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Abstract

Emotion Dysregulation (EDR) is shown to be associated to Eating Pathology (EP) in several
western studies. The first aim of the present study was to assess this topic in the Greek
population as no study has been conducted within this population to date. It was hypothesised
that EDR would predict EP after controlling for Body Mass Index (BMI) and Negative Affect
(NA). The second aim was to compare females who engage in Binge Eating (BE) episodes to
those who engage in both BE and Restrictive Eating (RE) in terms of the six Emotion Regulation
(ER) dimensions by Gratz and Roemer (2004): (1) Acceptance of Emotions, (2) Ability to Refrain
from Impulsive Behaviour, (3) and Engage in Goal-Directed Behaviour when upset, (4)
Emotional Awareness and (5) Clarity, as well as (6) Ability to Use Adaptive ER Strategies. It was
expected that overall both groups would display similar ER difficulties. The only difference was
hypothesised to be found regarding “Access to ER strategies”, with those who engage in BE
self-reporting slightly less difficulties than those who engage in both BE and RE. The study was
conducted online. The Greek adaptations of the Difficulties in ER scale (DERS), the ED
Examination Questionnaire (EDE-Q), and the 7 items assessing depression from the
Depression, Anxiety and Stress Survey short form (DASS-21) were completed by 105 female
university students. Contrary to our first hypothesis, EDR did not predict EP whereas both BMI
and NA were found to be significant predictors. Contrary to our second hypothesis, no
significant differences were found regarding the “Strategies” dimension between the BE and
BE&RE groups. However, there was a trend towards significance for three dimensions.
Namely, the BE&RE group was shown to have slightly more difficulties in “Accepting their
emotions” as well as in “Refraining from Impulsive behaviour” when upset than the BE group,
while the latter self-reported slightly greater “Lack of Emotional Clarity”. Further research is
required to assess this topic within a Greek clinical population in order to ascertain whether

components targeting ER deficits should be incorporated into treatments for EP.



Introduction

Eating pathology (EP) can be very dangerous, in particular, for young women who comprise
the majority of individuals with Eating Disorders (EDs) (Schmidt, Adan, Bohm et al., 2016). EDs
mainly include Anorexia Nervosa (AN), Bulimia Nervosa (BN) and Binge Eating Disorder (BED).
Recovery from EDs can be a prolonged, complicated journey disrupted by frequent relapses
(Steinhausen and Weber, 2009). Their elevated mortality risk has been demonstrated
consistently in high-quality research: for instance, individuals with AN have a six-fold increase
in mortality compared with the general population (e.g., Papadopoulos, Ekbom, Brandt, and
Ekselius, 2009). Without a doubt, the severity of EP cannot be overlooked. Extensive and

thorough research is constantly needed.

This study focuses specifically on the case of Greece, a country where most research has
focused on disordered eating attitudes (DEA), a potential precursor of EDs, in adolescent and
university samples (e.g., Bacopoulou, Foskolos, Stefanaki, Tsitsami, and Vousoura, 2018). The
prevalence of DEA in adolescent samples is reported to be around 17% (Bacopoulou et al.,
2018; Bilani, Galanis, Velonakis, and Katostaras, 2010) while in female university students
around 23% (Costarelli, Demerzi, Stamou, 2009). Psychological factors found to be associated
to DEA in adolescents are elevated anxiety levels (Bacopoulou et al.,, 2018) as well as
decreased self-reported physical appearance and romantic appeal (Costarelli, Antonopoulou,
Mavrovounioti, 2011). In young adults, risk factors are identity exploration (Gonidakis,
Lemonoudi, Charila, and Varsou, 2018) as well as lower levels of Emotional Intelligence, mainly
in terms of empathy, interpersonal relationships, stress management, emotional self-

awareness and happiness (Costarelli, Demerzi, Stamou, 2009).

A psychological factor that has not been assessed in Greece but western studies have
consistently found to be associated to EP is Emotion Dysregulation (EDR) (e.g., Svaldi,
Griepenstroh, Tuschen-Caffier, and Ehring, 2012). Restrictive eating (RE) in AN, and the
binge/purging vicious cycle and binge behaviour in BN and BED, respectively, have been
suggested to serve as maladaptive attempts to regulate unpleasant affective states (Haynos
et al., 2016; Svaldi et al., 2012). For example, binge eating (BE) episodes, namely the
consumption of abnormally large quantities of food accompanied by a loss of control (LOC)

over the behaviour, are argued to serve as attempts to modulate or escape from negative



emotions by providing short-term distraction or comfort (Wild et al., 2007). According to the
Emotion Regulation (ER) model by Gratz and Roemer (2004), ER involves six dimensions: (a)
the Acceptance of Emotions, (b) the Ability to Refrain from Impulsive Behaviour, (c) and Engage
in Goal-Directed Behaviour when upset, (d) Emotional Awareness and (e) Clarity, as well as (f)
the Ability to Use Adaptive ER Strategies to modulate both emotional experiences and
responses so as to pursue individual goals and respond appropriately to situational demands.
All four dimensions have been assessed consistently on whether they predict EP severity (e.g.,
Cooper, O’Shea, Atkinson, and Wade, 2014; Haynon, Wang, and Fruzzetti, 2018). For instance,
Cooper et al. (2014) assessed a community sample of young females and found that having
difficulties controlling one’s impulsive behaviour when upset is a robust predictor of greater
levels of ED behaviours, such as BE. This effect was found independent of Body Mass Index
(BMI) and Negative Affect (NA), two variables that are shown to predict EP severity (Cooper
et al., 2014). The “Impulsivity” dimension was very recently shown to also be associated to
subthreshold RE (Haynon, Wang, and Fruzzetti, 2018). Furthermore, being aware of and
acknowledging one’s feelings when upset (i.e. “Emotional Awareness”) as well as having
trouble engaging in Goal-directed behaviour (e.g., trouble concentrating and getting work
done when upset) are also shown to be significant independent predictors of ED severity
(Cooper et al., 2014). The “Goals” dimension is also found to be associated to subthreshold RE
(Haynon, Wang, and Fruzzetti, 2018). This contradicts Racine and Wildes (2013) who assessed
a clinical population with AN and found that the “Goals” dimension did not predict greater ED
severity, and that a “Lack of Emotional Awareness” predicted an increase, rather than a
decrease, in ED severity. These inconsistencies call for further research as it is, for instance,
unclear how valid participants’ assessment of emotional awareness is. Moreover, both
“Limited Access to Adaptive ER strategies” and “Lack of Emotional Clarity” have been shown
to predict frequency of BE episodes in an undergraduate sample of both sexes, beyond food
restriction and over-evaluation of weight and shape (Whiteside, Chen, Neighbors et al, 2007).
The “Strategies” dimension is also shown to predict subthreshold RE (Haynon, Wang, and

Fruzzeti, 2018).

Regarding whether different ED types (AN, BN, BED) differ in terms of the six ER dimensions,
Svaldi et al. (2012) found large similarities. The only differences were that females with BED

self-reported higher levels of “Access to ER Strategies” than females with AN and BN as well



as higher levels of “Emotional Clarity” than those with BN. There are, thus, some indications
that females with BED may display a slightly more adaptive ER compared to those with AN and
BN. Moreover, greater difficulties in ER after EDs treatment are found to predict maintenance
of EP over time (Racine and Wildes, 2015). All these findings indicate, without any doubt, that

ED treatments must also directly target ER deficits along with training healthy ER behaviours.

