
habits, and whether they had been diagnosed with an 
eating disorder.

Results

The healthy orthorexia (HO) reliability coefficient was 
0.83, and the orthorexia nervosa (HEF) reliability coeffi-
cient was 0.85 for the data in this study. For this study, 
the EAT-26 reliability coefficient was calculated as 0.89. 
The reliability of the FPYAES was tested over the stress 
effect on the score, as in the original scale, and the 
general reliability coefficient was calculated as 0.95.

The relationship between demographic variables 
with healthy eating fixation (HEF; ON) and healthy 
orthorexia (HO)

In the normality examination for HEF, the kurtosis 
and skewness values were not found to be between ±1 
(1,430 and 1,688). For this reason, the Mann Whitney 
U and Kruskal Wallis H tests were used to analyzing 
the healthy eating fixation in relation to demographic 
factors (Tables 2 and 3). The outcomes of these tests 
showed that there was no statistically significant asso-
ciation between HEF and participants’ gender 
(U = 1711.0, p > .05), chronic illness (U = 2876.5, 
p > .05) education level (X2 (4) = 4.30, p > .05), 
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Table 2. Examination of healthy eating fixation according to demographics (Mann-Whitney U test)
N Mean Rank Sum of Ranks U P

HEF/ON Gender
Female 208 112.7 23447.0 1711.0 .824
Male 17 116.4 1978.0

Chronic Illness
Yes 31 108.8 3372.5 2876.5 .696
No 194 113.7 22052.5

Eating Disorders
Yes 25 161.7 4043.0 1282.0 .000***
No 200 106.9 21382.0

Exercise Habit
Yes 180 108.8 19580.5 3290.5 .050*
No 45 129.9 5844.5

P<0.001***, P=0.05*

Table 3. Examination of healthy eating fixation according to demographics (Kruskal-Wallis H test)
n Mean Rank Sd X2 P

HEF/ON Education Level
Secondary 1 214.5 4 4.30 .295
High 94 116.9
Associate 25 94.6
Undergraduate 97 112.4
Graduate 8 120.0

Income
0-3000 159 114.3 5 5.72 .335
3001-6000 45 11.6
6001-9000 13 98.7
9001-12000 4 130.9
12001-15000 2 173.5
15001 and more. 2 35.5

Source of Income
Own salary and no support. 20 105.9 2 0.74 .690
Own salary and support 41 107.4
No salary and get support 164 115.3

Living Environment
Alone 18 131.1 4 2.26 .688
Family 137 114.1
Flatmate 20 104.1
Dormitory 48 107.5
Partner 2 98.8

Growing Environment
Village 16 118.9 4 0.20 .996
Town 5 108.9
Township 44 111.3
City 37 114.0
Big city 123 112.7

Table 4. Examination of healthy orthorexia according to demographics (Regression)
95% CI

Variables B SE LL UL β P

HO Gender 0.14 0.15 -0.16 0.43 0.06 .358
Education 0.006 0.04 -0.07 0.08 0.01 .887
Chronic Illness 0.14 0.11 -0.08 0.37 0.08 .208
Eating Disorders 0.00 0.13 -0.25 0.25 0.00 .1000
Income -0.009 0.05 -0.10 0.08 -0.01 .841
Source of Income -0.03 0.06 -0.16 0.09 -0.04 .576
Living Environment -0.06 0.04 -0.14 0.02 -0.09 .167
Growing Environment -0.01 0.03 -0.08 0.05 -0.02 .745
Exercise Habit 0.44 0.09 0.26 0.63 0.30 .000***

P<0.001***
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incomes (X2 (5) = 5.72, p > .05), sources of income 
(X2 (2) = 0.74, p > .05), living environments (X2 (4) 
= 2.26, p > .05), and growing environments (X2 

(4) = 0.20; p > 0,05). Participants’ eating disorders 
history was found substantially associated with HEF. 
Participants who had been diagnosed with an eating 
disorder before had higher HEF scores (Mdn = 161,7) 
than those who had never been diagnosed 
(Mdn = 106,9) with an eating disorder (U = 1282.0, 
p < .001). Additionally, people who exercise regularly 
had lower HEF scores (Mdn = 108.8) compared to 
those who do not (Mdn = 129.9) (U = 3290.5, p = .05).

