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Introduction

Health is one of the most important life values, but in the 21st century it
has also become a programme with a specific definition that includes the
economic, healthcare, and other aspects, but also the educational aspect.
Therefore, the Framework Education Programme for Elementary Education
(FEP EE, 2017) in the Czech Republic defines the educational area Man and
health, which encourages schools to include specific tasks in Health education
or in an equivalent subject.

One of the areas that deserves special attention especially among adolescent
learners is the issue of prevention, specifically the prevention of risk behaviour.

This issue is very broad and for this reason the authors of the monograph
focused on a specific part of the prevention of risk behaviour in children and
adolescents: prevention of eating disorders.

In recent decades, the issue of eating disorders has been paid great attention
not only in scientific literature but also in research studies. Despite this fact,
there is a plethora of ambiguities and speculations. One of the reasons for
the lack of clarity might be the large number of attitudes, such as individual,
biological, or family attitudes, but also the fact that eating disorders are caused
by the interaction of several different factors.

The group that is most at risk of eating disorders includes girls and young women
aged 13 to 25 years. At this age, many of them search for their place in society
and among peers. In addition to other things, the school age brings significant
changes in the attitude to one’s body and eating habits. Even eight-year-old
girls say that they are not happy with their body. The fear of becoming obese
and dietary tendencies affect younger age categories, especially among girls.

Appropriate education, particularly during the critical age of the onset
of puberty, may act as a prevention of eating disorders in children. The
fundamentals of prevention lie in the family, but schools should implement
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primary prevention measures to raise awareness among children, promote
healthy eating habits, support a positive social climate, and last but not least
provide suitable conditions for the development of the personality of each
child and for strengthening their self-confidence in order to eliminate the
manifestations of self-destructive behaviour.

The core of prevention lies in the family and the family is the first significant
social group where the individual adopts his/her attitudes. The family is
the first source of satisfying one’s needs, but at the same time brings the first
restrictions and disappointments. The family has a strong formative effect
on the individual and can positively encourage or on the other hand cause
disruptions in the development, skills, and personality.

The strategies that govern the attitudes and behaviour in all areas (also
the attitude to oneself) gain their final form in adolescence. Besides the family,
a significant role in the development of attitudes is played by social influences
such as requirements placed by the school and society.

The importance in shaping attitudes by the teacher is even greater today because
sometimes the family fails to fulfil its functions and the school to a large extent
replaces the function of the family. For this reason, it is important to examine
teachers’ attitudes to the prevention of eating disorders because they should
be its main advocates.

The present monograph outlines an insight into the issue of eating disorders with
afocus on teachers’ attitudes. The research instrument to investigate the attitudes
of Czech teachers to the issue of eating disorders was the semantic differential.
The monograph also describes how the attitudes of Czech teachers are affected
by qualification, gender, and length of teaching experience. The publication
builds on the author’s research (Prochdzkova, 2014) and presents an updated
perspective of the current state of the issue.

Given the extent of the research data, the publication presents a selection of
data that relate to the primary testing which was carried out in 2014 and was
followed by a qualitative research study for comparison. The purpose of the
qualitative research was to investigate whether teachers identified any eating
disorders in their pupils, what steps they took in these situations, and what their
possibilities were in cooperating with the pupils affected by eating disorders
and their families.
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The theoretical background is followed by a detailed description of
the research study. The results of the research are complemented with graphs
and explanations. The monograph also describes how teachers’ attitudes
are affected by qualification, gender, and length of teaching experience. The
results of the research also describe the correlations between the indicators
of the research instrument. The publication also includes the statements of
10 randomly selected teachers acquired by means of semi-structured interviews.
The final part of the publication summarizes the most important findings and
proposes suggestions for further research and the application of the results
in educational practice. This makes the monograph attractive not only to
professionals but also the general public.

I would like to thank Doc. PaedDr. Vladislav Muzik, CSc. for providing a large
body of information and for valuable and stimulating discussions. I would also
like to thank Doc. PhDr. Miroslav Chraska, Ph.D. for statistical data processing
and relevant comments. Finally, I wish to thank all the respondents who willingly
provided both quantitative and qualitative research data.

The author
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1/ Eating Disorders

In 1987, the World Health Organization (WHO) declared eating disorders as
one of the priority issues of the global population. It is estimated that around
eight million people worldwide suffer from one of the forms of eating disorders
(anorexia nervosa, bulimia nervosa, or binge eating). In the Czech Republic,

this serious psychogenic disease affects one in twenty young women or girls'
(Krch, 2010; Papezova, 2010; Sladk4, 2004).

The opening lines of the paper are devoted to eating disorders because
understanding of this complex issue is crucial for the following text. Eating
disorders affect all aspects of life. They disrupt emotional, sexual, social, and
occupational life of the patients. They cause long-term distress not only to the
patients but also the patients’ families, friends, and other close persons. Eating
disorders usually occur in a period which is critical to further psychosocial
development of the individual. In the case of anorexia nervosa, the disease
usually occurs during puberty and adolescence between 14 and 18 years of
age. Bulimia nervosa usually comes later.

Eating disorders are one of the most frequent diseases that affect adolescent
girls and women, and due to their chronic nature they are very serious diseases
with somatic, mental, and social consequences. Some symptoms of anorexia
nervosa can be observed in up to 6% of girls at the end of puberty, and one in
twenty adolescent girls suffers from an eating disorder (Krch, 2010).

1/1 Selected Eating Disorders
1/1/1 Anorexia Nervosa

The onset of anorexia nervosa often occurs before 14 years of age. This early
onset of an eating disorder requires immediate professional help in order

1 The prevalence of eating disorders in boys and men is relatively rare, although it has increased
recently. The number of affected boys/men compared with girls/women is 1:10 to 1:20. Therefore,
in the text below patients are referred to as girls/women.
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to prevent the dramatic consequences of insufficient nutrition including
dehydration, stoppage of body growth, and other possible complications. The
symptoms of anorexia nervosa have even been observed in children younger
than 10 years (Krch, 2005).

The symptoms of anorexia nervosa were described already by Galen in the
second century. The mental causes of extreme spontaneous starvation were
reported by Morton in 1689 in his work Phthisiologia Seu Exercitationes
De Phthisi: Tribus Libris Comprehensae (Fratikova & Dvotdkové-Jant, 2003).
He called the pathological condition nervous eating. More than 100 years ago,
expert studies were conducted that described cases of spontaneous starvation
and referred to them as an independent syndrome. The spreading of anorexia
nervosa was supported by aesthetic norms and beliefs of society about the
female ideal. The efforts to explain the mechanisms of anorexia nervosa focused
on researching starvation in experimental animals living in the wild, but no
suitable animal model was found that would by fully consistent with human
symptomatology. Anorexia nervosa has been systematically studied since
the 1960s (Frankova & Dvotdkova-Jant, 2003).

Anorexia nervosa is a disorder characterized especially by deliberate weight
loss. However, the term anorexia may in some cases be misleading because
a loss of appetite or decreased appetite is a secondary consequence of long-
term starvation and need not occur in all patients. The disorder is about fighting
appetite and hunger, and finding pleasure in controlling oneself and losing
weight. In some patients, food restriction is accompanied by interest in food
(thinking about food, collecting recipes, cooking for others, etc.). Anorectic
patients do not refuse to eat because they lose appetite but because they do not
want to eat. Their aversion to food is a manifestation of their irreconcilable and
disrupted attitude to body weight, body proportions, and fatness (Krch, 2005;
Papezova, 2010; Prochazkov4 et al., 2012).

The diagnostic criteria of anorexia nervosa can be summarized by the following
basic features (Krch, 2010; Papezova, 2000, 2010):

. Active maintenance of abnormally low body weight: maintained at least
15% below the expected level (whether never reached or decreased)
or BMI of 17.5 (kg/m?) and lower; during their growth, prepubescent
patients do not meet the expected weight gain.

. Fear of fatness despite very low body weight: weight loss is caused by
the patient by avoiding fattening food and by self-induced vomiting,
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laxatives, anorexics (drugs that suppress appetite), diuretics (drugs that
increase fluid excretion), or excessive exercise; persisting fear of fatness
and a distorted image of one’s body as an obsessive concern about
becoming fat.

. Endocrine disordersin women are manifested as amenorrhea (absence
of menstruation) and in men as a loss of sexual interest and potency.

. If the disease occurs before puberty, the manifestations of puberty are
delayed or stopped including stoppage of growth, poor development of
the breasts and primary amenorrhea (absence of menstruation) in gitls,
poor development of the genitals in boys.

Regarding the fact that the typical characteristics in adolescents partially differ
from the adult population, they are specified below.

Typical features in patients with early (under 14 years of age) onset of eating
disorders:

. Smaller fat reserves, which may result in faster onset of health problems
and a higher risk of dehydration.

. Limited food intake leads to greater thinness.

. Body growth may stop completely, puberty changes and sexual maturation
are delayed.

. Children are more consistent in observing personal dietary rules, are

more conscientious in maintaining anorectic attitudes, and compared
with older patients suffer less from overeating, vomiting, and use laxatives.

. They respond to any fattening efforts in a more dramatic way than adults,
they are mostly aggressive or on the other hand behave like even smaller
children.

. Cooperation with children in the course of treatment is very complicated

because they do not understand the objective of treatment and
consistently refuse being fed.

. Children’s problems may lead to conflicts in the class or peer group, but
also to conflicts between the child and the teacher; the interest of the
family focus more and more on the problematic child, while the other
children remain side-lined.
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1/1/2 Bulimia Nervosa

Bulimia nervosa is a disorder characterized by recurrent overeating seizures
associated with excessive weight control. Bulimic conditions were observed
already in 130, but the symptoms were described only in 1800. Later in 1979
the American psychiatrist G. Russel coined the term bulimia nervosa. Since then,
the study of bulimia has expanded. For some time, bulimia was referred to as
the disease of the eighties. Between 1983 and 1989, scientific journals published
more than 1,000 papers on this issue. In 1987, the WHO declared bulimia
nervosa one of the priority medical issues and pointed to the conspicuous or
even epidemic occurrence of the disorder (Franikova & Dvotakova-Janti, 2003;
Kocourkovi et al., 1997).

The diagnostic criteria of bulimia nervosa can be summarized by the following
basic features (Krch, 2010; Papezové, 2003; Prochizkovd, 2011a):

. Recurring overeating episodes (at least twice a week for a period of three
months), during which large amounts of food are consumed in a short
period of time, eating is impulsive and uncontrollable.

. The feeling of overeating is very relative, sometimes large amounts of
food are consumed, but often the patients eat just a little more than they
originally wanted.

. Perception is strongly affected by thinking about food.
. A typical feature is the loss of food control.

. Each overeating episode is accompanied by feeling of remorse and
depression resulting from failure — this is followed by compensatory
behaviour including vomiting, laxatives, periods of starvation, diabetics
may try to skip insulin treatment.

. Often (not always) the patient’s medical history includes an anorectic
episode or more intense food restriction.

1/1/3 Rare Eating Disorders

The rare eating disorders described below are not as frequent as anorexia nervosa
or bulimia nervosa but they are dangerous for the adolescent population. These
disorders are briefly mentioned to provide a comprehensive overview of the issue.
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Binge Eating

Recurrent episodes of overeating without starvation or self-induced vomiting,
exercise, or the use of laxatives. During a single episode the patient consumes
alarge amount of food (including less favourite food) despite not being hungry
and not having appetite. Food is used to avoid boredom, disappointment,
loneliness, or nervousness.

Night Eating

Most of the daily food is consumed after dinner and at night. A typical feature
of this disorder is insomnia and loss of appetite in the morning. This disease is
usually triggered by being on a diet and overall disruption of the eating regimen,
for example during a period of increased stress.

Orthorexia Nervosa

This is a pathological obsession with healthy nutrition. The patients are unable
to eat anything that contains preservatives, colourants, sugar, salt, white flour,
industrially processed food, etc. Following a healthy lifestyle and thinking
about the food structure takes them a lot of time. The fear of consuming
unhealthy food may lead to significant malnutrition and narrowing of the
food spectrum to a minimum. The patients eat only certain foods (for example
special biofoods), which may lead to social isolation because this type of food
is not generally available.

Drunkorexia

The fear of gaining weight leads to a deliberate reduction in food intake in
order to reduce energy intake in exchange for consumption of high-calorie
alcohol. This less known type of eating disorders was observed especially among
American adolescents.

Bigorexia

This disorder occurs especially in men (most frequently among body builders).
Bigorexia is an obsession with one’s appearance and an effort to achieve high
physical fitness and build muscle mass. The patients believe that they are under-
developed, small, and weak. They often abuse anabolic steroids and other
substances that support the growth of muscle mass (Prochazkova, 2011b;
Svédova & Mic¢ovd, 2010).
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1/2  Factors of the Onset of Eating Disorders

There are a number of theories and hypotheses concerning the possible
causes involved in the development of eating disorders. Just as there are
many different theories, there are many different treatment approaches and
many experts have opposing opinions. Currently, scientific literature usually
divides the factors that lead to the development of eating disorders into
three major groups — biological factors, mental factors, and social factors.
This classification is adopted by most professionals dealing with this issue
(for example Krch, 2004, 2010; Papezova, 2010). However, some authors
(for example Novék, 2010) describe these factors as individual, family, and
sociocultural determinants. In the present publication the authors adhere to
the bio-psycho-social conditionality as described by major professionals in
the Czech Republic (Krch, 2007, 2010; Papezové, 2000, 2010; etc.).

It should be noted that many foreign and domestic experts point out that it is very
difficult to identify the true and most central cause of the onset of the disorders
mentioned above although the conditionality is known. If there was a specific
cause of eating disorders, removing it would automatically lead to treatment.

1/2/1 Biological Risk Factors

One of the most significant risk factors for the development of eating disorders
is the female gender. Women and girls are more concerned about their weight
and body fat, while men and boys focus more on muscle mass. Significant
differences in the perception of one’s body were observed already among
younger schoolchildren, both girls and boys. However, most risky changes in
terms of eating disorders take place in puberty and adolescence. The average
body weight of Czech girls naturally increases between 8 and 16 years of age
from BMI? 16 to 19 (Krch, 2005).

Research on women’s satisfaction with their own body suggests that women
themselves create a contemporary and an ideal model of their body. A comparison
between the two models (real and dreamed of) inevitably leads to dissatisfaction
of most women with their body. (Sladkd, 2004)

2 Body Mass Index (BMI): formula the result of which informs about whether the individual has
an optimum weight, underweight, overweight, or obesity. The calculation is only indicative.
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During physical maturing, boys want to get close to the masculine ideal of
beauty which is a muscular and well-developed body, while maturing girls
develop in the opposite direction of what is currently considered beautiful
(Krch, 2005). After puberty, girls’ satisfaction with their body decreases and
this dissatisfaction persists until adolescence (Shore & Porter, 1990). In terms
of the etiology of the onset of eating disorders, a significant factor in girls may be
the earliness of puberty and physical maturation. A summary of the findings of
some authors suggests that eating disorders generally pose a greater risk to girls
who are more developed during adolescence than their peers, not satisfied with
their weight, and unhappy about the onset of menstruation and the associated
development of secondary sex characteristics. Earlier physical maturation is
associated with a fear of further weight gain, feelings of inferiority, and some
other depressive symptoms.
The period of maturation is currently affected by the mentioned lifestyle, which
more than ever emphasises physical appearance, slimness as a prerequisite for
personal attraction, physical beauty, and elegance, which together lead to social
success. Therefore, slimness is attributed the highest value that must be constantly
pursued. On the contrary, overweight individuals are considered ugly, lazy, stupid,

with insufficient self-control and will, and therefore tend to be subject to mockery
and discrimination. (Machova & Kubatova, 2009)

About 185 years ago, a research study was conducted in which the authors focused
on inappropriate eating behaviour in Czech adolescents. The results suggested
that up to 60% of older school-aged girls are driven by a fear of overweight and
fatness, regardless of whether their concern reflects reality or not. They often
skip meals or are on reducing diets (Krch et al., 2003).

