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Abstract
Purpose: In light of findings that Israeli Arabs report higher prevalence of eating disorders (EDs) than Israeli Jews and that higher rates of the risk of EDs have
been reported by females than males, the first aim of this study was to further investigate the cultural and gender differences in differentiation of self (DoS)
and risk of developing EDs among Israeli young adults. The second aim was to examine whether DoS is associated with the risk of EDs.

Methods: Of the 859 participants (670 females, mean age 26.8), 440 were Jewish and 419 were Arab. Participants took the Eating Attitudes Test (EAT-26) and
completed the Differentiation of Self-Revised (DSI-R) questionnaire.

Results: Results revealed that Jewish participants had significantly lower diet, bulimia, and total EAT-26 scores than their Arab counterparts, while Jewish
female participants had higher dieting and lower emotional cutoff scores than Jewish male participants. In addition, Jews who reported higher levels of risk of
EDs showed higher levels of BMI, emotional reactivity, emotional cutoff, and fusion with others. Arabs who reported higher levels of risk of EDs reported higher
levels of BMI and emotional cutoff and lower levels of I-position.

Conclusion: People with high risk of EDs may have difficulty maintaining intimate family relationships. In distressing situations, they tend to disconnect rather
than share with or gain support from significant others. In each culture, the risk of EDs increases for differently: among the Arab participants, when feelings
and needs remain unexpressed; among the Jewish participants, even when they have symbiotic family relationships.

Level of evidence: Level V, cross-sectional descriptive study

Introduction
Studies have indicated that eating disorders (EDs) have become a global phenomenon over the last two decades [1,2], with a consistent rise in incidences
among males and females in both Western [3-7] and non-Western countries (e.g., [8]). Latzer et al., [8] found no significant differences in disturbed eating
attitudes (scores above 20) between Arab adolescent boys and girls in Israel. The prevalence of abnormal eating attitudes (scores above 20) was 17.7% for
the full sample, with a breakdown of 16.4% for the boys and 18.7% for the girls. According to the scores of the Eating Attitudes Test (EAT-26), the risk of
developing EDs among college students is on the rise. In Western countries, the prevalence among college students is about 25% [9], and in non-Western
countries, a prevalence of 11%-13% was found among college students in Malaysia [10,11] and other Asian countries [12], 32.8% among college students in
Morocco [13], 35.4% among female college students in Saudi Arabia [14], and 25% among Israeli Arab adolescents (20).

Research in both Western [7,15,16] and non-Western countries [17,18] has pointed to cultural differences in the prevalence of EDs. Several studies conducted
in Israel – a country comprised of collectivist and individualist cultures and majority and minority groups [19-23] – have suggested that EDs might be
perceived and experienced differently among Arabs and that typical features of the majority group (Jews) cannot always be applied to minority groups (Israeli
Arabs) [24, 25]. Approximately 20.9% of the Israeli population is Arab, comprising three main religious groups: Muslims, Christians, and Druze [26]. The Arab
society in Israel is, in general, undergoing a transition from traditionalism to modernization. These processes are manifested by changes in the economy,
education, the status of women, family structure, and by socio-cultural changes and transformations in patterns of coping with social problems. Regarding
issues of body image, it is, on the one hand, a conservative society that does not believe in the ideal of thinness; on the other, it is exposed to Western Jewish
culture and social media which presents different norms of ideal thinness and nutrition [25]. It was reported that for Muslim respondents and consistent with
numerous studies, weight is the largest contributor, whereas for Jews, weight is not a significant predictor. In addition, it was found that for Arab Muslims, self-
criticism scarcely contribute to EDs, while for Israeli Jews, it is a significant predictor of EDs [27]. Although a higher rate of EDs has been found among Israeli
Arabs than Israeli Jews [28], to the best of our knowledge, only a few studies conducted in Israel have examined Jewish and Arab adolescents separately. Due
to increasing rates of EDs among young adults, and specifically Israeli Arab females [20,21,22], it is important to examine gender and cross-cultural
differences within this age group. The present study is aimed to compare the risk of developing EDs between participants from a Western culture (Israeli Jews)
and a non-Western culture (Israeli Arabs) living in the same country.

A survey conducted by the World Health Organization showed that dieting behavior is higher among Israeli adolescent girls and boys than among their
counterparts in 34 other countries [29]. Latzer et al. [30] found adolescent boys to have lower levels of disordered eating pathology (DEP) than adolescent girls
and younger adolescents (grades 8–9) to have higher levels of clinically relevant DEP than older adolescents (grades 10–12). This difference suggests that
even at the same developmental stage, adolescent boys are not yet influenced by the same sociocultural standards and expectations as adolescent girls.
However, it is also possible that adolescent boys are less sensitive to the cognitive and behavioral experiences than adolescent girls. Participants in the current
study comprised young adult males and females.