The relationship between healthy orthorexia and 
demographic variables was analyzed with simple linear 
regression (Table 4). Regression results showed that there 
was no statistically significant relationship between HO 
and gender (t(225) = .92, R2 = .004, p > .05), an education 
level (t(225) = .14, R2 = .000, p > .05), chronic illness (t(225) 

= 1.26, R2 = .007, p > .05), eating disorders history (t(225) 

= .00, R2 = .000, p > .05), income (t(225) = −.20, R2 = .000, 
p > .05), sources of income (t(225) = −.56, R2 = .001, 
p > .05), living environment (t(225) = −1.39, R2 = .009, 
p > .05), growing environment (t(225) = −0.33, R2 = .000, 
p > .05). However, regular exercise habits and healthy 
orthorexia had a significant relationship (t(225) = 4.73, 
R2 = .09, p < .001). The HO scores of individuals who 
have regular exercise habits are higher than those who do 
not have regular exercise habits.

The relationship between past family life with 
healthy eating fixation (HEF; ON) and healthy 
orthorexia (HO)

Healthy eating fixation (HEF; ON) and healthy orthor-
exia (HO) in young adults were examined according to 
the stresses of family life in youth and the level of being 

affected by these stresses. For the variables that had 
a normal distribution, simple linear regression was 
used; Spearman correlation coefficients were examined 
for the variables that did not show a normal distribution.

HEF’s kurtosis and skewness values were not found to 
be between ±1 (1,430 and 1,688). For this reason, the 
Spearman correlation coefficients were used to analyze 
the healthy eating fixation in relation to past family life 
(Table 5). There was no significant relationship between 
both general stress scores (r = −.05, p > .05) and general 
stress affect scores (r = .04, p > .05) with HEF scores. Even 
sub-factors were not statistically substantially associated 
with HEF (see Table 5), except for the “limited social 
activity” sub-factor, neither the stress score (r = −.20, 
p < .01) nor the stress affect score (r = −.20, p < .01).

The relationship between healthy orthorexia score 
and past family life stress score was investigated using 
simple linear regression (t(225) = 1.08, R2 = .005, 
p > .05) and the relationship with the stress affect 
score was examined with Spearman correlation coeffi-
cient (r = −.11, p > .05), and neither score showed 
a significant correlation with HO. Also, HO’s relation-
ships between sub-factors of past family life were inves-
tigated with regression and Spearman correlation 
coefficient, and there were no significant associations 
between HO and sub-factors (see, Tables 6 and 7) 
except for the “health and social problems” sub- 
factor’s both scores, which are the stress score (r =.16, 
p < .05) and the stress affect score (r = −.15, p < .05).

The relationship between eating attitudes with 
healthy eating fixation (HEF; ON) and healthy 
orthorexia (HO)

In the normality examination for eating attitudes, the 
kurtosis and skewness values were not found to be 

Table 5. Examination of HEF according to family life problems (Spearman correlation)
Stress Score Stress Affect Score

HEF/ON General r -0.05 0.04
p .460 .584

Authoritarian-oppressive attitude r -0.03 0.04
p .683 .598

Insensitivity & inconsistency in relationships r -0.06 0.06
p .362 .376

Disharmony between parents r -0.10 0.10
p .121 .155

Limited social activity r -0.20 -0.20
p .004** .003**

Disorder in the house r -0.12 0.11
p .084 .101

Financial problems r 0.02 -0.03
p .786 .667

Intrusion and abuse r -0.02 0.01
p .739 .860

Health and social problems r -0.03 0.04
p .711 .575

N=225 ; p<0.01*
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between ±1 (1,398 and 1,440). Due to this, the Spearman 
correlation coefficient was used to analyze the partici-
pants’ eating attitudes in relation to HEF and HO 
(Table 8). The outcomes showed that the participants’ 
eating attitudes had a statistically significant relationship 
with HEF (r = .57, p < .001) and HO (r = .23, p = .001).

Discussion

This study investigated whether past family life pro-
blems in young adults contribute to healthy eating fixa-
tion. Furthermore, healthy orthorexia’s association with 
past family life problems, eating attitudes’ impact on 
HEF and HO, and the relationship between orthorexia’s 
two dimensions and demographic factors were exam-
ined. To our knowledge, this is the first study to examine 
the relationship between past family life problems and 
the person’s perceived stress from these problems 
with HEF.

