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Abnormal eating attitudes and weight-loss behaviour of 
adolescent girls attending a “traditional” Jewish high school  

in Johannesburg, South Africa

Introduction

Eating disorders have been characterised as being “of great interest 
to the public, of perplexity to researchers, and a challenge to 
clinicians”.1 They are believed to have increased in prevalence in 
recent decades, and it is postulated that they relate to increasing 
socio-cultural pressure to be thin.1,2 Adolescent and young adult 
females are most at risk.3 Eating disturbances in this population are 
the third most common chronic condition in adolescent girls in the 
USA, after obesity and asthma.4 Eating disorders can be classified 
as anorexia nervosa, bulimia nervosa and eating disorder not 
otherwise specified, and can result in a multitude of life-threatening 
conditions.1,5 

No direct causal relationship has been found to explain the 
development of eating disorders, although available data support 

the notion that interplay exists between environmental and genetic 
factors. Ethnocultural influences, the effect of media exposure and 
a changing social and cultural environment are contributing factors 
to the aetiology of eating disorders.2,6-8 The relationship between 
religion and eating disorders is also not to be underestimated, given 
its complexity.9,10  

The existence of eating disorders and abnormal eating attitudes in 
South Africa are well established in adolescents of culturally and 
ethnically diverse backgrounds,11-15 although the prevalence thereof 
is currently unknown.16  International studies have found disturbances 
of this nature to be more prevalent in Jewish adolescent girls and 
women than in their non-Jewish counterparts.17-19 

The emergence of data suggesting that Jewish girls and women 
may be at an increased risk of developing eating disorders17-19  

Abstract

Objectives: This study aimed to determine the prevalence of abnormal eating attitudes and weight-loss behaviour in female Jewish 
adolescents. Teachers’ awareness of these factors and their attitudes towards a school programme to address these were also investigated.  

Design: A cross-sectional study was conducted.  

Subjects and setting: Female learners in grades 8-11 (n = 220), attending a “traditional” Jewish high school in Johannesburg were included. 
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Youth Risk Behavior Survey was completed by learners. Teachers completed a questionnaire designed by the researchers. 

Results: Twenty per cent of the learners (n = 43) achieved EAT-26 scores ≥ 20, suggestive of a possible eating disorder, while 30.2%  
(n = 65) required clinical evaluation for a potential eating disorder. Thirty-three per cent (n = 72) of the adolescent girls considered themselves 
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clinical evaluation and 71.1% (n = 27) underestimated the extent of current weight-loss attempts. Almost all of the teachers (97.3%, n = 37) 
recognised the need to address disordered eating attitudes. However, only 34.2% of the teachers (n = 13) viewed the school as the appropriate 
place in which to do this, and were also prepared to participate in the programme and sacrifice class time.

Conclusion: To date, no published South African literature documents the presence of abnormal eating attitudes in Jewish adolescent 
females in South Africa. The prevalence fell within the upper end of rates reported in studies on adolescent girls in South Africa and abroad. 
Teachers who participated in this study were not fully aware of the extent to which eating-related issues affected female learners. A qualitative 
exploration thereof could yield valuable insights.
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is of concern to the global Jewish community. Food is often seen to 
be a focal point of Jewish traditions, spanning cultural, ethnic and 
religious paradigms.20 The prevalence of abnormal eating attitudes 
in Johannesburg Jewish high school girls is currently unknown, 
and the determination thereof could have important implications 
for the implementation of preventative strategies. Drawing attention 
to the existence of disturbed eating patterns could promote earlier 
identification and referral for treatment of clinical or subclinical eating 
disturbances by parents and teachers. Prior research suggests that 
eating attitudes in Jewish adolescents may vary in learners with 
different levels of religious adherence.21-23 This study focused on the 
traditional sector of the population. According to previous research, 
this sector may well contain higher levels of disordered eating than 
those of the more orthodox groups.21-23 However, a recent study 
conducted in Israel showed that differing Jewish religious groups 
displayed similar patterns of disordered eating behaviour, despite 
the more arduous religious observance of the ultra-Orthodox group.20

To the authors’ knowledge, there are no published studies on 
eating attitudes and/or eating disorders in the South African Jewish 
community. This was also the first study to document teachers’ 
willingness to participate in preventative programmes. Thus, the aim 
of this study was to determine the prevalence of abnormal eating 
attitudes and weight-loss behaviour in a Jewish female adolescent 
sample, and to investigate teachers’ awareness of these factors. 
Teachers’ attitudes towards a school programme to address these 
factors were also investigated. 

Method

Study population

This cross-sectional study evaluated two distinct sectors of the 
study population; female learners and teachers of both genders at 
a private “traditional” Jewish high school in Johannesburg. Initially, 
the aim was to include girls from grades 8-12, but owing to logistical 
complications, the grade 12 girls were unable to participate. 
Therefore, the total number of available adolescent girls for the study 
was 261, in grades 8-11 (77.2% of the girls in the school). Eligible 
adolescent girls were included as current learners and teachers were 
considered to be a statistically sound sample of those attending or 
teaching at the school. 