Young adults with EDs have been found to present high levels of depression and anxiety and increased maladaptive family patterns. Early detection and
identification of risk factors of EDs is crucial for preventing complications and increasing recovery [31]. Notwithstanding factors that have been suggested as
responsible for increasing the risk of EDs – such as genetic, biological, environmental (media), and psychological (e.g., depression) factors as well as a history
of sexual harassment – some recent studies have indicated the need to also detect and examine the contribution of cultural and family factors [32].

In a review describing the role of the family in eating disorders [33], a series of factors have been presented, such as parental pressures, family discord, lack of
parental care, depressive symptoms, changing in family structure (e.g., a parent leaving or a step-parent entering the family), low parental contact, and more
family criticism about shape and weight. It was claimed that the findings on this topic are inconsistent, and that cross sectional and longitudinal studies
yielded several limitations. Thus, for instance, these studies have lacked acceptable statistical power to detect risk factors related to relatively uncommon
disorders such as Anorexia Nervosa (AN) and Bulimia Nervosa (BN).
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In light of the methodological shortcomings of retrospective/cross-sectional research, Le grange et al., [33] suggested that family/parenting indices that
precede the onset of AN or BN increase risk for psychopathology in general. General risks that interact with inherent and specific sources of biological
weaknesses may give shape to specific phenotypes of disordered eating. Therefore, the researchers suggested cautiously considering the results of studies
that perceive parents as guilty and responsible for their offspring's EDs and instead focus on involving parents in caring for children with EDs in case it is
possible and beneficial.

On the one hand current knowledge refutes the idea that family patterns are either the exclusive or even the primary mechanisms increasing the risk of Eds
[e.g., 33]. On the other, a few recent studies examining a specific intergenerational pattern, differentiation of self (DoS), pointed to the importance of this
pattern and to the possible detrimental role of parental inaction in relation to EDs among adolescent and adults [e.g. 34 ]. Thus, for example, it was reported
that alexithymia and psychological distress mediated the relationships between low DoS and EDs symptoms among adolescents [34], that family patterns
were significantly related to the risk of developing EDs [35,36] and that DoS might contribute to the development and severity of EDs [37].

DoS is an important family pattern, shaped by one’s family of origin and likely to be a regulating factor of psychological and physical distress. At the
interpersonal level, DoS is defined as the ability to balance intimacy with and autonomy from significant others. At the intrapersonal level, it is defined as the
ability to balance rational thinking and emotions; poor DoS in the intrapersonal realm may lead to difficulties in recognizing emotional situations and
expressing one’s own emotions [38]. DoS includes four metrics: emotional reactivity (people with high levels feel overwhelmed when facing stressful
situations); I-position (people with high levels can express their desires, thoughts, and needs assertively); emotional cutoff (people with high levels tend to
disconnect from people physically or emotionally when they fear intimacy); and fusion with others (people with high levels tend to create dependent
relationships with blurred boundaries) [38,39]. The lower the individual’s level of emotional reactivity, emotional cutoff, and fusion with others and the higher
their level of I-position, the higher their level of DoS.

A number of studies examining DoS have observed gender differences in specific dimensions (although not in the total score). For example, males reported
higher levels of I-position and emotional cutoff [40], while females reported higher levels of emotional reactivity and fusion with others [41,42]. Regarding
cultural differences, several studies in Israel found differences between Arabs and Jews. For example, Arab Druze mothers reported higher levels of I-position
and fusion with others than Jewish mothers [43], and Muslim and Christian Arabs reported higher levels of emotional cutoff, while Jews reported higher levels
of emotional reactivity and fusion with others [44].

DoS affects how people cope with distress, anxiety, and frustration. High levels of DoS have been negatively associated with dissatisfaction, anxiety,
depression, and alexithymia [45,46] and positively associated with satisfaction with quality of life [47-49]. In a few studies people with higher risk of EDs
reported low levels of DoS [40,51] and high levels of distress and alexithymia [52, 53]. A recent study of Israeli Arabs and Israeli Jews found cultural and
gender differences in EDs and in a few dimensions of DoS [55]. Doba et al. [34] suggested that low levels of DoS may increase confusion between one’s own
internal emotions and those of others, thereby decreasing the ability to identify emotions and share them with significant others. This, in turn, can lead to a
misunderstanding of emotional situations and to distress, which is likely to be expressed through extreme preoccupation with weight or eating [54]. Therefore,
DoS is an important factor in understanding the development of psychological distress and risk of EDs.

Research hypotheses
As seen above, Israeli Arabs reported higher prevalence of EDs and levels of emotional cutoff and lower levels of emotional reactivity and fusion with others
than Israeli Jews [19-23], and Israeli Arab females reported higher risk of EDs, emotional reactivity, and fusion with others than males [55,56]. In light of these
findings, our first research aim was to further investigate cultural and gender differences in DoS and the risk of EDs among young adults in Israel. Due to
differences in DoS between Jews and Arabs, it was assumed that Arabs would report higher risk of EDs and levels of emotional cutoff and lower levels of
emotional reactivity and fusion with others than Jews (Hypothesis 1). It was also expected that women would report higher risk of EDs and levels of emotional
reactivity and fusion with others than men (Hypothesis 2).

