
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Prevalence of eating problems and related factors in professional female models 
above 18 years old in Bangkok. 

 

Miss Worada Elstow 
 

A  Thesis Submitted in Partial Fulfillment of the Requirements 
for the Degree of Master of Science in Mental Health 

Department of Psychiatry 
FACULTY OF MEDICINE 

Chulalongkorn University 
Academic Year 2020 

Copyright of Chulalongkorn University 
 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

ความชุกของปัญหาการกินและปัจจัยที่เกี่ยวข้องในนางแบบอาชีพอายุ 18 ปีขึ้นไปในเขต
กรุงเทพมหานคร 

 

น.ส.วรดา เอลสโตว์  

วิทยานิพนธ์นี้เป็นส่วนหนึ่งของการศึกษาตามหลักสูตรปริญญาวิทยาศาสตรมหาบัณฑิต 
สาขาวิชาสุขภาพจิต ภาควิชาจิตเวชศาสตร์ 
คณะแพทยศาสตร์ จุฬาลงกรณ์มหาวิทยาลัย 

ปีการศึกษา 2563 
ลิขสิทธิ์ของจุฬาลงกรณ์มหาวิทยาลัย  

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
Thesis Title Prevalence of eating problems and related factors in 

professional female models above 18 years old in 
Bangkok. 

By Miss Worada Elstow  
Field of Study Mental Health 
Thesis Advisor PAUL THISAYAKORN, M.D. 

  
 

Accepted by the FACULTY OF MEDICINE, Chulalongkorn University in Partial 
Fulfillment of the Requirement for the Master of Science 

  
   

 

Dean of the FACULTY OF MEDICINE 
 (Professor SUTTIPONG WACHARASINDHU, M.D.) 

 

  
THESIS COMMITTEE 

   
 

Chairman 
 (Associate Professor RASMON KALAYASIRI, M.D.) 

 

   
 

Thesis Advisor 
 (PAUL THISAYAKORN, M.D.) 

 

   
 

External Examiner 
 (NAPAKKAWAT BUATHONG, Ph.D.) 

 

 

  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 iii 

ABSTRACT (THAI) 
 วรดา เอลสโตว ์: ความชุกของปัญหาการกินและปัจจัยทีเ่กี่ยวข้องในนางแบบอาชีพอายุ 18 ปีขึ้นไป

ในเขตกรุงเทพมหานคร. ( Prevalence of eating problems and related factors in 
professional female models above 18 years old in Bangkok.) อ.ที่ปรึกษาหลัก : นพ.พร 
ทิสยากร 

  
การวิจัยครั้งนี้เป็นการวิจัยเชิงพรรณนา ณ จุดเวลาใดเวลาหนึ่งเพื่อการศึกษาความชุกของปัญหาการ

กินในนางแบบมืออาชีพและเพื่อศึกษาปัจจัยท่ีเกี่ยวข้องที่ส่งผลต่อปัญหาการกินในนางแบบมืออาชีพ เก็บรวบรวม
ข้อมูลจากนางแบบไทยอายุ 18 ปีขึ้นไปในกรุงเทพมหานคร จ านวนนางแบบท่ีเป็นกลุ่มตัวอย่าง 109 คน ที่อยู่ใน
เอเจนซี่นางแบบ 8 แห่งที่ประสงค์จะไม่เปิดเผยช่ือ แบบสอบถามการวิจัยประกอบด้วยแบบสอบถามที่สร้างขึ้น
โดยผู้วิจัยเพื่อถามหาข้อมูลส่วนบุคคลและข้อมูลการประกอบอาชีพ ประกอบกับการใช้แบบทดสอบทัศนคติการ
กินภาษาไทย 40 (EAT-40) มาตรวัดความไม่พอใจในภาพลักษณ์ของตนเองภาษาไทยและมาตรวัดระดับความ
วิตกกังวลและภาวะซึมเศร้าภาษาไทย (HADS) และใช้สถิติ Chi-square และ Fisher’s exact test ในการ
ทดสอบหาปัจจัยที่เกี่ยวข้องกับปัญหาการกินในกลุ่มตัวอย่างกลุ่มนี้ 

ผลการศึกษาพบว่านางแบบในกลุ่มตัวอย่าง 15.6 % มีปัญหาในการกิน โดยมีปัจจัยที่เกี่ยวข้องที่มี
นัยส าคัญทางสถิติ ได้แก่ ภาวะซึมเศร้า ความวิตกกังวล ความไม่พอใจของร่างกาย ดัชนีมวลกาย (BMI) ความถี่ใน
การรับประทานอาหาร และการเปรียบเทียบตนเองกับเพื่อนร่วมงานท่ีเป็นนางแบบ 

 

สาขาวิชา สุขภาพจิต ลายมือช่ือนิสติ ................................................ 
ปีการศึกษา 2563 ลายมือช่ือ อ.ท่ีปรึกษาหลัก .............................. 
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ABSTRACT (ENGLISH) 
# # 6074031330 : MAJOR MENTAL HEALTH 
KEYWORD: Eating problems, Body dissatisfaction, Anxiety, Depression, Professional female 

fashion model 
 Worada Elstow : Prevalence of eating problems and related factors in professional 

female models above 18 years old in Bangkok.. Advisor: PAUL THISAYAKORN, M.D. 
  

The purpose of this cross-sectional descriptive study was to study the prevalence of 
eating problems in professional models and to study the related factors that contribute to 
eating problems in professional models above 18 years old in bangkok. The data was collected 
in 109 female models in Bangkok. Self-report questionnaires include general background 
questionnaire created by the researcher to ascertain personal and occupational information 
along with the use of the Thai Eating Attitude Test 40 (EAT-40), The Thai Body Image 
Dissatisfaction Scale, and The Thai Hospital Anxiety and Depression Scale (HADS). Statistical 
analysis of Chi-square and Fisher’s Exact tests were performed to examine associated factors 
which had significant relations to the models’ eating problems. 

The results revealed that Fifteen point six percent of models have a problematic 
eating attitude with statistically significant relating factors being depression, anxiety, body 
dissatisfaction, Body Mass Index (BMI), diet frequency, and self-comparison to model 
colleagues. 
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Chapter 1 
Introduction  

Background and Rationale  

Body image dissatisfaction is prevalent worldwide, with an emphasis on the 
desire to be thin. A major factor contributing to this is the mass media’s 
representation of unrealistic beauty standards and glorification of thin bodies(1)  
which is considered a threat to mental health, on the grounds that, a number of 
people touched by the issue develop poor eating habits, and, in those who possess 
predisposing issues might ultimately develop thinness-oriented eating disorders, 
namely anorexia nervosa and bulimia nervosa.(1) 

This desired-thinness is far from universal, especially in countries that suffer 
from famine and malnourishment.(2) However, In the western world and increasingly 
in Asian countries, including in Thailand, it is becoming a more common pursuit. The 
growth of the internet has allowed people fast and easy access to information and 
to connect with each other through their mobile devices. This allows for the growth 
of an online subculture focused on a lifestyle based on disordered eating attitudes 
and habits. One of such subcultures is the Pro-ana movement where individuals get 
together to share information and ways to lose weight without regard for each 
other’s health and wellbeing.(3) Efforts are being made to counter this movement 
through education, support and therapeutic conversations in forums such as 
‘recovery’ or ‘coping with abuse’ on supportive websites that operate on an 
empathic base such as www.myproana.com, but the battle continues with eating 
disorders having the highest mortality rate of any psychiatric illness directly related 
to the illness.(4)  

Anorexia nervosa is characterized as the disorder in which sufferers refuse to 
maintain a minimally normal weight by intense fear of gaining weight, and 
significantly misinterpret their body and its shape. Bulimia nervosa shares the goal of 
being thin, but occurring in individuals less able to sustain prolonged starvation as 
consistently as anorexia patients. These eating binges provoke panic as individuals 

http://www.myproana.com/
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feel that their eating as been out of control, resulting in a binge-purge cycle driven 
by the desire to attain the desired body weight.(5)  

Starvation from the condition can result in various types of deteriorations 
throughout the body such as, the risk of heart failure, decreased blood pressure, 
dangerously low blood sugar, bone loss, gastrointestinal problems and possible 
missing menstrual period in females. Additional problems occur in purging 
individuals, their vomiting can cause erosion of tooth enamel and destruction of 
esophageal tissue with possible tears and bleeding.(6) 

A group of people who are often seen as the culprit and are frequently 
accused of raising the bar for the ideal body standard in the media is fashion models. 
They are meant to represent ‘what men and women should look like’(7), which is 
why, to many adolescents they are also role models. This is especially dangerous 
because, fashion models are thought to be at an elevated risk for eating disorders, 
especially in Thailand where the familiar term for anorexia being “The model 
sickness”, as can be seen when one types the word into the google search tab and 
results for Anorexia pops up. This implies that models are synonymous with eating 
disorders. Nevertheless, a number of studies elsewhere have demonstrated that the 
prevalence of eating disorders in female fashion models is not higher than that in 
their non-model counterparts, though they might have deviated attitude towards 
eating due to their work.(8)  

As there have not been a study concerning this subject conducted in 
Thailand or Bangkok, therefore the investigator finds it appropriate to initiate the 
discussion here in Bangkok with this study aiming to bring light to the obscure 
subject. 