As far as the biological factors are concerned, focus is especially on the
correlation between neural mechanisms, hormones, neurotransmitters, and
peptides. However, regarding the focus of the paper, these factors will not be
analysed in detail.

1/2/2 Mental Risk Factors

In the context of the onset and development of eating disorders, experts
emphasise certain personality traits and psychological characteristics that
manifest already before the disease and therefore may be the risk factors in the
development of eating disorders.
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In the case of anorexia nervosa, these factors for example include a focus on
achieving success (especially in the area of education). Girls show excessive
adaptability and obedience, avoidance, anxiety, doubts about oneself, high
self-control, and responsibility towards oneself and especially towards
others including for example teachers. In the case of bulimia nervosa, these
manifestations include for example impulsiveness, unrestraint, instability, self-
criticism, and vulnerability.

Developmental Factors of Eating Disorders in Early Childhood

Regarding the focus of the monograph, it is important to mention the
developmental determinants from the earliest age of the child, which we believe
will help a more comprehensive understanding of the problem.

It is generally known that the needs of feeding and love combine shortly after
birth when the mother satisfies both the physical and emotional needs of the
new-born (infant). The first pleasant feelings result from satisfying the infant’s
needs, which takes place during feeding. At this moment, food is associated with
safety, warmth, comfort, and love. In the process of feeding, the relationship
between the child and the mother is developed and their emotional attachment
and intimacy are strengthened. The child learns the mother’s responses to
his/her feeding requests. In childhood, this relationship is further intensified
because the mother’slove is also reflected in the delicacies she serves to the child.
Food primarily satisfies hunger and secondarily the need for love. The child
may find out that favourite food can be used to dispel discomfort and anxiety.
These children may have difficulty recognizing real hunger from other needs
and use food to soothe them. This situation takes place particularly when the
mother does not fulfil her duties or is absent; the child feels lonely and yearns
to satisfy the need for love. In these cases, food is easily accessible and the child
(later young girl) gets used to it easily. The social expectation is to follow the
ideal of beauty, or slimness, which forces the girl to pay attention not only to
the structure but also the amount of food the girl consumes. This leads to the
deprivation of the most primitive need for love (Novék, 2010).

Strengthening of the idea that the female role includes serving and preparation of
food isrelated to the memories of women in the role of feeders, and supports the
notion that food will have a privileged position in women’s lives. The personality
and love of the mother is personified in food intake situations and her presence
is evident in many types of food that the child receives from her. By refusing
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or accepting food served by the mother the child is given the opportunity to
refuse or accept the mother. If food is denied by the mother in childhood, the
child may associate food restrictions with the absence of her love or absence
of love in general (Novak, 2010).

Many research studies confirm the exceptional development of the primary
attachment between the mother and the child. For example, Ward et al. (2000)
defined four types of attachment: secure, fearful, preoccupied, and dismissing.
The last two — preoccupied and dismissing — are high-risk types of attachment
in the context of eating disorders. According to the authors, eating disorders
in women are related to interpersonal dependence, insecure attachment and
egocentrism, while in men pathological eating behaviour is positively correlated
with social incompetence and problematic course of the separation process in

early childhood.

Developmental Factors of Eating Disorders in School-Aged Children

According to various studies (for example Krch et al., 2003; Novék, 2010;
Papezova, 2010; Prochézkova, 2012), concerns about body weight appear already
at an early age. Already at the age of nine years, some girls are worried about
their body proportions and weight. According to a study published in Pediatrics
up to 40% of girls aged 9-10 years are trying to lose weight (Hittner, 1997).

The HBSC (Health Behaviour in School-Aged Children) study is an international
collaborative research study on children’s lifestyle. The study is based around
the statement of the WHO that behaviour and lifestyle in adulthood result from
the development in childhood and adolescence. Monitoring of the presence
of health-affecting behavioural components in youth is of great importance
in terms of public health. According to the Health Behaviour in School-aged
Children (HBSC, 2019), young people with specific risk factors should be the
target group of preventive efforts in the area of health promotion.

The HBSC research project dates back to 1982, when the first meeting of
researchers from Norway, Finland, and England took place. In 1983, the HBSC
study was taken under the auspices of the WHO Regional Office for Europe
as a collaborative study. In 2018, the HBSC included 48 countries and regions
across Europe and North America.

The Czech Republic (CR) joined the study together with 24 mainly European
countries in 1994. The research is repeated in four-year intervals. Since 1994,
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comprehensive data sources have been available on health, physical activity,
obesity, drug and alcohol experience, leisure, and other aspects in the youngest
generation in the CR (HBSC, 2019).

The issue of eating disorders is not directly addressed by research studies;
nevertheless, the results suggest worrying dietary trends in children and a critical
self-assessment of their body. According to Kalman et al. (2011), the prevalence
of respondents who were on a diet or took activity to reduce body weight ranged
from 10% (15-year-old boys) to 25% (15-year-old girls). The percentage of
respondents who assessed their body as slightly obese or obese ranged from
22% (15-year-old boys) to 38% (15-year-old girls).

Weight reduction is associated with problems such as irritability, concentration
issues, insomnia, irregular menstruation, sexual immaturity, risk of growth
retardation, and malnutrition. Extreme weight reduction is associated with
eating disorders, reduced self-confidence, depressions, anxiety, and suicidal
thoughts (Prochdzkova & Sladké Sev¢ikova, 2017; Thompson & Chad, 2002).

Other authors (for example Krch et al., 2003; Novék, 2010; Papezova, 2010;
Prochéazkova, 2012) came to similar conclusions and observed that the
proportion of girls on a diet to lose weight increased with age and one in three
to four girls was not happy with her body, posing a high risk of eating disorders.
The most frequent concern among girls is, similarly to the adult population, the
fear of fatness (Csémy et al., 200S; Dixey et al., 2001). All of these studies agree
that children want to be slimmer, especially if they are overweight.

Harrison (2000) points out that childhood is the most critical period in terms of
the onset of eating disorders. The adoption of dominant ideas about acceptable
or unacceptable body shapes takes place already in preschool age, which is
confirmed for example in a study by Frarikova et al. (2000), in which girls aged
3-7 years were shown pictures of three identical dolls — slim, medium-sized,
and obese. The girls were supposed to pick one doll as a friend and explain
their choice. The youngest girls chose fat dolls, while the oldest girls clearly
preferred slim dolls. The girls also assessed the bodies of five adult women from
the slimmest to the fattest and made a comparison with their mother. The size
of their mother’s body was mostly overestimated by the youngest girls. From
four years on, the girls were able to describe the differences in body dimensions
and older girls had a more realistic view of body dimensions. The oldest girls
described their mother slimmer than she really was.
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The media are very influential in childhood. This was analysed in a research
study by Ricciardelli and McCabe (2001), who concluded that boys were less
susceptible to the effect of the media than girls, but only if they had sufficiently
high self-esteem. In the group of boys, the media did not have a negative effect
of their body satisfaction as opposed to girls. Boys considered the media more
a source of useful information on how to improve their body.

The effect of the media was investigated by Harrison (2000) who concluded
the following: watching TV by boys was directly proportional to the risk of
negative stereotypes of a fat girl but did not support the negative stereotypes
of a fat boy. Under the effect of the media, children (especially boys) learn to
defame fatness before they idealize slimness.

Developmental Factors of Eating Disorders in Adolescence

The majority of Czech and foreign experts agree that anorexia nervosa is
a manifestation of the fear of adulthood and that girls are worried about
the physiological and psychological changes that take place in puberty.
At the beginning of puberty, girls undergo typical body changes (onset of
menstruation, shaping of the body, weight gain, etc.). There are many research
studies and publications suggesting that the turbulent physiological changes
during puberty and adolescence represent a risk factor in the development
of anorexia nervosa. Especially weight gain in young girls poses a danger that
they are not prepared for. These girls are concerned about not being able to
control their weight. Their efforts to overcome the fear of losing control of
their weight result in “guaranteed” diets and exercise (Csémy et al., 2005; Krch,
2010; Novék, 2010; Papezova, 2010).

As was confirmed by a research study on a representative sample of Norwegian
young women, adolescent girls pay excessive attention to what others think
about them. They are very concerned about whether they are physically
attractive, slim, and popular (Kansi et al., 2003).

According to Harrison (2000), boys are at a greater risk of eating disorders
in early childhood, while girls are exposed to the greatest risk in adolescence,
which is also supported by the studies and experts’ opinions described above.
In adolescence, both genders are affected by the media-promoted ideal
of slimness, because they are at the stage of shaping of their own identity
(Botta, 1999).
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Critical life events such as sexual conflicts, sexual abuse, life change (for
example change to another school), family problems (quarrels, divorce, alcohol
addiction) can lead to feelings of inferiority and incompetence, especially if they
cannot be controlled. This may result in attempts to overcome these feelings by
controlling and improving the body (Svédova & Mi¢ova, 2010).

In addition to critical life events, another factor contributing to the onset of
eating disorders is peer influence (Dixey et al., 2001; Krch, 2010; Papezovs,
2010; Sanderson et al. 2002; Svédova & Micovd, 2010, etc.). Adolescent girls
adopt certain attitudes (for example emphasis on slimness) and behaviour (for
example dietary behaviour or the use of laxatives) from their peers, based on
either encouragement or derision resulting from non-compliance with peer
norms. Naturally, it is very difficult to distinguish between the relative influence
of peers, media and family. Some authors tend to believe that the family and
peers have a greater effect on the onset of eating disorders than the media,
while other studies show the opposite (for example Polivy & Herman, 2002).
Similarly to other authors, we are aware that the influence of peers just as other
influences is so elusive and sharp that it is likely to cause more inappropriate
behaviour than is apparent at first sight. On the other hand, we believe that it
is important to understand that not all friends and peers are equally interested
in achieving a slim body and therefore it is impossible to automatically assume
an adverse effect of any friend or peer group.

An interesting finding was presented by Abrams and Stormer (2002). According
to the authors, the co-educated school environment is a risk factor in the
development of eating disorders compared with purely girls’ or boys’ schools.

Regarding the focus of the monograph, all important mental factors that
contribute to the onset of eating disorders have been described. Other mental
factors will not be analysed in detail.

1/2/3 Social and Cultural Risk Factors

According to Svédova and Micova (2010), the biological and mental
determinants are responsible for the severity of the disease, whereas the social
factors in the form of the media-proclaimed emphasis on appearance and
slimness are directly responsible for the increasing prevalence of the diseases.
Anorexia nervosa and bulimia nervosa also occur in countries that have adopted
the so-called Western culture and where these disorders had not occurred before.

/22/



The media often uncritically celebrate bony slimness and skinny models, and
defame obesity: “Away with excess kilos!”, “Lose weight after Christmas!”, “Lose
weight and put on your swimsuit!”, “Have you put on weight? We know what
to do!” The fashion industry, magazines, television, and the internet support
the idea that even a slight overweight is harmful to health and that slimness is
the most important aspect of attractiveness and success. Excessive interest in
body weight is becoming a social norm, but the ideal is not an optimum body
weight but gauntness. The social and cultural trends presented in this way are
in contradiction with the biological variability and naturalness of the human
body. They present unrealistic targets and inappropriate models that weaken
people’s self-confidence, because they are unachievable for most people and
lead to dissatisfaction and impaired perception of the body. In response to this
dissatisfaction, which is evident in most adolescent girls, they desire to lose
weight, deliberately restrict food intake, are concerned about obesity, and choose
forced vomiting. If girls manage to lose weight, their low body weight and body
proportions corresponding to the current ideal of beauty increase their sense of
self-value and in this way they compensate for the lack of self-confidence. The
social risk determinants of the development of eating disorders also include
professions or professional training closely associated with physical appearance
where a slim figure is a career prerequisite (Grogan, 2000; Prochazkové, 2011;
Svédova & Mic¢ovd, 2010).

1? «
)

Sladké (2004) refers to studies that documented significant dissatisfaction with
one’s body among young Chinese females after they had quickly adapted to
the Western standards of female beauty. They began to suffer from a feeling of
fatness of the abdomen, thighs, and buttocks. They experienced traumas they
had not known until then.

Regarding the above — especially the fact that eating disorders are present
already in childhood - preventive measures should be in place aimed at children
at around the age of ten when they enrol in lower secondary school. Ideally,
prevention should be in place from birth in the family, for example by supporting
a positive attitude to eating and building a healthy self-confidence and respect
for oneself. Further preventive measures aimed at eating disorders should be the
responsibility of the school and the teacher. The issue of prevention in relation
to eating disorders is described in detail in the following chapter.
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2 / Prevention of Risk Behaviour

The purpose of primary prevention is to prevent socially undesirable
phenomena. Regarding the focus of the monograph, this type of prevention
will be analysed in detail. The aim of secondary prevention is early recognition
(or discovery) of social and medical problems that already exist and their
professional treatment or elimination of their negative health or social
consequences (Miovsky et al., 2012). The last type is tertiary prevention,
the purpose of which is to prevent the recurrence of socially undesirable
phenomena or complications of a particular disease.

According to Cech (2012), prevention can be any type of training, educational,
health, social, or another type of intervention aimed at preventing the occurrence
of risk behaviour, eliminating its further progression and mitigating the already
existing forms and manifestations of risk behaviour, or at least helping to address
its consequences.

Primary prevention should be aimed at preventing the occurrence of risk
behaviour, which can be achieved for example by raising the awareness of society
that this is not only a specific problem of an individual but a problem that
relates to everybody and the whole society (Kubétov4, 1998). In the area of
primary prevention, emphasis is on the so-called specific primary prevention.
This includes activities and services aimed at working with a population where
anegative development can be expected without such prevention. The objective
is to prevent or limit this negative development (Ministry of Education, Youth
and Sports [MEYS], 2013,2019). Primary prevention is usually implemented
as general, selective, or indicated. Each of these types has a different focus:

. General primary prevention focuses on a group, in this case on a class,
which has so far not manifested any risk behaviour. The purpose of this
type of prevention is to present to the pupils new information on the
risks and pitfalls of risk behaviour and teach them the skills necessary
for dealing with these phenomena (MEYS, 2013, 2019; Nespor et al,,
1996, 1998).
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. Selective primary prevention focuses on groups with a higher risk of
undesirable behaviour. These groups are characterized by the presence
of risk factors (biological, social, or psychological), by age, gender, family,
place of residence, or the level of social disadvantage (Lejckové, 2006).

. Indicated primary prevention precedes secondary prevention and is based
on direct individual work with the client. Focus is on individuals as well
as groups who have been shown to have an increased presence of risk
factors. The aim of this type of prevention is to delay risk behaviours
and decrease their frequency (Lejckové, 2006; MEYS, 2013, 2019;
Nespor et al.,1998).

Non-specific primary prevention includes activities that develop a harmonious
personality, including the development of interests, talents, etc.

Presently, primary prevention is not based on intimidation of pupils by the teacher
or the use of punishments. This type of behaviour does not support pupils” healthy
development and a positive social climate (Miovsky et al., 2010).