Individuals in the study were not compared with or 
without HEF because the study’s purpose was not to 
diagnose. This study examined the relationship between 
an increase in HEF scores and other variables. However, 
48.8% of the study’s sample had HEF scores higher than 
the mean (≥4). There are other outcomes in the litera-
ture that are closer to this one: In their study, Ogur, 
Aksoy, and Gungor12 similarly found a cutoff score of 
≥4, and they reported that 41.7% of students aged 17 to 
23 displayed orthorexic tendencies in Turkish popula-
tion. According to Fidan, Ertekin, Isikay, and 
Kirpinar’s58 study, the prevalence of orthorexia was 
reported to be 43.6%, which is close to the results of 
the current study. Furthermore, the percentage of stu-
dents with orthorexia tendencies under the age of 21 was 
higher than the percentage of those over the age of 21. 
Berber’s59 study with participants over the age of 18 
(68.4% were in the 18–25 age groups) found a gender 
distribution similar to this current study (92.2% were 
women), but the orthorexic tendencies were signifi-
cantly greater (78.6%). In another investigation with 
university students, HEF was found at a rate of one- 
fourth of this study, and the frequency of orthorexia was 
determined to be 12.2% in the individuals participating 
in the study.41

It was hypothesized that HEF would not differ by 
gender. The finding that neither healthy eating fixation 
(HEF) nor healthy orthorexia showed a significant dif-
ference in the assessment of orthorexia in young adults 
according to the gender variable supports this. One 
thing that should be noted about the gender of this 
current study is the distribution of male and female 
participants. The authors did not use any statistical 
manipulations to correct the sample’s gender imbalance, 
as there were more women than men in it when com-
paring the data. But, during the data-gathering process, 
the form was sent to social media platforms and groups 
with a high number of men. Nevertheless, it was not 
filled by the male participants compared to the female 
participants. Future studies can focus on more even 
gender distribution to better understand the relationship 
between past family life and HEF. Although the form 
was sent openly to both genders, the rate of woman 

Table 6. Examination of HO according to family life problems (Regression)
95% CI

Variables B SE LL UL β P

HO General SS 0.24 0.22 -0.20 0.69 0.7 .282
Authoritarian-oppressive attitude SS 0.01 0.03 -0.04 0.07 0.03 .626
Insensitivity & inconsistency in relationships SS 0.02 0.03 -0.04 0.08 0.05 .441
Insensitivity & inconsistency in relationships SAS -0.06 0.09 -0.24 0.12 -0.04 -.630
Disharmony between parents SS 0.02 0.02 -0.02 0.07 0.07 .314
Financial problems SS 0.03 0.03 -0.04 0.09 0.06 .414

Notes: SAS= Stress Affect Score, SS=Stress Score

Table 7. Examination of healthy orthorexia according to family 
life problems (Spearman correlation)

Stress 
Score

Stress Affect 
Score

HO General Score r -0.11
p .116

Authoritarian-oppressive 
attitude

r -0.07
p .291

Disharmony between parents r -0.03
p .612

Limited social activity r -0.04 0.05
p .510 .490

Disorder in the house r 0.06 -0.06
p .387 .371

Financial problems r -0.08
p .251

Intrusion and abuse r 0.10 -0.12
p .124 .086

Health and social problems r 0.16 -0.15
p .020* .023*

N=225 p<0.05*

Table 8. Examination of HEF and HO according to eating atti-
tudes (Spearman correlation)

HEF/ON HO

Eating Attitudes r 0.57 0.23
p .000*** .001***

N= 225, p<0.001***
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participants was 92.4%. Similarly, in a study with 92.2% 
of women, no significant difference was found between 
gender.58 Awad et al.,60 in their study where used the 
TOS, the same as the current study. They found that HO 
scores were significantly higher in females, but there was 
no significant relation between HEF and gender as in 
this study.

Previous studies in the literature mostly showed that 
there was no relationship between education level and 
HEF.61–63 This knowledge is supported by our findings. 
Additionally, it was found that HEF and HO did not 
show a significant relation according to income status or 
income source. Similarly, there are studies that did not 
find a significant relationship between income status 
and orthorexic symptoms.64–68 It was found that HEF 
and HO did not show a significant relation according to 
living or growing up environments. This finding was 
inconsistent with our hypothesis which we assumed 
that the living environment can affect people’s eating 
habits and that this can result in healthy eating fixation. 
But this is consistent with previous research.69,70 These 
findings show that people with HEF, no matter what 
their living environment, income, or education, are 
spending a lot of time and money to find the purest 
foods.

One of our hypotheses was that the presence of 
chronic health issues had a significant impact on the 
HEF in young adults. But our finding suggests that 
there were no noteworthy associations between HEF 
and chronic illness. This is consistent with previous 
research.64,69 These findings may reflect that people 
with chronic illnesses pay attention to their diet and 
eating habits to maintain their health, but they do not 
indicate a link between HEF and chronic illnesses.