Research Questions 

1. What is the prevalence of eating problems in professional models?  
2 .  What are the related factors that contribute to eating problems in 

professional models?  
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Research Objectives  
1. To study the prevalence of eating problems in professional models. 

2 .  To study the related factors that contribute to eating problems in 
professional models. 

Hypothesis 

 None. 

Operational Definition  
 1 .  Professional female model means a person who accepts modeling jobs 
from a modeling agency.     

2 .  Eating problems refers to a troubled relationship with food that causes 
individual problems. This research will focus solely on symptoms related to only 
Anorexia and Bulimia indicated by scores higher than 30 on the EAT-40 eating 
disorder screening test.  

3. Body dissatisfaction refers to a state where a participant scores a high level 
in the Body Dissatisfaction Scale. 

4. Anxiety refers to the state where a participant score higher than 11 on the 
HADS. 

5. Depression refers to the state where a participant score higher than 11 on 
the HADS. 

Expected Benefit and Application 

1 .  To find the prevalence of eating problems in models who are the 
influencers of beauty in society. 

2. To allow a better insight into the related factors that influence their eating 
problems. 

3. To create new knowledge as a basis for further studies. 
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3. Conceptual Framework 

 The group studied were Thai female professional models  

  Independent Variable    Dependent Variable 

 

 

 

 

 
 

 
 

 

 

 

 

 
 

 
 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Personal factors  
Current age 
BMI  
Ethnicity 
Education 
Substance use  
Living alone or with companion 
Mental state: Depression & Anxiety  
Body Dissatisfaction 
Familial history of mental illness 

 
 Eating problems 

 
Occupational factors  

Starting age of working in the modeling industry   
Duration in the Industry  

Pressure to lose weight from agency 

Income 

Income Sufficiency   

Work frequency 

Self-comparison to colleagues   

Dominant type of work 

Time spent working in Thailand and abroad  
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Chapter 2 
Literature Review 

2.1 Body image  

Body image is a person's perception of the aesthetics or sexual attractiveness 
of their own body. The term body image was first coined by the Austrian neurologist 
and psychoanalyst Paul Schilder in his book The Image and Appearance of the 
Human Body.(9) The issues surrounding body image can be examined through, body 
negativity, and body positivity. Negative body image consists of a disoriented view of 
one’s shape; whereby they often feel self-conscious or feel ashamed, and assume 
others are more attractive.(10)  

In 2007 report by the American Psychological Association found that a 
culture-wide sexualization of girls and women was contributing to increased female 
anxiety associated with body image.(11) A way to illustrate the development of body 
negativity or positivity is through sociocultural models. There are numerous specific 
models, but the core is that 1. Social ideals of beauty exist (within a particular 
culture), being applied primarily in the realm of body weight and shape 2. They are 
transmitted through various sociocultural pathways 3. They are subsequently 
internalized by the society’s inhabitants 4. These inhabitants will then incubate 
satisfaction or dissatisfaction depending on how close they manage to get to their 
ideals.(11) 

This is currently administered in society through the mass media presenting 
culturally desirable features through models in magazines and other types of media. 
These ideas are then transferred through the tripartite model, comprised of 3 
powerful sociocultural influences; the media, family, and peers. The ideals targeted 
towards women are presented through female models who share a common trait of 
thinness, and those targeted towards men are done via male models with strong 
features and muscular builds. Consequently, this model would indicate that extreme 
body dissatisfaction, and eating disorders would affect every single member of 
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society who do not fit the cultural esthetic mould, obviously that is not the case as 
genetic, biological, and psychological factors should be taken into account(12)  

2.2 Eating problems   

An eating problem is any relationship with food that one might find difficult(13)  
It can influence people’s food choices and health status.(14) 

 Deviated eating behaviors and attitudes and consuming less nutrition than 
what the body needs is a symptom of Eating Disorders (ED) which is a psychiatric 
disorder that deviates the sufferer’s eating behavior to the point where damage 
occurs to the body and the mind. There are numerous disorders in this category but 
in this research are as follows 

 1. Anorexia Nervosa (AN) which causes the patient to refuse to maintain a 
healthy body weight and cause them to have an extreme fear of gaining weight. This 
causes them to restrict their food and caloric intake or purge by self-endured 
vomiting, excessive exercise, or laxatives which affects their physical and 
psychological health.(15) 

 2. Bulimia Nervosa (BN) which causes the patient to have deviated eating 
behaviors; they would consume an excessive amount of food in a short period of 
time, this is often called binging. Then they will purge by self-endured vomiting, 
laxatives or going on water fasting. A number of BN patients have a relatively normal 
BMI and body weight, but they might have other physical secondary symptoms from 
the illness such as tooth decay.(15) 

2.3 Previous researches  

Garner and Garfinkel (1980)(16) conducted the first study on models who were 
considered to be at risk for Anorexia because of increased pressure to maintain a 
slender figure and identified significant differences between fashion students and the 
control group. The study examined symptoms of Anorexia assessed by Eating 
Attitudes Test (EAT-40), through the comparative analyses of five groups: fashion 
students, ballet students, normal controls, patients with Anorexia, and music 
students controls. The results showed that symptoms of Anorexia were significantly 
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higher among fashion students compared to the control group: 34 % (n = 19) scoring 
above the cut-off at eating disorder assessment questionnaire with 7 % (4 cases) 
identified with Anorexia. Fashion students included in the study fell, however, on 
average within the limits of normal weight range (BMI M = 18.98 kg/m2).(16) 

Brenner and Cunningham (1992) (17) examined eating attitudes among 
professional fashion models compared to control groups and also took into 
account gender differences. The study showed no significant differences in eating 
disorders between models and non-models, based on the EAT-26 scores. However, 
significant gender differences were identified, women having higher scores than 
men in both model control samples. This illustrated the higher frequency of eating 
behavior problems among women than men, regardless of occupation. (17) 

Van Hanswijck and van Furth investigated (1999)(18) the prevalence of ED in 
feminine population of professional fashion models, assessed by EAT and Eating 
Disorders Inventory- bulimia subscale questionnaires. Eating Disorders Examination 
(EDE) interview was also administered to all those models who scored above the 
cut-off on questionnaires. The study showed that the prevalence of eating disorders 
is not higher among professional fashion models and did not find any case of 
Anorexia or bulimia nervosa (BN). However, despite these findings, there was no 
control group and the low response rate of fashion models from the study (16 %), 
from the size of the original targeted group, limited the researchers in generalizing 
any conclusion based on the results.(18) 

Santonastaso et al. (2002)(19) conducted by focused on the prevalence of ED 
among professional fashion models from Milan of different nationalities, in 
comparison with a control group matched for socio-cultural and demographic 
variables. Results showed that the fashion model occupation per se does not 
represent a risk for full-syndrome ED, because pathological eating attitudes were not 
significantly more frequent in models’ group than in the control group. The study 
found no significant differences between models’ and controls’ scores. In addition, 
full-syndrome ED was slightly more frequent among the control group, while partial-
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syndrome ED was significantly more frequent in models, with 20 % of models and 4 % 
of controls meeting the partial-syndrome criteria(19) 