The first aim of the study was to examine the relationship between EP and EDR in the Greek
population as no study has been conducted within this population to date. Given previous
findings indicating that greater ED symptoms are significantly correlated with greater EDR, it
was hypothesised that EDR would predict EP severity after controlling for BMI and NA. The
second aim was to assess whether different ED behaviours differ regarding the six ER
dimensions in order to clarify whether interventions targeting ER can be applied to the whole
EP spectrum. Females who engage in BE were compared to those who engage in both BE and
RE in terms of the six ER dimensions. It was expected that overall both groups would display
similar ER difficulties. The only difference was hypothesised to be found in terms of “Access
to ER strategies” (given Svaldi et al.’s (2012) finding), with those who engage in BE self-

reporting slightly less difficulties than those who engage in both BE and RE.

Methods
Participants

105 Greek undergraduate (N= 78) and post-graduate (N= 27) female students (Mean age:
22.21;SD: 2.7; BMI: 21.42, SD: 2.75) were recruited through social media. The majority of the
participants study Health or Natural sciences, and Linguistics. Most of them live in Athens, and
Patras which is the third most populated city in Greece. Greek students who study abroad
(e.g., Netherlands, United Kingdom) were also recruited. All participants completed the test
procedure. Males were not recruited as it is widely recognised that EDs are more common

among females than men.



Measures

Difficulties in Emotion Regulation Scale (DERS) (Gratz and Roemer, 2004) (see appendix A).
The Greek version by Mitsopoulou, Kafetsios, Karademas et al. (2013) was used. It includes 30
items covering six dimensions: (1) Non-acceptance of Emotional Responses (e.g., “When I'm
upset, | feel ashamed with myself for feeling that way” 4 items), (2) Lack of Emotional
Awareness (e.g., “l don’t pay attention to how | feel” 4 items), (3) Lack of Emotional Clarity (“I
have no idea about how | am feeling” 5 items), (4) Difficulties Engaging in Goal-Directed
Behaviour (“When I’'m upset, | have difficulty getting work done” 5 items), (5) Limited Access
to Emotion Regulation Strategies (“When I’'m upset, | believe that | will remain that way for a
long time” 9 items), and (6) Impulse Control Difficulties (“When I’'m upset, | lose control over
my behaviours” 3 items). Participants were asked to specify how often each statement applied
to them on a scale between 1 (never) and 5 (always). Six items have been excluded from the
original DERS as they demonstrated poor fit to the sub-scale they were designed to measure.
Mitsopoulou et al. (2013) found an adequate reliability in terms of both internal consistency
(o= 0.80) and test-retest reliability (rs= 0.72) for the remaining 30 items. In this sample the
internal consistency was acceptable (a= 0.75). Regarding each subscale, internal consistency
indices for the Acceptance (= 0.83), Clarity (= 0.88) and Strategies (= 0.88) subscales were high.
For the Impulse (a= 0.79) and Goals (a = 0.73) subscales Crovbach’s a were acceptable, while

for the Awareness subscale internal consistency was low (o= 0.66).

Eating Disorder Examination-Questionnaire (EDE-Q version 4) (Fairburn and Beglin, 1994)
(see appendix B). The Greek Version by Kostsopoulou (2007) was used. It consists of 36 items.
It is a very potent measure as it is consistent with the ED examination interview (Fairburn and
Cooper, 1993): the first recommended examination for EDs. The EDE-Q examines the
occurrence and severity of EP over the past 28 days and comprises four sub-scales: (1)
Restraint (“Have you tried to follow definite rules regarding eating (e.g., a caloric limit) in order
to influence your shape or weight (whether or not you have succeeded)?”) (2) Shape Concern
(“Have you had a definite desire to have a totally flat stomach?”), (3) Weight Concern (“Have
you had a definite fear that you might gain weight?”) and (4) Eating Concern (“Have you had
a definite fear of losing control over eating?”). Disordered eating behaviours, namely,
Subjective Binge Eating (SBE) episodes with LOC (“On how many of the past 28 days did you

have *BE episodes? A *BE episode is when one eats a large amount of food while experiencing



a LOC over the behaviour”), Objective Binge Eating (OBE) episodes with LOC (“Over the past
28 days, how many times have you eaten what other people would regard as an unusually
large amount of food given the circumstances? And “On how many of those times did you
have a sense of having lost control over your eating?”), misuse of laxatives, excessive exercise
(“On how many of the past 28 days have you exercised in an excessive way as a means of
controlling your weight and shape?”), self-induced vomiting and fasting (“On how many of the
past 28 days have you gone for long periods of time (8 waking hours or more) without eating

anything at all in order to influence your shape or weight?), were also assessed.

Kostopoulou found a high internal consistency (a= .90). In the present study internal
consistency for the 36 items was even higher (a= 0.95). Regarding each sub-scale, internal
consistency indices were as follows: Restraint (a= 0.87), Shape Concern (a= 0.85), Weight

Concern (a= 0.94), Eating Concern (a= 0.82).

Negative affect. This was assessed via the 7 statements assessing depression on the
Depression And Stress Survey short form (DASS-21) (Lovibond & Lovibond, 1995) (see
appendix C). These statements (e.g., “l could not seem to experience any positive feeling at
all”) are rated on a Likert-type scale ranging from 0 (e.g., “did not apply to me at all over the
past week”) to 3 (e.g., “applied to me very much or most of the time over the past week”). A
consistent amount of studies has confirmed the survey’s high internal consistency, reliability
and discriminant validity (e.g., Cooper et al., 2014). In the present study, a high internal

consistency (a= 0.89) was found.

Online consent and debrief forms (see appendices D and E) were also employed. The consent
form included short information about the worldwide severity of EP, the case of EP in Greece
as well as the general purpose of the study. Both anonymity and withdrawal at any time if
feeling discomfort were assured. The debrief form explained the aims and hypotheses of the
study in easy to understand language, and indicated the email addresses of the researchers in

case a participant needed to ask a question.
Design

A cross-sectional design was implemented. Both the EDE-Q and DERS provide total scores and
scores on the four and six dimensions, respectively. For the EDE-Q, scores range between 0

(no eating pathology) and 6 (severe eating pathology). Scores of 4, 5 or 6 are interpreted as



clinically severe. For the DERS, scores range between 30 and 150. Higher scores indicate
greater EDR. There are no standardised clinical cut-offs. Nevertheless, Harrisson et al. (2010)
suggested that scores over 80 are clinically important. Regarding the DASS-21, scores between
10-13, 14-20, 21-27, 28+ indicate mild, moderate, severe and extremely severe depression,
respectively. For the second hypothesis, the first group comprised 41 participants who
engaged in SBE episodes at least once over the past of 28 days while experiencing a LOC over
the behaviour. SBE episodes were selected over OBE episodes. While similar levels of ED
symptoms are shown for individuals who only engage in SBE and those who only engage in
OBE, SBE-only individuals are shown to have greater personality difficulties, body image
concerns and negative affect which makes them a more difficult group to treat (Brownstone
et al., 2012). The second group comprised 19 participants who both engaged in SBE and RE
over the past month. The cut-off point (3,37) for RE was created using a cut point of 1SD above
the mean, as recommended by Sternheim, Fisher, Harrison, and Watling (2017). BMI was

computed from self-reported height and weight.
Procedure

The study took place online using a google form platform. The consent form was first displayed
on the screen. If participants agreed to take part, they were then instructed to complete
demographic information as well as self-report both their height and weight. They were next
administered the three questionnaires. First the DERS, second the EDE-Q and third the 7

depression items. A debrief form was displayed in the end of the experiment.