Consistently with other authors (for example Cech, 2012; Miovsky et al.,, 2010)
we believe that primary prevention should be given the greatest attention as it
essentially serves the purposes of immunization, i.e. protection of individuals
and groups at risk from the negative effects and consequences of risk behaviour.

2/1 Programmes Aimed at Primary Prevention of Risk Behaviour in CR

The website of the Ministry of Education, Youth and Sports of the Czech
Republic informs that all schools and educational establishments in the Czech
Republic are required to provide at least the minimum primary prevention of
risk behaviour related to eating disorders. According to the law, the issue of
eating disorders is part of the mandatory prevention of social and pathological
phenomena (Act No. 561/2004 Coll. on pre-school, basic, secondary, tertiary
professional and other education, 2019). The minimum prevention programme
is this part of the school prevention strategy and the School Education Programme,
which is based on the Framework Education Programme (FEP EE, 2017).

The development of the minimum prevention programme is affected by
several factors including the current time resources, personnel, and finance.
The programme should also be adapted to the cultural, social and political
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circumstances, the structure of the school or the specific population, both
within and around the school, thereby respecting the differences in the school
environment. Its content should be clearly defined including long-term and
short-term objectives, and its design should allow proper implementation.

The main objective is to improve the effectiveness of the process of education
of children and adolescents in preventing social and pathological phenomena
including eating disorders in a long-term perspective. It is also an attempt to
maximize the pupils’ ability to make responsible and informed decisions. The
minimum prevention programme promotes a healthy lifestyle and physical and
mental balance among pupils, thereby supporting the most vulnerable groups
(MEYS, 2019).

Not all activities (their structure and method of implementation) contribute to
positive results. The prevention programme in the CR is also based on pupils’
own activity, variability of forms of preventive work, but also on the involvement
of teachers and cooperation with parents. The prevention programme in the CR
should be appropriate to the age of pupils and the special requirements in the
area of knowledge, attitudes, skills, and critical thinking. Through preventive
activities pupils learn to respect each other and to make compromises, but also
to recognize and satisfy their own needs because this is what is considered the
best prevention (Prochazkova, 2011b).

Miovsky et al. (2010) recommend considering an appropriate type of prevention
programme and refer to various types of programmes including one-off
programmes, comprehensive long-term programmes, collective programmes,
and indicated and selective primary prevention programmes. The type of
prevention programme should be chosen with regard to the school educational
programme and should according to the authors meet the following criteria:

. Direct and explicit link to a specific form of undesirable behaviour.

. Clearly defined time and space boundaries for the implementation of
the programme.

. Clearly defined target group.
The most frequent types of prevention programmes in the CR are one-oft
events, such as presentations given by the Police of the Czech Republic, Fire

Rescue Service, or health professionals. In the case of eating disorders, these
presentations are given by for example the Anabell Centre or CEVAP (Centre
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for Ethical Education and Prevention of Social Pathological Phenomena).
However, these events do not have a significant impact on pupils’ social skills
in their future life. Nedpor et al. (1996, 1998) emphasise the advantages of
these events including availability and affordability. Yet the authors believe that
one-off events cannot replace systematic preventive work with pupils including
a thorough development of their personalities.

In addition to accepting the specific problems, needs, and rights of the target
group, the school must also ensure the organizational, personnel, and economic
requirements of the primary programme provider. Only after ensuring all
materials and technical requirements, the quality can be evaluated. According to
Pokorny (2003 ) the evaluation of the effectiveness of the preventive programme
is an important part of primary prevention, including the evaluation of its
success or achievement of objectives.

2/2 Role of the School in Primary Prevention

Our society respects certain values in the education of the young generation.
In addition to the family, the place where children and youth can identify
with this hierarchy of values is the school, as suggested by the Slovak authors
Babiakov4 and Kasa¢ova (2007). After the family, the school is the most
influential socializing agent, where both positive and negative effects are
reflected and which is the main location of primary prevention. The school
can include preventive activities in lessons, thereby systematically acting on
all pupils (Helus, 2006; Vyrost & Slaménik, 2008).

The school cannot completely replace family upbringing, but should try to
remedy or eliminate deficiencies that children bring into the school environment.
Obviously, without mutual cooperation between the school and the family, the
prevention of risk behaviours will be inefficient.

Priicha (2002) describes the school as an institution which is part of the
children’s environment. Children spend a significant part of the day at school
for a period of 1012 years or more (in most countries) and therefore the
school is the place where children grow up and develop. This implies that the
role of the school is to be a professional educational establishment but also the
place where children find a pleasant environment for life. The school should
help children step into society where their lives will take place; it is the centre
of primary prevention for the largest target group in terms of preventive measures
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aimed at children, youth, and young adults. The school provides a very specific
environment for prevention because its attitude to and effect on pupils allow
inclusion of preventive activities in lessons and ensure pupils’ participation.

It is important to understand that children come to elementary school
with eating habits adopted in the family and kindergarten. They are used to
a particular daily eating and drinking regimen. Their dietary preferences and
potential aversions are already relatively stable. In most cases, children are not
forced to eat their food and they have free access to drinks or sweets. As they
enter primary school, children are presented with appropriate eating habits. At
the same time, the school regimen and school meals provide them with new
food-related experience. In any case, the formation of appropriate nutritional
habits at school is a challenging task and requires close cooperation between
the school and the family (Marddov4, 2004, 2011).

2/3 Role of the Teacher in Primary Prevention of Eating Disorders

The family, especially positive communication between parents and children,
good relationships, but also the attitudes to food and appropriate eating habits
in the family remain the basis of eating disorders prevention. Nevertheless,
the issue should not be underestimated in school, also because the period of
adolescence is the riskiest period for the occurrence of eating disorders.

Pupils usually spend more time at school than at home. At school, teachers
provide pupils with knowledge but also social values. Teachers are those who can
provide correction where parents had failed. Some parents put excessive emphasis
on performance or appearance and prefer authoritative upbringing styles that
undermine children’s self-esteem. These factors may trigger eating disorders and
therefore, teachers and also prevention methodologists, school psychologists,
or educational counsellors should have sufficient information on the causes and
consequences of eating disorders and should present this information to their
pupils in an appropriate and especially comprehensive manner.

It is not advisable to intimidate pupils, exaggerate, or highlight only certain
aspects of eating disorders. It is well known and confirmed by professionals
in the field (Krch, 2010; Papezov4, 2010; Sladka, 2004) that inappropriate
prevention can act as a trigger of inappropriate behaviour that is supposed to be
prevented. It may happen that during a prevention session they hear for the first
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time that food intake may be followed by vomiting or use of purging aids such
as laxatives or diuretics, some may be attracted by pictures of skinny models,
actresses, singers, etc.

It is very important to prepare pupils, especially girls, for physical changes
(weight gain, breast enlargement, rounding of the hips, etc.), as well as mental
changes, particularly in the upcoming risk period of adolescence. Pupils should
also be instructed about various physical types and differences between people.
It is advisable to prevent the spread of prejudices against differences (support
their self-acceptance and teach them to like themselves and other people as
they are).

The teacher may also emphasise inappropriate eating habits and particularly
the risks of weight control. By teaching appropriate eating habits (full lunch
meals including appropriate lunch break, importance of varied and regular diet,
avoidance of frequent consumption of sweets and sweetened drinks) teachers
inculcate their pupils with obesity prevention measures.

In the prevention of eating disorders, it is important for the teacher not to
strengthen pupils’ fear of overweight and certain types of food, and should
refrain from categorical statements about calorie values of foods or the
harmfulness of certain foods.

Similarly to the information described above, it is important to support a positive
social climate in the class and create favourable conditions for pupils’ self-
confidence and healthy personal growth. This is closely related to promoting
pupils’ skills, teaching them to be assertive, and supporting the art of conflict
resolution and healthy self-assertion. The ability to adequately respond to stress,
failure, or criticism, and the promotion of group activities are also closely related
to the prevention of eating disorders (Prochazkova, 2011a, 2011b; Svédova
& Micovd, 2010).

Health education teachers, prevention methodologists, school psychologists
and other school personnel can greatly contribute to the prevention of eating
disorders, but their potential is insufficiently used. The little success of some
prevention programmes may result from the inability to identify the knowledge,
values and attitudes of school employees concerning the prevention of these
disorders. Possibly, they are not sufficiently informed about this issue and
suitable methods of prevention of eating disorders. They can also be more
susceptible to problems related to their own appearance and weight (this mostly
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applies to young people and women). Moreover, their role of “specialists” might
not protect them from making mistakes. The combination of these factors may
have a significant impact on the success of preventive activities, especially with
respect to possible inappropriate modelling and transfer of behaviour and
attitudes to pupils.

To ensure effective prevention of eating disorders, teachers must not only have
outstanding theoretical knowledge about the issue but should also enhance
their expertise by means of seminars, lectures, or e-learning in order to develop
positive attitudes to this issue. The approach focused on teacher education as
a form of secondary prevention might improve their attitudes to the issue.

2/3/1 Recognition of Eating Disorders in Pupils

In schools, there is a high probability that teachers will recognize the first
signs of eating disorders in time. It is therefore crucial for them to be aware
of the specific manifestations of anorexia nervosa or bulimia nervosa. The
manifestations described below are part of an e-learning application developed
by the author of the monograph especially for teachers of health education in
elementary schools as part of primary prevention. The manifestations of eating
disorders are as follows (Prochazkové4, 2011a,2011b; Svédova & Mi¢ové, 2010):

. Weight changes — significant weight loss for example after summer
holidays, provided that this was not caused by a disease associated with
weight reduction and loss of appetite. Bulimia nervosa or overeating are
associated with a rapid weight increase or relatively significant weight
fluctuations.

. Noticeable isolation from others - this applies especially to cases when
the girl was previously included in the group of classmates and now avoids
them and does not seek their presence.

. Loss of interest — this applies to typical activities among teenagers such as
parties, discos, etc. Suddenly, the girl is rather introverted, sad, thoughtful,
and serious.

. Striving for high performance - typically in all subjects; later the girl’s
achievement decreases and the girl shows lack of concentration, fatigue,
and even apathy in almost all school activities.
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. Increased physical activity — especially Physical education teachers may
notice excessive physical activity during PE lessons. Typical signs in other
subjects include restlessness at the desk, running upstairs during breaks,
the girl needs to be physically active all the time.

. Strong emphasis on appearance — but at the same time uncertain
behaviour and embarrassment among others, for example during visits
to the swimming pool with a swimsuit on. At the beginning the girls prefer
close-fitting clothes to emphasize their slim figure, then they prefer loose
clothes such as sweatshirts or sweaters to cover their gauntness, which
has been noticed by people around.

. Deterioration of physical health — the signs include poor quality of hair,
skin, the girls are often ill, anorexia nervosa is sometimes associated with
lanugo (downy hair all over the body), the girls are sensitive to cold even
in summer.

. Deterioration of mental health — depressive mood, the girls are irritated
and oversensitive.

. Changes in eating behaviour — skipping snacks, snacks are usually thrown
to the bin. Later on, lunch in the school canteen is skipped and the girls
avoid almost all joint activities because of food, including trips and
school events with joint meals, they refuse food in front of others, they
have various excuses for not being able to eat. In the event of joint meals
when the girl is together with other people, she requests smaller portions
and meticulously compares her food with the food of others. The girls
often assess their portions as excessive and impossible to eat. In the case
of anorexia nervosa, the gitl eats very slowly (often an hour or longer),
takes very small bites and carefully chews the food, is picky and chooses
on the plate what she will eat. In the event of overeating problems, the
teacher may notice that the girl eats very quickly, gulps her food, and eats
unusual combinations of foods.

. Dietary structure changes — these changes can be noticed not only by
the teacher, but also by classmates. The girls reject fat or sweet foods,
energy-rich foods, but also usual foods such as bread and meat, arguing
that these are unhealthy foods and that they prefer dietary foods (light
yoghurt and particularly vegetables). In some cases, the girls use too
much salt, drink coffee, and are often sick after eating. Sometimes they
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drink a lot, which exerts pressure on the kidneys, or do not drink at all,
which may cause dehydration. They are well aware of the calorie value

of foods and carefully study food labels and packaging.

Compared with the typical anorectic gauntness, bulimia nervosa is
more difficult to recognize. This is one of the reasons why this disorder
is trickier. Sick girls are capable to concealing their illness for a long time
because they are ashamed of overeating and subsequent vomiting or
a different way of purging. People around may not notice any signs for
a long time. Possible signs of bulimia nervosa include prolonged stays
in the toilet, food getting lost, or weight fluctuations.

2/3/2 Teacher's Behaviour Towards a Pupil With Suspected Eating Disorder

In communication with a pupil with an eating disorder the following must be
remembered (Prochazkova, 2011a; Svédova & Micova, 2010):

This is a mental disease, mostly unaffected by the patient’s perspective
and motivation.

The disease itself leads to lying, cheating, and excuses.

Girls with eating disorders tend to be very sensitive, intelligent, thoughtful,
and at the same time doubtful, distrustful; in relation to their eating
disorder they believe that people around them lie to them about their
figure and about food and only try to feed them up.

The patient cannot be cured without actively wanting to.

To start eating and gain weight is very difficult for the patients because
of the disrupted perception of their body and strongly embedded habits.

The teacher may offer help, be supportive, but cannot resolve the problem
instead of the patient; the teacher should agree on specific rules with the
pupil (exercise, testing) and approach the pupil in the same way as the
rest of the class.

Itis important not to protect the pupil but prevent possible bullying and
stigmatization.

It is advisable to involve the pupil in group activities, prevent further
isolation and withdrawnness.
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. The teacher should be patient, kind, tactful, but also firm, should not do
anything without informing the pupil (for example contact the pupil’s
parents or friends); it is very important to build mutual trust between
the teacher and the pupil.

Health education teachers, prevention methodologists, but also school
psychologists play an important role in the prevention, identification, and
treatment of eating disorders. The teacher must be able to identify vulnerable
individuals, implement school prevention programmes, take appropriate
measures, and support pupils who are recovering from eating disorders. Early
intervention and prevention efforts by the teachers, methodologists, and
psychologists are essential in achieving a positive perception of one’s body
and in supporting a healthy lifestyle free from physical and mental hazards
associated with these disorders.

Steps to Be Taken in the Case of Suspected Eating Disorders

The teacher is often the first to notice the signs of anorexia nervosa, bulimia
nervosa, or psychogenic overeating. If eating disorders are suspected, the teacher
should take the following steps:

. Talk to the girl/boy about their feelings and concerns about suffering
from eating disorders. (“You've lost a lot of weight recently so I'm worried
about your health and I think you may have food problems.”)

. Offer help. (“If you want, I'll help you, you can come to me at any time.”)

. Inform the girl/boy and contact the family. (“I'm seriously worried about
you and because I'm responsible for you I think it is a good idea to tell
your parents. You don’t have to worry, I'll explain everything to them.”)

. Jointly plan further steps to prevent the development of the disease,
including especially the following:

— school exercise (exercise in underweight patients is risky and should
be limited; naturally the reasons for this measure must be explained,
top-level sport and risky activities such as gymnastics, modelling,
ballet, dance must be suspended);

— school meals (rules on checking the patient should be agreed);
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—home preparation for school or preparation in the event of
hospitalization (check the time that the patient spends preparing,
sometimes they spend too much time and complete their tasks
with precision, sometimes they delay their tasks, are unable to
concentrate; trying to cope with the pressure may result in frustration
and overeating);

— it is mostly advisable to produce an individual plan (Prochizkova,
2011b; Svédova & Micova, 2010).