In addition, participants were also included if they were self-
identified followers of the Jewish faith, provided that both their own 
and parental or guardian written consent had been given, that they 
displayed good comprehension of the English language and were 
present at school on the day that the questionnaire was administered. 

Questionnaires 

Two written, self-administered English questionnaires were used 
for the learners and the teachers, respectively. The learners’ 
questionnaire consisted of three sections; demographic data, the 
26-item version of the Eating Attitudes Test (EAT-26),24 and selected 
questions from the USA Youth Risk Behavior Survey (YRBS).25 

The EAT-26 is a free-of-charge, 26-item, self-report questionnaire 
with three subscales of bulimia, dietary restraint and oral control 

or food preoccupation. A score of 0-3 is given for each item, and 
the total score determined by adding each individual score. Although 
the test is not intended to be diagnostic of an eating disorder, a 
score of ≥ 20 was suggestive of a possible eating disorder, requiring 
further investigation.24 The EAT-26 has been successfully used to 
identify individuals with disturbed eating patterns and attitudes in 
non-clinical samples, including populations of Jewish high school 
adolescent girls in Israel22,23 and Canada,19 and South African high 
school girls of varying ethnicities.12,14, 26,27 

Questions dealing with weight-loss behaviour were extracted 
from the most recent YRBS,25 which deals with unhealthy dietary 
behaviour. The YRBS was designed by the Centers for Disease Control 
and Prevention to monitor behaviour that contributes markedly 
to leading causes of morbidity, mortality and social problems in 
USA youth.28 Minor adaptations were made to the YRBS to suit the 
study population and outcomes, and included additional culture-, 
population- and demographic-specific questions. 

The researchers developed the teachers’ questionnaire in line with 
the aims of the study, with questions designed in parallel with those 
of the learners. Additional information included personal information 
on each teacher, as well as profession-specific questions. 

A small pilot study was conducted to ensure face validity and to 
determine the time necessary for questionnaire completion. Four 
adolescent girls (one per grade), and two teachers (one male 
and one female), were selected for participation via convenience 
sampling. These individuals were later excluded from the final study. 
Questionnaires were collected and examined by the researcher for 
errors in completion.  

The questionnaires were completed over a two-week period by 
consenting female learners during class time, and were supervised 
by either the researcher or the facilitating teacher. Verbal and written 
instructions were given to the learners beforehand. The teachers 
were approached by the researcher on two separate occasions 
during compulsory weekly staff meetings. Willing teachers also 
received verbal and written instructions before questionnaire 
completion. 

Ethical considerations 

Ethics approval was obtained from the Health Research Ethics 
Committee of the Faculty of Medicine and Health Sciences, 
Stellenbosch University (N09/05/154). Participation by both the 
learners and teachers was voluntary. The anonymity of the participants 
was ensured via the omission of subject identification information 
and the school in question was not referred to by name. Consent 
from the school principal, as well as the learners and their respective 
parents or guardians, was obtained prior to commencement of the 
study. Teachers were informed that completion of the questionnaire 
implied their consent. 

Data analysis 

Data were analysed using Statistica® version 9.0 and SAS® version 
9.1. Questionnaires that were incompletely or incorrectly completed 
were excluded only from analyses relating to the particular question. 
The total score for the EAT-26 was not calculated for participants 



210

Original Research: Abnormal eating attitudes and weight-loss behaviour of adolescent girls 

2014;27(4)S Afr J Clin Nutr

who had omitted or completed one or more items incorrectly. Binary 
terms were created on the basis of the recommended cut-off of an 
EAT-26 score of ≥ 20 as an indication of a possible eating disorder 
that required evaluation for each of the items relating to weight-loss 
behaviour in the past year, and for each of the questions relating 
to the teachers’ attitudes. T-tests were used to compare means. 
Best subsets regression was utilised to determine the best possible 
predictors of total EAT-26 score, EAT-26 score ≥ 20, and the size and 
accuracy of teachers’ predictions. Methods of best subset regression 
include adjusted R-squared, Mallows’ Cp and forward stepwise 
regression. Odds ratios were calculated for the best predictors 
identified in the regression analysis. The analyses were examined 
for significance at the 5% level. 

Results 

The total available population of female learners comprised 261 
adolescent girls in grades 8-11 (Figure 1). The final learner population 
included in this study was 220 adolescent girls (84.3%).

Twenty-six per cent (n = 56) of the participants were in grade 8, 
24.5% (n = 54) in grade 9, 23.2% (n = 51) in grade 10 and 26.8% (n 
= 59) in grade 11. There was no significant difference between the 
response rates in the different grades (p-value 0.67). Participants’ 
ages ranged from 13.58-18.25 years, with a mean of 15.68 
[standard deviation (SD) 1.17]. 