Statistical analysis

Statistical analysis was run using SPSSv25 software. Variables were examined for normality
using the well-known Shapiro-Wilk test which is recommended by Thode (2002) as the best
choice for assessing normality. Global EDE-Q, BMI and depression scores did not follow a
normal distribution (p< 0.001) while Global DERS scores did (p= 0.62). According to Elliot and
Woodward (2007), with large enough sample sizes (>40) parametric tests can still be used
even when data are not normally distributed. Therefore, parametric tests were performed in

most instances. A p value of less than 0.05 was used as the cut-off value for significance.

For the first hypothesis, namely whether EDR predicts EP, a linear regression analysis was

selected, assessing the impact of the global DERS scores (IV) on the global EDE-Q scores (DV)



In order to assess whether BMI and NA should be treated as covariates, spearman’s
correlations between BMI and EDE-Q scores as well as between NA and EDE-Q scores were
run. Both variables were found to have a statistically significant weak positive correlation with
EDE-Q scores (rs= 0.32, p= 0.001 ; rs= 0.36, p< 0.001). Hence, while assessing the predictive
power of EDR on EP, both BMI and depression scores were controlled for. Furthermore, as 6
participants did not report their height, their BMI could not be computed. This data was
treated as missing completely at random. Pairwise deletion was selected since it is usually

preferred over listwise deletion (Peugh and Enders, 2004).

For the second hypothesis, namely whether the two groups (IVs) (SBE vs. SBE&RE) differ
regarding the six ER dimensions (DVs), an Analysis of Covariance (ANCOVA) was first opted for
as it can incorporate a covariate. Depression was included as a covariate since a moderate
positive correlation was found between depression and global DERS scores (rs= 0.5, p=0.000).
Before ANCOVA was run, all its assumptions were examined. The assumption of homogeneity
of regression slopes, namely that for each IV the lines expressing the linear relationship
between each DV (DERS sub-scales) and the covariate (depression scores) are all parallel, was
violated. In this case, as recommended by Miller and Chapman (2001), the covariate can be
dropped and one-way Analysis of Variance (ANOVA) can be run instead. Hence, one-way

ANOVA was run for each of the six DVs.
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Results

Table 1. EDE-Q descriptive data and percentile ranks for EDE-Q global and subscale scores for

female university students (N= 105)

Global Restraint Eating Shape Weight
Score Concern Concern Concern
Mean (SD) 1.71(1.3) 1.9 (1.48) 1.33 (1.33) 1.64 (1.3) 2(1.62)
Percentile
rank
5 0.08 - - 0.05 -
10 0.35 0.12 - 0.16 0.12
25 0.53 0.6 0.4 0.58 0.62
50 1.43 1.6 1 1.16 1.62
75 2.6 2.8 2 2.5 3.12
80 2.94 3.2 2.36 2.8 3.57
85 3.2 3.6 3.02 3.02 4.14
90 3.56 4.08 3.68 3.73 4.47
95 4.26 4.8 4.14 4.16 4.87
99 5.55 5.59 5.36 5.7 5.97

Note. SD: Standard Deviation

For the EDE-Q global scores, the cut-off point for EP was 3.01. As shown in Table 1, 19.04% of
participants scored above this point. Furthermore, 20% scored above the cut-off (3.37) for
Restraint while 33.33% scored above the cut-off point (2.66) for Eating Concern, Regarding
Shape Concern, 15.24% scored above the cut-off point (2.94) and 20% scored above the cut-
off (3.62) for Weight Concern.
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Table 2. Descriptive data and percentile ranks for DERS global and subscales scores, and depression
for female university students (N= 105)

Global NonAccept Goals Impulse  Aware Strategies Clarity Depressio
DERS n
M (SD) 76.14 9.26 14.1 8.83 7.62 25.23 11.1 4.5
Percentile (15.1) (3.53) (3.34) (2.3) (2.47) (6.6) (3.63) (4.57)

rank

5 49.3 4 9 6 4 15.3 5 -
10 55.6 5 10 6 5 16.6 6 -
25 65.5 7 11 7 6 20.5 8.5 1
50 75 9 14 9 7 24 11 3
75 86.5 11 16 11 9 29.5 14 7
90 95.8 15.4 19 12 10.4 36 15.4 12
95 103.4 16.7 20 12 12.7 37 17 14
99 116.76 19.82 21.9 14.88 15 41 21 17.94

As shown in Table 2, 40% of participants scored above the cut-off point recommended by
Harisson et al. (2010) (80) for clinical importance. Regarding depression, 9.52% of participants
scored within the range for mild depression (10-13) while 6.6% scored within the range for

moderate depression (14-20).

As shown in Table 3, there was a very high occurrence regarding fasting behaviour, SBE and

OBE episodes. There was also great discrepancy in occurrence between SBE and OBE episodes.

Table 3. Occurrence of disordered eating and compensatory behaviour

Disordered behaviour Occurrence
Fasting 46.66%
Subjective Binge Episode with LOC 57.14%
Objective Binge Episode with LOC 31.43%
Self-induced vomiting 2.86%
Laxative misuse 0.95%

Diuretic misuse 0%

Excessive Exercise 12.38%

Note. LOC: Loss of Control. For Excessive Exercise occurrence was defined as at least 4 times
per week over the past month. For the rest, occurrence was defined as at least once over the
past month.
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Does Emotion Dysregulation predict Eating Pathology?

A linear regression analysis was conducted to examine whether EDR predicts EP while
controlling for BMI and depression. As shown in Table 4, the covariates were significant
predictors (p< 0.05) as they explained 21.4% of the variance in global EDE-Q scores. In the
contrary, global DERS scores were not significant independent predictors (p> 0.05) as they

explained only an additional 2.5% of the variance in global EDE-Q scores.

Table 4. Regression Analysis with global DERS scores, controlling for BMI and Depression, with

global EDE-Q scores as the Dependent Variable

Step Predictors B SEB 8 t p
1 BMI 0.14 0.04 0.31 3,43 .001
Depression 0.1 0.02 0.35 3.94 <.001

R?=.214, F(2,96) = 14.32, p < .001

2 BMI 0.14 0.04 0.31 3.45 .001
Depression 0.07 0.03 0.26 2.52 .013
DERS 0.02 0.01 0.18 1.79 .077

R2 change = .025, F (3,95) = 10.83, p < .001

SE: Standard Error.

Do scores on DERS sub-scales differ between groups (SBE N=41 vs. SBE&RE N=19)?