2002 to 2003 through interviews at a National Medical Center in Tokyo found 
approximately 30% of women with DSM-IV anorexia nervosa and bulimia nervosa accounted 
for their food refusal with explanations other than weight concern or fat phobia.(20) 

2005 In Hong Kong a study by Kelly Y C Lai showed that adolescent female 
students between 15 – 21 years old, 85% wanted to weigh less, although only 4.8% 
were actually overweight.(21) 

P.S. Jennings et al. (2006)(22) a study of Eating disorder attitudes and 
psychopathology in Caucasian Australian, Asian Australian and Thai university 
students. Attitudes and eating disorder psychopathology differ among the three 
ethnic groups. The mean rank of total scores for the EAT-26 (Total EAT) and its 
subscales were significantly higher for the Thai group. The Kruskal-Wallis test 
revealed a significant group difference in the mean rank of total EDI-2 scores, with 
the Thai group having a higher mean rank than the Asian Australian group, which had 
a higher meaning rank than the Caucasian group. The Thai group mean ranks were 
also the highest in the Bulimia, Maturity Fears, Asceticism and Impulse Regulation 
subscales. The Asian Australian and Thai groups had higher mean ranks than the 
Caucasian Australian group in the Ineffectiveness, Interpersonal Distrust, Maturity 
Fears and Social Insecurity subscales. The Asian group had higher mean rank than the 
other two groups in Perfectionism Subscale.(22) 

In 2010 Cho, Maeng Je MD, discovered the prevalence of eating disorders in 
South Korea was 0.012% and 0.013% in 2015 through the use of the K-CIDI interview 
questionnaire in the general population which is quite minimal.(23) 

Chang YJ et al. (2011)(24) conducted a survey on eating disorder-related 
thoughts, behaviors, and their relationship with food intake and nutritional status in 
female high school students in Taiwan conducted on in total 1,605 female high 
school students showed that disturbed eating attitudes and behaviors were 
significantly associated with overestimation of body weight, unrealistic body weight 
goal, dissatisfaction with body weight, and weight loss experiences.(24) 
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Viren Swami (2013)(25) conducted a study in 52 models attached to several 
modeling agencies in London England and a control group of 51 women. Results 
showed that there was no significant difference in mean age between fashion models 
and the control sample. There were also no significant between-group differences in 
the distribution of ethnic groups and educational qualifications. On the other hand, 
the models reported a significantly lower BMI than the control sample. Based on 
established BMI categories, the professional models would be classified as 
underweight, whereas the control sample was of normal weight. Half the fashion 
models had BMIs below 18.0 kg/m2 compared with 8.2% of the control sample. 
Results also showed that, relative to the control sample, fashion models had 
significantly higher drive for thinness, and dysfunctional investment in appearance. 
greater duration as a professional model was significantly associated with more 
positive body appreciation, but also greater drive for thinness. Higher self-reported 
BMI was also significantly associated with poorer body appreciation and greater body 
dissatisfaction.(25) 

Rodgers RF. (2017)(26) found results of a strategic science study to inform 
policies targeting extreme thinness standards in the fashion industry conducted by 
the Department of Applied Psychology, Northeastern University in association with 
The Model Alliance in New York found that the mean age participants started 
modeling was 16.8 years with some starting as early as 5 years old. The mean BMI 
was 17.5 kg/m2 ranging from 14.5 to 26.4, however 81% of the models who 
participated in the study had a BMI under 18.5, and only 4 participants from a 
sample of 85 female fashion models had a BMI over 20. Furthermore, results also 
illustrate that overall, models reported high levels of pressure to lose weight from 
their agencies and reported having been often or always told by them in the past 
year to tone up (44%), lost weight (36%) or adopt a new diet or exercise regimen 
(32%). Some have been provided with pills or substances that promote weight loss 
(5%).(26) 
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In 2020, Sook Ning Chua PhD found that 6.2% out of 797 Singapourean adults 
screened positive for an eating disorder according to the DSM5. The study was 
conducted through a cross sectional survey of validated ED screening tools.(27) 

Rachel F. Rodgers et al. (2020) found Frequencies of reported unhealthy 
weight control behavior (UWCB) with the most frequently reported UWCB during the 
week of NYFW Fall 18 itself being skipping meals (54% reporting at least once or 
twice). Only 11 participants reported engag-ing in no UWCB. Over a quarter of 
participants (28%) reported having been asked to lose weight or change their body 
shape/size by a pro- fessional within the industry in preparation for NYFW Fall'18. In 
addition, 20% reported that an industry professional had suggested that their 
weight/shape had prevented them from booking a job (n =15of which n = 7 with BMI 
< 18.5). Almost half of participants (42%, n =3).(28) 
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Chapter 3 
Methodology 

The research will be conducted through a cross-sectional descriptive study.  

Research Methodology  

Population and Sample  

The target population is professional models of ages 18 years and above 
from 8 modeling agencies Bangkok who wish to be unnamed. The population 
sample was drawn from Bangkok because most modeling agencies and fashion 
related events are held mainly in Bangkok, resulting in most of the model 
population to be in Bangkok. 

The researcher drew a sample size from the target population which is 
estimated by the agencies to be approximately 200 people.   

The researcher employed the Cochran formula for the sample size 
calculation which is applicable in this case where the total population on the day 
of data acquisition is unknown.  

n  = 
𝑍2𝑝(1−𝑞)

𝑒2
 

n  is the sample size, 
    Z2   is the abscissa of the normal curve that cuts off  

     an area α at the tails. 

(1 – α) equals the desired confidence level,  
e.g., 95%). The value For Z is found in statistical  
tables which contain the area under the normal  
curve. e.g Z = 1.96 for 95 % level of confidence. 

e   is the desired level of precision, in this case it is  
  no more than 0.1 
P  is the estimated proportion of an attribute that  
  is present in the population,  in this case, 

because there is no official record regarding the  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 12 

population of models in Bangkok p = 0.5  
q   is 1-q. 

Once the equation is applied the calculated sample size is approximately 96 
people. In order to avoid error, the researcher added another 10% to the sample 
size, totaling at 106 people.   

• Inclusion Criteria  

- Models who receive work via a modeling agency. 

- Models who are 18 years of age and above 

• Exclusion Criteria  

- Models who decline answering the survey.  

- Models who are not of Thai nationality.  

Assessment Tools 

Part 1 is a checklist questionnaire created by the researcher to acquire the 
subjects’ personal information, including work related information, family history and 
drug use information.  

Part 2 is the Thai Eating Attitude Test 40 (EAT-40) created by Garner and 
Garfinkel in 1979, is an original evaluation test with the purpose of using for the 
studies of eating disorders with a standardized self-report measure of symptoms and 
concerns characteristic of eating disorders It has similar characteristics as the 
diagnosis in the DSM-IV. The Thai version was developed by Kittipat Soontornmanop, 
it was qualified as having a high level of reliability both in test-retest and internal 
consistency. They were able to be used by psychiatrists for screening patients having 
an eating disorder. It consists of 40 questions relevant to dimensions of food or 
eating. The screening tool can also predict the occurrence of bulimic behavior. The 
rating is done through a Likert scale which is composed of the following choices. 
Responses are rated on a 1 (Always) to 6 (Never) spectrum. Items 1,18,19,23 and 39 
are scored: 
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6  = 3 points   5  = 2 points  

4  = 1 point    3, 2, 1  = 0 points  

The remaining items are scored:  

1 = 2 points    2 = 2 points 

3 = 1 point    4, 5, 6  = 0 points  

Scores for each item differ from one another. Total score is the sum of each 
item. A score greater than 30 is considered to be an indicator of anorectic disorder. 

 The score cut-off point is at 30 or more which indicates that the taker has 
similar eating attitudes as sufferer’s of Anorexia Nervosa in a clinical term.(29) 

Part 3 is The Thai Body Image Dissatisfaction Scale which is a 10 item self-
rating questionnaire originally developed by Mezzo (1999) and translated by Kulaya 
Dechittirat and Anon Sakworawich. The instrument is confirmed to have a good 
reliability and validity. The questionnaire has high internal and external consistency; 
Cronbach’s alpha was 0.94. The Thai version of the Body Image Dissatisfaction Scale 
showed a good psychometric property. 