Eating Attitudes Test (26-item version) scores 

The EAT-26 scores for the participants ranged from 0-51, with a 
mean of 12.1 (SD 11.11). Correlation was not found between the 
total EAT-26 score and age (p-value 0.35). The total EAT-26 score 
was significantly associated with the grade (p-value 0.04), as there 
were lower average scores for grades 8 and 10 than for grades 9 
and 11.

Twenty per cent of the participants (n = 43) scored ≥ 20 on the  
EAT-26, which is suggestive of a possible eating disorder. The 
association between the grade and having a score of ≥ 20 was 
significant (p-value 0.03), although this was not found to be a 

significant predictor of an EAT-26 score ≥ 20. Age was not found to 
be significantly associated with having an EAT-26 score of more than 
or equal to 20 (p-value 0.39). 

Scores for individual items on the Eating Attitudes Test  
(26-item version)

The item which most frequently received a score of above zero was 
item 12, followed by item 26, and lastly item 1 (Table I). Only 5%  
(n = 11) of adolescent girls in the entire group responded with 
“never” to item 1. The lowest percentage of learners (0.9%, n = 2) 
who scored above zero pertained to item 9. 

The item with the highest mean score was item 12 (mean score 
1.37, SD 1.24) followed by item 1 (mean score 1.31, SD 1.28). 
The six items with the highest average scores are marked with an 
asterisk in Table I: 
•	 “I am terrified of being overweight.”
•	 “I am preoccupied with a desire to be thinner.” 
•	 “I think about burning up calories when I exercise.”
•	 “I am preoccupied with the thought of having fat on my body.”
•	 “I display self-control around food.”
•	 “I enjoy trying rich new foods”. 

The lowest mean score pertained to item 9 (mean score 0.02,  
SD 0.19). 

Predictors of total Eating Attitudes Test (26-item version) scores

The following predictors were selected as the best possible 
indicators of a total EAT-26 score ≥ 20: adolescent girls who regarded 
themselves as being overweight (either slightly or very overweight) 
(p-value 0.00), those who had dieted in the past year (p-value 0.03), 
and whether or not extreme methods of achieving weight-loss 
had been employed (p-value 0.00). Surprisingly, currently trying to 
lose weight was not selected, possibly because the finding was so 
common in the study population. 

Adolescent girls who viewed themselves as being overweight 
displayed a 3.47 times greater likelihood of having an EAT-26 score 
of ≥ 20, whereas those who had dieted or used extreme weight-loss 
were 3.21 and 3.91, respectively, more likely to have EAT-26 scores 
≥ 20. 

Weight management goals and self-perceived weight

Two hundred and fourteen (99.5%) of the participants completed the 
questions on weight management goals and self-perceived weight. 
Sixty per cent (n = 129) viewed themselves as being the correct 
weight, 30.4% (n = 65) to be slightly overweight, 3.3% (n = 7) to 
be very overweight, and 6.1% (n = 13) to be slightly underweight 
(Figure 2). 

Sixty four per cent (n = 137) of the participants were trying to lose 
weight at the time of the study, 21.5% (n = 46) wished to maintain 
their current weight, 13.6% (n = 29) were not trying to achieve 
anything with their weight, and 0.9% (n = 2) were actively trying to 
gain weight. 

Of the adolescent girls who viewed themselves as being the correct 
weight, the majority (56.6%) were attempting to lose weight at the 
time that the study was conducted. Of the 13 girls who regarded 

Female learners: Grade 8-11 (n = 261)

Consenting participants (n = 225)

Calculated EAT-26 scores (n = 215) owing to incomplete or incorrect questionnaires

Final learner study population: n = 220 (84.3%)

Four learners excluded because of participation in the pilot study  
(n = 257)

Absent from school on day  
of study (n = 4)

Not sufficiently fluent in  
English language (n = 1)

EAT-26: Eating Attitudes Test (26-item version)

Figure 1: Final learner study population
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themselves as being underweight, only 1 (7.7%) were trying to gain 

weight, whereas 7 (53.9%) were trying to remain the same weight, 

or were not doing anything about their weight (23.3%, n = 3). Of 

the adolescent girls who viewed themselves as being underweight, 

15.4% (n = 2) were actively trying to lose weight. The proportion of 

girls trying to lose weight at the time of the study was highest in 

the group who regarded itself as being slightly overweight (87.7%,  

n = 57) and was higher in this group than in the group who regarded 

itself as being very overweight (71.4%, n = 5). 

Weight-management strategies used within the past  
12 months 

The most commonly used weight management strategy was 

exercise (77.8%, n = 171), followed by diet (67.3%, n = 148), 

fasting (10.0%, n = 22), purging (8.6%, n = 19) and non-prescribed 

medication (6.8%, n = 15). Nineteen per cent of the subjects  

(n = 42) used an extreme method of weight-loss (fasting, purging or 

non-prescribed medication). There were no significant differences 

between the grades in terms of the method of weight-loss employed. 