One-way ANOVA was conducted six times to compare effect of type of group (SBE vs. SBE&RE)
on each of the six sub-scales. The difference between group means on the Non-acceptance
sub-scale was close to be statistically significant (F (1, 58) = 3.7, p= 0.06). For the Goals sub-
scale, there was a clear non statistically significant difference (F (1, 58) = 1.36, p= 0.25)
between group means. For the Impulsivity sub-scale, the difference between group means
was on the edge of statistical significance (F (1, 58) = 3.8, p= 0.056). For the Awareness sub-
scale, there was a remarkably non statistically significant difference (F (1, 58) = 0.7, p= 0.4)
between group means. For the Clarity sub-scale, the difference between groups means was
on the boundaries of significance (F1, 58) = 3.55, p= 0.06). Finally, there was an obvious non
statistically significant difference (F (1, 58) = 0.05, p= 0.83) between group means for the

Strategies subscale. See Table 5 for exact means and standard deviations.
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Table 5. Means and Standard Deviations for SBE and SBE&RE groups across DERS subscales

DERS Subscales SBE (N=41) M (SD) SBE&RE (N=19) M (SD)
Non-Acceptance 9.2 (3.31) 11.05 (3.84)
Goals 10.39 (2.63) 11.37 (3.74)
Impulsivity 8.6 (2.1) 9.7 (1.9)
Awareness 7.7 (2.5) 7.1(2.35)
Clarity 11.54 (3.8) 9.68 (2.8)
Strategies 25.02 (6.7) 25.42 (5.9)

Note. SBE: Subjective Binge Eating; SBE&RE: Subjective Binge Eating and Restrictive Eating

Discussion

The present study examined the relationship between EDR and EP in a female university
sample. Contrary to our first hypothesis, EDR did not predict EP severity after controlling for
BMI and depression. Instead, the latter were both found to be significant predictors of EP. In
addition, females who self-reported SBE over the past month were compared to females who
self-reported both SBE&RE in terms of the six ER dimensions by Gratz and Roemer (2004),
which are: (1) Acceptance of emotions, (2) Ability to refrain from Impulsive Behaviour, and (3)
Engage in Goal-Directed Behaviour when upset, (4) Emotional Awareness and (5) Clarity, as
well as (6) Access to Adaptive ER Strategies. In line with our preliminary expectations, both
groups displayed a similar ER profile. However, contrary to our specific hypothesis -namely
that those who engage in SBE would self-report slightly less difficulties in terms of Access to
Adaptive ER strategies than those who engage in both BE&RE-, no significant differences were
found. Interestingly, there was a trend towards significance for the “Acceptance”,
“Impulsivity” and “Clarity” dimensions. Namely, those who engage in both SBE&RE self-
reported slightly higher difficulties in “Accepting their emotions” as well as in “Refraining from
Impulsive behaviour” when upset than those who engage in SBE, while the latter self-reported

slightly greater “Lack of Emotional Clarity”.

Our first finding contradicts a number of studies that found a positive correlation between

EDR and EP in both clinical (e.g., Racine and Wildes, 2013; Svaldi et al., 2012) and non-clinical
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samples (e.g., Haynos et al., 2018; Cooper et al., 2014; Whiteside et al., 2007). An explanation
for this discrepancy might be the different versions of EDE-Q and DERS utilised in the present
study. While all aforementioned studies used the EDE-Q version 6, apart from Whiteside et al.
(2007) who utilised the EDs Diagnostic Scale (Stice, Telch, and Rizvi, 2000), we employed the
EDE-Q version 4. The two versions have some disparities. For instance, the experience of
feelings of guilt regarding the effect of eating on one’s shape and weight, which is a common
experience in individuals with EDs (Duffy and Henkel, 2016), is only assessed in version 6.
Furthermore, the Greek adaptation of the DERS utilised in the present study contains only 30
items whereas the original one includes 36 items. Besides, in the Greek version some items
are modified to optimise the naturalness of translations. For instance, the statement “When |
am upset, | believe that | will end up feeling very depressed” is adjusted in the Greek version
into: “When | am upset, | believe that | will end up feeling gloomy”. The term “very depressed”
may be referring to both a clinical disorder and higher severity than the term “feeling gloomy”.
Such discrepancies convey different meanings that might have had an effect on the results.
Also, some items in the Greek version belong to different dimensions: for example, the items
“I experience my emotions as overwhelming and out of control”, “When | am upset, | have
difficulty thinking about anything else” and “When | am upset, | have difficulty focusing on
other things” are all under the “Strategies” dimension, while in the original English version the
two latter belong to the “Goals” dimension and the first one to the “Impulsivity” dimension.
Another example is the item “When | am upset, | become out of control” which in the original
English version belongs to the “Impulsivity” dimension whereas in the Greek version it is under
the “Goals” dimension. Consequently, dimensions’ content differs to a large extent between
the two versions, which might have influenced the results. Moreover, the five-point scale in
the original version ranges between “almost never” and “almost always” while in the Greek
version it ranges between “never” and “always”. The reason behind this might be of cultural
nature since Greece is a face-collectivistic and holistic culture and hence the function of
“relatives” such as “almost” is very ambivalent in contrast to dignity-individualistic and
analytic cultures such as the North American and the Dutch. However, an “almost never”
response ranges between 0-10% while a “never” response is a total 0%. Similarly, an “almost
always” response ranges between 91-100% whereas an “always” response refers to a total
100%. This might have had an influence on the results: for instance, a participant who opted

for the “most of the time” instead of the “always” option in the Greek version might have
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selected the “almost always” option in the original English version. Similarly, a participant who
selected the “sometimes” over the “never” option in the Greek version, might have selected

the “almost never” option in the original English version.

Another reason for the discrepancy between the present and aforementioned non-clinical
studies (Cooper et al., 2014; Whiteside et al., 2007) might be the small sample size of 105
participants versus the larger samples of more or less 600 participants. Nevertheless, the fact
that Haynos et al. (2018) recruited a sample of only 98 participants and still found significant

findings suggests that sample size might not be the issue.

Both BMI and depression were found to be robust predictors of EP. Indeed, research shows a
high comorbidity of EDs and mood disorders, in particular Major Depressive Disorder (MDD)
(Blinder, Cumella, and Sanathara, 2006). A serotonin imbalance might be the case in EDs just
like in MDD since ED patients are shown to benefit from antidepressants that target serotonin
pathways (Steiger, 2004). Regarding BMI, its predictive power parallels those of previous
studies that found elevated BMI to be a risk factor for pathological eating in girls (e.g., Dohnt
and Tiggeman, 2006; Bearman et al., 2006). The effect of BMI on EP has been previously shown
to be mediated by body image concerns and drive for thinness in adolescents (Spadafora,
2010). It should be noted that Haynos et al. (2018), Whiteside et al. (2007), and Svaldi et al.
(2012) have a crucial limitation of not controlling for BMI and NA which might have biased

their findings by overestimating the effect of EDR.

A factor that was not assessed but might be implicated in the occurrence of EP in the present
sample and account for why EDR was not an important predictor is the sociocultural pressure
to be thin. There is a huge focus on appearance within the Greek society just like in Western
societies (Janinic and Bairaktari, 2013). Greek women are constantly exposed to ideal-body
stereotypes on social media, television and magazines. It is, therefore, very possible that
women internalise the message that in order to be considered successful one needs to obtain
the almost unrealistic slim physique. Research shows the internalisation of the slim ideal to
lead to body dissatisfaction which in turn results in shape and weight concerns (Midlarsky and
Nitzburg, 2008). These might subsequently lead to disordered eating behaviours which might

further result in the development of EP (Groesz et al., 2002).
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The finding regarding slightly poorer Emotional Clarity within the SBE group goes along with
Whiteside et al.’s study who found the “Clarity” dimension to uniquely predict more frequent
BE episodes. If we match, on the one hand, the SBE&RE participants to patients with BN, by
thinking of RE as a compensatory behaviour over BE, and, on the other hand, the SBE
participants to patients with BED, then findings contradict Svaldi et al.’s (2012) study who
found BED patients to have less difficulties regarding Emotional Clarity than BN patients.
Furthermore, the finding regarding slightly higher difficulties controlling one’s impulsive
behaviour within the SBE&RE group goes along with Cooper et al. (20014) and Haynos, Wang,
and Fruzzetti (2018) who found the “Impulsivity” dimension to predict BE and subthreshold
RE, respectively. Moreover, in terms of “Non-acceptance of emotions”, research shows this
dimension to be related to RE in AN (Harrison et al., 2010), which could account for the slightly
more difficulties reported within the BE&RE group. It should be noted that six participants
within the SBE&RE group had a clinical global EDE-Q score while only one participant within
the SBE group scored above the clinical range. This could account for why the SBE&RE group
scored slightly higher on two dimensions. Moreover, even the group who engaged in SBE
episodes also slightly engaged in RE, which could indicate that for both groups BE was the

result of RE.