It uses a 5 point scale for rating body dissatisfaction  

1 - Not at all    2 - Once in a while  
3 – Sometimes   4 - Often 
5 - Always 

These scores are then processed into an overall summary score for each 
participant ranking from 0 to 50, the lower the score the better self body image the 
subject has.(30) 

According to a piece of research done on body image and self-esteem of 
overweight adolescents by Praweenar Thadaphrom (2007) which employs a similar 
Likert scale test, the outcome will be classified into 3 groups (Mild, Moderate, 

Severe) by using the mean of the total score minus by 
1

2
of the standard deviation  to 

determine the cut-off point of the score for the mild range, and the mean of the 
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total score plus 
1

2
of the standard deviation to determine the cut-off point for the 

severe range, the scores that are in between those 2 points will be determined as 
moderate.(28) 

Part 4 is the Thai Hospital Anxiety and Depression Scale (HADS), originally 
developed by Zigmond and Snaith in 1983(31) and developed into the Thai version by 
Tana Nilchaikowit et al.(30) It is a widely used, relatively concise and reliable scale to 
measure levels of depression and anxiety. The HADS is a fourteen item scale that 
generates ordinal data. Seven of the items relate to anxiety (Odd numbered items) 
and seven relate to depression (Even number items). The scoring is in Likert Scale 
with each item having 0-3 scores, separating the scoring into a depression half and an 
anxiety half. The accuracy of the Thai version of the tool was conducted with 
Cronbach’s Alpha Coefficient and found 0.86 regarding items concerning anxiety and 
0.83 regarding items concerning depression. It also has 100% sensitivity and 86% 
specificity regarding items concerning anxiety and 85.71 sensitivity and 91.3 specificity 
regarding items concerning depression when the cutoff score is ≥11 and this cutoff 
score coincides with clinical diagnosis at 88.83% for anxiety and 90% for depression. 
Furthermore, this tool is able to rate severity of symptoms of depression and 
anxiety.(30)  

The scores range from 0-21 like so  

0 – 7   rated as non-cases (no mental anomalies) 
7 – 10  rated as doubtful cases (a certain level of depression and  

anxiety that might indicate that mental medical attention  
is required) 

11 – 21  rated as cases (a level of depression and anxiety that is 
deemed a disorder) 
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Data collection  

1. The researcher requested an introduction letter from the Department of 

Psychiatry, Faculty of Medicine, Chulalongkorn University.  

2. The data collection was done by the researcher. She originally planned to 

contact the participants and their agencies to personally hand them the survey and 

wait to collect the survey from them, but due to the spread of COVID-19 during the 

data collection, the survey had to be distributed online. The questionnaires were not 

passed from participant to participant in order to ensure that all the information is 

acquired from the people who truly are the sample population needed. 

3. Each participant took approximately 15 – 20 minutes to complete the 

questionnaire.  

4. The researcher inspected that all the data is acquired for further analysis.  

Data Analysis  

The researcher used the SPSS (Statistical Package for Social Science) software 

for statistical analysis with a predetermined acceptable level of statistical significance 

at 0.05. The results of the research have been acquired with the aid of inferential 

statistics of the following.  

1. Descriptive analysis (mean, SD, number, and percentage) 

2. Pearson’s correlation 

3. Chi-Square  

4. Correlation 
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Chapter 4  
Results    

A total of 109 Thai professional female models consented and provided the 
information. The study results are divided into 3 parts as follows. 

Part 1 Discusses the personal and occupational information in numbers and 
percentage  

 Part 2 Discusses clinical information acquired from the Thai EAT-40 test 
concerning problematic and non-problematic eating attitudes, the Thai Body 
Dissatisfaction Scale concerning the severity of models’ body dissatisfaction level, 
and the Thai HADS concerning models who screened positive for depression and 
anxiety. The information is presented in numbers and percentages.  

Part 3 Discusses information on independent variables that have a significant 
correlation to the dependent variable (Eat-40 score), which are BMI, diet frequency 
and reported self-comparison to colleagues.   

 Part 4 Discusses information on independent variables that were found not to 
have a significant correlation to the dependent variable (Eat-40 score) which are the 
model’s height, weight, ethnicity, living conditions, family history of mental illness, 
drug use, working years in the modeling industry, pressure from modeling agencies to 
lose weight, income level, and their work abroad.  
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Part1  
This part will discuss the personal information and occupational information 

of models.  
Table 1 Personal information and occupational information of 109 Thai professional 
female models  

Personal Information Number (person) Percentage 
Age (Mean=25.38 / SD=3.84)   
     - ≤ 25 59 54.1 
     - > 25 50 45.9 
Height (Mean=168.03 / SD=0.06)   
     - ≤ 168 cm. 58 53.2 
     - > 168 cm. 51 46.8 
Weight (Mean=49.02 / SD=6.78)   
     - ≤ 49 kg. 56 51.4 
     - > 49 kg. 53 48.6 
Ethnicity   
     - Half-blood 28 25.7 
     - Completely Thai 81 74.3 
Education   
     - High School (M.6) or under 9 8.2 
     - Diploma 1 0.9 
     - Bachelor’s Degree 87 79.8 
     - Above Bachelor's 11 10.1 
Living conditions   
     - Alone 25 22.9 
     - With Parents 48 44.0 
     - With spousal family 1 0.9 
     - With friends 2 1.8 
     - With unmarried partner 28 25.7 
     - With siblings 3 2.8 
     - With others 2 1.8 
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Table 1 Personal information and occupational information of 109 Thai professional 
female models  

Personal Information Number (person) Percentage 

BMI (Mean=17.45 / SD=1.22)   
     - Normal weight (BMI >18.5) 19 17.4 
     - Underweight (BMI ≤ 18.5) 90 82.6 
Familial history of mental health   
     - Has family with mental illness 25 22.9 
     - No family with mental illness 84 77.1 
Substance use (models can use more than 1 drug)  
     - Yes 59 54.1 
          - Alcohol 40 36.69 
          - Tobacco 23 21.1 
          - Cannabis 14 12.8 
          - Others (Cocaine, Ketamine, etc.) 7 6.3 
     - No 50 45.9 
Told to lose weight by agency   
     - Never 44 40.4 
     - Almost Never 39 35.8 
     - Often 20 18.3 
     - always 6 5.5 
Pressured to lose weight by agency   
     - Never 52 47.7 
     - Almost Never 37 33.9 
     - Often 12 11.0 
     - always 8 7.3 

Diet frequency   

     - Never 19 17.4 
     - Almost Never 33 30.3 
     - Often 33 30.3 
     - always 24 22.0 
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Table 1 Personal information and occupational information of 109 Thai professional 

female models 
Personal Information Number (person) Percentage 

Self-comparison to model colleagues   
     - Self-compare 77 70.6 
     - Non-self-compare 32 29.4 
Income Source   
     - Modeling & Entertainment only 47 43.1 
     - Modeling & Other industries 62 56.1 
Income   
     - Under 30,000 (Thb) 34 31.2 
     - 30,001 – 70,000 62 56.9 
     - 70,001 – 100,000 12 11.0 
     - Above 100,001  1 0.9 
Income Sufficiency   
     - Enough with some to keep 55 50.5 
     - Enough with none to keep 35 32.1 
     - Not enough 19 17.4 
Working years in the modeling industry (Mean=5.45 / SD=3.47) 
     - Under 5 years 64 58.7 
     - Over 5 years 45 41.3 
Work abroad   
     - Works abroad or partly abroad 28 25.7 
     - Works only in Thailand 81 74.3 

Here we found that the mean age of the model is 25 (84.36%), most models 
are in the 20-29 age range, the majority of models are completely Thai. Their 
education level was mostly Bachelor's degree. It has also found that 82.6% of 
models are underweight. 77.1% Of models have no family history of mental 
illnesses. 54.1% of models are substance users with the majority being alcohol and 
tobacco and cannabis, while none of them report using drugs for the intention to 
lose weight. 35.8%, 18.3%, And 5.5% of models were almost never told to lose 
weight, often told to lose weight, and always told to lose weight by their modeling 
agencies respectively. 33.9%, 11%, And 7.3% of models were almost never pressured 
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to lose weight, often pressured to lose weight, and always pressured to lose weight 
by their modeling agencies.  22% Of models reportedly have always been on a diet. 
70.6% Of models compare themselves to their model colleagues.  