The current study also explored differences in HEF 
scores among those who had a diagnosis of eating 
disorder (ED) and those who did not. Individuals 
with a previous diagnosis of an ED had significantly 
higher HEF levels. In the study conducted by Ruiz and 
Quiles71 with university students and utilizing the 
TOS, they also reported a positive relationship 
between HEF and ED. On the other hand, another 
finding of the current study, healthy orthorexia did 
not show any difference according to the diagnosis of 
ED. HO is preferring a healthy diet. Based on this 
criterion and the findings of the study, it can be 
inferred that a person in HO has a healthy relation-
ship with food and therefore less ED is seen. 
Literature shows that orthorexia symptoms are quite 
prevalent in people with AN and BN, and they often 
increase the following therapy. HEF seems associated 
both with the clinical recovery of AN and BN and 
their transition to less severe ED types. Theoretically, 

an ED and a HEF might coexist and be confused as 
well as come before or after one another.24 

Additionally, it has been proposed that HEF might 
be used by anorexic people as a coping mechanism.72 

Given that HEF is a variety of eating disorders, it 
stands to reason that persons who have eating disor-
ders or disordered eating attitudes will have a higher 
ratio of HEF. As a result, it is important to remember 
that HEF is an eating disorder in and of itself and that 
it would be beneficial to conduct an intervention, 
treatment, preventative research, and therapeutic 
interventions in future studies since it may be asso-
ciated with or coexist with other eating disorders.

As a result of the examination of the HEF in young 
adults according to regular exercise habits, it was found 
that HEF and HO showed a significant difference com-
pared to sports habits. Individuals with regular exercise 
habits have lower HEF scores and higher HO scores than 
those who do not have regular exercise habits. This 
means those who prefer to eat healthily are more likely 
to exercise frequently, which may be because they are 
concerned about their own health but do not place 
a higher priority on achieving “pure health.” This find-
ing resembles that of Berber,59 who reported that people 
who do not exercise during the pandemic had a higher 
risk of developing HEF.

Examining the HEF in young adults according to the 
presence of family problems and being affected by them, 
there is not much research that we can compare to our 
results. The findings revealed that HEF and HO were 
not significantly linked with young adults’ family pro-
blems. When examined according to the sub- 
dimensions, it was found that HEF and HO did not 
show a significant association with authoritarian- 
oppressive family attitudes and insensitivity and incon-
sistency in family relationships in the past. Similarly, 
Turhan31 examined the relationship between parental 
attitudes and HEF and did not find a significant rela-
tionship. In their study, Merdin64 and Yildiz,68 which 
also addressed the abuse aspect, analyzed the association 
between childhood trauma experiences and HEF and 
did not find a significant relationship. Likewise, in the 
current study, it was found that HEF and HO did not 
show a discernible relation in terms of intrusion and 
abuse. Our findings also suggest that disharmony 
between parents and disorder in the house factors do 
not affect young adults’ having HEF. Regarding financial 
problems, HEF and HO did not differ significantly. 
These results are also similar to the income status results 
of this study which showed that neither HEF nor HO is 
significantly correlated with income status.

The analysis of the limited social activity in the family 
factor revealed a substantial difference for HEF 
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according to the limitation in social activities and being 
affected by it. Contrarily, HO does not show 
a considerable difference in terms of limited social activ-
ities. It is seen that there is a negative correlation 
between limited social activities and HEF. This is an 
intriguing finding given that HEF might lead to social 
isolation. Because our finding shows that when 
a family’s limitations on social activities increase, HEF 
decreases. Villa et al.,73 in contrast to our findings, found 
that the association between social activities and HEF 
risk was not significant in their study on the impact of 
extracurricular activities.

The study revealed that HEF did not differ considerably 
depending on the family’s past health and social problems. 
However, HO differed significantly according to the pre-
sence of past health and social problems in the family and 
being affected by them. As the health and social problems 
in the family increase, HO also increases. However, con-
versely, as the individual’s state of being affected by health 
and social problems increases, it is seen that HO (preferring 
healthy eating) decreases. As previously noted, in the 
examination of chronic diseases, it is seen that the indivi-
dual’s own chronic illness does not cause HEF or HO, but 
the results of the family problems scale show that the health 
problems of family members may affect HO.