Interestingly, there was a very high occurrence of fasting (46.66%) and of both SBE and OBE
episodes as well as a marked discrepancy between the two episodes (57,14% and 31.43%
respectively) compared to non-clinical samples assessed in previous studies. For instance, in
Luce, Crowther, and Pole’s (2008) study occurrence was as follows: 25.9% for fasting, 32.1%
for SBE, and 21.3% for OBE. These discrepancies might be accounted for by cultural
differences, characteristics of the Greek EDE-Q version, or other unknown factors. However,
although one would expect that participants in this sample would score higher regarding the
four EP dimensions (Restraint, weight, shape and eating concerns) compared to participants
in Luce et al.’s (2008) study, scores were similar between samples. This raises questions about
the reliability of our findings. Furthermore, 40% of participants reported ER difficulties of
clinical importance. They also reported marked difficulties regarding “Access to Adaptive ER
Strategies” compared to community samples assessed in previous studies: for instance, the
mean score was 25.23 in this sample while in Monell, Clinton, and Birgegard’s (2018) it was

17. However, for the “Emotional Awareness” dimension participants reported way less
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difficulties (mean score: 7.62) than the control group in Monell et al.’s (2018) study (mean

score: 10.5).

Although several studies have assessed the association between EDR and EP in both clinical
and non-clinical samples, mainly among Northern European and American populations, this is
the first study examining this exact topic in Greece. Also, controlling for confounding factors,
namely BMI and depression, protected from having overestimated findings. Nevertheless,
there are several noteworthy limitations that need to be taken into account when interpreting
the findings of the present study. First, results may not be generalisable to neither a male nor
a more general population since our sample was solely composed of female university
students. Second, the use of self-report measures has the limitation of participant bias.
Namely, self-reported ER might not be entirely equivalent to actual abilities. Also, it might be
the case that participants misunderstood terms such as LOC or large quantity of food. Indeed,
research reveals some discrepancies between disordered behaviours self-reported with the
EDE-Q (version 6) and those observed at interviews (Pliatskidou, Samakouri, Kalamara et al.,
2015). Providing participants with detailed clarifications regarding those terms, requesting
participants to complete two well-validated ED measures or including a companion interview
examination could enable to overcome self-report biases and enhance accuracy of results.
Third, one needs to be cautious when interpreting results regarding the “Awareness”
dimension since its internal consistency index was low. Fourth, analysis was not adjusted for
anxiety levels which might have overemphasised the effect of BMI and depression. Fifth, the
fact that we only included SBE episodes is an important limitation since all cited previous

studies have merely relied on OBE episodes.

Regarding suggestions for future research, additional research is required to examine the role
of ER in a Greek clinical sample as well as in male and other more general populations. Future
research could benefit from examining EDR via more objective methods, namely via
experimental laboratory procedures or psychophysiological measures such as respiratory
sinus arrhythmia: that is, the ebbing and flowing of heart rate that occurs across the breathing
cycle. It is, indeed, shown to be a transdiagnostic biomarker of EDR (Beauchaine, 2015).
Furthermore, additional research in the Greek population should assess whether EDR explains
BE severity beyond food restriction and preoccupation about weight and shape. Moreover,

since to date studies have only assessed dysregulation of negative emotions, dysregulation of
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positive emotions should further be explored. Future research could further benefit from a

longitudinal design since causation cannot be inferred with cross-sectional designs.

While western countries have incorporated components directly targeting ER deficits into
treatments for EP, this cannot be done in Greece yet before further studies ascertain the
relationship between EDR and EP within a clinical population. However, the slight ER
differences reported between the groups could suggest that preventive work regarding
individuals who engage in BE should increase “Clarity of emotions”, while preventive work
regarding individuals who engage in both BE&RE should target “Impulsivity” and “Non-
acceptance of emotions”. Our findings further suggest that ED professionals should tackle
depressive symptoms when working with girls who experience subthreshold EDs. Moreover,
Greek health campaigns should increase awareness of disordered eating behaviours, mainly
those of BE and fasting, and also target ER difficulties, in particular regarding “Limited Access

to Adaptive ER Strategies”.
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Appendix A: Greek Version of Difficulties in Emotion Regulation Scale

KAIMAKA AYZKOAIQN AYTOPYOMIZHX XYNAIZOHMATOQN

Bdéte ot kdKho Tov apBud mov Ekepalet kaldtepa T0 TOG0 GLYVE acHdveshe kdbe SnAmon

¥pNooroldvTag TV akorovdn khipaka (1= Iloté ewg 5 = [1avta). [apakard, amavinote IMKPIVOG o€ kabe pio Egxmplotd.

Mepikés  Apketig

Iote popic popéc Tuoyxva Iavra

1. Nrpénopat yio Tov €00t pov dtav aucOdavopon peydin tapoyn yo Katt 1 2 3 4 5
2. OUUAOV® pE TOV E0VTO HOV OTAV KATL HE AVOCTUTOOEL TPOLY LOTIKE 1 2 3 4 5
3. Tvepilo akpipodg nodg oaodiavopon 1 2 3 4 5
4. Otov gipon TapoypEVOG, VIPETOLOL HE TOV EAVTO OV TOV VidDEL TGt 1 2 3 4 5
5. Ortav gipon Tapaypévog, pe mapachpovy ta cuvouctnuata 1 2 3 4 5
6. Evdueépopon yia to Ti arcOdvopat 1 2 3 4 5
7. Otav avactotedod pe kdtt, To cuvolshnipatd pov pe cuvirifovv 1 2 3 4 5
8. Otav kit pe avootatdvet oiohavopon evoyés yio Tov Tpdmo mov achdvopat 1 2 3 4 5
9. Asgv &w 13éa Y10 T0 TMOG ooHAvopLon 1 2 3 4 5
10. Mg omaoyohodv ta cuvasOpaTd pov 1 2 3 4 5
11. Otav vidoo peyain tapayn, motedo ot o katodiEw va aieBdvopot Bhppévog 1 2 3 4 5
12. Otav kdtt pe avactatdost Eavappiokm ypiiyopo Thv npepio Hov 1 2 3 4 5