In addition, despite evidence that DoS is a central factor that may increase vulnerability to certain physiological pathologies, such as EDs, by increasing
susceptibility to psychological distress [34,50], only a few studies have examined this issue (e.g., among men [37] and among adolescent girls [50]). Given this
evidence and the paucity of literature examining the relationship between DoS and EDs among young adults belonging to collectivist and individualist
cultures, our second research aim was to determine whether low DoS contributes to the risk of developing EDs among male and female Israeli Jews and
Arabs. Specifically, we assumed that the risk of EDs (dieting, bulimia, and food preoccupation, oral control, total EAT-26 score) would be negatively associated
with DoS (high emotional reactivity, low I-position, high emotional cutoff, and high fusion with others) (Hypothesis 3).

Methods

Participants
A convenience sample of 1086 non-clinical participants was recruited during the years 2018-2019 via cluster sampling in two colleges located in northern
Israel, one with a majority of Jewish students and the other with a majority of Arab students. At the Jewish college, questionnaires were distributed to
undergraduate students in the departments of education, economics, social work and computers. At the Arab college, questionnaires were given to
undergraduate students in the departments of education, teaching, mathematics and computers. Inclusion criteria were young adults (aged 18–40) with
parents who were married (or living together). 
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Of the 1086 individuals, we excluded 225 participants who were younger than 18, one respondent who did not indicate gender and another who completed
less than half the questionnaire. Thus, the final sample consisted of 859 (79%) participants (670 females, 189 males, mean age 26.8, SD = 5.6, range 18-40
years; 94.1% native born). Of them, 440 (51.2%) were Jewish and 419 were Arab (48.8%). Mean BMI was 23.85; SD = 4.31, 17.9% of the participants were
overweight (25<BMI<30), 6.4% were obese (>30), 4.3% were underweight (BMI<18.5), 413 (48%) had normal weight and the remaining 200 did not report their
weight. 

Instruments
A Demographic Questionnaire was constructed for the purpose of the current study, including details regarding age, BMI, gender, ethnicity, etc. 

The Differentiation of Self Inventory-Revised (DSI-R, [39,42], translated to Hebrew [57,58], was used to examine levels of differentiation of self. The DSI-R
includes 46 items divided into four subscales: emotional reactivity, I-position, emotional cutoff and fusion with others (sample item: “I’m overly sensitive to
criticism”). Participants rank each item on a scale of 1 (not at all like me) to 6 (very much like me). Subscale scores are calculated by averaging the mean
scores of the items in each subscale. Greater differentiation of self is indicated by lower means for emotional reactivity, emotional cutoff and fusion with
others, and by higher means for I-position. The emotional reactivity and emotional cutoff subscales had good reliability (Cronbach’s alpha=.871, .830,
respectively), while I-position and fusion with others subscales had acceptable reliability (Cronbach’s alpha=.781, .731, respectively). The instrument was
validated in previous research conducted among Israeli Jews and Arabs [ 44].

The Eating Attitude Test (EAT-26; [59]) is widely used as a screening instrument measuring risk of developing eating attitudes in large non-clinical populations.
This measure describes disordered attitudes and behaviors related to eating, and can identify those requiring additional assessment for EDs. The test does not
allow to make a specific diagnosis of EDs. The questionnaire has been confirmed as a reliable and valid instrument in English [59], Hebrew [60] and Arabic
[22,61]. It consists of 26 items scored along a three-point Likert scale (0-3), yielding a possible range of 0-78 points. The EAT-26 includes three subscales –
dieting, bulimia and food preoccupation (hereafter bulimia); and oral control – as well as a total score. Total scores of 20 or higher indicate elevated body
shape and weight concerns and can be used to identify those participants at high risk of developing EDs. In the current study, the entire questionnaire and the
dieting subscale had good reliability (Cronbach’s alpha=.891, .834, respectively) and the bulimia and oral control subscales had acceptable reliability
(Cronbach’s alpha=.758, .677, respectively). The instrument has been confirmed as a reliable and valid instrument in English [59], Hebrew [60] and Arabic [61].

Procedure
The complete study protocol was approved by the College Institutional Review Board on 9.12.2019, and the approval number is 3601010170. All participants
signed an informed consent form (the first page of the questionnaire) Completion of the questionnaires in two colleges was voluntary. Participants were told
we were interested to know what they thought about some nutrition and family issues. They were promised anonymity and discretion, and were informed that
they could stop filling out the questionnaires at any time.

Statistical methods
Reliability of the measures was assessed by Cronbach’s alpha. The assumption of approximate normality was assessed by computation of skewness and
kurtosis of the variables of interest.  

Missing BMI (n=200) was imputed by linear regression (SPSS multiple imputation) using culture, gender and age as predictors. Pooled BMI was used in the
statistical analyses.