Of the group trying to lose weight at the time of the study, 87.7%  

(n = 122) had exercised, 81.3% (n = 113) had dieted, and 24.4%  

(n = 34) had used extreme methods of weight-loss. Twenty-seven 

per cent (n = 38) of adolescent girls in this group had an EAT-26 

score of ≥ 20. 

Learners requiring professional evaluation

Adolescent girls who required evaluation by a healthcare professional 

for a potential eating disorder were defined as either having an EAT-

26 score of ≥ 20, or alternatively as having engaged in one or more 

of the extreme methods of weight-loss in the past year. Thirty per 

cent of them in the school (n = 65) were found to require evaluation 

for a potential eating disorder. 

Eating disorder diagnosis

Four per cent (n = 9) of the sample reported having previously been 

diagnosed as having an eating disorder, with the difference between 

grades not being significant (p-value 0.05). Of the adolescent girls 

who required evaluation by a healthcare professional as previously 

defined, only 9.2% (n = 6) reported having previously been diagnosed 

with an eating disorder.   

Teachers’ questionnaire 

Thirty-eight teachers (male and female) participated in the study 

(a 52.1% participation rate). The majority of teachers were women 

(71.1%, n = 27) and of the Jewish faith (63.2%, n = 24). Forty-seven 

per cent (n = 18) taught grade 8, 57.9% (n = 22) grade 9, 76.3%  

(n = 29) grade 10, 63.2% (n = 24) grade 11 and 60.5% (n = 23) 

grade 12. The mean age of the participants was 44.6 years (SD 

14.23). The mean time spent teaching was 18 years (SD 13.57), 

whereas the mean time spent teaching at the specific school was 

9.7 years (SD 9.66). 

Table I: Mean score for each item on the Eating Attitudes Test (26-item 
version)

Item Statement Valid (n) Mean SD

1* I am terrified of being overweight 220 1.31 1.28

2 I avoid eating when I am hungry 220 0.05 0.26

3 I find that I am preoccupied with 
food

219 0.32 0.72

4 I have gone on eating binges and felt 
that I may not be able to stop eating

220 0.20 0.59

5 I cut my food into small pieces 220 0.24 0.65

6 I am aware of the calorie content of 
the foods that I eat

220 0.55 0.97

7 I particularly avoid food with a high-
carbohydrate content, e.g. bread, 
rice and potatoes

220 0.36 0.78

8 I feel that others would prefer it if I 
ate more

220 0.15 0.56

9 I vomit after I have eaten 220 0.02 0.19

10 I feel extremely guilty after eating 219 0.24 0.66

11* I am preoccupied with a desire to 
be thinner

220 0.93 1.21

12* I think about burning up calories 
when I exercise

220 1.37 1.24

13 Other people think that I am too thin 220 0.18 0.60

14* I am preoccupied with the thought of 
having fat on my body

220 0.78 1.11

15 I take longer than others to eat my 
meals

220 0.38 0.84

16 I avoid foods with sugar in them 220 0.17 0.58

17 I eat diet foods 219 0.59 0.97

18 I feel that food controls my life 219 0.36 0.88

19* I display self-control around food 220 0.81 1.07

20 I feel that others pressure me to eat 220 0.08 0.40

21 I give too much time and thought 
to food

220 0.43 0.90

22 I feel uncomfortable after eating 
sweets

220 0.50 0.93

23 I engage in dieting behaviour 220 0.66 1.03

24 I like my stomach to be empty 220 0.27 0.76

25 I have an impulse to vomit after 
meals

220 0.13 0.52

26* I enjoy trying rich new foods 219 1.08 1.05

SD: standard deviation
Mean scores and standard deviations for these data are quoted to two decimal places to allow 
comparisons to be made between the means in a narrow range. The six items with the highest 
average scores are marked with an asterisk

Figure 2: Categorisation of sample by self-perceived weight
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Teachers’ estimates

The mean of the teachers’ estimates (predictions of learner 
responses) was significantly higher than the percentage calculated 
from the learners’ self-report questionnaires for the percentage of 
adolescent girls who had previously been diagnosed with an eating 
disorder (overestimated by 76.3%, n = 29 of teachers) (p-value 
0.00), and those learners who believed that they were overweight 
(overestimated by 63.2%, n = 24 of teachers) (p-value 0.00) (Table II).

The mean of the teachers’ estimates was significantly lower than the 
percentage calculated from the learners’ self-report questionnaire 
for the percentage of adolescent girls who had dieted in the past year 
to lose weight or to prevent weight gain (underestimated by 73.7%, 
n = 28 of teachers) (p-value 0.00), those who had exercised in the 
past year to lose weight or prevent weight gain (underestimated by 
84.2%, n = 32 of teachers) (p-value 0.00), those who were trying 
to lose weight at the time of the study (underestimated by 71.1%,  
n = 27 of teachers) (p-value 0.01), and those requiring evaluation  
by a healthcare professional to determine if there was a potential 
eating disorder (underestimated by 81.6%, n = 31 of teachers) 
(p-value 0.00). 