Part 2 Presentation of clinical information acquired from the models using the 
tools; EAT-40, Body Dissatisfaction scale and HADS.  

In this part clinical information found from screening tools will be discussed. 

This includes; the EAT-40 test which will indicate if each model has a problematic 

eating attitude or not; those who score 30 or more out of the possible full score of 

85 are deemed to have eating problems. The body dissatisfaction test which will 

indicate the level of dissatisfaction each model has towards their bodies with 3 

levels mild to moderate at the cut-off point at 20 and moderate to severe at the 

cut-off point of 29 from a possible full-score of 50, and The Thai HADS which will 

indicate if each model is screened positive from depression and anxiety. Those who 

score 11 and above from a possible full-score of 21 are deemed to be depressed 

and/or anxious.  

Table 2 The results of the EAT-40 test, the body dissatisfaction test, and the Thai 
HADS from 109 Thai professional female models. 

Results Number (person) Percentage 
Eating attitude   
     - Problematic 17 15.6 
     - Non-problematic 92 84.4 
Body dissatisfaction   
     - Mild 45 41.3 
     - Moderate 32 29.4 
     - Severe 32 29.4 
Mental state   
     - Depressed 7 6.4 
     - Not Depressed 102 93.6 
     - Anxious 21 19.3 
     - Not Anxious 88 80.7 
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Table 2 indicates that the prevalence of problematic eating attitudes in Thai 
female models of 18 years old and above is 15.6%. Almost half of models have mild 
body satisfaction at 41.3%, some models have moderate body dissatisfaction at 
29.4%, and the same number of models also have severe body dissatisfaction. 
Moreover, 6.4% of models are found to be depressed and 19.3% of models are 
found to be anxious.  

Part 3 The correlation between the demographic/clinical factors and the 
problematic eating behaviors. 

The correlating factors that were found to be statistically significant are Body 
dissatisfaction, anxiety, depression, BMI, diet frequency, and pressure from agency to 
lose weight found by employing Pearson’s correlation, Chi-square and histogram 
graph as will be discussed in the following tables.  

Table 3 Body dissatisfaction (BD), Anxiety, and Depression significant correlation to 
eating problems via the usage of Pearson’s correlation.  

 Depression Anxiety EAT BD 
Depression 1.000    

Anxiety 0.7767* 1.0000   
EAT 0.3923* 0.4131* 1.0000  
BD 0.3977* 0.4330* 0.6332* 1.0000 

*Significant at 0.01  

 From this table we can infer that anxiety, depression, and body dissatisfaction 
levels have statistically significant correlations to EAT score levels at 0.05  

The relation between depression and anxiety has a coefficient correlation 
(r=0.77767) that signifies that there is a high positive correlation.  

Depression & problematic eating attitude and depression & body 
dissatisfaction are statistically correlated, with low coefficient correlations of 0.3923 
and 0.3977 respectively  

Anxiety and body dissatisfaction are statistically significantly correlated, 
although with quite a low coefficient correlation of 0.4330.  
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Finally, eating attitudes and body dissatisfaction are also statistically 
significant with a coefficient correlation of 0.6332 which is quite high.   

 BMI is found to have a significant correlation to scores of eating problems via 
Fisher’s exact, as will be shown in table 4.  

Table 4 BMI, diet frequency, and self-comparison to colleagues correlation to eating 
problems  

Factors  Not Problematic 
Eating Attitude 

(Person) 

Problematic 
Eating Attitude 

(Person)  

Total 

BMI  (X2= 4.465 / P-value = 0.045)   

     Underweight 79 (87.8%) 11 (12.2%) 90 

     Normal weight 13 (68.4%) 6 (31.6%) 19 

     Total 92 17 109 

Diet frequency (X2= 14.123 / Fisher’s exact = <0.001) 

     Less frequent 51 (98.1%) 1 (1.9%) 52 

     More frequent 41 (71.9%) 16 (28.2%) 57 

     Total 92 17 109 

Self-comparison to colleagues (X2= 8.370 / Fisher’s exact = 0.03) 

     self-compare 60 (77.9%) 17 (22.1%) 77 

     No self-compare 32 (100%) 0 (0%) 32 

     Total  92 17 109 

From this table we can infer firstly, that the models with normal weight BMI 
have a higher possibility of having eating problems when running the data of BMI and 
the data of models with problematic eating attitudes through a Fisher’s exact test at 
the P-value of 0.05. There are 90 underweight models which is more than normal 
weight models at 12 people. There are 79 (87.8%) models who are underweight with 
a non-problematic eating attitude and 11 (12.2%) models who are underweight with 
problematic eating attitudes. Among normal weighted models there are 13 (68.4%) 
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models who do not have a problematic eating attitudes and there are 6 (31.6%) 
normal weighted models who have problematic eating attitudes  

Secondly, this table shows that diet frequency has a statistically significant 
correlation with the model’s eating attitudes when running the data through a Chi-
square test at the P-value of 0.05. There are 52 models who go on diets less 
frequently, which is 5 models less than the 57 models who go on diets more 
frequently. 51 (98.1%) Of models who go on diets less frequently do not have 
problematic eating attitudes and 1 (1.9%) has a problematic eating attitude, while 41 
(71.9%) of models who go on diets more frequently have problematic eating 
attitudes, 16 (28.2%) have problematic eating attitudes.  

Thirdly, this table conveys that the model’s self-comparison to their 
colleagues has a statistically significant correlation with their eating attitudes when 
running it through a Fisher’s exact test at the P-value of 0.05. There are 77 models 
who report that they compare themselves to their colleagues and 32 models 
reportedly do not compare themselves to their colleagues. Among those who 
compare themselves to their colleagues 60 (77.9%) have no problematic eating 
attitudes and 17 (22.1%) have problematic eating attitudes, while among those who 
do not compare themselves to their colleagues 32 (100%) do not have problematic 
eating attitudes and none do.  

Table 5 Results of significant correlations found using Logistics regression, which are 
Anxiety and Diet frequency. 

variables B SE P or Lower Upper 

Anxiety 1.43 0.61 0.02 4.2 1.25 14.12 

Diet Frequency 2.84 1.06 0.007 17.13 2.14 137.15 

The factors that were found to be statistically significant by controlling 
variables via Logistics Regression statistics are anxiety and diet frequency. Anxiety is 
shown to have a statistical correlation at the P-value of 0.02 and diet frequency has 
a statistical correlation at the P-value of 0 .0 0 7  which means that these 2  factors 
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being present will increase the likelihood of a subject having disordered eating 
behaviours of 4.2 and 17.3 times more than they would have without these factors 
respectively. 

Part 4 Information on independent variables that were found not to have a 
significant correlation to eating attitudes.   

The factors that were found not to be statistically significant are height, 
weight, ethnicity, living conditions, family history of mental illness, drug use, working 
years in the modeling industry, pressure from modeling agencies to lose weight, 
income level, and their work abroad. This information was obtained by Chi-square 
and Fisher’s Exact test. 

Table 6 Information on factors that do not have significant statistical correlations to 
models’ problematic eating attitudes.  

Factors  Not Problematic 
Eating Attitude 

(Person) 

Problematic 
Eating Attitude 

(Person)  

Total 

Height (X2= 0.001 / P-value = 0.981)   

     ≤ 168 cm. 49 (84.5%) 9 (15.5%) 58 

     > 168 cm.  43 (84.3%) 8 (15.7%) 51 

     Total 92 17 109 

Weight (X2= 0.839 / P-value = 0.360) 

     ≤ 49 kg. 49 (87.5%) 7 (12.5%) 56 

     > 49 kg. 43 (81.1%) 10 (18.9%) 53 

     Total  92 17 109 

Ethnicity (X2= 0.049 / P-value = 0.546) 

     Thai  68 (84%) 13 (16%) 81 

     Half 24 (85.7%) 4 (14.3%) 28 

     Total  92 17 109 
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Table 6 Information on factors that do not have significant statistical correlations to 
models’ problematic eating attitudes.  