Producing a draft individual plan is not the focus of this monograph, because
the specifics of the contact with the patient are always individual and must be
adapted to the situation. The information above should be used as inspiration;
if communication with the patient is impossible, it is advisable to contact
organizations that focus on the issue of eating disorders and consult further
procedure (for more information see for example www.anabell.cz).

The school is undoubtedly the most massive cultural mediator of psychological
development, where all pupils spend most of their time. The school environment
offers space for education and training and thanks to its approach and influence
on pupils is a suitable place to include prevention activities in lessons. For
this reason, the school has an irreplaceable position, especially in terms of the
organization of its systematic activities.

The effectiveness of prevention activities in schools increases by using
systematic and long-term cooperation with pupils including the application
of positive models combined with various strategies. It is also important to
adapt the prevention of eating disorders to pupils’ age, their current needs,
and the development of social skills.

The prevention of eating disorders is mostly implemented in lower secondary
school, but prevention activities adequately aimed at supporting a healthy
lifestyle and a positive attitude to one’s body, preventing the negative effects
of the media and advertising, and emphasising the health risks associated with
eating disorders may also be applied in primary school, where these disorders
have also been diagnosed. The teachers’ behaviour may be affected by their
attitudes to the pupil or pupils as well as their attitude to eating disorders. This
issue is discussed in the following chapter.
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3 / Attitudes

An attitude can be characterized as “a psychological tendency that is expressed
by evaluating a particular entity with some degree of favor or disfavor” (Eagly
& Chaiken, 1998). An attitude can be defined as an acquired motive expressing
an individual’s relationship to a particular object, thing, person, activity, group,
event, idea, etc. (Cap & Mare§, 2007). A similar definition was suggested
by R. L. Atkinson (1995). A definition of attitude as a tendency to react in
a steady manner to objects, people, situations, or the self was proposed by
Hartl and Hartlové (2009) in their Psychologicky slovnik. M. Nakoneény (1997)
summarizes the development of the term by stating that it was introduced
in sociology and psychology by W. J. Thomas and F. Znaniecki (1918), who
considered it a conscious relationship of an individual to a value. A year later,
Nakoneény (1998) in his publication Psychologie osobnosti defined an attitude
as an assessment relationship suggesting that by taking an attitude to a specific
object we in fact make an assessment. The author distinguished attitudes as
central, which relate to significant objects, and marginal, which are of lesser
importance, but at the same time emphasised that different people might have
different attitudes to the same object (Nakoneény, 2009).

An apt definition was provided by G. W. Allport (1967), who described
an attitude as a mental and neural state of readiness, organized through
experience, exerting a directive or dynamic influence upon an individual’s
response to all objects and situations with which it is related. The Czech
psychologist J. Janousek (1988) defined an attitude as a psychological structure
that constantly characterizes the selectivity of the subject while accepting
external effects and performing activities towards the surrounding environment.
The sociologist Jandourek (2001) defined an attitude as an unlearned disposition
through which a person reacts positively or negatively to a specific object by
means of a feeling, idea, assessment, or behaviour.

Relevant literature resources include a tripartite model of attitudes, which was
originally developed by Rosenberg and Hovland (Hewstone & Stroebe, 2006;
McLeod, 2018):
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1)  The affective (emotional) component refers to emotional feelings that
one holds toward an attitude object; adds a motivational character and
governs the orientation of the attitude (for example “I like to implement
the prevention of eating disorders.”).

2)  The cognitive component refers to the beliefs that one holds about the
attitude object (for example “The knowledge about the issue of eating
disorders is important for me.”).

3)  The behavioural (conative) component refers to overt actions and
responses to the attitude object (whether positive or negative); a strong
positive attitude produces greater commitment in favour of the attitude
object, on the contrary, a strong negative attitude turns us away from
the attitude object (for example “The prevention of eating disorders is
insignificant for children.”).

Globally, there are many definitions that differ in some aspects. The definitions
mentioned in this monograph correspond with the issue in question.

3/1 Teachers’ Attitudes to Eating Disorders

In accordance with the above, the teacher’s attitude can be defined as a motive
expressing the teacher’s relationship to the child, a group of children, and
especially the prevention of risk behaviours in the school environment. The
present research study described below focused on the teacher’s relationship
to the issue if eating disorders as a risk form of behaviour occurring especially
among adolescents. The study is based on the assumption that without thorough
knowledge of the teachers’ attitudes to the prevention of this issue, where
these attitudes are considered a heterogeneous complex of evaluation, feelings,
and conative tendencies, it is impossible to affect this area in a successful way
or implement preventive measures among children. This type of research
studies is highly topical, because the teacher’s attitude can affect the learning
activity of the child, which is confirmed in their research studies by Helus and
Pelikan (1984).

However, the several definitions of attitudes mentioned earlier do not explain
the circumstances of their origin or their properties. An important fact is that
the attitudes of an individual (teacher) develop, and what we find out relates only
to a specific moment. Attitudes influence our conduct, thinking and behaviour.
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Attitudes are not innate but are the products of learning that may change under
certain conditions because all that is learned is conditional. In the course of
life, every individual including teachers is a member of a number of groups
(the primary group is the family, the secondary group includes classmates,
fellow teachers, friends, etc.) These groups undoubtedly affect the development
and shaping of attitudes. In different groups we try to recognize and identify
the attitudes of others. We often adapt our attitudes in order to be accepted
by an individual or a group; we try to blend in and be accepted. Other people
always change our behaviour and our attitudes in a specific way. In addition to
the influence of the groups, the individual’ attitudes are also affected by other
factors. They include for example gender and age (personality maturation),
traumatic experiences (psychological shock, life crisis), or opposing personal
experiences (disappointment). The most susceptible attitudes are those related
to intimate relationships (parental love, intimate partnership, friendship)
because these relationships have a strong effect in multiple spheres and last
for along time.

The above suggests that attitudes and relationships determine the direction
of the thoughts, feelings, and behaviours of every person. The development
of attitudes is also affected by the mass media, which is in the case of eating
disorders one of the determinants contributing to their origin and affecting
the adolescent population on a massive scale.

As suggested by Krech et al,, (1968), the changeability of attitudes depends
on the characteristics of their structure, the personality and group affiliation
of the individual.

Festinger (1957) described the change of attitudes as the cognitive dissonance
theory suggesting that the attitudes of an individual are mutually consistent
and that the individual acts in accordance with his/her attitudes in order to feel
comfortable and be motivated. According to the author, certain inconsistencies
may occur. They are unpleasant and people try to reduce them or avoid them.
Concerning the issue addressed in this paper, it is important for teachers
to act in agreement with their attitudes to eating disorders. If teachers have
anegative attitude to eating disorders, they are very unlikely to give their pupils
high-quality information from proven sources.

If there is a high-quality social link between the teacher and the pupil based
on empathy and good communication, the child has confidence in the teacher.
A teacher with a positive attitude to eating disorders can take preventive
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measures in this area. Strategic aspects in this area are adoption of a healthy
lifestyle, good communication, and increasing self-confidence. This can be
achieved for example by exploring the child’s talents.

3/2 Current Research on Teachers’ Attitudes to Eating Disorders

The aim of this chapter is to provide an overview of significant international
and domestic research studies on teachers’ attitudes to the issue of eating
disorders. There are not many research studies on this issue. For this reason,
the text below mentions publications that relate to the issue addressed in this
monograph, albeit remotely.

Zali Yager and Jennifer A. O’Dea (2005) published a study entitled The Role
of Teachers and Other Educators in the Prevention of Eating Disorders and Child
Obesity: What Are the Issues? This paper is highly relevant to the present issue.
The authors explore the important contribution of teachers and other educators
(including health education teachers, school nurses, school counsellors, school
psychologists, and sports coaches) who are engaged in the prevention of eating
disorders and childhood obesity. According to the authors, it is important to
understand the knowledge, beliefs, attitudes, and expectations of teachers
who implement prevention programmes in order to ensure that they are
personally and professionally capable of implementing prevention activities
in schools. According to the authors, the school is considered an appropriate
environment for the prevention of eating disorders and childhood obesity
due to the constant and focused approach to a large number of developing
individuals (Yager & O’Dea, 2005). The authors observed that teachers and
school staff were constantly complaining about insufficient knowledge in
the area of eating disorders and considered this aspect the main barrier to
the implementation of prevention programmes. A high proportion (70%) of
secondary school teachers of Physical education, Health education, and Family
education showed interest in training that would improve their knowledge and
skills in the prevention of eating disorders (Yager & O’Dea, 2005).

According to the results published in a similar study, school staff have a distorted
perspective of the causes and development of eating disorders, which may not
only support their negative attitudes to the issue, but they can also pass on these
negative attitudes to their students (O’Dea & Abraham, 2001).
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Another research study explored and compared body image, dissatisfaction
with one’s body, dieting, and eating disorders among future teachers of Health
education and PE and students of other disciplines. The participants were
teacher training students (N = 502)° from randomly selected classes at three
Australian universities. The research was carried out by means of a questionnaire.
Significantly worse results concerning body image and higher dissatisfaction
with their own body, dieting, and disorganized eating behaviour was reported
by future teachers of Health education and PE compared with students of other
disciplines. The authors emphasise that these inappropriate and dangerous
attitudes and behaviours can be intentionally or unintentionally passed on to
schools (Yager & O’Dea, 2008).

The teachers’ opinions concerning the prevention of eating disorders was
analysed by Vardano-Sullivan et al. (2013). The author declares that a greater
teachers’ understanding of the problem of eating disorders can contribute to
their greater involvement in the process of prevention. No previous studies
aimed at teachers had used the acceptability methodology or compared the
prevention of eating disorders with other prevention efforts. In the study,
teachers (N = 135) assessed the acceptability of five sample programmes and
expressed their opinions on eating disorders and other prevention programmes.
The results suggest that programmes aimed especially at the psycho-educative
concept were most acceptable. Although the issue of preventing eating disorders
was considered important, it was not considered as serious as other programmes,
such as preventing substance abuse.

Russell-Mayhew et al. (2008) used the focus group approach to investigate
the attitudes and opinions of teachers and parents. The respondents answered
five main questions about what they believed was important in the eating
disorders prevention programme, how the intervention programme affected
their students/pupils and relationships with their students/pupils, how it
affected the teachers personally, and how the programme could be improved in
order to increase its effectiveness. This pilot study concluded that interventions
in schools that focused on the issue of eating disorders and targeted parents,
teachers, and students were effective in terms of promoting positive changes
in pupils’ attitudes and behaviour.

The prevention of eating disorders is also correlated with the prevention of
obesity, which was the focus of the studies mentioned below.

3 N = number of respondents.
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In her study on the prevention of childhood obesity, Borra et al. (2003) focused on
the understanding of the attitudes, perceptions, and behaviours of pupils, teachers,
and parents. She performed a qualitative research study involving all of the groups
mentioned above. The research consisted of the following consecutive stages:

1) 16 focus groups (N =112);
2)  home observation, in-depth interviews, and diaries (N = 6 families);

3) 10 qualitative interviews (N = 46).

The results suggest that children need direct motivation to change their fitness
and eating habits, as well as tips on collaboration with their parents to achieve
their new fitness goals. Parents need to learn how to talk to their children about
eating and fitness habits in a positive and encouraging way, and how to maintain
their children’s effort to remain fit. Teachers believe that parents need to support
a healthy lifestyle at home.

Power et al. (2009) believes that obesity is a major health problem of young
people today. According to the author, most school prevention programmes
have had a limited effect. The author used focus groups involving students from
grade seven and eight, parents, and teachers in order to provide an insight into
the development of a comprehensive programme aimed at the prevention of
obesity in adolescents. The questions related to the beliefs about the relationship
between the behaviour of pubescent children and health, and about their
physical activity habits, preferences, influences, and obstacles. In addition,
the questions related to the recommendations concerning the interventions
to promote physical activity and healthy nutrition in early adolescence.
The qualitative analysis suggested that pubescent children understood the
relationship between their behaviour and health, although they had a limited
understanding of the concept of healthy nutrition. The young participants
involved in the study suggested their preferences concerning healthy food
and physical activity but also a number of barriers to their success. The main
difference between students, parents, and teachers reflects the fundamental
attribution error: students attribute their behaviour to situational factors,
teachers blame parents, while parents blame their children.

Derwi et al. (2011) examined the attitudes of students and teachers in
preparatory schools in Upper Egypt to obesity and healthy eating habits, and
assessed teachers’ abilities to achieve an active role in nutrition education of
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their students. Educational staff (N = 48) of different subjects from different
preparatory schools shared their opinions in four discussion groups. These
discussions covered several topics: severity of obesity and their willingness
and readiness to participate in the prevention programme. All teachers agreed
that obesity was a national as well as global problem. They were concerned that
obesity affected especially the young generation as a result of the increasing use
of computers and video games. 70.8% (34) of teachers agreed that they should
play an active role in prevention programmes, but only 48.8% (22) believed
that they were well prepared (equipped). According to all teachers the school
environment played the major role in promoting unhealthy behaviour among
students (school canteens and lack of control by school). Three quarters of
teachers (36) suggested that they would like to participate in school activities
or programmes related to obesity prevention, but significant measures would
be needed to do so. All teachers agreed that parental involvement at home
was essential to make any changes happen. All respondents also agreed on the
importance of a healthy lifestyle and prevention of not only obesity but also
eating disorders as the opposite side of the problem.

The use of the semantic differential to investigate the attitudes to different issues
is described in international scientific journals. However, these studies mostly
involve doctors and other health professionals, not teachers.

A study entitled Primary Care Physicians’ Attitudes about Obesity and Its Treatment
assessed the attitudes of doctors to obese patients and the causes and treatment
of their obesity. Nine items of the semantic differential were used to assess the
attitudes of doctors related to the personality characteristics of obese individuals,
for example hones—dishonest, lazy-hard-working, etc. (Foster et al.,, 2003).

The attitudes of teachers to Health education as a subject were investigated by
Edrich (2013), who focused on the attitudes of teachers from the school where
the author of the study taught Health education. Apostolidou and Fontana
(2003) investigated teachers’ attitudes to Health education in Greek schools.
The authors concluded that teachers had positive attitudes to Health education,
but 58% of teachers complained about inadequate education in this area. All
teachers considered Health education an important subject in elementary
schools. According to Myers-Clack & Christopher (2001) effective delivery of
Health education depended on the degree of teacher education. The authors
used a pre-test and post-test to examine the ability of teachers after a training
session to provide appropriate health-related information.
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There is an abundance of international research studies on the inclusion of
learners with special educational needs or students’ attitudes to different
subjects (for example mathematics or chemistry). Some studies also focused on
the attitudes of teachers to pupils’ obesity or obesity prevention, but research
on the attitudes of elementary school teachers to the prevention of eating
disorders has not been found in international electronic resources or scientific
publications.