13. Otav eipot Tapaypévog Slotnpod Tov ELEYY0 TG GUUTEPLPOPEG OV 1 2 3 4 5

14. Mmnopd va eréyEm Tov £0vTO Hov akodpa Kot dtav acbdvopat peydin tapoym 1 2 3 4 5

15. Avckolevopial vo TEAEIOOM KATL OTaV eipot TapoypHéVog 1 2 3 4 5
16. Awtnpd v avtokvprapyio pov akdpe Kt OTav KATL e avaoTUTOGEL TOMD 1 2 3 4 5
17. Orav gipon topaypévos vidbm 0Tt dev vadpyetl TimoTo IOV PToPd VoL Kave Y va auchavid koAvtepo 1 2 3 4 5
18. Ortav sipot tapaypévog EEpw OTL pmopd va Bpo £va Tpomo Yo va oeBavid KaAdtepa 6To TELOG 1 2 3 4 5
19. Orav eipon topaypévos, Tpootadd va Tpocdlopicm Tt akplPdg ccbdvopot 1 2 3 4 5
20. Bidve o 6uvausOiHOTd LoV OG GUVTPUTTIKG Kot AveEEAEYKTOL 1 2 3 4 5
21. Eipou BéParog/-n yio 10 g vidbo o kébe otryun 1 2 3 4 5
22. Aivo mpocoyn 6to T acbdvopat 1 2 3 4 5
23. Otav eipot Tapaypévog, SUGKOAEDOHOL VO GKEPTH OTIONTOTE GALO 1 2 3 4 5
24. Ortav gipon Tapoypévog gipton eKtog EAEYYOL 1 2 3 4 5

25. AvokoAgDOLOL VO KOTOVONOM T0. GUVOLGONLOTE 1OV 1 2 3 4 5



26. Otav katt pe avooTatdvel SuoKoAEvOaL VO EAEYE® TN GKEYN OV
27. Aev gipon 6iyovpog/-n yia 1o Thg acbivopat

28. Otav eipon Tapaypévog, xave Tov ELEYX0 TG GUUTEPLPOPESG OV

29. Otav avaototedo pe K4t apyd ToAD vo Npepnon

30. Otav sipon Tapaypévog duokorebopat vo cLYKEVIPOO® og GAAL TPy oo

Evyapretodpe Tolt yia Tov (povo cag
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Appendix B: Greek Version of Eating Disorder Examination Questionnaire (4t
version)

IAPAPTHMA XT

Epomparorimo EZéraons ov Awerapagdv Awatpogiis (4" éxdoan)

O napaxiato epoTioels agopody Tig teievtaiss 4 efidopades povo (28 pépeg). Mapaxaid dwfacrte
my xabe epdmon apocextikd kot KukAGote tov xar@ldnho apipd mov Ppioketm ota Selid
TMapaxah® va araviioete 68 OAEG TIS EPOTIOEIS,

EE MOXEX AIIO TIE TEAEYTAIEX 28 Kapia 1§ 612 1315 1622 23-27  Kabs

HMEPEX... pépa  pépes  pipss pEpec pipss pipsg pdpa
15. "Exete nbeAnuéva apoonabice va xeplopicete 0 1 2 3 4 5 6

TV TOGOTNTE TOD QEYNTOU IOV IPOTE, YA Vi
exnpeaoete 10 Papog 1) 1o ojpa 10V ahpaTdg
oug;

16. ‘Eyete peiver yux pey@hes gpovikég mepddong 0 1 2 3 4 5 6
(8 dpeg 1 meplocdTeEPo) Ywpic Vo Ohte Tirota
TPOKEREVOY va exnpedoete o Papog 1 to
oyiua 10V ohpaTods oug;

17. 'Exete mpoorafhjoer va amo@iyete va oare 0 1 2 3 4 5 6
KATO0 QaynTd ROV 005 APEcEl TPOKEUEVOD
va emnpedoete to Bapog M to oypfjpa tov
coOUaTdS oag;
18, Exete  zpoomabnost  va  axohovBioete 0 1 2 3 4 5 6
CUYKEKPILEVOLS  Kavoves of oyfon pe m
SITPOPT) OIS TPOKEWPEVOD VI EMNPERCETE TO
Bapog 1 10 oyfjpe tov obpatéc oug; Y
napaderypa,  wEPOPIOPO  Tev  Beppidov,
CUYKEKPULEVT] ROCOTITA Qayntol 1) Kavoveg
na 10 1 ket 7ote Ba npéner va pare;

19. "Exete Oelioet T0 GTOWMN 005 v Eival ade10; 0 1 2 3 4 5 6

20. AvokoksvTiiKate ®OTE va cvykevipwbeite ot 0 1 2 3 4 5 6
SpaompdTIes oV oug EVOIEQEPOLY, Yia
napaderypa va Swfdaocete, va deite nhedpacn
N va rapaxoiovfhoste pia ovliton, exedn
oKeQTOcUoTaY T0 PayNTd 1 10 Bepuidikd Tou
TEPIEYOPEVO;

21. ‘Exere gofnfei 6u Ba yhoste tov Eheyyo 0 1 2 3 4 5 6
AREVAVTL 670 POy TO;

=
s
=
w
>

22. Eiyate  emsioOdn  *uvmepoarias:  (*éva 0 1
EREIGO010 vIEPPaYIas ovpfiaiver Otav IpeTE pia
ROAD peyddn roodtta paynrol Kol xapaiinia
viellete 6nt yavew wov Elsyyo amivavu 6to
pamo)

23. 'Exete oder ota xpopd; (unv perprioete ta 0 1 2 3 4 5 6
ene106d vIEpPUYiag)

24, "Eyere Behfjos onmedinote 10 otopdn oug va 0 1 2 3 4 5 6
eivat eninedo;

L
e
&
w
=

25. AvokoisvTiKate ®OTE va ovykevipobeite oe 0 1

-295-
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dpaompiéTyies mov ouc  evdwgépowy, Y
rapaderypa va Swafdacete, va Seite Thedpacn
1| va napaxorovifoete pia avlimon, exedn
okegrocactay 10 Papoc M o oyfua Tov

odpards oag;
26. Efgare fvav ouyxkexpiuévo oo én propei va 0 1 2 3 4 5 6
napete Papog 1) va Yivere mayic-1d;
27. "Exete mobaviel mayde-id; 0 1 2 3 4 5 6
28. Eiyarte pia wypopi embopia va yaoete fapog; 0 1 2 3 Rl 5 6

KATA TH AIAPKEIA TN TEAEYTAIQN TEEZEAPON EBAOMAAON (28 HMEPEY)...

15. e nowe avakoyin ard T1c QopEg mow £xete odet, mobaviikate £voyoc-n Ay 10V EMTIOCEOY 6T0
Bapog 1 oto oyipa Tov cdpatds cag; (Mny petpicete Ta gxgicodia vreppayias). Kvkhaote tov
ap1Bpd mov avaoToryEl.