Factors  Not Problematic 
Eating Attitude 

(Person) 

Problematic 
Eating Attitude 

(Person)  

Total 

Living conditions (X2= 0.004 / P-value = 0.583)   

     Alone 21 (84%) 4 (16%) 25 

     With company 71 (84.5%) 13 (15.5%) 84 

     Total 92 17 109 

Family history of mental illness (X2= 1.740 / P-value = 0.157)  

     Yes  19 (76%) 6 (24%) 25 

     No  73 (86.9%) 11 (13.1%) 84 

     Total 92 17 109  

Druguse (X2= 0.179 / P-value = 0.672)   

     Yes  43 (86%) 7 (14%) 59 

     No  49 (38.1%) 10 (16.9%) 50 

     Total 92 17 109 

Working years in the modeling industry (X2= 2.619 / P-value = 0.106) 

     ≤ 5 years 51 (79.7%) 13 (20.3%) 64 

     > 5 years 41 (91.1%) 4 (8.9%) 45 

     Total 92 17 109 

Pressure from agencies to lose weight (X2= 2.702 / P-value = 0.083) 

     Has pressure 45 (78.9%) 12 (21.1%) 57 

     Has no pressure 47 (90.4%) 5 (9.6%) 52 

     Total 92 27 109 
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Table 6 Information on factors that do not have significant statistical correlations to 
models’ problematic eating attitudes.  

Factors  Not Problematic 
Eating Attitude 

(Person) 

Problematic 
Eating Attitude 

(Person)  

Total 

Income (X2= 0.186/ Fisher’s exact = 0.884) 

     Higher income 1 (100%) 0 (0%) 1 

     Lower income   91 (84.3%) 17 (15.7%) 108 

     Total  92 17 109 

Work abroad  (X2= 0.682/ Fisher’s exact = 0.310) 

     Worked abroad 25 (89.3%) 3 (10.7%) 28 

     Not worked abroad 67 (82.7%) 14 (17.3%) 81 

     Total 92 17 109 

This table conveys that height has no significant statistical correlation with 
eating attitudes. 58 Models are 168 cm. or less tall and 51 models are above 168 cm. 
tall.  49 (84.5%) of Models who are 168 cm. and smaller tall have no problematic 
eating attitudes and 9 (15.5%) of them do, while 43 (84.3%) of models who are 
above 168 cm. tall have no problematic eating attitude and 8 (15.7%) of them do.  

Weight has no significant statistical correlation with eating attitudes. 56 
Models weigh 49 kg. or less and 53 models weigh over 49 kg. 49 (87.5%) of Models 
who weigh 49 kg. or lower have no problematic eating attitudes and 7 (12.5%) of 
them do, while 43 (81.1%) of models who weigh above 49 kg. have no problematic 
eating attitude and 10 (18.9%) of them do.  

Ethnicity has no significant statistical correlation with eating attitudes. 81 
Models are Thai and 28 are half-bloods. 68 (84%) Of models who are Thai have no 
problematic eating attitudes and 13 (16%) do, while 24 (85.7%) of models who are 
half-blood had no problematic eating attitudes and 4 (14.3%) of them do.  
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Living conditions have no significant statistical correlation with eating 
attitudes. 25 Models live alone and 84 models live with company. 21 (84%) of those 
who live alone don’t have a problematic eating attitude and 4 (16%) of them do, 
while 71 (84.5%) of models who live with company don’t have problematic eating 
attitudes 13 (15.5%) of them do.  

Family history of mental illness has no significant statistical correlation with 
eating attitudes. 25 Models have family members who have a history of mental 
illness and 84 don’t. 19 (76%) Of models who have family members with history of 
mental illness have no problematic eating attitudes and 6 (24%) do, while 73 (86.9%) 
of models who don’t have family members with history of mental illness have no 
problematic eating attitudes and 11 (13.1%) of them do.  

Druguse has no significant statistical correlation with eating attitudes. 59 
Models reportedly use drugs and 50 don’t. 43 (86%) Of models who use drugs have 
no problematic eating attitudes and 7 (14%) do, while 49 (38.1%) of models who use 
drugs have no problematic eating attitudes and 10 (16.9%) of them do.  

Working years in the modeling industry has no significant statistical correlation 
with eating attitudes. 64 Models have worked in the modeling industry for 5 years or 
under and 45 have worked in the modeling industry for over 5 years. 51 (79.7%) Of 
models who have worked in the modeling industry for 5 years or under have no 
problematic eating attitudes and 13 (20.3%) do, while 41 (91.1%) of models who 
have worked in the modeling industry for over 5 years have no problematic eating 
attitudes and 4 (8.9%) of them do.  

Pressure from modeling agencies to lose weight has no significant statistical 
correlation with eating attitudes. 57 Models reportedly have been under this pressure 
and 52 have not. 45 (78.9%) Of models who have been under pressure to lose 
weight from their agencies have no problematic eating attitudes and 12 (21.1%) do, 
while 47 (90.4%) of models who have not been under this pressure have no 
problematic eating attitudes and 5 (9.6%) of them do.  
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Income level has no significant statistical correlation with eating attitudes. 1 
Models reportedly have higher income and 108 have lower. 1 (100%) Of models who 
have higher income have no problematic eating attitudes and 0 (0%) do, while 91 
(84.3%) of models who have lower income have no problematic eating attitudes and 
17 (15.7%) of them do.  

Working abroad has no significant statistical correlation with eating attitudes. 
28 Models have worked abroad and 81 have only worked in Thailand. 25 (89.3%) Of 
models who have worked abroad have no problematic eating attitudes and 3 (10.7%) 
do, while 67 (82.7%) of models who have only worked in Thailand have no 
problematic eating attitudes and 14 (17.3%) of them do. 
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Chapter 5 

This cross-sectional descriptive research in 109 Thai female professional 
models aimed to study the prevalence of eating problems and their correlated 
factors by collected the data from 8 different modeling agencies between August  
2020 to January 2021. By using the Thai Eating Attitude Test-40, we found that the 
prevalence of problematic eating attitudes in Thai female models is 15.6%. The 
factors that were found to have a statistically significant correlation with the EAT-40 
score are body dissatisfaction, anxiety, depression, BMI, diet frequency, and self-
comparison to other model colleagues.  

In Thailand and Asia there has been limited eating disorder studies done and 
especially rare in the model population. However, there has been some information 
compiled from the general population. In Thailand, a research done by Gunchanon 
Khawda in 2019, using the Thai EAT-26 found that 23.8% of senior highschool girls 
had problematic eating behaviors.(32) Which, by this information we can infer that 
female Thai models do not have a higher tendency of suffering from disordered 
eating than Thai female high schoolers.  

In other Asian countries, those who have been more influenced by the 
western cultures that embraced thinness seem to have rising numbers of eating 
disorder cases such as Japan, Singapour, Korea, and Hongkong(33) 

Data acquired from 2002 to 2003 through interviews at a National Medical 
Center in Tokyo found approximately 30% of women with DSM-IV anorexia and 
bulimia.(20) This is more than the prevalence this research has found in models and 
more than what was found in highschool girls in Thailand.  

In contrast, Maeng Je Cho MD iIn 2010 discovered the prevalence of eating 
disorders in South Korea using interviews based on the K-CIDI (Korean Composite 
International Diagnostic Interview) which was designed to make psychiatric diagnosis 
based on the DSM V. The results found that only 0.12% and 0.13% of South Koreans 
in 2015 had a lifetime and 12-months prevalence of eating disorders.(23) This number 
is significantly lower than what was found in Japan and Thailand, and could 
explanatorily be due to the different tools used to ascertain the data.  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 30 

 In 2020, Sook Ning Chua PhD found that 6.2% of 797 female adults samples 
screened positive for an eating disorder according to the DSM-5.(27) This is less than half of 
what was found in another Thai research and well as the prevalence  found in this research.  

 In previous studies worldwide there are only a handful of studies conducted 
on the subject in the same population with most having a lower sample number 
than this research. 

The prevalence of models with eating problems of 17 people (15%) found in this 
research is more than what Garner and Garfinkel found in 1980 of 7 % (4 cases) (N=19).(16) 

Santonastaso et al. in 2002(19) found one case of AN (1.6%) among A group of 
63 professional fashion models. Eight models (12.7%) had partial AN. Assumingly, the 
total amount of eating problems in this study was 13.3% which is close to the 15% 
prevalence of disordered eating behavior found in this study. 