To examine gender and cultural differences, multivariate two-way ANOVAs were performed to assess the effects of culture and gender on the four metrics of
DoS the three EAT-26 subscales and its total score.

In addition, to determine whether there was a relationship between risk of EDs, continuous demographic variables (age and BMI) and DoS, Pearson
correlations were performed. Hierarchical regression analyses, with age and gender forced into the model, BMI in the first step and DoS subscales in the
second step, were run within each culture to find predictors of the EAT-26 total score and its three subscales in each cultural group separately. All analyses
were performed using IBM SPSS (version 24).  Significance was set to be p<.05.

Results

Preliminary analyses
The study variables (of the EAT-26 and the DSI-R) were approximately normally distributed, as skewness and kurtosis were ±1.2. Participants reported total
EAT-26 scores of between 0 and 63, with 245 (28.5%) reporting a positive EAT-26 score (score ≥20), indicating high risk of developing EDs. Table 1 presents
the high risk of developing EDs by demographic variables. Participants with a high risk of EDs (a positive score) tended to have higher BMI (p<.06) than their
counterparts with lower risk of EDs (total score<20). The tendency for positive scores, i.e., a high risk of EDs, was higher for Arabs than for Jews (total
score≥20; p<.05).

Main findings
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In order to examine the hypotheses 1, 2 regarding cultural and gender differences in the study variables, we ran a series of two-way MANOVAs. Table 2
presents the distribution of DSI-R and EAT-26 scores by culture and gender.

Two-way MANOVAs of the four DSI-R subscales revealed statistically significant main effects of culture [F(4,851)=17.14, p<.001, partial eta=.075], gender
[F(4,851)=17.92, p<.001, partial eta=.078] and the interaction between them [F(4,851)=2.94, p<.02, partial eta=.014]. Between-participant tests yielded
statistically significant cultural effects for I-position and emotional cutoff; gender effects for emotional reactivity, emotional cutoff and fusion with others; and
a significant interaction for emotional cutoff (Table 3). Specifically, Jewish participants had higher I-position and lower emotional cutoff than Arabs, while
female participants had significantly higher emotional reactivity and fusion with others, and lower emotional cutoff, than their male counterparts. Post-hoc
testing of the interaction revealed that Jewish female participants reported statistically significant lower emotional cutoff than Jewish male participants, while
there was no significant difference in reported emotional cutoff between Arab males and females. The first and second hypotheses were thus partially
supported.

To investigate cultural and gender differences in terms of risk of EDs (Hypotheses 1, 2), we also ran two-way MANOVAs of the EAT-26 subscales. Results
revealed a statistically significant main effect of culture [F(3,852)=4.30, p<.005, partial eta=.015], as well as a borderline statistically significant main effect of
gender [F(3,852)=2.25, p<.08, partial eta=.008] and of the interaction between culture and gender [F(3,852)=2.26, p<.08, partial eta=.008]. Between-participant
tests revealed a statistically significant culturaleffect for dieting and bulimia, and a statistically significant gender effect for the dieting subscale. Jewish
participants had significantly lower diet and bulimia scores than their Arab counterparts, while female participants had higher dieting scores than male
participants. A two-way ANOVA of the total EAT-26 score revealed only a statistically significant main effect of culture [F(1,854)=12.14, p<.001, partial
eta=.014], with Jewish participants having significantly lower scores than Arab participants (see Table 3).

In order to evaluate whether differentiation of self contributes to the risk of EDs (third hypothesis), Pearson correlations between the DSI-R and EAT-26
subscales, as well as age and BMI, were performed (Table 4). The EAT-26 total score, dieting subscale and bulimia subscale were positively associated with
emotional reactivity and emotional cutoff, and negatively associated with I-position. Fusion with others was found positively associated with dieting and
bulimia.

Age was negatively correlated with the EAT-26 total score and the oral control subscale, and BMI was positively correlated with the bulimia subscale. Oral
control was negatively correlated with I-position and age. The third hypothesis was thus partially corroborated.

Table 5 presents the hierarchical regression. Analyses revealed that, among Jewish participants, BMI was a significant demographic predictor of EAT-26 and
emotional reactivity and emotional cutoff were significant DSI-R measures: increased emotional reactivity and increased emotional cutoff increased the EAT-
26 total score. In contrast, among Arab participants, BMI was not a significant predictor, while I-position and emotional cutoff were significant DSI-R
predictors. Increased I-position decreased the EAT-26 total score while increased emotional cutoff increased it. Thus, the hypothesis that the EAT-26 would be
negatively associated with DoS was partially confirmed for both Jewish and Arab participants. Comparison of the slopes (beta coefficients) between the
Jewish and Arab hierarchical models revealed borderline statistically significant differences in fusion with others [t(839)=1.87, p<.06] and I-position
[t(839)=1.86, p<.06]. The association between fusion with others and EAT-26 were in opposite directions for Jews (beta=1.541) and Arabs (beta=-1.421). There
tended to be a stronger association between I-position and the risk of EDs among Arabs (beta=-2.554) than Jews (beta=-0.503). No statistically significant
differences were found in the strength of association between Arabs and Jews in emotional reactivity and emotional cutoff or BMI.