0 1 2 3 4 5 6
Kagia popa Niyes gopés Anprpes and Ty poisgopés  Hepoadepes Ty Kal popi
15 ot Qopiis ard 15 o TEPIoOOTEPE;
Popés popts

17. Karta m dupxewa 1ov tehevtaionv tecoapoy efidopddov (28 nuépeg), vamplav xinoes @opég mov
awobaviijkate 6t @ayate 1000 600 @ha dropa fa to Oeepodoay pic acvvibota peydin
nocdT TR PaynTon, Sedopivng ms repiotaons Kukkodote tov apiipd mov avuictonei,

0 i

On Na

20. Moo tirow exercddia siyate g eAevtaies teooepis fdopades;

21. X Suapkera ndocov and auth T exeoddux vaspayiog siyate my aiolnon 6t siyure yhoe tov
EAEYYO AREVAVTL OTO QEYNTO OUc;

22, YmipZav drieg gopéc 6mon tpdyate kot eiyate myv aicbnon on eiyate yaoet rov éeyyo km gijate
ofgr ndpa mold, yopis wotdoo va £ete eaar pia acvwibhota peydhn mocdmTa QaynTol
dedouévng me nepiotacmg;

] 1
OUn Nm

22. Tléoa throw exctoddia efyate 115 wievtaics tooepic efdopddes;

23. Koatd m SiapKew 1ov TeALuTainy 1ooapoy efdopddoy tpokeiioats o1ov eavtd oug epuetd oav
£va péco Yia va eréyete 1o Bdpog 1) To oyjua 1oV CORaTHS oag;

0 1
Op Nat

24. 1100eg opés TO Kavarte auTd TIS TeAsvTales Técoepis efdopades;
25. Inpore xafapnixd cav £va péco yia va eAEYZETE 10 fapog 1) 1o oxijia 10V GOPATOS oag;

0 1
On N

=206 -



24. [16oeg Qopéc 10 KAVRTE Ut KaTd T didpreia 1oV teAevtaiov weosipunv efdonadonv;

25. Ipate Stovpnuikd cay éva péoo ya va ertyiete 1o Bapog 1 to oyijua Tov abpatds oug;
0 1
Op N

28. Il6oeg popés 10 Kavare autd Katd T Sdpkea Tov 1eAsuTainy Tesodpov efdopadoy;

29. Kavate £yiov couarkn aoknon cav éva péco v va eAfyete 1o Pfapog 0 to opijua tov
omOpatds oag;

0 1
Op Nay

29. Tlooeg Qopés 10 xivate autd xatd ) Suipkeaa tov eisvtaioy wootpoy sfdopddov;

27

KATA TH AIAPKEIA TOQN

TEAEYTAIQN TELIAPON

EBAOMAAON (28 HMEPEY)... Kebbion Elagpéc Apwcerd
Napaxaicd KvkiGoTe Tov apipd mov

nEPPaeer KahiTepa 11 CUPREPLOOPE

oag

Hapa
7040

37. To Papog ocag enpénce 1o TG 0 1 2 3 4 5
KPIVETE TOV EQUTO O0G (05 ATOWO;

38. To oppue 7100 OOpOTO;  cag 0 1 2 3 4 5
ennpéacs 10 "OG KPIvETE TOV £aVTd
00C G GTOHO;

31. [Nooo Ba oag tapale eav Enpene va 0 1 2 3 4 )
Guyileote pia gopd mv efdopada yia 1ig

npocEyEiS TEsceme efdopades;

32. Iéoo dvoapestnuévy aobavbixate 0 1 2 3 4 5
pe 70 Papos oug;

33. Mooo dvoapeotpévn moavinxate 0 1 2 3 Rl 5
KE TO GYTHT TOV COUATOC 0Ug:

34, 11600 oug £y£1 aROGYOANOEL 10 VA 6aC 0 1 2 3 4 5
Brémouv o arlor va TpiTE;

35. Nooco afora  &yere  mobaviel 0 1 2 3 R 5
xorrdloviag  t0  ohua  oag Y
nepadeypa  otov  xabpépm, of
avravaxkiaoeag prapvov, otay ydiveote 1

KAVETE PRaVIO;

36. Ioco @poie mobavbixare pe To va 0 1 2 3 4 5
korralovy ot @ARO1 TO GO GOC; Vi

napaderypa, o8 Kowoypnota
Soxpaotipia, 6rav KoAvpmdze 1 Otay
QOPATE GTEVE povya;

-297-
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Appendix C: Greek Version of Depression and Stress Survey short form- the 7 items utilised

are highlighted

DASS21

Greek translation and Adaptation

George N. Lyrakos and Chrysa Arvaniti Ovopa : Huepounvia:

MapakaAw diapdoTe kK&GBe dAwon Kal KUKAwaTe €vav aplBud 0 .1 .2 A 3 Tou TTpoadiopilel TTOGO N dNAWON oag

QVTITTPOOWTIEUCE  Kard 1n Oidpkela Tng mponyouuevns eBoouddag. Aev uttdpyel Kapia owoTr 1 AavBacouévn

amrdvtnon. Mnv £odéyete TTépa TTOAU Xpovo o€ oTToIadATTOTE SHAWON.

BabpoAoyrioTe oclp@wva pe TNV akdAoubn KAipaka:

0 Aev ioyvoe kabBoLov Yo péva,

1 ‘loyxue yia péva o€ évav opioPEVO Babud, f yia PIKPO XPOVIKS dIGCTNHA.

2 Toyve yo. péva oe évav 1dtaitepo PabUd, N Yoo LEYAAO ¥POVIKO SLAGTILLL.
3 ‘Toyve yio péva mdpa Tor, M TIG TEPIOGOTEPES POPES.

AW N R

© 0 N o O

10
11
12
13
14

15
16
17
18
19

20
21

Agv umopovca vo NPERHc® TOV ENVTO LoV
‘Eviofa 611 to otopa pov frav Enpo
Agv pmopovca vo frdco kavéva 0eTiko cuvaicOnpa

AVGKOAELOHOVY Vv’ AVOGAVD (T.X., VIEPPBOAKE YPTYOPN OVATTVOT], KOWILO TNG
aVAcaS OV YOPIG VAL £ KAVEL COUOTIKN TPOSTAOELD )

Mov @avnke dV6KoLo Vo, avardfo® TNV TpoTOfoviia va KAvE KaTowd TPAYRATA
Eiyo v téon va avtidpd vepPoAlicd 0TI KATAGTAGELS TTOV OVTILETOTL0L
Aws0avOnka tpepovia (Ty ot yEpia)

A1600avopoVV GLYVA VELPIKOTNTA

Avnouyovco. Y10 TIG KATAGTACEL GTIG 0Toieg O pmopovoa va mavikoAn0d kot va
POVD AVONTOG GTOVG AAAOVG

"Eviwoa 6T dev eiyo Timota vo tpoopéve pe evorapépov
Bprka tov govtd pov va vidbet evoyAnpévog

Mov Ntav SHGKOAO VoL YOAAPDC®

"Eviofa pehayyolMkog Kot amoyonTevpévog

Agv umopohoa VoL aveXT® OTIONTOTE e KPOTOVoE amd TO VO GLVEYIoH LE AVTO TOL
éxavo

‘Eviwoa 1old Kovtd 6Tov Taviko

Timoto 6gv pTOPOVGE VO P KAVEL VO VIOG® £VOOLGLAGHO
"Evioca 611 dgv a&ila mord g dtopo

‘Eviwoa 6Tt Npovv apketd gvugpébiotog

A1600vOpoVY TV Kapdld LoV Vo, XTUTAEL Yopig va Exel TponynBel copatikny doknon
(tayvmaipio, appoOpio)

‘Evioca gofiopévog ympig va vmapyet AdOyog

‘Eviwoa Twg n {wn Sev gixe vonua

o o o o

o o o o o

o O o o o

o

N NN NN N N N NN N N NN

N NN DNN

N

W W w w

w W W w w w W W w w

w W w w w

w




Appendix D: Consent form (screenshot)