In the Czech Republic, attitudes were analysed from an educational perspective
using the semantic differential by Chraska (1997, 2003b), who focused on
the attitudes of elementary and secondary school students to the educational
reality, attitudes to school, learning, and education of students at the end of
compulsory school attendance, and the attitudes of teacher training students
to the teaching profession, etc. The attitudes of teachers to various issues
were also analysed by other authors, for example Fialova (2011) analysed the
attitudes of teachers to the education of obese learners in elementary schools.
Teachers’ attitudes to the transformation of Czech education were analysed by
Simi¢kové (2003). Teachers’ attitudes to environmental issues were studied
by Horackova (2012). Reserved teachers’ attitudes to further education as one
of the risk factors of the curricular reform were addressed by Beran et al. (2007).
Havlik (2003) dealt with teachers’ attitudes to their own preparation. Attitudes
to further teacher education were analysed by Lazarov4 and Prokopové (2004).
Students’ attitudes and their changes as a significant part of teacher training were
addressed by Chraskové (2012). Attitudes in general have been investigated by
anumber of professionals but research studies focusing specifically on teachers’
attitudes to learners are rare (for example Havel & Filovd, 2010; Safrankova
& Kocourkova, 2011).

Although many authors analyse teachers’ attitudes to different aspects, a study
focusing on the attitudes of teachers to eating disorders has not been found in
the Czech Republic or abroad.
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Research on Teachers’ Attitudes
to Eating Disorders

The study describes a research study on the attitudes of the teachers of Health
education teachers or an equivalent subject in lower secondary schools. The
research on the teachers’ attitudes was conducted by means of the semantic
differential. The publication describes how the teachers’ attitudes are affected
by their qualification, gender, and length of teaching experience. The results
of the quantitative research are complemented by qualitative data based
on interviews with the respondents. The final part summarizes the most
important findings and recommendations for the prevention of eating disorders
in educational practice. The novel findings can also be applied in foreign
educational systems.

4/1 Research Problem and Objective

Previous research on eating disorders has shown that the problem is serious
and involves an increasing number of children and adolescents (for example
Krch et al,, 2003; Novak, 2010; Papezova, 2010; Prochazkovd, 2012, 2018;
Prochézkova & Sladka Sev¢ikova, 2017). In the Czech Republic and abroad,
the experience with eating disorders in children and adults is limited. Many
authors address specific areas that relate to this issue, as was mentioned above
(for example HBSC, 2019; Yager & O’Dea, 2005, 2008). These areas include
particularly health, physical activity, obesity, weight reduction, awareness
about eating disorders, appropriate prevention, or the occurrence of this issue
in different educational establishments. As mentioned in the previous chapter,
no studies were found on the attitudes of teachers to eating disorders. We believe
that the role of the teacher in lower secondary education is crucial in terms of
the development and shaping of students’ attitudes to this issue. Should teachers
influence their students in a positive way concerning this area, they must have
a positive attitude in the first place.
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The main objective of the research study was to identify teachers’ attitudes
to the issue of eating disorders. The main objective was achieved by means of
several sub-objectives, including literary research on attitudes, analysis of the
current state in the Czech Republic and abroad, and designing of an adequate
research structure. The study focused on teachers in lower secondary schools
and their attitudes to eating disorders in terms gender, qualification, age, and
length of teaching experience.

The research was based on the following research questions:

1) Aretheattitudes to the issue of eating disorders different between female
teachers and male teachers?

2)  Are the teachers’ attitudes to the issue of eating disorders affected by
their qualification?

3)  Arethe teachers’ attitudes to the issue of eating disorders affected by the
length of their experience?

4)  Aretheteachers’ attitudes to the issue of eating disorders affected by their age?

The research questions were used to formulate the following hypotheses:

HI1: Female teachers have more positive attitudes to the issue of eating disorders
than male teachers.

H2: Teachers qualified in Health education have more positive attitudes to
the issue of eating disorders than unqualified teachers.

H3: Teachers with longer teaching experience have more positive attitudes to
the issue of eating disorders than teachers with shorter teaching experience.

H4: With increasing age, teachers’ attitudes to the issue of eating disorders
are more positive.

The following chapters provide a detailed description of the methodology of
the main research study. For a more accurate interpretation of the quantitative
data the authors also performed a complementary research study using semi-
structured interviews with teachers randomly selected from the research
sample. The objective of the additional study was to identify the specific
ways of cooperation with pupils, both in school and in families (see chapter
Complementary Research on Teachers’ Attitudes to Eating Disorders).
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4/2 Research Sample

The research sample consisted of 168 teachers from lower secondary schools.
The teachers were selected by means of total sampling in four regions. The
respondents were teachers of Health education in lower secondary schools.
According to the FEP EE (2017), this subject is compulsory in lower secondary
school with at least one lesson per week in any two years of lower secondary
school. The proportion of qualified Health education teachers was 21.43%
(N =36), the proportion of unqualified teachers was 78.57% (N = 132). The
lower number of qualified respondents was caused by the implementation
of FEP EE from the school year 2007/2008 and the introduction of the
following new educational areas: Man and health and Health education.
A number of schools introduced the Health education subject but there was
a lack of qualified teachers in the Czech Republic. Therefore, universities
introduced the Health education course shortly before 2007 (for example
Masaryk University in 2005) or later (for example the Faculty of Education,
University of South Bohemia in 2008). The average age of the respondents was
42 years and ranged from 25 to 68 years of age; the average length of teaching
experience was 13.5 years and ranged from 1 to 41 years of experience. The
number of female respondents was 149, of whom 32 were qualified; the number
of male respondents was 19, of whom four were qualified.

The complementary research study was based on a semi-structured interview
with 10 respondents (for details see chapter Complementary Research on Teachers’
Attitudes to Eating Disorders).

4/3 Research Instrument

The method of semantic differentiation (better known as the semantic
differential) is a psychosemantic technique. Most of these techniques
(incomplete sentence test, verbal association method, semantic selection
method and others) are used especially in psychology. The semantic differential
method is one of the few used in educational research. This research method
identifies how people (respondents) perceive various concepts. The respondents
describe a phenomenon by assigning properties on a continuum of their extreme
characteristics (e.g. good-bad, easy—difficult, useful-useless, etc.) Then the
semantic differential is used to place the concept in a semantic space according
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to three dimensions (factors): factor of evaluation, factor of potency, and factor
of activity. The quality of measuring attitudes by the semantic differential largely
depends on the characteristics of the scales used in the measurement.

The authors of the present study also used the semantic differential. One of the
inspirations for the development of the research tool was a research study carried
out in 2002 at the Faculty of Education in Olomouc aimed at the measurement
of the attitudes to teachers among students/future teachers (Chraska, 2003b).
The author used an instrument based on the semantic differential and measured
the attitudes of teacher training students to the teaching profession using four
conceptual indicators.

On the basis of personal consultations with the author of the research mentioned
above, a total of 15 conceptual indicators were selected for the purposes of the
preliminary research (for example prevention of eating disorders, anorexia
nervosa, teacher, pupil, person suffering from bulimia nervosa, etc.) For each
indicator a seven-point scale was provided representing 19 bipolar terms (for
example good-bad, easy—difficult, pleasant-unpleasant, light-heavy, dark-light,
etc.) All bipolar concepts used in the preliminary research are shown in Table 2.
The assessment scales included both positive and negative items. For the
purposes of statistical processing, the negative items were re-coded in a reverse
order. Coding of the scale was performed by means of numbers 1 to 7.

At the beginning the demographic data were specified (gender, age, length of
teaching experience, qualification, and subjects that the respondents teach).

The validity of the research instrument was double checked for construct validity.
Firstly, the validity was determined by an expert on the semantic differential
and three experienced teachers. The assessors were asked to comment on the
items and their clarity. All of the items were assessed as clear. Secondly, the
construct validity was determined by an exploratory factor analysis (see chapter
Preparation of the Research and Data Analysis).

After the completion of the preliminary research the research instrument was
administered to elementary schools by email and in person by the students of
the Faculty of Education, Masaryk University who submitted the instrument
directly to the teachers. A total of 766 elementary schools with lower secondary
education were addressed in the following regions: South Moravian Region
(276 schools), Zlin Region (159 schools), Olomouc Region (181 schools),
and Vysocina Region (150 schools). In all of the regions, the research sample
included all schools according to the information provided by the Analytical
and Statistical Department of the Ministry of Education, Youth and Sports as
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of September 2012. The administration was mostly electronic; the respondents
were informed of the anonymity of the research instrument and use of the data
for research purposes. A total of 168 questionnaires were returned, which equals
21.93%. All of the questionnaires were completed in a way that allowed their
inclusion in the analysis.

4/4 Preparation of the Research and Data Analysis

Upon receipt of the completed questionnaires from the preliminary research,
the results were numerically encoded and recorded in an Excel spreadsheet as
described above. The reliability of the measurement by means of the semantic
differential was tested by Cronbach’s alpha coefficient (the calculation was
performed by STATISTICA Cz 10.0). The value of Cronbach’s alpha for
the indicators ranged from 0.67 to 0.89 in each indicator, where the value
of 0.7 or higher represents high consistency and reliability (Cronbach
& Shavelson, 2004 ).

The encoded responses were subjected to a factor analysis. The items of the
semantic differential were designed to measure two factors (constructs) of the
attitudes to eating disorders. These factors are referred to as the evaluation factor
and potency (strength) factor (Chréska, 1996). Subsequently, the construct
validity of the research instrument was verified.

Table1 Cronbach’s Alpha Coefficient for Each Indicator

Indicator Cronbach’s alpha coefficient (o)
Prevention 0.73
Implementation 0.76
| as the teacher 0.89
Family 0.81
Self-esteem 0.73
Pupil 0.79
Teaching profession 0.67
School 0.82
Implementation of eating disorders prevention 0.73
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Table 2  Results of the Factor Analysis of the Preliminary Research

Factor  Scale Scale Charge factor®
number Factor evaluation Factor potency

E 1 good-bad -0.76 -0.46
P 2 easy-difficult -0.16 -0.79
E 3 unpleasant-pleasant 0.75 0.48
P 4 easy-difficult 0.33 0.76
E 5 beautiful-ugly -0.80 -0.42
P 6 undemanding-demanding -0.04 -0.75
E 7 sweet-sour -0.70 -0.47
E 8 dark-light 0.72 0.46
P 9 troublesome-trouble-free 0.52 0.63
E 10 cold-hot 0.61 0.29
E 1 important-unimportant -0.57 0.21
P 12 slow-fast 0.06 0.24
E 13 useful-useless -0.76 -0.24
E 14 passive-active 0.63 -0.12
P 15 shallow-deep 0.45 -0.49
E 16 entertaining-boring -0.71 -0.27
P 17 simple-difficult -0.05 -0.80
E 18 frequent-rare -0.16 0.12
P 19 strict-lenient 0.12 0.48

Note.*Rotation: varimax normalized (PRELIMINARY total);
Extraction: main components (dominant charges are in bold).

To verify construct validity, the standard explorative factor analysis was used,
where (unlike the traditional C. Osgood’s semantic differential [Osgood et al.,
1967]) only two common factors were extracted (calculations were made using
STATISTICA Cz 10.0). The factor structure of the scales was also verified by
a factor analysis of the results of individual conceptual indicators. This analysis
was used to verify that the factor structure of the scales was identical with the
structure obtained by the analysis of the results of all indicators.
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Based on the analyses, a total of nine conceptual indicators were selected
(shown in Table 1) with an 11-point scale (the scales applied are highlighted
in grey in Table 2), which show a high degree of factor stability and purity. The
remaining indicators* and scales showed insufficient factor purity and were
removed from the research instrument.

4/5 Results of the Research

To identify suitable statistical methods the test of normality was performed,
specifically the Kolmogorov—-Smirnov test, the result of which allowed the
application of parametric statistical methods. The specific values of the K-S test
are shown in Table 3. For none of the values a significant difference was found
in the results, which suggests a normal distribution.

The results of the research will be described in detail on the following pages. The
first part shows the graphs with all of the indicators by gender and qualification.
The differences between the groups of independent variables were identified by
means of an analysis of variance (ANOVA), which was followed by the Tukey
post-hoc test to specify any differences between the groups of the variables.
If a statistical significance was found in any of the groups, a relevant comment
was provided under the graph.

Table3 Kolmogorov-Smirnov Test Values

Indicator Kolmogorov-Smirnov test value
Prevention 0.06
Implementation 0.07
| as the teacher 0.09
Pupil 0.08
Implementation of eating disorders prevention 0.09
Teaching profession 0.07
School 0.08
Self-esteem 0.09
Family 0.06
4 Indicators excluded on the basis of the preliminary research: ia nervosa, bulimia nervosa, media,

person suffering from anorexia nervosa, person suffering from bulimia nervosa, eating disorders.
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4/5/1 Differences in Teachers’ Attitudes by Gender

As shown in Graph 1, a slightly more positive attitude to the prevention indicator
was found among men compared with women. No statistical significance
was observed for the indicator (F = 0.73; p = 0.39)°. Despite this finding, it is
well known that women are generally more concerned about their health and
therefore have a more positive attitude to prevention.

Graph 1 Teachers’ Attitudes to the Prevention Indicator by Gender
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As with the previous indicator, no statistical significance was found (F = 2.13;
p=0.15). As seen in Graph 2, men showed a slightly more positive perception
of the implementation indicator compared with women.
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Graph 2  Teachers’ Attitudes to the Implementation Indicator by Gender
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5 For indicators where statistical significance was observed, a relevant comment is

provided; statistical significance was determined at a level higher than 5% (p < 0.05), higher
than 1% (p < 0.01), and higher than 0.1% (p < 0.001).
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A relatively interesting finding was observed in the third indicator named I as the
teacher. The respondents agreed on almost the same positive perception of this
concept, although a slightly more positive perception was reported by women.
No statistical significance was observed (F = 0.23; p = 0.63). However, contrary
to the two previous indicators, the perception of the attitudes to this concept was
the least positive, although the indicator concerned the perception of oneself
in the profession of the teacher. As shown in Graph 3, the evaluation of this
concept is below average in both genders (considering the scale value of 3.5 in
the seven-point scale an average value). Similar results were also formulated
by Chraska (2003a), who investigated the attitudes to the teaching profession
in undergraduate teacher preparation.

Graph 3 Teachers’ Attitudes to the | As the Teacher Indicator by Gender
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Graph 4 shows the responses for the pupil indicator. In comparison with
the previous concept, the perception of this concept is much more positive. The
difference by gender was negligible and no statistical significance was observed
for the concept (F=0.12; p = 0.73).
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Graph 4 Teachers’ Attitudes to the Pupil Indicator by Gender
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Graph 5 Teachers’ Attitudes to the Indicator of Implementation of Eating Disorders Prevention
by Gender
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For the fifth indicator of implementation of eating disorders prevention a statistical
significance was observed at alevel of (F = 5.14; p < 0.05). As shown in Graph §,
more positive attitudes to this concept were reported by men. It is possible that
men notice the growing problem of eating disorders not only in the media but
also in the school environment, and therefore have a more positive attitude to
this issue.
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Graph 6 Teachers’ Attitudes to the Teaching Profession Indicator by Gender
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The sixth indicator examined the attitudes to the teaching profession, as can be
seen in Graph 6. According to the respondents, women had a more positive
attitude to the teaching profession compared with men, which is also confirmed
by other authors, for example Priicha (2002). A statistical significance was
observed (F=4.29; p < 0.05).
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Graph 7 Teachers’ Attitudes to the School Indicator by Gender
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In the school indicator, a statistical significance was observed (F=7.74; p < 0.01).
As suggested in Graph 7, this indicator was again perceived more positively by

women than men, as was the case for the teaching profession and I as the teacher
indicators.
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Graph 8 Teachers’ Attitudes to the Self-Esteem Indicator by Gender
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A statistical significance was observed for the eighth indicator entitled self-esteermn
(F=6.63; p < 0.05). Just as in the previous two indicators, this concept was
perceived more positively by women. As shown in Graph 8, positive perception
of this concept was below average (considering the scale value of 3.5 in the
seven-point scale an average value).
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Graph 9 Teachers’ Attitudes to the Family Indicator by Gender
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The ninth indicator was entitled family. In this concept, no statistical significance
was observed (F = 0.38; p = 0.54). Both genders showed almost identical
perception of this concept, as shown in Graph 9. The family concept had
the least positive perception of all of the indicators. The family indicator was
included intentionally. As was mentioned in the theoretical part of the paper, the
family is an environment suitable for the primary prevention of eating disorders.
It can be assumed that if teachers do not perceive the family in a positive way,
their attitudes to the prevention of eating disorders will not be positive either.
However, this correlation was not analysed in detail in the present study.