Examination of the three subscales of EAT-26 (Table 6) revealed that, for Jewish participants, BMI was a significant predictor of scores on the bulimia and oral
control subscales.  Since BMI was imputed, there is missing data. Increased BMI was associated with increased subscale measures. Among Arab participants,
BMI predicted the oral control subscale: in contrast to Jewish participants, increased BMI was associated with decreased oral control. With respect to the
relation between DoS and the risk of EDs, for Jewish participants, emotional reactivity and emotional cutoff predicted the dieting subscale and emotional
cutoff and fusion with others predicted the bulimia subscale; none of the DSI-R components predicted oral control. Among Arab participants, I-position
predicted the dieting and bulimia subscales, and emotional cutoff predicted the bulimia and oral control subscales. Emotional cutoff approached significance
for the dieting subscale (p=.07).

Comparison of the beta coefficients (via t-tests to compare slopes) from the Arab and Jewish regression models revealed a statistically significant difference
in BMI for oral control [t(853)=3.70, p<.001] but not for the bulimia subscale (t(853)=0.70, p>.48). There were no statistically significant differences in DoS
beta coefficients between Arabs and Jews for the diet and oral control subscales. For the bulimia subscale, there was a statistically significant difference in I-
position beta coefficients between Jews (beta=.021) and Arabs (beta = -.170) [t(853)=3.73, p<.001].

Discussion
This study aimed to investigate whether the risk of EDs (measured by EAT-26) is associated with poor DoS (low I-position and high levels of emotional
reactivity, emotional cutoff, and fusion with others) and whether results differ by gender and culture. On the whole, results indicated that the risk of EDs was
higher among Arabs than Jews and among females than males. The present findings are in line with studies that have indicated a higher risk of EAT-26
among Arabs [62] and among females [57]. Regarding cultural differences, Arabs presented a higher risk of EDs (total EAT-26 score ≥20) and higher levels of
dieting and bulimia than Jews, supporting a previous study [20, 66] and corroborating Hypothesis 1. One possible reason is that Arab society in Israel is
undergoing a process of modernization, which often leads young Arabs to imitate the modern Western majority culture. They are exposed to messages in the
media about the culture of thinness and the ideal of beauty and tend to behave in accordance with modern eating and fashion habits [56]. Another reason is
that Arabs in Israel are a conservative minority group that still perceives mental health issues, including the risk of EDs, as a stigma accompanied by feelings
of shame and discomfort [20]. Since they are less likely to seek treatment in public clinics than Jews, there may be many people who do not receive help and
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treatment for EDs and, therefore, more young adults may suffer from EDs. Another possibility, as suggested by Spivak et al. [25], is that the EAT-26
questionnaire might be perceived differently by different ethnic groups. Future studies are therefore recommended to use an additional suitable questionnaire.

Regarding DoS, Arabs reported lower levels of I-position and higher levels of emotional cutoff, in keeping with previous findings [44] and partially supporting
Hypothesis 1. Arab society is characterized as collectivist, such that the family is highly involved in the lives of its members. In such circumstances, emotional
detachment is a useful pattern for coping with daily challenges; emotional cutoff probably helps preserve certain boundaries and allows release. This finding
can be likened to the claim that Arab men do not disclose their emotional states and worries due to social expectations in order to preserve a rough and
macho appearance [64]; This difficulty in expressing feelings and desires may explain their lower levels of I-position and higher levels of emotional cutoff than
Jewish men [65].

The examination of gender differences showed that women reported higher levels of dieting, fusion with others, and emotional reactivity and a lower level of
emotional cutoff than men, supporting previous findings [20, 44] and partially confirming Hypothesis 2. An interaction effect was also found: Jewish women
reported a lower level of emotional cutoff than Jewish men, whereas no gender differences were found among Arabs.

With regard to the relationship between DoS and the risk of EDs, a low level of I-position and high levels of emotional reactivity and emotional cutoff were
found to be associated with a high risk of EDs, partially supporting Hypothesis 3. A growing body of research has suggested that poor DoS is related to a high
risk of EDs [34,66]. A possible reason for this relationship is based on previous studies showing that eating is not based solely on the mechanism of hunger
that signals when and how much to ingest but is also activated by emotional and familial factors [39,41]. Poorly differentiated people have been found likely
to feel anxious and distressed more often; some of them may turn to food as a solution to this stress [67].