Total teaching time yielded significant results when the predictive 
accuracy of the teachers’ estimates was assessed, as a longer 
teaching time gave rise to greater accuracy in predicting the 
following: 
•	 Learners who regarded themselves as being overweight (p-value 

0.00).
•	 Those trying to lose weight at the time of the study (p-value 0.00).
•	 Those who had dieted in the past year (p-value 0.00).
•	 Those who had exercised in the past year (p-value 0.00). 
•	 Those who had used extreme weight-loss methods in the past 

year (p-value 0.02). 

Teachers’ attitudes to preventative programmes 

Almost all of the teachers (97.3%, n = 37) recognised the need to 
address the eating attitudes of adolescent girls attending the school 
in grades 8-11. The majority (86.8%) of the teachers also considered 
the school to be an appropriate setting for this, although only half 
(50%, n = 19) said that they would be willing to participate in such a 

programme, and even less (47.4%, n = 18) were willing to sacrifice 
class time to facilitate such a programme. Only 34.2% (n = 13) of 
the teachers who participated in the study answered yes to all the 
preceding questions. No significant differences between the male 
and female teachers were found with regard to these variables. 

Neither gender, age, total years teaching, nor years spent teaching 
at a specific school, were found to significantly predict the answers 
to questions relating to attitudes. However, this may relate to the 
small sample size and wide confidence intervals. 

No significant relationship was found between the size of either 
the teachers’ estimates or accuracy with regard to disordered 
eating attitudes, and their answers to questions on the need for a 
preventative programme to address disordered eating attitudes, their 
perception of the school as an appropriate place in which to address 
disordered eating attitudes, and their willingness to both participate 
and sacrifice class time to do this. This may once again relate to the 
small sample size and large confidence intervals observed. 

Discussion 

This is the first published study to document the presence of 
abnormal eating attitudes in South African Jewish adolescent 
girls, and first to record the willingness of teachers to participate 
in preventative programmes in this regard. Upon consideration of 
the results gathered by the EAT-26, both the mean score (12.1) and 
the subjects scoring ≥ 20 (20%) fell within the upper range of the 
spectrum of results of previous studies12,14,15,19,22,26 conducted on a 
local and international scale. 

The mean EAT-26 score and the percentage of adolescent girls 
scoring ≥ 20 in this study was higher than the rates reported by the 
National Eating Disorders Screening Program (a mean of 9.5 and a 
prevalence of 14.7% for white adolescent girls) which coordinated 
the first-ever nationwide eating disorder screening initiative for 
high schools in the USA.29 However, this should be interpreted with 
caution, as definitions of disordered eating behaviour differ between 
studies. 

Table III compares the setting and results of the current study to 
four South African studies previously conducted using the EAT-26, 
although methodological issues make direct comparisons difficult. 

Table II: Comparison between teachers’ estimates and the results calculated from the learners’ questionnaire

Category Learners’ reports Teachers’ estimates

Learners’ questionnaire 
results (%)

n (valid) Mean (%) SD Range p-values

Diagnosed with an eating disorder 4.1 35 11.5 12.53 2-50 0.00

Extreme method of weigh-loss over the past year 19.1 34 25.9 19.55 2-70 0.05

Believe that they are overweight 33.7 36 49.2 27.52 5-90 0.00

Currently trying to lose weight 64 37 52.3 22.24 10-90 0.01

Dieted in the past year (to lose weight or prevent 
weight gain)

67.3 37 49.7 25.09 8-100 0.00

Exercised in the past year (to lose weight or prevent 
weight gain)

77.8 36 46.7 23.30 5-80 0.00

Need evaluation for a potential eating disorder 30.25 36 16.1 13.72 1-50 0.00

SD: standard deviation



213

Original Research: Abnormal eating attitudes and weight-loss behaviour of adolescent girls 

2014;27(4)S Afr J Clin Nutr

The study by Le Grange et al26 differed from the other studies in that 

the sample included both male and female participants. Therefore, 

it is not surprising that the proportion of subjects in this group who 

scored at or above the cut-off of 20 on the EAT-26 was the lowest 

recorded (14%), given that adolescent girls are more commonly 

affected by eating disorders.1 In the study by Szabo and Hollands,12 

the mean EAT-26 score increased with advancing grades, compared 

to the current study which found that the mean EAT-26 score was 

associated with the grade, but not the age. In view of the fact that 

the association between the grade and mean EAT-26 score was 

of borderline significance, and that the grade was not found to be 

predictive of the EAT-26 score when entered into a regression, 

conclusions regarding this finding will not be drawn. 

A comparison of the current study with two other studies using 

the EAT-26 on Jewish adolescents (Table IV) shows that Jewish 

adolescent girls in the Canadian study by Pinhas et al19 scored 

significantly higher on the EAT-26 than their non-Jewish counterparts 

(Jewish mean 13.5, SD 8.8 versus non-Jewish mean 11.9, SD 8.3). 