All of the indicators are related to eating disorders; therefore, the responses
under the indicators cannot be analysed individually but as a whole.

4/5/2 Differences in Teachers’ Attitudes by Teaching Qualification

The following graphs compare the effect of teaching qualification in the context
of each indicator. The results were evaluated using an analysis of variance
(ANOVA) followed by the Tukey’s post-hoc test. If a statistical significance was
found in any of the groups, a relevant comment was provided under the graph.

Graph 10 shows the results of the prevention indicator by teaching qualification.
A statistically significant difference was observed (F = 6.46; p < 0.05), which
suggests that unqualified teachers had a more positive attitude to the aspect
of prevention. As previously mentioned, the Health education course was
introduced in universities only recently (in 2005 at Masaryk University), and
for this reason qualified teachers have relatively short teaching experience and
limited skills in the implementation of school-based preventive measures. This
may have influenced the results shown in the graph.
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Graph 10  Teachers’ Attitudes to the Prevention Indicator by Teaching Qualification
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In the second indicator entitled implementation no statistically significant
differences were observed (F = 0.16; p = 0.69). Graph 11 suggests an almost
identical attitude of the teachers in the research sample to this concept. It can
be assumed that teachers newly qualified in Health education (see the comment
in the previous graph) have identical positive attitudes to the implementation
of prevention activities as unqualified teachers.

Graph 11 Teachers’ Attitudes to the Implementation Indicator by Teaching Qualification
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The indicator focused on the attitudes to the I as the teacher indicator. Similarly
to the first prevention indicator, a statistical significance was observed (F = 69.22;
p <0.001). Unqualified respondents had a much more positive attitude to this
concept than qualified respondents. The differences in the responses between
qualified and unqualified respondents are clearly shown in Graph 12. It can
be assumed that this is also influenced by the relatively recent introduction of
Health education.
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Graph 12  Teachers’ Attitudes to the | as the Teacher Indicator by Teaching Qualification
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The indicator shown in Graph 13 shows the teachers’ attitudes to the pupil
concept. In this indicator a statistically significant difference was also observed
(F=16.47; p <0.001) in the perception of this concept. Unqualified respondents
had a much more positive perception of the indicator compared with qualified
respondents.

Graph 13 Teachers’ Attitudes to the Pupil Indicator by Teaching Qualification
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The fifth indicator analysed the respondents’ attitudes to the concept of
implementation of eating disorders prevention. No statistical significance was
observed in this indicator (F=2.33; p = 0.13) but Graph 14 shows that amongall
of the indicators, the implementation of eating disorders prevention is perceived
in a very positive way. It can therefore be assumed that the implementation
of eating disorders prevention is of identical importance to teachers qualified
in Health education as well as unqualified teachers.
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Graph 14  Teachers’ Attitudes to the Indicator of Inplementation of Eating Disorders Prevention
by Teaching Qualification
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Graph 15 shows the respondents’ attitudes to the teaching profession concept.
Also for this indicator a statistical significance was observed (F = 14.42;
p <0.001). Unqualified teachers had a more positive perception of the concept
compared with qualified teachers. This finding may again be influenced by the
relatively short teaching experience of teachers qualified in Health education.

Graph 15 Teachers’ Attitudes to the Teaching Profession Indicator by Teaching Qualification
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The perception of the seventh indicator entitled school was almost identical
among all of the respondents. The interpretation of this fact could be that
unqualified teachers have a more positive attitude to their profession compared
with qualified teachers, as can be seen in the Graph 15 and also in Graph 16, but
they have a similar perception of the school as an institution or as a complex
concept. No statistical significance was observed for the school concept
(F=0.21;p=0.65).
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Graph 16  Teachers’ Attitudes to the School Indicator by Teaching Qualification
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Another statistical significance (F = 14.38; p < 0.001) was demonstrated for the
self-esteem indicator, see Graph 17. Unqualified teachers have a more positive
perception of self-esteem compared with qualified teachers.

Graph 17 Teachers’ Attitudes to the Self-Esteem Indicator by Teaching Qualification
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The last ninth indicator was entitled family. In this concept, no statistical
significance was observed (F=2.61; p=0.11). As Graph 18 suggests, teachers
unqualified in Health education had a more positive perception compared with
qualified teachers.
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Graph 18 Teachers’ Attitudes to the Family Indicator by Teaching Qualification
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4/5/3 Differences in Teachers’ Attitudes by Gender
and Teaching Qualification

For clarity reasons, the following graphs show the effects of qualified and
unqualified female and male teachers for each indicator. The results were
evaluated using an analysis of variance (ANOVA) followed by the Tukey’s post-
hoc test. If a statistical significance was found in any of the groups, a relevant
comment was provided under the graph.

The analysis of variance did not identify any significant differences between
the groups (F = 3.33; p = 0.07). The Tukey’s post-hoc test did not identify
any statistically significant differences between qualified and unqualified male
teachers (p < 0.05). Unqualified male teachers had a more positive attitude
to the prevention indicator compared with qualified teachers. Graph 19 also
shows a more positive attitude of unqualified female teachers to the concept
of prevention compared with qualified female teachers.

Graph 19  Teachers’ Attitudes to the Prevention Indicator by Gender and Teaching Qualification
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Graph 20  Teachers’ Attitudes to the Implementation Indicator by Gender and Teaching Qualification
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The analysis of variance did not suggest a statistically significant difference
between any of the categories (F = 0.01; p = 0.97). Graph 20 suggests almost
identical evaluation of the prevention indicator among qualified and unqualified
male teachers and similarly among qualified and unqualified female teachers.

The Tukey’s post hoc test revealed a statistically significant difference at
(p < 0.001) in the variables between qualified and unqualified female teachers.
Unqualified female teachers had a more positive attitude to the I as the teacher
indicator compared with qualified female teachers, as seen in Graph 21.

Graph 21  Teachers’ Attitudes to the | as the Teacher Indicator by Gender and Teaching Qualification
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A statistically significant difference was also observed between qualified female
teachers and unqualified male teachers at (p < 0.001). Unqualified male teachers
had a more positive approach to their profession compared with qualified female
teachers. A statistically significant difference was also observed at (p < 0.05)
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between qualified male teachers and unqualified female teachers. Unqualified
female teachers had a more positive perception of the indicator compared with
qualified male teachers. The analysis of variance did not identify any other
significant differences between the groups (F=0.01; p = 0.93).

Graph 22  Teachers’ Attitudes to the Pupil Indicator by Gender and Teaching Qualification
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The analysis of variance did not identify any significant differences between
the groups (F = 1.48; p = 0.23). Nevertheless, Graph 22 shows that the least
positive perception of the pupil concept was observed among qualified female
teachers, while qualified and unqualified male teachers had an almost identical
score. The Tukey’s post-hoc test identified a statistically significant difference
at (p < 0.001) between qualified and unqualified female teachers. Unqualified
female teachers had a more positive attitude to the pupil indicator.

Graph 23 Teachers’ Attitudes to the Indicator of Implementation of Eating Disorders Prevention
by Gender and Teaching Qualification
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Graph 23 shows that the most positive perception of the implementation of eating
disorders prevention concept was reported by unqualified male teachers, while
qualified female teachers had the least positive perception. This difference was
identified as statistically significant at (p < 0.05). The analysis of variance did
not identify any other statistically significant differences between the groups
(F=0.01; p=0.95).

A statistically significant difference was observed at (p < 0.001) between
qualified and unqualified female teachers. Unqualified female teachers had
amore positive perception of the teaching profession concept. Another statistically
significant difference was observed at (p < 0.01) between unqualified female
teachers and qualified male teachers. Unqualified female teachers had a more
positive perception of the concept. No other statistically significant differences
were observed in the remaining categories (F = 0.07; p = 0.79). As shown in
Graph 24, qualified female teachers and unqualified male teachers had an almost
identical perception of the teaching profession indicator.

Graph 24  Teachers’ Attitudes to the Teaching Profession Indicator by Gender and Teaching
Qualification
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The analysis of variance did not identify any significant differences between the
groups (F=0.77; p = 0.38). The Tukey’s post-hoc test identified a statistically
significant difference at (p < 0.05) between unqualified male teachers and
unqualified female teachers. As suggested in Graph 25, unqualified female
teachers had the most positive perception of the school indicator compared with
all of the other respondents. Unqualified male teachers had the least positive
perception of the concept.
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Graph 25 Teachers’ Attitudes to the School Indicator by Gender and Teaching Qualification
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In the self-esteem indicator a statistically significant difference was observed
between qualified and unqualified female teachers at (p < 0.01) with a more
positive perception among unqualified female teachers. A statistically significant
difference was observed at (p < 0.01) between qualified male teachers and
unqualified female teachers. As seen in Graph 26, unqualified female teachers
had a more positive perception of the self-esteem concept. In the remaining
groups no statistically significant differences were observed using the analysis
of variance (F =0.29; p = 0.59).

Graph 26 Teachers’ Attitudes to the Self-Esteem Indicator by Gender and Teaching Qualification
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Graph 27 Teachers’ Attitudes to the Family Indicator by Gender and Teaching Qualification
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The analysis of variance did not identify any significant differences between
the groups (F=0.14; p = 0.71). Graph 27 shows the most positive perception
of the family concept in the group of unqualified female teachers. Qualified
male teachers had the least positive perception of the indicator. A marginal
difference was observed in the perception of the concept between unqualified
female teachers and unqualified male teachers. The two groups had an almost
identical perception of the concept.

4/5/4 Differences in Teachers’ Attitudes
by Length of Teaching Experience

As in the previous graphs, the results were evaluated by means of the analysis
of variance (ANOVA). All of the indicators were compared together with
respondents’ length of teaching experience.

No statistical significance was observed in Graph 28 (F = 1.08; p = 0.38). The
most positive perception of the prevention indicator was reported by respondents
with experience of 36 to 40 years. The least positive perception was reported
by respondents with experience of 31 to 35 years. Regarding the fact that no
scientific papers or discussions have been found on this issue, we are unable to
compare the results of the present study with other studies.
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Graph 28 Teachers’ Attitudes to the Prevention Indicator by Length of Teaching Experience
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Note: a - length of experience 1-5 years; b - length of experience 6-10 years; ¢ - length of
experience 11-15 years; d - length of experience 16-20 years; e - length of experience 21-25 years;
f - length of experience 26-30 years; g - length of experience 31-35 years; h - length of experience
36-40 years; i - length of experience 41-45 years

The results of the teachers’ attitudes to the implementation indicator correspond
with the results of the previous Graph 29. Similarly, the most positive perception
of this indicator was reported by respondents with experience of 36 to 40 years,
while the least positive perception was suggested by respondents with experience
of 31 to 35 years. No statistical significance was observed (F=1.55; p = 0.14).

Graph 29  Teachers’ Attitudes to the Implementation Indicator by Length of Teaching Experience
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Graph 30 Teachers’ Attitudes to the | as the Teacher Indicator by Length of Teaching Experience
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Note: a - length of experience 1-5 years; b - length of experience 6-10 years; c -length of experience
11-15 years; d - length of experience 16-20 years; e - length of experience 21-25 years; f - length of
experience 26-30 years; g - length of experience 31-35 years; h - length of experience 36-40 years;
i - length of experience 41-45 years

Similarly to the previous two graphs, Graph 30 shows that the respondents with
experience of 36 to 40 years had the most positive perception of the I as the
teacher indicator. A relatively balanced perception was reported by respondents
with experience of 1 to 35 years. Teachers with experience of 41 to 45 years
had the least positive perception of the concept. No statistical significance was
observed in the I as the teacher indicator (F = 0.61; p = 0.76).

Graph 31 Teachers’ Attitudes to the Pupil Indicator by Length of Teaching Experience
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Note: a - length of experience 1-5 years; b - length of experience 6-10 years; c - length of experience
11-15 years; d - length of experience 16-20 years; e - length of experience 21-25 years; f - length of
experience 26-30 years; g - length of experience 31-35 years; h - length of experience 36-40 years;
i - length of experience 41-45 years.
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A surprising finding was that also in this indicator the most positive perception
was observed among teachers with experience of 36 to 40 years. As in the
previous graph, also in Graph 31, the least positive perception of the pupil
concept was reported by respondents with experience of 41 to 45 years.
Otherwise, the perception of the pupil indicator was evenly distributed across
the remaining categories. No statistical significance was observed (F = 0.47;
p=0.88).

Graph 32 Teachers’ Attitudes to the Indicator of Implementation of Eating Disorders Prevention
by Length of Teaching Experience
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Note: a - length of experience 1-5 years; b - length of experience 6-10 years; c - length of experience
11-15 years; d - length of experience 16-20 years; e - length of experience 21-25 years; f - length of
experience 26-30 years; g - length of experience 31-35 years; h - length of experience 36-40 years;
i - length of experience 41-45 years

No statistical significance was observed for the indicator (F = 1.47; p = 0.17).
As shown in Graph 32, the least positive attitude to the indicator of implementation
of eating disorders prevention was reported by teachers with experience of
31 to 35 years. The most positive attitude was reported by respondents with
experience of 36 to 40 years. In this context, it could be interesting to compare
qualified and unqualified teachers by length of teaching experience. This was,
however, not analysed in the present research study.

The least positive perception of the teaching profession indicator was reported
by respondents with experience of 41 to 45 years, as can be seen in Graph 33.
On the contrary, the most positive perception (consistently with the previous
graphs) was reported by respondents with experience of 36 to 40 years. No
statistical significance was observed (F = 1.04; p = 0.41).
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Graph 33 Teachers’ Attitudes to the Teaching Profession Indicator by Length of Teaching Experience
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Note: a - length of experience 1-5 years; b - length of experience 6-10 years; c - length of experience
11-15 years; d - length of experience 16-20 years; e - length of experience 21-25 years; f - length of
experience 26-30 years; g - length of experience 31-35 years; h - length of experience 36-40 years;
i - length of experience 41-45 years

Graph 34 shows that contrary to the previous two graphs the most positive
perception to the school indicator was reported by teachers with experience of
21 to 25 years. The least positive perception was reported by respondents with
experience of 41 to 45 years. The teachers with experience of 1 to 20 years had
an almost identical perception of the concept. No statistical significance was
observed for the school indicator (F = 1.46; p = 0.17).

Graph 34  Teachers’ Attitudes to the School Indicator by Length of Teaching Experience
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Note: a - length of experience 1-5 years; b - length of experience 6-10 years; c - length of experience
11-15 years; d - length of experience 16-20 years; e - length of experience 21-25 years; f - length of
experience 26-30 years; g - length of experience 31-35 years; h - length of experience 36-40 years;
i - length of experience 41-45 years.