Our examination of the factors that may be associated with a high risk of EDs among each cultural group yielded interesting results. Among Arabs, high levels
of emotional cutoff and low levels of I-position were found associated with a high risk of EDs. Low I-position was found associated with a high risk of dieting
and bulimia, and high emotional cutoff was associated with a high risk of bulimia and oral control. Among Jews, high levels of emotional cutoff were found
associated with the EAT-26 total score; among females, high emotional reactivity and emotional cutoff were found to be associated with a high risk of dieting,
and high emotional cutoff and fusion with others were associated with a high risk of bulimia. It should be noted that, among Arabs only, the indices of DoS
were found to be related to oral control. This topic is worthy of further investigation.

The above results partially support earlier findings [37] pointing to associations between the dimensions of DoS and EDs symptoms. Specifically, our results
indicate that emotional cutoff may be associated with a high risk of EDs (EAT-26 total score and subscales for Jews and Arabs alike).

However, for Arabs more than Jews, low I-position – i.e., having difficulty expressing one’s feelings, needs, and thoughts – was also found correlated with a
high risk of EDs. Given that individuals with a lower level of I-position may exhibit poor coping skills in managing stress [38], it is possible that in times of
stress, Arabs are more preoccupied with food than Jews. One main cause of EDs may be a lack of communicativeness in stressful interpersonal situations. As
suggested, individuals at high risk of EDs may find it difficult to express their emotions and adhere to their feelings and beliefs; this may lead them to seek
comfort in food [68].

In contrast, the level of fusion with others was only found positively associated with a high risk of EDs among Jews. The lack of correlation between fusion
with others and risk of EDs among Arabs is somewhat surprising given past findings. It seems that very close relationships among Arabs actually provide
some support and reduce the risk of EDs. This is perhaps because Arab society is conservative and promotes close relationships rather than perceiving them
as disruptive and distressing, as may be the case in Jewish society. Another finding indicates that among Jewish participants, there were positive associations
between emotional reactivity and the total score of EAT-26 and the dieting sub-scale.

In conclusion, individuals with high risk of EDs may have difficulty maintaining intimate family relationships. In distressing situations, they tend to disconnect
rather than share with or gain support from significant others. Israeli Jews who reported high risk of EDs are those with a higher BMI and a high emotional
reactivity which enables them to either disengage from significant others or create fused relationships. Israeli Arabs who reported high risk of ED are those
with a higher BMI (positively associated with oral control only), low levels of I-position, and high levels of emotional cutoff. It may indicate that their feelings
and needs remain unexpressed.

Limitations, future research, and implications
This study has several limitations. First, given the cross-sectional nature of the research, any interpretation regarding causality should be made with much
caution. Longitudinal studies are needed to provide a more extensive basis for the suggested causal relationships between DoS and the risk of EDs. Second,
the study did not examine increased tendencies for unhealthy behaviors, such as improper diet and the avoidance of physical activity. It is strongly
recommended that a follow-up study examine these factors. Third, values were not measured at the individual level, under the assumption that Arabs are
highly collectivist while Jews are more individualist. Future research should explore this issue further, investigating differences at the individual level within
each cultural group. Fourth, we used self-report questionnaires which might have been biased by social desirability. Fifth, the cluster sampling used may have
created a bias in the representation of each of the cultures within the wider population. Future studies are recommended to conduct systematic sampling that
represents the percentages of each cultural stratum in the population. Sixth, the large percentage of participants whose BMI data was missing, primarily due
to omission of their weight, might have biased the results, as our imputation method could not account for any differences between adolescents who were
reluctant to provide their weight and those who provided their weight. However, even after removing all those who did not report their weight or eliminating BMI
as a variable of interest, we still achieved similar results (not shown).  Finally, due to missing data regarding the marriage status of participants’ parents and
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those living together but not married, we could not check the differences between those groups. Yet, it should be noted that all the parents of participants
included in this study were living together.  

Notwithstanding these limitations, the current study supports previous findings association between the risk of Eds and DoS. The findings may have clinical
implications in terms of psychological interventions for the treatment and prevention of EDs among young adults in both Western and non-Western societies.
Interventions for alleviating EDs should be specifically tailored to address the difficulties associated with low DoS in each cultural group. It is therefore
recommended that patients from different cultures are treated differently. Furthermore, we suggest that healthcare providers are aware of the high risk of EDs
among young adults and their relationship to DoS in order to educate people about how to share their feelings to a greater extent and improve their
communication with family members.

What is already known on this subject?
Although it is well documented that DoS is a crucial element that may increase susceptibility to certain physical pathologies, there is a paucity of research on
its relationship to EDs. Studies examining this topic have looked separately at males [37] and females [46]; however, much less is known about the association
between DoS and the risk of EDs (among both genders) in terms of cultural group.