>uvalcOnuatikn AvtoppuOuon &
ALOTPOPLKES ZLUTIEPLPOPES

Agyopat Ayyehkn Mayvn kat sipat petantuyiakn gottntpla Khvikng Wuxohoyiag oto
TAVETILOTAKLO TNG OUTPEXTNG. Ale§dyw pLa €peuva, UTo TNV eMiBAEYN TS KABnyRTpLag Lot
Sternheim, yta To pdAo ou Naidel n ouvalednpatikr avtopplBLON EVOg ATOHOU OTLG
S1aTpoPLKES TOU TUPTEPLPOPES. Me Tov Opo oLVaLCBNUATIKI AUTOPPLBYLON avapEpopal oTnv
ETKTNTN LKAVOTNTA EVOC ATOPOU vVa avayvwpiZel, va katavoei kal va anobéxetal ta
ouvaleBAPaTd Tou aAAd Kal 6TNY IKavoTnTa Tou va pubpilel Tov TPOTIO TTOL Ta BLWVEL Kal Ta
EKPPAZEL yLa TNV EMITEVEN HAKPOTPOBECHWY OTOXWY. ZKOMOE TNG Epeuvag sival va gwTioeL To
OKOTELVO POVOTATL TIou Slaaivouy kopitola pe dlatpogikr maboloyia otnv EAAASa. Q¢ xwpa
£YOUPE akopa oA dpopo oTo BEpA TN EVNUEPWONC KAl eualcBnTomnoinong yua Ta dtopa avtd
Tou voooLy, awol To eupl eAANVLKO Kovo Bewpel Twg oL dlatpo@ikég dlatapayeg ogelhovtal
amAd Kat HOvo TNV EPHOVI VEAPWY Yuvalkwy va pipnBouv povieha, apa dnhabr) 6TL mpokeLtal
yla ouveldnTn emhoyrn.

Kavévag épwe dev emiAéyel va voonoel. Eival gualohoyLké va AEPe oe KATIOLOV PE KapKivo OTL
enéle€e va voonoet? Mpenel va EEpoupe PAALOTA OTL OL aoBeVELG PE VELPLKI avopegia £xouv
avoooyvwaoia, Tou Ba el OTL PpTdvouy va pnv avayvwpiZouvv TNV KaTdoTaon oTnv onoia
Bpiokovtal agol onuavTiKa onpeia Tou eyKePARou UTIOAELTOUPYOUV e amOTEAECHA TO Prjvupa
NG Meivag Kat Tov movou va Pny @TAVEL OTOV EYKEPAAD. ALOTUXWGS N eAANVLKN MoALTela dev
Sivel Tn BapuTnta mov appolel oTo BEPa, KABWE KPIVEL TIWG TPOKELTAL YLA YUXLKI VOO0 AVEU
peyakng onpaciag. H veuptkn avopeia opwe £xel To LPNAGTEPO TIOCOCTO BvnolpdTnTag (20%)
arno GAEC TIC PUYLKES vOOOUG, EETEPVA AKOPN KAl TN XPOoN VAPKWTIKWY KAl aAKOOA!

‘Evag dadedopévog pubog eival we povo n avopeia eival dSlatpopikr dlatapayn Kal mwe av
eigal oe puolohoyLko Bapog dev ExXeLg TIMOTA, anAd pla eppovr). ‘Opwg To Bapog dev eival mapa
HOvo pia anod Tig cuVICTWOES Tou TPoPANUaTog. MoAlol acBeveig £xouv uUOLOAOYIKG BApog
aAAd TapoLOLAZouY KOWVEG CUHTIEPLPOPES KAl OKEWELG PE AQUTEG TWV ATOPWY Pe avopeéia.
AuvoTuxwe n mAetopngia Twy eldikwy otnv EAAGda nou npoagpepouy Bepaneia dev eivat
eEe1BIKEVPEVOL OTIC BLATPOPIKES BlATApaXES, Pe aNOTEAECHA va TapaBAETETAL N AKPLPAG
Sldayvwon kat va kaBuotepel oAL n taon. Ma va BpeBolpe anoTeAeopaTiKa oTo TAAL TWwV
XIALAdwWV veapwyv KOpLTOLWYV TIOL VOOOUV 0TI Wpa pag, £ivat anapaitnTo va yivel £pguva, KATL TO
omoio dev oupBaivel otnv EAAGSa Aoyw EAAELPNE XPNHATOSOTNONG CTOV TOPEA TNG YUXIKAG
vyeiag. Méxpt onuepa Aowmov dev éxet dleayBel kapia épeuva otnv EAAGSa Ttov va e€eTdlel
OUYKEKPLUEVA TO PONO TNG CLVALOBNUATLKAG AuToppLBULONG oTn dlatpo@ikn aboAoyia.

Edv eioal koméha Kal ioat LT MPOTITUYLAKN ] HETATTUXLAKT POLTATPLA OE KaAw va AAReLg
pépocg. H épeuva eival avivupn kal mepthappavel 3 epwrtnpatoloyla. Oa xpelacheic yopw ota
10 AeTTd yla va Tnv oAokAnpwoelg. Av atobavBeic dBola unopeig va anocupdeiq onotadnmnote
OTLYp. ATAVTNOE EIALKPIVA OTIG EPWTNOELS YlaTi HOVO £TOL BA KATAPEPOLHE VA CLUVELOPEPOLPE
otnv e€elpeaon Aboswv yla tn copfapn autr tdénon nou Bpioketal oe é€apan, BacaviZovtag
XIALASEC VEAPES KOTIEAEG.

Y.I: H avTiAnypn 0Tt mpoKeLTal yia pua oAoKANpwTLKA Yuvatkeia acBévela dev ouppadidel pe tnv
npaypatikotnta. ‘Epguveg pavepwvouy nwg to 30% Twy aTopwy Mou voooly eival avdpeg ot
omoiol MEPToLY oTNV Tayida TNG vOoou HEOW TNG UTIEPACKNONG KAl TNE KaTavaAwong
OTEPOEIBWY Yla TNV AMOKTNON TOU TIOAUTIOBNTOU YPaPPWHEVOU CWHATOG.

* Anatteital

Aéyeoal va AABeLg pEpog? *
O Nal
O oxi

EMOMENO - TeAiba 1 and 6
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Appendix E: Debrief form (screenshot)

>£

Section 6 of 6

> € ELVXAPLOTW TIOAD yla TLC ATAvVTnoeLg oou!
H cuppeToxn oov YHETPAEL TIOAV!

ApYLKA Ba e€eTAoW €av To va SBUOKOAEVETAL Hid yuvaika va puBpiZel Ta guvalgdnuatd Tng cuvdeeTal Pe To va
avTipeTwiZel SuokoAiec otn Slatpowikr cuunepipopd Tng. Enetta Ba ouykpivw TIC YUVAIKES TIOU TIApousLaZouy
eMeL00d1a UTIEPPAYLAg HE EKEIVES TIOU TIEPLOPIZOUY ONUAVTIKA T S1aTpopr) TOUS 600V avapopd oTIC SUOKOAIES TTOU
QVTIPETWTIZOUY OTNV QUTOPPLBHLON TWV CLVALOBNPATWY Toug. H €peuva £XEL WC AMWTEPO TKOTO Ol VEAPES KOTIEAES
TIou voaoLv amno Slatpo@ikr) dlatapayr] va exouv Tn duvatoTnTa va AapBavouy Beparneia mouv va eoTIAZelL 0Tn
AELTOUPYIKI QUTOPPULBULON TWV CLVALCENUATWY TOUG.

Edv Beknoelg va pe pwTnoelg kATt pn diotacelg! To email pou eival To napakatw: a.magni@students.uu.nl