When comparing our results to those of white adolescent females in 

the South African studies cited previously, this effect was not noted. 

However, it is important to bear in mind that our study did not include 

a non-Jewish comparison group. 

Thus, a direct comparison of this study and the other South African 
studies might not yield accurate results owing to subtle differences 
in the execution thereof. The results of the current study are similar 
to those of an Israeli study22 in which a prevalence of 19.5% of EAT-
26 scores at or above threshold was reported. 

An examination of the scores for individual items of the EAT-26 
revealed high rates of eating and weight-related concerns, even 
if subjects did not surpass the cut-off point of 20. Additionally, it 
was indicated that exercise in this group was more often than not 
performed with at least some focus on its potential to promote weight 
loss, needed to detect early and concealed weight-loss attempts in 
normal-weight adolescents.  

It is to be expected that subjects with behavioural manifestations of 
disordered eating are identified by the EAT-26 as having a potential 
eating disorder. Thus, it was not surprising that engagement in 
extreme weight-loss behaviour over the past year was found to be 
a significant predictor of the total EAT-26 score and of an EAT-26 
score ≥ 20. The finding that regarding oneself as being overweight 
predicted the total score and a score ≥ 20, was in keeping with 
previous reports that a perception of being overweight correlated 
with eating problems in adolescence,30 as well as with a greater 
likelihood of engaging in weight-loss behaviour.31

Table III: Comparison of the current study with four studies previously conducted in South Africa

Author and date Current study Szabo and Hollands12 Cadaras et al15 Szabo and Allwood14 Le Grange et al26

Setting Co-educational 
Jewish high school in 
Johannesburg

Racially diverse private 
school in Johannesburg

Five state-owned 
secondary schools in the 
greater Cape Town area

Three multiracial, 
girls-only schools in  
Johannesburg

Male and female students 
at four South African high 
schools and  undergraduate 
social science students in 
Cape Town

Response rates 85% 76% 88% 86% Almost 100%

Sample size 220 213 228 1 353 895

Gender Female Female Female Female Male and female

Grades 8-11 8-12 10-12 Not quoted Not quoted

Mean age 15.68 (SD 1.2) 14.7 (SD 1.4) Not quoted Not quoted 17.2 (SD 1.7) (male and 
female)
Adolescent subset: 16.3 (SD 
0.7) (male and female)

Mean EAT-26 
score

Total: 12.1 (SD 11.2) Total: 11.7 (SD 11.4)
White: 11.5 (SD 11.6)
Black: 16.2 (SD 10.5)

Total: 12.2 (SD 12.6)
White: 12.5 (SD 11.6)
Black: 11.7 (SD 10.8)
Mixed race: 11.5 (SD 
11.2)

Total: Not quoted 
White: 12.3 (SD 10.2)
Black: 12.5 (SD 9)

Total: Not quoted
White female adolescents: 
13.8 (SD 10.8)
Black female adolescents: 
12.3 (SD 7.7)
Male race female 
adolescents: 9 (SD 7.9)

% with EAT ≥ 20 20% Total: 21.6%
White: 20.7%
Black: 37.5%

Total: 18.8%
White: 21.2%
Black: 17.9%
Mixed race: 17.1%

Total: Not quoted
White: 18.6%
Black: 18.7%

Total: 14%
White: Not quoted 
Black: Not quoted

Bulimia subscale 
(mean)

2.4 (2.8) Not quoted Not quoted White: 1.3 (2.6)
Black: 1.6 (2.4)

Not quoted

Dieting subscale 
(mean)

7.9 (8.5) Not quoted Not quoted White: 8.5 (7.9)
Black: 7.7 (6.8)

Not quoted

Oral control 
subscale (mean)

1.9 (2.2) Not quoted Not quoted White: 3.8 (5.8)
Black: 3.2 (3)

Not quoted

EAT-26: Eating Attitudes Test (26-item version), SD: standard deviation
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Adolescents who had dieted in the preceding year were more than 
three times more likely to score > 20. This phenomenon was shown 
in longitudinal studies that implicated dieting in the development of 
eating disorders.32 It also provides support for the suggestion that 
dieting in adolescence should be regarded as risk-taking behaviour.16  

Adolescent girls who had dieted in order to actively lose weight were 
even more likely to have scores ≥ 20. Girls who believed that they 
were overweight and who had dieted in the past year were more 
than four times more likely to have EAT-26 scores ≥ 20 than those 
with one or both negative.

The above findings are relevant to the early detection of adolescent 
girls at risk of developing an eating disorder. Both parents and 
teachers should be made aware that girls who engage in extreme 
methods of weight control require attention. Similarly, those who 
express concern that they are overweight or have used dieting as 
a means of gaining weight control in the past year should also be 
carefully observed for the development of more severe symptoms. 