Rachel F. Rodgers et al. in 2 0 2 0  found Frequencies of reported unhealthy 
weight control behavior (UWCB) with the most frequently reported UWCB during the 
week of NYFW Fall'1 8  itself being skipping meals (5 4 %  reporting at least once or 
twice)(2 8 ), which is a whopping 3 .6  times more than what this research has found. 
However, the participants of Rachel F. Rodgers et al.’s research reported only 
partially problematic eating attitudes, but this study did not employ the use of the 
EAT-40 tool as was done in this study, but used a self-reporting survey based on the 
previous study of Rodgers et al. back in 2 0 1 7  on Disordered eating behaviors and 
sexual objectification during New York fashion week.(28) Moreover, this cross-sectional 
research was performed during NYFW Fall’18 which is considered a pressurized time 
for participating models, whereas this was performed during few months. 

This research found a correlation between problematic eating attitudes and 
body dissatisfaction. It coincides with a study conducted in 2016 by Lofrano-Prado, 
Mara Cristina, et al. that also found a significant link between problematic eating 
attitudes and body dissatisfaction using the tools; EAT-26 , BITE, BES, and BSQ.Body 
image dissatisfaction was independently associated with a 22-fold increased risk for 
anorexia, 18-fold for bulimia and 25-fold for binge eating.(34) 
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This research found a significant link between problematic eating behaviors 
and Depression & Anxiety, as this relationship has been well established as some of 
the most common comorbidities of eating disorders.(2 8 ) Qiguo Lian et al. in 2 0 1 7 
indicated that from a sample of 8 ,7 4 6  Chinese adolescents all levels of anorexia 
serve as indicators of remarkable suicidal thoughts, which is significantly related to 
depression and anxiety. However, the measurement tools to acquire information of 
suicidal thoughts, depression, and anorexia, were all done by a questionnaire created by 
the researchers of the study.(35) Another study by Pollice, Christine, et al. in 1997 found a 
correlation between depression, anxiety and anorexia were conducted in female 
anorexia patients. The tools used to assess the state of depression were Hamilton 
Depression Rating Scale and Beck Depression Inventory, and Spielberger State-Trait 
Anxiety Inventory and Hamilton Anxiety Rating Scale were used to screen for anxiety. 
They found that scores for depression and anxiety were most elevated when the 
patients were underweight. They improved as the patients’ weight was restored. 
However, milder but stronger symptoms lingered in long-term weight-restored 
anorexic women compared to healthy control women, which suggests that 
malnutrition intensifies the severity of depression and anxiety in anorexia.(36) 

This research also found a link between normal BMI to high eating attitude 
scores. The higher the BMI the more likely a model is to have a problematic eating 
attitude and behavior. This is an outcome that contradicts most research on this 
subject. For example, Berner et al. in 2 0 1 3  found in 3 5 0  residential treatment 
admissions and 238 discharges, with the Eating Disorder Examination Questionnaire and 
Eating Disorders Inventory-3  as tools, that weight suppression and BMI were weakly 
correlated.(37) In contrary, the study conducted by Fan, Yiou, et al. in 2010 found that 
high BMI was significantly associated with high score of drive for thinness, body 
dissatisfaction, bulimia, low self-esteem, as well as perceived body weight status.(36) 

This research also found a link between normal BMI to high eating attitude 
scores. The higher the BMI the more likely a model is to have a problematic eating 
attitude and behavior. This is an outcome that contradicts most research on this 
subject. For example, Berner et al. in 2 0 1 3  found in 3 5 0  residential treatment 
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admissions and 238 discharges, with the Eating Disorder Examination Questionnaire and 
Eating Disorders Inventory-3  as tools, that weight suppression and BMI were weakly 
correlated.(37) In contrary, the study conducted by Fan, Yiou, et al. in 2010 found that 
high BMI was significantly associated with high score of drive for thinness, body 
dissatisfaction, bulimia, low self-esteem, as well as perceived body weight status.(36)  

This finding can be viewed as close to the association between normal BMI 
and high eating attitude score described in our work. Hypothetically, the models with 
normal or high BMI may possibly have higher pressure to lose weight when 
consequently engage into eating disorder behaviors.  

This research also found a significant correlation between problematic eating 
attitude and self-comparison with other model colleagues. These particular factors 
had not been discussed in any found research. 

Data compiled in this research demonstrates a significant correlation between 
problematic eating attitudes and higher frequencies of diet. However, this correlation 
could be viewed as an absolute consequence of the problematic eating behavior as 
diet frequency is only one of the major symptoms of the problematic eating attitude. 
This observation is similar to a study in 2 0 1 5  by Roni Elran-Barak which suggested 
that individuals with Anorexia and Bulimia have a high tendency to restrict food 
intake and report higher rates of fasting, skipping meals, and consuming small meals 
and low calorie.(38) 

Limitations  

The study has a number of limitations. Firstly, due to the method of 
conducting the research through a self-reporting questionnaire the outcome could 
be subjectively confounded from the participants’ answers such as each participant’s 
limited insight towards situations asked in the surveys, which could be due to 
models normalizing abnormal eating habits and body image.  

Secondly, the research does not use comprehensive psychiatric interviews, 
which could result in inaccurate numbers of certain factors such as eating disorders, 
depression, and anxiety diagnosis. 
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Thirdly, the research is a cross-sectional research which means that in certain 
participants’ problematic eating behaviours may not appear while the research was 
being conducted, but has a possibility of developing later on in their career. 

Lastly, there is a lack of data on other objective health parameters indicated 
in Eating Disorders such as, altered menstrual cycle, electrolyte level, other vitamin 
level. 

Future direction  

In the future the researcher would explore a control group of women from 
the general population to form a clear comparison of the difference in the 
development of problematic eating behaviors in both models and the general 
population.



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

REFERENCES 
 

REFERENCES 
 

 

1. Karges C. How Technology and Social Media Influences Body Image [Internet]. 
2017 [cited May 22, 2020]. Available from: 
https://www.eatingdisorderhope.com/blog/body-image-technology. 
2. Eating and Body Dysmorphic Disorders: Crash Course Psychology #33 [Internet]. 
2014 [cited May 22, 2020]. Available from: 
https://www.youtube.com/watch?v=eMVyZ6Ax-74. 
3. Grinnell College. Subcultures and Sociology [Internet].  [cited May 22, 2020]. 
Available from: https://haenfler.sites.grinnell.edu/subcultures-and-scenes/pro-ana-2/. 
4. Smink FR, van Hoeken D, Hoek HW. Epidemiology of eating disorders: incidence, 
prevalence and mortality rates. Current psychiatry reports. 2012;14(4):406-14. 
5. Sadock BJ, Sadock VA. Kaplan & Sadock's Synopsis of Psychiatry: Behavioral 
Sciences/Clinical Psychiatry. 10th ed: Lippincott Williams & Wilkins; 2015. 
6. Ekern J. Anorexia Nervosa – Highest Mortality Rate of Any Mental Disorder: Why? 
[Internet]. 2018 [cited May 22, 2020]. Available from: 
https://www.eatingdisorderhope.com/information/anorexia/anorexia-death-rate. 
7. Mears A. Pricing Beauty: The Making of a Fashion Model: University of California 
Press; 2011. 
8. Preti A, Usai A, Miotto P, Petretto DR, Masala C. Eating disorders among 
professional fashion models. Psychiatry research. 2008;159(1-2):86-94. 
9. Schilder P. The Image and Appearance of the Human Body: Psychology Press; 
2014. 
10. NEDA Feeding hope. Body image [Internet]. 2018 [cited May 22, 2020]. Available 
from: https://www.nationaleatingdisorders.org/body-image-0. 
11. APA. Task Force on the Sexualization of Girls. Report of the APA Task Force on 
the Sexualization of Girls [Internet]. 2007 [cited 2020, March 5]. Available from: 
http://www.apa.org/pi/women/programs/girls/report. 
12. Tiggemann M. Sociocultural Perspectives on Body Image. Encyclopedia of Body 
Image and Human Appearance. 2012;2:758-65. 