/70/



Graph 35 Teachers’ Attitudes to the Self-Esteem Indicator by Length of Teaching Experience
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Note: a - length of experience 1-5 years; b - length of experience 6-10 years; c - length of experience
11-15 years; d - length of experience 16-20 years; e - length of experience 21-25 years; f - length of
experience 26-30 years; g - length of experience 31-35 years; h - length of experience 36-40 years;
i - length of experience 41-45 years

Graph 35 shows the increasing positivity of the perception of the self-esteem
indicator, except the last group of respondents with experience of 41 to 45 years
who had the least positive perception of the concept. Just as in most of the
previous graphs, also here the most positive perception of the indicator was
reported by teachers with experience of 36 to 40 years. No statistical significance
was observed for this indicator (F = 1.00; p = 0.44).

A relatively balanced perception of the family indicator is shown in Graph 36.
The most positive perception of this indicator was reported by respondents
with experience of 26 to 30 years. On the contrary, the least positive perception
of the concept was reported by respondents with experience of 41 to 45 years.
Just as in all of the previous indicators, no statistical significance was observed
(F=0.93; p=0.49).
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Graph 36 Teachers’ Attitudes to the Family Indicator by Length of Teaching Experience
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Note: a - length of experience 1-5 years; b - length of experience 6-10 years; c - length of experience
11-15 years; d - length of experience 16-20 years; e - length of experience 21-25 years; f - length of
experience 26-30 years; g - length of experience 31-35 years; h - length of experience 36-40 years;
i - length of experience 41-45 years

4/5/5 Differences in Teachers’ Attitudes by Their Age

The following pages show graphs based on the Pearson’s correlation coefficient.
A correlation is a mutual relationship between two processes or quantities. If one
of them changes, the other one changes as well and vice versa. If a correlation is
shown between two processes, they are likely to be dependent on each other. But
this does not necessarily mean that one is the cause and the other is the effect.
The correlation alone does not inform about cause and effect. The correlation
values range from -1 to +1. The zero value suggests a neutral relationship, while
a value closer to +1 shows a more positive relationship between the variables.
All of the indicators were compared with respondents’ age. Then all of the
indicators were compared with each other.

Graph 37 shows the correlation between the prevention indicator and
respondents’ age (= 0.05; p = 0.48). The resulting value suggests that the two
quantities almost do not influence each other.
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Graph 37  Correlation Between the Prevention Indicator and Respondents’ Age
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Graph 38 shows the correlation between the implementation indicator and
respondents’ age. The value of the correlation between the two quantities
measured by the Pearson’s correlation coefficient (r =-0.03; p = 0.66) suggests
a slightly negative relationship where the variables do not affect each other.

Graph 38 Correlation Between the Implementation Indicator and Respondents’ Age
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Graph 39  Correlation Between the | as the Teacher Indicator and Respondents’ Age
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The value of the correlation coefficient (r=0.13; p = 0.11) suggests a correlation
between the I as the teacher indicator and respondents’ age. Graph 39 above
and the value of the correlation coefficient suggest that the two quantities have
a weak positive effect on each other.

Graph 40 shows the correlation between the pupil indicator and respondents’
age. The value of the correlation coefficient (r = 0.02; p = 0.78) suggests that
these two categories almost do not influence each other.

Graph 40  Correlation Between the Pupil Indicator and Respondents’ Age
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Graph 41  Correlation Between the Implementation of Eating Disorders Prevention Indicator and

Respondents’ Age
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Graph 41 shows the correlation between the implementation of eating disorders
prevention indicator and respondents’ age. The value of the correlation between
the two quantities measured by the Pearson’s correlation coefficient (r=-0.13;
p = 0.09) suggests a slightly positive relationship where the variables slightly
affect each other. This finding can be interpreted in a way that the need for the
implementation of eating disorders prevention does not increase with increasing
respondents’ age.

Graph 42  Correlation Between the Teaching Profession Indicator and Respondents’ Age
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Graph 42 shows the correlation between the teaching profession indicator and
respondents’ age (r=0.03; p = 0.69). The resulting value indicates an almost neutral
mutual effect, which means that the two categories are relatively independent.

Graph 43 Correlation Between the School Indicator and Respondents’ Age
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The value of the correlation coefficient (r =0.04; p = 0.57) suggests a correlation
between the school indicator and respondents’ age. The value of the correlation
coeflicient shows that both quantities are relatively independent, which points
to a neutral correlation, see Graph 43.

Graph 44  Correlation Between the Self-Esteem Indicator and Respondents’ Age

' - - - - - - - -
] w
o
M
o a
o & -] @
o = e P A
g JH .. g -
o © J
" P AT “a Rl 5 VI
= B ur\-é o - b T T — -
1 s o il = 'ﬁ
= . =, . T WA P8 &
11 S —_ Te w &
- r BB . En ] ©
] " i o ¥g
Ll '?
¥ . ! O s L
I 5 [
o
W v
4 o & b o — =
r a " e i . M
a8 4= L 25 4K a3 24 5 -1 L} bl
]

/76 /



Graph 44 shows the correlation between the self-esteem indicator and respondents’
age. The value between the two quantities (r=-0.13; p = 0.06) suggests a slightly
positive relationship where the variables slightly affect each other.

Graph 45 Correlation Between the Family Indicator and Respondents’ Age

Graph 45 shows the correlation between the family indicator and respondents’
age. The value of the correlation coefficient (r = -0.08; p = 0.32) suggests
a slightly negative relationship between the two categories, which means that
the two subjects do not affect each other.

4/5/6 Complementary Analyses

The section below shows the results of an additional comparison of the indicators
analysed by the Pearson’s correlation coefficient. All of the indicators were
compared with each other. Only those graphs are shown where a significant
relationship was confirmed between two indicators (quantities).

Graph 46 shows the correlation between the implementation and prevention
indicators. The value of the correlation coefficient (r = 0.25; p < 0.001)
indicates a mutual effect. This value may indicate that teachers consider the
implementation of prevention programmes important.
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Graph 46

The value of the correlation coefficient (r=0.19; p < 0.05) suggests a correlation
between the I as the teacher and prevention indicators. Graph 47 and the value of
the correlation coefficient suggest that the two quantities have a weak positive
effect on each other. This finding can be interpreted in a way that prevention is
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important from the perspective of the teaching profession.

Graph 47  Correlation Between the I as the Teacher and Prevention Indicators
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Graph 48 shows the correlation between the implementation of eating disorders
prevention and prevention indicators. The value between the two quantities
(r =-0.21; p < 0.01) suggests a positive relationship where the variables
positively affect each other.

Graph 48  Correlation Between the Implementation of Eating Disorders Prevention and Preventi-
on Indicators
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The value of the correlation coefficient (r=0.16; p < 0.05) suggests a correlation
between the implementation of eating disorders prevention and implementation
indicators, see Graph 49. The value of the correlation coeflicient suggests that
the two quantities have a weak positive effect on each other. This finding can be
interpreted in a way that the implementation of eating disorders prevention is
important for teachers, which was also confirmed during the semi-structured
interviews conducted as part of the complementary research study.
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Graph 49  Correlation Between the Implementation of Eating Disorders Prevention and Imple-
mentation Indicators
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Graph 50 shows the correlation between the pupil and I as the teacher indicators.
The value of the correlation coefficient (r = 0.27; p < 0.001) indicates a mutual
positive effect, which is a positive finding taking these two indicators into
consideration. The same conclusion was observed in Graph 53, where a positive
effect was found between the teaching profession and pupil indicators.

Graph 50 Correlation Between the Pupil and | as the Teacher Indicators
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Graph 51  Correlation Between the Teaching Profession and | as the Teacher Indicators
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Graph 51 shows the correlation between the teaching profession and I as the
teacher indicators. The value between the two quantities (r = -0.22; p < 0.01)
suggests a positive relationship where the variables positively affect each other.
This may be an indication of the fact that teachers have a positive perception

of their profession.

Graph 52  Correlation Between the Self-Esteem and | as the Teacher Indicators
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The value of the correlation coefficient (r=0.18; p < 0.05) suggests a correlation
between the self-esteem and I as the teacher indicators, as can be seen in Graph 52.
The value of the correlation coefficient suggests that the two quantities have
a weak positive effect on each other.

Graph 53  Correlation Between the Teaching Profession and Pupil Indicators
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Graph 53 shows the correlation between the teaching profession and pupil
indicators. The value of the correlation coefficient (r = 0.42; p < 0.001) was the
highest among all values included in the comparison. These two categories have
avery positive effect on each other, which may indicate that teachers consider
their pupils important subjects in the context of the teaching profession.

The value of the correlation coefficient (r = 0.20; p < 0.01) suggests a correlation
between the family and self-esteem indicators. Graph 54 below and the value of
the correlation coeflicient suggest that the two quantities have a positive effect
on each other.
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Graph 54  Correlation Between the Family and Self-Esteem Indicators
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Graph 55 shows the correlation between the school and teaching profession
indicators. The value between the two quantities (r =-0.23; p < 0.01) suggests
a positive relationship where the variables positively affect each other. This fact
may indicate that teachers perceive the school as an educational institution and
their profession in a positive way.

Graph 55 Correlation Between the School and Teaching Profession Indicators
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Graph 56 Correlation Between the Self-Esteem and Teaching Profession Indicators
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Graph 56 shows the correlation between the self-esteem and teaching profession
indicators. The value of the correlation coefficient (r = 0.24; p < 0.01) indicates
a positive mutual effect.

Graph 57 shows the correlation between the family and teaching profession
indicators. The value of the correlation coefficient (r = 0.18; p < 0.05) indicates
a weak positive effect between the two indicators.

Graph 57  Correlation Between the Family and Teaching Profession Indicators
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4/5/7 Summary of the Results of the Research

The objective of the present research study was to confirm or disprove the
hypotheses as described below.

The first hypothesis related to the effect of gender on the attitudes to eating
disorders. The analysis of variance suggested statistically significant differences
between the attitudes of women and men. Women had more positive attitudes
in sixindicators out of nine. As suggested by the results of other studies (Csémy
etal,, 2005; Janout et al., 2001; Krch & Drabkovd, 1996 ), eating disorders were
significantly more frequent in girls and women; therefore, a more positive
attitude of women to this issue was expected. Interesting findings were observed
in the I as a teacher indicator. The responses relating to this concept were below
average in both genders (considering the scale value of 3.5 in the seven-point
scale an average value). Similar results were also formulated by Chraska (2003a),
who investigated the attitudes to the teaching profession in undergraduate
teacher preparation. Women had a more positive attitude to the teaching
profession compared with men, which was also confirmed by other authors,
for example Priicha (2002). A more positive perception in women was also
observed in other indicators, for example school, self-esteem, family.

Hypothesis H1: Female teachers have more positive attitudes to the issue of eating
disorders than male teachers was confirmed.

The purpose of the second hypothesis was to confirm or disprove the assumption
that qualified Health education teachers have more positive attitudes to
the issue of eating disorders. An analysis of variance suggested statistically
significant differences in the following indicators: prevention, I as the teacher,
pupil, teaching profession, and self-esteem. In seven out of nine concepts, more
positive attitudes were observed in unqualified teachers. In the remaining two
indicators the perception of qualified and unqualified teachers was almost
identical. Below is a brief justification for the above. It is true that Health
education is a relatively new discipline in Czech universities. The average
length of teaching experience of qualified teachers was seven years only because
the group of qualified teachers included those who were qualified in Family
education, which had preceded Health education and was based on a similar
concept. Health education is included in the FEP EE (2017) as a compulsory
subject with one lesson per week in any two grades of lower secondary schools.
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Teachers of this specialization are educated in a multidisciplinary field of
study, which includes not only understanding of the issue of health but also
other broad activities such as prevention of risk behaviour (smoking, alcohol,
eating disorders, drug abuse). As suggested by the results of research studies
performed by the students of Health education in elementary schools (so far
unpublished), teachers qualified in Health education usually do not teach this
subject in elementary schools because it is considered an additional subject
taught by teachers with full-time equivalent (FTE) lower than 1.0. Therefore,
an interesting and positive fact is that unqualified teachers have positive attitudes
to the issue of eating disorders. As suggested by the complementary research
method (semi-structured interview), four teachers out of ten had addressed
eating disorders as part of their profession. This is a relatively high proportion
of teachers and a proof that the issue of eating disorders must be focused on.

Hypothesis H2: Teachers qualified in Health education have more positive attitudes
to the issue of eating disorders than unqualified teachers was not confirmed.

The third hypothesis assumed that teachers with longer teaching experience
had more positive attitudes to the issue of eating disorders than teachers with
shorter teaching experience. The most positive attitudes in six out of nine
indicators were reported by respondents with experience of 36 to 40 years. If
the intervals of the length of experience category were not five years but for
example 10 years, the results would probably be similar, i.e. that increasing length
of teaching experience would not affect more positive attitudes of teachers to
the issue of eating disorders. Spurna (2013) focused on educational research
from the perspective of elementary and secondary school teachers. The author
formulated identical conclusions as the authors of the present paper, although
the issue was different. She observed neutral attitudes affected by intervening
variables (such as gender, length of teaching experience, etc.) and factors
extracted from the responses. For this reason, the present quantitative research
study included a complementary research method - a semi-structured interview.

Hypothesis H3: Teachers with longer teaching experience have more positive attitudes
to the issue of eating disorders than teachers with shorter teaching experience was
not confirmed.
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The fourth hypothesis assuming that increasing age was associated with more
positive attitudes of teachers to the issue of eating disorders was rejected on
the basis of the results of an analysis of variance and Pearson’s correlation
coeflicient. Statistical significance was not observed in any of the indicators
and an association between more positive attitudes and increasing age of
respondents was not confirmed. Similar results were also formulated by
Simi¢kova (2003), who emphasised that most teachers with longer teaching
experience succumb to occupational stereotype and it is difficult for them
to cope with new teaching procedures. The results of the present study
suggest that many teachers lack further (extension) theoretical study and the
ability to absorb the process of transformation of the system of education.
The authors of the present study tend to agree with Gavora (2000) that it
is necessary to respect the personality of the teacher and that it would be
desirable in the future to combine quantitative and qualitative methods and
analyse teachers’ life stories to better understand the issue.

Hypothesis H4: With increasing age, teachers’ attitudes to the issue of eating disorders
are more positive was not confirmed.
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Complementary Research on
Teachers’ Attitudes to Eating Disorders

The complementary research was performed by means of a semi-structured
interview. The purpose of the interview was to find out how the respondents
perceived the issue of eating disorders and whether they had encountered a pupil
with an eating disorder, how they approached the prevention of eating disorders,
and what possibilities teachers and schools had. This qualitative approach was
a suitable complement to the quantitative research design (Miovsky, 2010).

The interview method was chosen in order to increase the validity of the research
and to acquire more detailed information concerning the issues involved. The
questions for the respondents were of a complementary nature. The questions
were formulated in a way to be easily categorized and to provide a comprehensive
and clear body of information (Skalkovd, 1983; Svatitek & Sedové, 2007).

5/1 Research Problem and Objective of the Complementary Research

The main objective of the interview was to identify how teachers perceived the
issue of eating disorders. In order to answer this extremely broad question, it
had to be broken down to sub-questions that matched the objectives of the
quantitative research study. The specific sub-questions were defined as follows:

. What in your opinion is the cause of eating disorders?

. Can the onset of eating disorders be influenced by the school or the teacher?
. How does your school implement the prevention of eating disorders?

. What is in your opinion the best prevention of eating disorders?

. What procedure is in place in your school in the case of suspected eating

disorders in your pupils?