In the current study, almost two thirds (64%) of the adolescents 
reported trying to lose weight at the time of the study, and more than 
two thirds (67.3%) had used dieting as a means of gaining weight 
control in the preceding year. These results are in keeping with prior 

reports that 33-66% of teenage girls are dieting at any given point 

in time.33,34 The findings of prior reports that most adolescent dieters 

are of a normal weight35 were in keeping with the finding in this 

study that just over half  (53.3%) of the adolescents trying to lose 

weight at the time of the study regarded themselves as being of 

the right weight. It is conceivable in the context of Western culture 

which promotes a “thin ideal”, that some learners who regarded 

themselves as being overweight were actually within normal 

anthropometrical ranges. Thus, it is possible that an even greater 

percentage of adolescent girls with an objectively measured normal 

weight were attempting weight loss than that estimated by the 

study. This is concerning, given that dieters of normal body weight 

have been found to be eight times more likely to develop an eating 

disorder than their non-dieting counterparts.36 

It has been noted that women who have developed cognitive schemas 

that associate being underweight with positive attributes report 

higher eating disorder symptoms.37 In this study, being underweight 

rather than the correct weight appeared to be viewed by many 

subjects as desirable. This was suggested by the fact that 56.6% 

of the adolescents who regarded themselves as being the correct 

Table IV: Comparison of the current study with two other studies which used the 26-item version Eating Attitudes Test on Jewish adolescents

Current study Latzer and Tzischinsky22 Pinhas et al19

Year 2010/2011 2005 2008

Country South Africa Israel Canada

Setting Traditional school in urban area Five different middle and high schools in 
five different residential areas

Toronto high school students

Gender Female Female Male and female

Response rate 84% Not reported 82%

Participant numbers 220 1 270 Total: 1 868
Male: 1 145
Female: 1 130

Written consent from parents Yes Not reported Not reported

Grades 8-11 Not reported Not reported

 Age range 13-19 (mean 15.68)  12-18 13-20

Mean EAT-26 score 12.3 (11.2) For different groups ranging from 
10.2 (7.8) to 15.9 (10.2)

Jewish females: 13.5 (8.8)
Non-Jewish females: 11.9 (8.3)
Jewish males: 8.9 (8.7)
Non-Jewish males: 9.1(8.4)

% with EAT-26 ≥ 20 20% 19.5% Jewish females: 25%
Non-Jewish females: 18%
Jewish males::Not reported
Non-Jewish males: Not reported

Bulimia subscale (mean) 2.4 (2.8) 1 (1) to 3.4 (3.1) Jewish females: 2.1 (2.6)
Non-Jewish females: 1.6 (2.5)
Jewish males: 1.8 (0.1)
Non-Jewish males: 1.7 (0.1)

Dieting subscale (mean) 7.9 (8.5) For different groups ranging from 6.3 
(6.3) to 8.2 (6)

Jewish females: 8.5 (6.1)
Non-Jewish females: 6.6 (5.1)
Jewish males: 4.4 (5.2)
Non-Jewish males: 4.1 (5)

Oral control subscale (mean) 1.9 (2.2) 3 (2.7) to 4.1 (3.1) Jewish females: 3.5 (3.4)
Non-Jewish females: 3.9 (3.2)
Jewish males: 3.1 (0.2)
Non-Jewish males: 3.5 (0.2)

EAT-26: Eating Attitudes Test (26-item version)



215

Original Research: Abnormal eating attitudes and weight-loss behaviour of adolescent girls 

2014;27(4)S Afr J Clin Nutr

weight were trying to lose weight. Only a small proportion (7.7%) 
of girls who regarded themselves as being underweight was trying 
to gain weight, while most were satisfied to remain at this weight 
by either doing nothing about their weight or by actively trying to 
maintain it. 15.4% of the adolescents who considered themselves to 
be underweight were actively attempting to lose weight. Society and 
the media promote “ultra-thinness” as an ideal or desirable trait, 
and this may have been internalised by many teenage girls at this 
particular school. This echoes the observation of a school effect15 

with regard to eating attitudes and body shape concerns, according 
to which it is hypothesised that the existence of a school culture 
may create an environment in which peer influences potentiate or 
protect against the development of eating pathology.15 Thus, a shift 
with regard to body shape preference may be required. 

As expected, the percentage of adolescent girls trying to lose 
weight was higher in the group which considered itself to be slightly 
overweight (87.7%) than that in the group which believed itself to be 
the correct weight (56.6%). However, it was surprising that a smaller 
proportion (71.4%) of the adolescents who regarded themselves 
as being “very overweight” were trying to lose weight than that 
pertaining to the adolescents in the group who believed itself to 
be slightly overweight. It is conceivable that some of the girls who 
consider themselves to be very overweight may despair of achieving 
the “thin ideal” espoused by the culture that is prevalent in their 
environment and therefore may not even attempt weight reduction. 