 

https://www.eatingdisorderhope.com/blog/body-image-technology
https://www.youtube.com/watch?v=eMVyZ6Ax-74
https://haenfler.sites.grinnell.edu/subcultures-and-scenes/pro-ana-2/
https://www.eatingdisorderhope.com/information/anorexia/anorexia-death-rate
https://www.nationaleatingdisorders.org/body-image-0
http://www.apa.org/pi/women/programs/girls/report


 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 35 

 

13. Eating problems [Internet]. 2021 [cited 2020, March 5]. Available from: 
https://www.mind.org.uk/information-support/types-of-mental-health-problems/eating-
problems/about-eating-problems/. 
14. Alvarenga Mdos S, Scagliusi FB, Philippi ST. Comparison of eating attitudes 
among university students from the five Brazilian regions. Ciencia & saude coletiva. 
2012;17(2):435-44. 
15. American Psychiatry Association. Diagnostic and Statistical Manual of Mental 
Disorders. 5th ed. Arlington: American Psychiatric Publishing; 2013. p. 329–54. 
16. Garner DM, Garfinkel PE. Socio-cultural factors in the development of anorexia 
nervosa. Psychological medicine. 1980;10(4):647-56. 
17. Brenner JB, Cunningham JG. Gender differences in eating attitudes, body 
concept, and self-esteem among models. Sex Roles. 1992;27(7):413-37. 
18. de Jonge PvH, van Furth EF. Eating disorders in models: Fiction of fact? 
European Eating Disorders Review. 1999;7(4):235-8. 
19. Santonastaso P, Mondini S, Favaro A. Are fashion models a group at risk for 
eating disorders and substance abuse? Psychotherapy and psychosomatics. 
2002;71(3):168-72. 
20. Pike KM, Borovoy A. The rise of eating disorders in Japan: issues of culture and 
limitations of the model of "westernization". Cult Med Psychiatry. 2004;28(4):493-531. 
21. Kelly Y C Lai. Anorexia nervosa in children and adolescents. HK Pract. 
2005;27(4):142-8. 
22. Jennings PS, Forbes D, McDermott B, Hulse G, Juniper S. Eating Disorder 
Attitudes and Psychopathology in Caucasian Australian, Asian Australian and Thai 
University Students. Australian & New Zealand Journal of Psychiatry. 2006;40(2):143-9. 
23. Cho MJ, Kim JK, Jeon HJ, Suh T, Chung IW, Hong JP, et al. Lifetime and 12-
month prevalence of DSM-IV psychiatric disorders among Korean adults. The Journal of 
nervous and mental disease. 2007;195(3):203-10. 
24. Chang YJ, Lin W, Wong Y. Survey on eating disorder-related thoughts, behaviors, 
and their relationship with food intake and nutritional status in female high school 
students in Taiwan. Journal of the American College of Nutrition. 2011;30(1):39-48. 
25. Swami V, Szmigielska E. Body image concerns in professional fashion models: 

 

https://www.mind.org.uk/information-support/types-of-mental-health-problems/eating-problems/about-eating-problems/
https://www.mind.org.uk/information-support/types-of-mental-health-problems/eating-problems/about-eating-problems/


 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 36 

 

are they really an at-risk group? Psychiatry research. 2013;207(1-2):113-7. 
26. Rodgers RF, Ziff S, Lowy AS, Yu K, Austin SB. Results of a strategic science study 
to inform policies targeting extreme thinness standards in the fashion industry. The 
International journal of eating disorders. 2017;50(3):284-92. 
27. Chua SN, Fitzsimmons-Craft EE, Austin SB, Wilfley DE, Taylor CB. Estimated 
prevalence of eating disorders in Singapore. The International journal of eating 
disorders. 2021;54(1):7-18. 
28. Rodgers RF, Ziff S, Lowy AS, Austin SB. Disordered eating behaviors and sexual 
objectification during New York fashion week: Implementation of industry policies and 
legislation. The International journal of eating disorders. 2021;54(3):433-7. 
29. Soontornmanop K. Reliability study of the Eating Attitudes Test (EAT-Thai 
version) among Thai females. [Thesis]. Nakhon Pathom: Mahidol University; 2010. 
30. ธนา นิลชัยโกวิท, มาโนช หล่อตระกูล, อุมาภรณ์ ไพศาลสุทธิเดช. การพัฒนาแบบสอบถาม 
Hospital Anxiety and Depression Scale ฉบับภาษาไทยในผู้ป่วยโรคมะเร็ง. วารสารสมาคม
จิตแพทย์แห่งประเทศไทย. 2539;41(1):18-30. 
31. Zigmond AS, Snaith RP. The hospital anxiety and depression scale. Acta 
psychiatrica Scandinavica. 1983;67(6):361-70. 
32. กันต์ชานนท์ ขาวดา. การประเมินตนเสมือนวัตถุ ความผิดปกติในการกิน และสุขภาพจิตของ
นักเรียนหญิงชั้นมัธยมศึกษาปีที่ 6 ในกรุงเทพมหานคร. [วิทยานิพนธ์ปริญญาวิทยาศาสตรมหาบัณฑิต]. 
กรุงเทพฯ: จุฬาลงกรณ์มหาวิทยาลัย; 2562. 
33. Pike KM, Dunne PE. The rise of eating disorders in Asia: a review. J Eat Disord. 
2015;3:33. 
34. Lofrano-Prado MC, Prado W, Barros M, Souza S. Eating disorders and body image 
dissatisfaction among college students. ConScientiae Saúde. 2015;14(3):355-62. 
35. Lian Q, Zuo X, Mao Y, Luo S, Zhang S, Tu X, et al. Anorexia nervosa, depression 
and suicidal thoughts among Chinese adolescents: a national school-based cross-
sectional study. Environmental Health and Preventive Medicine. 2017;22(1):30. 
36. Fan Y, Li Y, Liu A, Hu X, Ma G, Xu G. Associations between body mass index, 
weight control concerns and behaviors, and eating disorder symptoms among non-
clinical Chinese adolescents. BMC Public Health. 2010;10(1):314. 
37. Berner LA, Shaw JA, Witt AA, Lowe MR. The relation of weight suppression and 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 37 

 

body mass index to symptomatology and treatment response in anorexia nervosa. 
Journal of abnormal psychology. 2013;122(3):694-708. 
38. Elran-Barak R, Sztainer M, Goldschmidt AB, Crow SJ, Peterson CB, Hill LL, et al. 
Dietary Restriction Behaviors and Binge Eating in Anorexia Nervosa, Bulimia Nervosa and 
Binge Eating Disorder: Trans-diagnostic Examination of the Restraint Model. Eating 
behaviors. 2015;18:192-6. 
 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 

Appendix 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 39 

 
 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 40 

 
 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 41 

 
 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 42 

 
 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 43 

 
 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 44 

 
 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 45 

 
 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 46 

 
 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 47 

 
 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 48 

 
 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 49 

 
 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 50 

 
 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 51 

 
 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 52 

 
 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 53 

 
 

 

 
VITA 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 54 

 

VITA 
 

NAME Worada Elstow 

DATE OF BIRTH 27 May 1992 

PLACE OF BIRTH Bangkok 

INSTITUTIONS ATTENDED Chulalongkorn University 

HOME ADDRESS 36/11 Soi Mayalarp Ramintra rd. Tharaeng Bangkhen 
Bangkok 10230 

  

 

 


	ABSTRACT (THAI)
	ABSTRACT (ENGLISH)
	ACKNOWLEDGEMENTS
	TABLE OF CONTENTS
	LIST OF TABLES
	Chapter 1
	Introduction
	Background and Rationale
	Research Questions
	Research Objectives
	Hypothesis
	Operational Definition
	Expected Benefit and Application
	3. Conceptual Framework

	Chapter 2
	Literature Review
	2.1 Body image
	2.2 Eating problems
	2.3 Previous researches

	Chapter 3
	Methodology
	Research Methodology
	Population and Sample

	Assessment Tools
	Data collection
	Data Analysis

	Chapter 4
	Results
	Part1
	Part 2 Presentation of clinical information acquired from the models using the tools; EAT-40, Body Dissatisfaction scale and HADS.
	Part 3 The correlation between the demographic/clinical factors and the problematic eating behaviors.
	Part 4 Information on independent variables that were found not to have a significant correlation to eating attitudes.

	Chapter 5
	Limitations
	Future direction

	REFERENCES
	Appendix
	VITA