Declarations

Contributions
This study supports previous findings regarding the association between DoS and the risk of EDs among women and men living in Israel and belonging to two
different cultures. Specifically, the findings suggest that, regardless of culture, those who suffer from a high risk of EDs tend to disconnect from significant
others in distressing situations rather than gaining their support. Additionally, Jews who are more vulnerable to the risk of EDs were found to report higher
levels of BMI, emotional reactivity, emotional cutoff, and fusion with others, while Arabs who are more vulnerable to the risk of EDs reported higher BMI, higher
levels of emotional cutoff, and lower levels of I-position. In light of these results, it is recommended that treatment plans be tailored to each culture.
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Tables
Table 1  Demographic characteristics by risk of developing eating disorders, t-test and Χ2 between groups (N=859)

  Positive EAT-26 score (≥20)

(N=245)

Negative EAT-26 score (<20)

(N=614)

t   p

  Mean (SD) Mean (SD)    

Age 26.3 (5.5) 27.0 (5.6) 1.63 .09

BMI 24.36 (4.67) 23.60 (4.13) -2.16 .04

Imputed BMI 24.19 (4.67)       26.99 (4.47) -1.92 .06

  N (%) N(%) Χ2  

Gender     .50  

Male   50 (26.5%) 139 (73.5%)    

Female 195 (29.1%) 475 (70.9%)    

Culture     .05  

Jew 107 (24.3%) 333 (75.7%)    

Arab 138 (32.9%) 281 (67.1%)    

Table 2 Means, standard deviations and ranges for differentiation of self and risk of eating disorders by gender and culture (N= 859)

 
Table 3 Culture and gender differences in risk of eating disorders: Values of F for analyses of variance (two-way ANOVAs)

  Culture Gender Culture*Gender


 F(1,854) p Partial

eta2

F(1,854) p Partial

eta2

F(1,854) p Partial

eta2

DSI-R                  

Emotional reactivity 2.09 .15 .002 25.88 .001 .029 0.00 .98 .000

I-position 13.89 .001 .016 0.02 .90 .000 0.31 .58 .000

Emotional cutoff 27.61 .001 .031 9.81 .002 .011 8.60 .003 .010

Fusion with others 0.02 .89 .000 20.15 .001 .023 0.46 .50 .001

EAT-26        

Dieting 11.17 .001 .013 5.42 .02 .006 0.99 .32 .001

Bulimia 10.26 .001 .012 0.73 .39 .001 2.35 .12 .003

Oral control 2.18 .14 .003 0.07 .79 .000 1.22 .27 .001

Total 12.14 .001 .014 2.10 .15 .002 0.43 .51 .001

Table 4 Pearson correlations of the EAT-26 (total and subscales) with DSI-R subscales, age and BMI (N=859)

  Total Dieting Bulimia Oral control

Emotional reactivity .126** .150** .107* .036

I-position -.172** -.160** -.151** -.104*

Emotional cutoff .165** .147** .178** .085

Fusion with others .084 .099* .100* .003

Age -.088* -.073 -.025 -.100*

BMI1 .039 .050 .104* -.057

1pooled  * p<.01 **p<.001
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  Total Jewish

 (n=440)

Arab

 (n=419)

  Mean (SD)  Range Skew Kurtosis Mean (SD)  Range Mean (SD)  Range

DSI-R              

Emotional reactivity All 3.53 (0.99) 1.09-6.00 0.13 -0.42 3.62 (1.02) 1.45-6.00 3.44 (0.97) 1.09-6.00

Male 3.19 (0.92) 1.18-6.00 0.65 0.74 3.26 (0.97) 1.45-6.00 3.14 (0.88) 1.18-6.00

Female 3.63 (0.99) 1.09-6.00 -0.00 -0.48 3.68 (1.00) 1.45-6.00 3.56 (0.97) 1.09-6.00

I-position All 4.00 (0.79) 1.36-6.00 -0.03 -0.40 4.11 (0.81) 1.36-6.00 3.88 (0.75) 1.82-5.73

Male 3.96 (0.75) 1.82-6.00 -0.11 -0.33 4.14 (0.74) 2.36-6.00 3.85 (0.74) 1.82-5.64

Female 4.01 (0.80) 1.36-5.91 -0.02 -0.42 4.11 (0.83) 1.36-5.91 3.89 (0.76) 1.91-5.73

Emotional cutoff All 2.75 (0.91) 1.00-5.33 0.26 -0.43 2.49 (0.82) 1.00-5.00 3.02 (0.89) 1.00-5.33

Male 2.97 (0.81) 1.08-4.75 -0.06 -0.57 2.86 (0.75) 1.25-4.50 3.03 (0.84) 1.08-4.75

Female  2.69 (0.92) 1.00-5.33 0.37 -0.32 2.42 (0.84) 1.00-5.00 3.02 (0.92) 1.00-5.33

Fusion with others All 3.71 (0.74) 1.83-6.00 0.04 -0.19 3.72 (0.69) 1.83-6.00 3.70 (0.78) 1.83-5.75

Male 3.49 (0.70) 1.92-5.17 -0.08 -0.45 3.53 (0.63) 2.00-5.00 3.47 (0.74) 1.92-5.17