Almost one in three adolescent girls in the school (30.2%) were found 
to require evaluation for a potential eating disorder based on the 
EAT-26 scores and the presence of extreme weight-loss behaviour. 
Of these, only 9.2% reported having ever being diagnosed with an 
eating disorder. These results are in line with the USA National Eating 
Disorders screening programme, which found that 83-86% of girls 
with symptoms of abnormal eating had not received treatment.29 
These findings are of relevance as it has been shown that a shorter 
period between symptom onset and treatment commencement may 
improve prognosis with regard to recovery in both anorexia nervosa 
and bulimia nervosa.38 Therefore, detection and early referral for 
treatment of at-risk individuals should be prioritised. 

It is important to consider that a comparison of the mean of the 
teachers’ estimates (predictions of learner reponses) and that of 
the questionnaire rate may be affected because of underestimation 
of the true prevalence rate indicated by the questionnaire. This 
could result from either the response bias of the learners or under-
reporting, a known limitation of the EAT-26 instrument.39 Therefore, 
it is important to note that the difference between teacher and 
learner responses should not be regarded as a direct indicator of 
teachers’ accuracy. In cases where teachers’ estimates exceeded 
the calculated results for learners, it is possible that this effect would 
have been reduced or even reversed if bias or under-reporting were 
eliminated. By contrast, where teachers’ estimates were below the 
calculated prevalence rate, this would actually be more marked if 
the effects of bias or under-reporting were eliminated. This is likely 
to represent a true underestimation of the situation by the teachers, 
and is indicative of the fact that the teachers were not fully aware of 
the extent of weight-loss behaviour at the school. They were also not 

fully cognisant of how widespread disordered eating attitudes and 
behaviour was at the school, and the need for referral to appropriate 
healthcare professionals. 

Teachers who were female, younger and of the Jewish faith and 
who had a shorter duration of total teaching time, predicted higher 
estimates for some of the variables under investigation. If one 
considers that the learners’ arm of the study may have under-
represented the prevalence rates, these teachers’ estimates may 
be more reflective of the reality of the situation than those of the 
other teachers. This is plausible as teachers in this group could be 
representative of those most likely to be affected by eating-related 
issues themselves, although this is a tentative interpretation. The 
majority of the teachers in the current study acknowledged the 
need to address and/or prevent abnormal eating attitudes and/or 
behaviour in the adolescents attending the school. The school was 
also regarded by the vast majority of teachers as an appropriate 
place in which this could occur, although only half of them were 
willing to participate in such a programme, and even fewer prepared 
to sacrifice class time. These findings echo the observation made 
by McVey et al that the engagement of teachers in their study was 
not optimal.40 The findings also suggest that although the teachers 
displayed awareness of the problem and the necessary required 
action, this didn’t appear to be sufficient to obtain their cooperation. 

In terms of the limitations of the study, it cannot be assumed that 
these findings can be generalised to other South African traditional 
Jewish schools. The overall prevalence rate of abnormal eating 
attitudes may have been affected by the exclusion of the grade 12s, 
as well as response bias and under-reporting owing to the nature 
of the questionnaire. The prevalence rate for eating disturbances 
meeting the criteria for an eating disorder diagnosis could not be 
determined. Logistical issues, as well as the emotional consequences 
of performing anthropometrical measurements in this particular 
setting, resulted in actual weight and height not being taken. As the 
study was cross-sectional in nature, causal inferences regarding 
the direction of the associations could not be made. Furthermore, 
a lower response rate resulted in a smaller sample size of teachers 
being included in the study, which may have affected the statistical 
analysis. Respondent bias may be a factor as it is conceivable that 
teachers who participated were more aware of and concerned 
about the topic of the study than those who did not. A quantitative 
approach is often a first step, but is not always ideal with regard 
to obtaining in-depth insight into teachers’ attitudes towards eating 
disorders. Hence, a qualitative exploration of this in future could yield 
further valuable insight. 

Conclusion 

This study documents the presence of abnormal eating attitudes and 
weight-loss behaviour in South African Jewish female adolescents. 
The prevalence of abnormal eating attitudes, measured by the EAT-
26, fell within the upper range of that reported by similar studies, 
conducted both nationally and internationally. Our findings suggest 
that any given school may be governed by a culture, according 
to which the “ultra-thin” ideal is valued. Further quantitative and 
qualitative exploration of this phenomenon is needed to corroborate 
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this suggestion. 

Given the high prevalence of eating disorders4 and their vast 
impact on the morbidity and mortality of young women,4 as well 
as difficulties managing them,1 the findings of the current study, 
together with other similar South African studies, suggest that there 
is a need for programmes that address abnormal eating attitudes 
and behaviour in South African schools. The success of such 
programmes would largely be dependent upon an ecological-type 
approach, which includes the participation of learners, their parents 
and teachers in a school-based environment.41-43 Additional research 
is necessary to investigate the attitudes of parents and learners to 
such school programmes. Further investigation of teacher attitudes 
is also warranted, given the preliminary findings of the current 
study. Such research could yield valuable information which may 
facilitate greater cooperation from all viable role players in the school 
community. 
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