In the last findings of this study, eating attitude was 
significantly and positively correlated with both HEF 
and HO. This is consistent with previous research that 
found a positive relationship between HEF and eating 
attitude, showing that an increase in the deterioration of 
eating attitude may affect an increase in HEF symptoms 
or that an increase in HEF can impact an increase in 
eating attitude deterioration.74–76

Limitations

It is important to note the study’s limitations. First of all, 
a disproportionately large number of females participated 
in the current study, and it wasn’t done on purpose. It 
would be beneficial for future studies to recruit more male 
participants to provide a more accurate and diversified 
picture of HEF traits across genders. Secondly, the findings 
of the study are limited to the information gathered from 
young adults in Turkey who voluntarily participated in the 
study between 2021–2022 and who were aged 18–24. 
Lastly, there is not so much research that we can compare 
about the effects of family life on HEF. Therefore, the 
current study is important for understanding HEF.

Conclusion

Orthorexia is a new concept that does not have official 
diagnostic criteria and its affecting factors are still being 

investigated. When the relationship between HEF and 
young adults’ former family life was investigated, it 
became clear that while healthy orthorexia (HO) may 
be affected by limited social activities, health issues, and 
social problems in the family, HEF may be affected by 
the family’s limited social activities.

Finally, even though there isn’t enough evidence to 
support this claim, the presence of family problems in 
young adults and the level of being affected by these 
stressors predict healthy eating fixation (HEF/ON) and 
healthy orthorexia (HO), so it can be said that they have 
an effect. However, certain findings, such as the effects 
of the family’s social and health problems and the 
family’s limitations on social activities, might be consid-
ered when considering the importance of the family, 
especially in the treatment of eating disorders.

Translation to Health Education Practice

The responsibilities and competencies of health educa-
tors that are important to the current study are outlined 
below, according to the National Commission for 
Health Education Credentialing, Inc. (NCHEC) (www. 
nchec.org).77 Young adulthood is a critical period for 
eating disorders. Familial factors, on the other hand, 
play a significant role in an individual’s life, and it is 
well-recognized that past family life has several psycho-
logical and health implications. Furthermore, because 
orthorexia is a relatively new topic, it is critical to inves-
tigate potential factors such as health conditions 
(chronic disease, eating disorders), socio-economic sta-
tus, past family life, life skills and so forth. Mental health 
professionals, educators, and healthcare providers must 
examine the variables that influence young adults’ 
orthorexic tendencies. Moreover, healthy eating is an 
important behavior, but there is a difference between 
healthy eating and orthorexia nervosa (HEF); therefore, 
nutrition and eating psychoeducation should be consid-
ered as prevention. The education and intervention need 
to meet the target groups and their needs (Area I). 
Nevertheless, when it comes to eating habits and health, 
gender and race issues are needed to be considered 
regarding the youth at risk (Area I).

For a better understanding of orthorexia nervosa 
(HEF), its determinants, and their underlying causes 
(such as limited social activities, social and health pro-
blems in past family life, and a previous eating disorder), 
young adults, families, mental health professionals, edu-
cators, and healthcare professionals should be informed 
of the study’s findings (Areas IV, V, and VI). We used 
ethical principles throughout the design, assessment, 
evaluation, research, and analytic processes of our 
study. Educators, mental health professionals, and 
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other practitioners must follow ethical principles 
throughout the education, implementation, communi-
cation, consulting, and advocacy processes (Area VIII). 
In addition, media tools are useful for conducting advo-
cacy, providing awareness, and disseminating knowl-
edge to the youth, as populations around the world 
actively used the benefits of online tools during the 
COVID pandemic period (Areas V, and VI).

Regardless of economic status, education, or living 
environment, HEF behaviors can be observed. But 
those with diagnosed eating disorders had a higher 
risk of developing HEF than those without. These 
results may help to educate and increase awareness 
among mental health professionals regarding the iden-
tification, treatment, and recovery of eating disorders 
(ED) and HEF. Because this finding showed that HEF 
can be seen simultaneously with any other eating dis-
order or can be seen after recovery. To care for the 
individual’s well-being, this knowledge may also help 
school psychological counselors to observe and inter-
vate ED or introduce it to teachers, students, and/or 
families. This is important because it may help the 
school psychological counselor carry out primary pre-
vention. The presence of a chronic illness does not 
seem to affect HEF or HO. However, social and health 
problems in the family may play a role in HO. Also, 
people who exercise regularly are more likely to show 
HO behaviors than HEF. These results might be 
because of mindful eating displayed by those with HO 
behaviors. Last of all, sports, family life and members, 
and mindful eating can be used as teaching and inter-
vention tools by health educators and mental health 
professionals to create a supportive environment for 
mental health.
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