Female 3.78 (0.73) 1.83-6.00 0.05 -0.17 3.76 (0.69) 1.83-6.00 3.79 (0.78) 1.83-5.75

EAT-26                

Dieting All 0.60 (0.56) 0.00-2.92 1.22 1.10 0.55 (0.53) 0.00-2.69 0.66 (0.59) 0.00-2.92

  Male 0.54 (0.52) 0.00-2.23 1.19 0.80 0.41 (0.48) 0.00-1.92 0.62 (0.52) 0.00-2.32

  Female 0.62 (0.57) 0.00-2.92 1.22 1.11 0.57 (0.54) 0.00-2.69 0.68 (0.61) 0.00-2.92

Bulimia All

 

0.49 (0.56) 0.00-3.00 1.21 1.10 0.44 (0.49) 0.00-2.00 0.55 (0.62) 0.00-3.00

  Male

 

0.49 (0.61) 0.00-2.50 1.36 1.26 0.35 (0.52) 0.00-2.00 0.57 (0.64) 0.00-2.50

  Female 0.50 (0.55) 0.00-3.00 1.15 1.01 0.46 (0.48) 0.00-2.00 0.54 (0.62) 0.00-3.00

Oral control  All 0.59 (0.54) 0.00-2.71 1.03 0.70 0.54 (0.49) 0.00-2.71 0.64 (0.60) 0.00-2.71

  Male 0.58 (0.56) 0.00-2.43 1.13 0.86 0.57 (0.54) 0.00-2.43 0.59 (0.56) 0.00-2.43

  Female 0.59 (0.54) 0.00-2.71 1.00 0.67 0.53 (0.48) 0.00-2.71 0.65 (0.61) 0.00-2.71

Total All 14.63 (12.04) 0.00-63.00 1.22 1.32 13.18

(10.55)

0.00-63.00 16.16 (13.27) 0.00-63.00

  Male 13.03 (12.53) 0.00-54.00 1.21 1.82 11.39 (11.12) 0.00-48.00 15.58 (13.08) 0.00-54.00

  Female 14.80 (11.91) 0.00-63.00 1.24 1.51 13.52 (10.42) 0.00-63.00 16.38 (13.36) 0.00-63.00

 

Table 5

 Hierarchical regression analyses with DSI-R subscales as independent variables and total EAT-26 score as dependent variable
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  Total EAT-26

  Jewish (N=440) Arab (N=419)

Demographics Beta SE p partial R2 Beta SE p partial R2

Age -.133 .103 .196 --- -.244 .124 .05 ---

Gender 2.707 1.384 .05 --- 1.026 1.49 .49 ---

BMI* .318 .131 .018 .020 .066 .195 .74 .001

DSI-R                

Emotional reactivity 1.4031 .682 .04 .068 -0.083 1.138 .94 .000

I-position -0.503 .688 .461 .000 -2.554 .865 .003 .016

Emotional cutoff 1.590 .628 .01 .016 2.324 .918 .01 .012

Fusion with others 1.541 0.954 .11 .006 -1.421 1.255 .26 .002

Model                

F   8.14       2.81    

Adj R2   .091       .029    

p   .001       .007    

 Note:   *pooled BMI
 

Table 6  Hierarchical regression analyses with DSI-R subscales as independent variables and EAT-26 subscales as dependent variable

  Dieting Bulimia Oral control

  Jewish (N=440) Arab (N=419) Jewish (N=440) Arab (N=419) Jewish (N=440)

Demo-
graphics

Beta SE p Part
R2

Beta SE p Part
R2

Beta SE p Part
R2

Beta SE p Part
R2

Beta SE p

Age -.008 .005 .13 -- -.010 .006 .08 -- -.003 .005 .62 -- -.003 .005 .58 -- .002 .005 .60

Gender .174 .070 .01 -- .091 .067 .17 - .136 .64 .03 -- -.031 .068 .64 -- -.018 .063 .78

BMI .010 .007 .14 --- .013 .010 .22 --- .019 .007 .01 .033 .011 .009 .21 .007 .012 .006 .03

DSI-R                                      

ER .069 .035 .05 .059 .045 .051 .38 .004 .025 .032 .43 .001 -.055 .053 .30 .000 .057 .032 .08

IP -.035 .035 .31 .002 -.095 .038 .01 .013 .021 .032 .50 .001 -.170 .040 .001 .029 -.027 .033 .40

EC .063 .032 .05 .011 .075 .041 .07 .012 .093 .029 .002 .040 .153 .043 .001 .033 .033 .030 .26

FO  .064 .049 .19 .005 -.082 .056 .14 .009 .099 .045 .03 .021 -.009 .058 .87 .000 .023 .045 .61

Model                                      

F   6.72     2.60       7.31       4.70         3.46  

Adj R2   .076     .026       .091       .063         .037  

p   .001     .01       .001       .001         .001  

Note: ER=emotional reactivity; IP=I-position; EC=emotional cutoff; FO=fusion with others.