Other sub-questions and their interpretations are described on the following

pages.
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5/2 Methodology of the Complementary Research

The sample included 10 randomly selected teachers from all of the regions
where the quantitative research study was performed. All of the respondents
were women aged 31-58 years old with teaching experience ranging from
3 to 32 years. All of the respondents taught Health education or an equivalent
subject (Family education, Healthy lifestyle education). Eight of the teachers
had not completed a Health education course and therefore were not qualified.
Two of the respondents were qualified (one had completed a Health education
course, the other one a Family education course). The questions were not sent
to the respondents in advance. They had been offered this option but none of
the respondents used it. The content of the interview was recorded and then
transcribed into an electronic form. The responses were transcribed in the
original language and therefore include non-standard language and colloquial
expressions. At first, the researchers established a friendly relationship with
the respondents using contact questions the purpose of which is according
to (Hendl, 2005; Miovsky, 2010) to tune in the respondents at the beginning
of the interview. Then the researchers asked about the respondents’ age, length
of teaching experience, qualification, school where they taught, and subjects
they taught. In order to increase validity, the interviews also included control
questions in which the formulations were changed and the responses were
compared. In the interpretation of the results these questions were summarized
in a single question.

5/3 Results of the Complementary Research Study

Not all of the responses are stated below. Identical responses were categorized
by open encoding and commented on without verbatim transcriptions. The
text below specifies the questions and responses.

Question: Are you happy with your job?

In their answers, all of the respondents agreed. They like their job, they mostly
gave a one-word response “Yes”; sometimes they mentioned their dissatisfaction
with the system of education: “Ilike my job but I'm not happy with the education
system, I think it’s constrained and half-baked.” The respondents with shorter
teaching experience expanded more on the ideals about their profession:
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It's been my dream since childhood, but | didn’t know that in addition to teaching
I'd have to keep discipline and address the students’ endless disrupting. Furthermore,
the class teacher has a lot of administration and has to teach not only the students
but often their parents.

Question: Do you think prevention is important in elementary school?

All of the teachers agreed and gave an affirmative answer. Some of the
respondents gave a more detailed answer: “I believe it is very important and
should be more intensive.” The following response is similar: “Yes, especially
inlower secondary school, parents don’t really inform their children about the
risks, but children need to know what these hazards can do to them (drugs,
smoking, eating disorders).” It should be mentioned that all of the respondents
agreed that the family rather failed in primary prevention and that “it’s up to
the school to fix where the family had failed”.

uestion: What do you think about the implementation of prevention in
Y p P
your school?

All of the teachers assessed the implementation of preventive measures as good
or very good: “The school has a minimum prevention programme in place,
so in every subject you focus on prevention of a pathological phenomenon.
As a school I think we're trying to do our best, we even offer a great variety of
clubs.” In each school the system of prevention is different:
I've been here for six years and I've taught Health education since the beginning.
| can’t say anything about prevention before that but now I think it's sufficient.
In my lessons | focus on the prevention of psychopathological phenomena (drugs,
smoking). You can also include eating disorders, and | have done this since the

beginning because one of my classmates at college had an eating disorder, | have
also seen it here as a teacher.

One of the teachers had a different opinion:

| believe there are reserves, | think there should be more lectures on prevention, but
unfortunately the school can’t afford them due to financial reasons. The students
like sessions with external lecturers, especially if they include case reports and
illustrations from practice.

Question: Are you pupils informed about the risks?

The awareness of risks differs between schools but all of the teachers gave
an affirmative answer: “In lessons we also try to use the media (TV, radio) to see
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what’s new and we discuss these things.” In the responses, the media were also
mentioned from a different perspective: “They are informed but often they
have a misinterpreted picture because they usually search for information on
the internet and use unverified web portals or make conclusions from what
they see on TV.” Also in this question most of the teachers gave a one-word
affirmative response. One of the teachers was very specific and answered with
a list of risks, which in fact was the subject of the next question: “I don’t know
which specific risks you have in mind. But as I said already, they are aware of
smoking, drugs, eating disorders, bullying, addictions.”

Question: Which specific risks are your pupils informed about and how?

Most of the responses included drugs, bullying, and smoking: “Bullying and
drugs — by means of specialized lectures delivered by external professional or
our prevention methodologist.” Only two of the teachers mentioned eating
disorders as a risk. The way that pupils are informed is obvious — mostly they
are informed by the teacher. Sporadically, this information was presented by
external lecturers and as part of prevention programmes. Consistently with Cech
(2005a), most teachers seem to have the deep-rooted belief that prevention
is mere awareness. However, according to many authors (for example Cech,
2005b, 2012; Krch, 200S; Papezové, 2010; Prochazkovd, 2011), this strategy
is not a preventive measure.

Question: Do your pupils have a chance to obtain some information about
the risks outside classes?

The responses mostly included sources such as notice boards; a few of the
respondents mentioned leaflets:
Yes, | regularly put up-to-date information on notice boards. And also organizations
that people can turn to. The most important for the pupils is anonymity. Sometimes

itis enough to talk about the problem, ask questions that they are concerned about
and that they don’t know the answers to. But they don’t want to say their name.

The responses suggest that only one school provides information about the risks
through independent or group project work: “When they work individually
on various projects they can find information on the internet or in the library
close to our school. I try to include various talks in lessons.”
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Question: Does your school organize lectures by external professionals?
What are the topics and in which grades?

Regarding the focus of the monograph, the text below does not describe all of
the lectures mentioned by the respondents. The purpose of the questions was
to find out whether the prevention of eating disorders was generally supported.

The issue of eating disorders was marginally mentioned by one of the
respondents: “There are in place - bullying, drugs, eating disorders prevention —
but this area is insufficient.” Funding problems were mentioned by more than
half of the respondents:
Mostly there’s a problem with funding, now we have many projects and people expect
everything to be free of charge. When a programme is paid, especially children in

lower secondary school stay at home and their mum excuses their absence... parents
think that their children don’t need this or perhaps really do count the pennies.

Only one of the teachers made a detailed comment on the prevention of eating
disorders: “Since I've been here, for the past three years, we've had lectures by
the Anabell Centre, they are located here in Brno and focus on eating disorders.
We've had some problems with eating disorders here in our school”

Question: What do you think is the most serious risk in adolescence?

According to the respondents, the most serious risks included the following:
computer addiction, smoking, alcohol, marijuana, cyber bullying, substance
abuse, and social networks — in this order. One of the teachers mentioned the
mass media in the context of eating disorders:

Presenting the ideal of beauty on TV, in magazines, and the need to compare oneself.

| believe that one of the risks is the availability of a vast amount of information which
is not always reliable and professional, and children take it for granted.

One of the respondents also mentioned the issue of eating disorders: “Drugs,
well addictions in general, mainly alcohol and marijuana, and also those
disorders (= eating disorders®)”.

6 Note by the author of the monograph.
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Question: Do you think that your school or teachers may be co-responsible
for the development of some risk phenomena?

Most of the respondents gave a negative answer to this question. One of the
teachers admitted that teachers may be partly responsible for the development of
risk phenomena: “I'hope not. But the teacher should set the standard, so when
pupils meet a teacher who doesn’t practice what he preaches, they might adopt
this attitude as a positive fact.”” Two of the respondents were of an opposite
opinion compared with the rest of the teachers: “I'm convinced about that.
The personality of the teacher is very much involved.” The other respondent
replied: “Well, it depends. It depends on what we're talking about. From the
experience I've had in this school I believe so. About the eating disorders. This
was a girl who was a little stout.”

The following questions focus of the issue of eating disorders, prevention of
these disorders, teachers’ attitudes to this issue, and teachers’ experience with
pupils with eating disorders. The interview method was selected in order to point
out that although the issue of eating disorders is rather specific, the teachers
and their attitudes are very powerful in influencing the pupils. Especially when
the teacher meets a pupil with an eating disorder, the teacher’s attitudes are
of crucial importance, which was also confirmed during the interview.

Question: What in your opinion is the cause of eating disorders?

This question was asked in order to find out whether the teachers who are
responsible for the prevention of this issue knew what they should avoid in the
context of appropriate prevention strategies and especially whether they knew
what could be the cause of this disorder.

Two of the respondents were not fully aware of the causes: “Irregular meals, loss
of appetite, pickiness. Children in the dining room don’t eat soup or vegetables.”
The other response was not accurate either: “Social networks will ruin children”
If teachers are unaware of the causes of risk behaviour, it is impossible for them
to carry out prevention, they will not have a positive attitude to this issue and
they will be unable to influence their pupils in a positive way. The remaining
eight responses were more accurate. Two of the respondents mentioned a desire

7 After this response the respondent was asked to provide more details. She mentioned the
teachers smoking in areas accessible by the pupils (for example in front of the school).

8 Here the respondent was asked not to describe the case any further because this was going to
be discussed later.
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for perfection and failure to cope with physical changes in puberty. Four of the
teachers agreed that this could be caused by absent communication in the family,
absence of joint meals, suppressing emotions and placing excessive demands
on the girl or the boy by their parents, which may of course be one of the bio-
psycho-social factors as described in the theoretical part of the monograph. The
remaining three respondents had a clear idea of the causes including the school
environment: “Incorrect models, retouched models, Facebook, harsh comments
by classmates and sometimes PE teachers, internet, advice and instructions on
how to quickly lose weight by vomiting, etc.” The second response was as follows:

This may differ. Television and models, home problems at home or problems at school.
If a girl does not match the 90-60-90 proportions, she’s considered inferior. | also
see it here in our school, girls care too much about themselves and they don’t go
out without makeup and they do exercises or sports to be as slim as possible, they
discuss various diets all the time. Or there are girls who are overweight or obese.
| think there’s nothing in between. These are extremes on both sides.

In the third answer the respondent mentioned a specific case: “The media. We
have a girl with anorexia nervosa this year, she lost 17 kilos in three months.
Her mum believes that everything is all right and thinks that she has everything
under control.”

Question: Can the onset of eating disorders be influenced by the school
or the teacher?

The responses to this question considerably differed. On the one hand, the
respondents were convinced that the school and the teachers could not influence
the development of eating disorders, but their opinions were not related to
eating disorders being influenced by the teacher:

No, today, when you tell a child ‘Eat your meal’ (roast chicken, potato mash), they
reply ‘I've paid for that, it’s none of your business’. Earlier, children had to sit until
they had eaten at least something. Today, whatever they have on the plate, they wait
for me to turn around and quickly throw it away. | don’t know what their parents
give them at home.

The following reply admitted a degree of teacher’s participation:

No, but you know, they can be the final nail in the coffin. By suggesting the child
that he/she will fail the teacher may be one of the factors but probably not this thing
alone. It’'s mostly school failure combined with something else, but rarely school
failure alone. When the family is functional, school failure is no big deal, but when
the family does not work and neither does the school or friends, the teacher will not
be the main cause but may contribute.’

9 The responses are authentic and have not been modified in any way.
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Despite her negative response, the following teacher was optimistic about
prevention:
I'm afraid this is so much subjective and if it's hidden somewhere in the person it

will simply happen. But I'm not losing my head, I'm trying to see the positive side of
the prevention of eating disorders, otherwise | wouldn’t be able to teach.

One of the responses was neutral: “Partly I think, but only partly. Through
prevention (lectures) or communication with the girl who shows warning signs.
I think the teacher doesn’t trigger the disorder.”

The majority of the responses to this question were not positive, but there
were a few:
Hopefully yes, | mean in terms of limiting the onset of eating disorders, a lot of girls
are really obese, to advise them how to stop gaining weight, how to lose weight in
a healthy way, teach them to like themselves as they are, explain the boys that it's

all right if girls become a bit round in puberty, and that it’s because of hormones
and not that they would eat like horses all the time.

There were two definitely positive responses: “Yes, the teacher definitely, either

by prevention or by inviting a professional, or perhaps by organizing excursions

to a centre that focuses on this issue.” The other response was as follows:
Maybe yes, but we can’t be those who watch over them. The disorders always have
a cause somewhere, there are usually more causes, and until they settle it there®
we can’t do much really. But | believe the supervision that we teachers do is more

important than that of parents’... This is unbelievable how parents are naive, they
don’t understand it.

Question: How does your school implement the prevention of eating
disorders?

All of the respondents suggested that the prevention was implemented in Health
education or in an equivalent subject. Some of the respondents were more
specific and again mentioned the funding issue as in the previous question:

In health education in grade six and seven, in nutrition education, in biology in grade
eight when we go through the digestive system, at least one lesson is devoted to
eating disorders. Isabelle Caro case report. Notice boards with information about
Anabell, | know they organize talks but unfortunately they’re paid and half of the
children won’t come to save 30 crowns for crisps...

10 Meant in their minds. The respondent pointed to her head.
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One of the teachers mentioned lectures given by external professionals: “I think
I've already answered in the previous questions. I tell my pupils in grade seven
and again in grade eight. If our school has the money or the pupils are willing
to pay, we arrange for Anabell lectures.”

Most preventive activities are implemented in grade seven once a year. This
prevention is insufficient because the occurrence of eating disorders has been
confirmed in grade seven (Krch, 2005) and the purpose of prevention is to
eliminate these negative consequences. One of the respondents answered with
a question: “People talk about it a lot and children watch each other. When we
send a signal home that something is wrong, they are really alarmed. We have
contacted professionals and asked for help, but what can you do it they’re not
interested?” The primary prevention of eating disorders should be implemented
when pupils start lower secondary school at the latest. Mere provision of
information is not sufficient, discussions with children are desirable, they are
interested in case reports of people who have suffered an eating disorder. Pupils’
attention can be caught for example by an e-learning application or a document
that explains the issue in detail (Prochdzkova, 2011).

Question: Can pupils obtain some information about eating disorders
outside classes?

Most of the information is shown on notice boards. Two of the respondents
mentioned the internet and websites: “The internet, girls are interested.” The
other answer was as follows: “Leaflets on notice boards, searching on the
internet.” One of the respondents mentioned books: “I know especially from
girls that they know about it from books or girls’ magazines.” Projects are also
a good source of information.” The notice board, or the project on healthy
lifestyle which was implemented in lower secondary school some time ago.”

Question: What do you personally think about the issue of eating disorders?

From the formulation of the question it was clear that the responses would
greatly vary. Two of the respondents perceived the issue as highly topical.
Another two respondents suggested that they did not have sufficient experience
due to their short-term experience and did not provide any details. One of the
respondents did not answer: “I haven’t encountered a serious case, most of
the risk behaviour in our school falls into different categories.” The remaining
responses varied and were extremely difficult to categorize. Therefore, they
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are provided in their entirety: “Very dangerous, and the danger is increasing.

I think that eating disorders are frequent especially in lower secondary school.”

Another response was as follows:

The problem is in the head, they can’t do anything without professional help. | think
mostly it's the problem of the family, not the individual. In puberty, when these
children live at home, it's the problem of the family. When this happens when they’re
210r 22 and they’re away from home, it can also be the problem of the family, but
they make their own living, while in the case of children it's definitely the problem
of the family. And it's always because something doesn’t work in the family and that
the child calls for help in this way.

Two of the respondents believed that the issue of eating disorders was very

serious:

I personally think it’s very serious. As | have already mentioned, I've met this problem
several times in my life. At college, we had two girls with an eating disorder. And
there were only ten of us in the group. One of them had anorexia, the other one
bulimia. Neither of them confessed in public but after five years with them you could
tell. And that’s why | also believe the school is an important institution not only to
inform but also to help if parents can’t.

Question: What in your opinion is the best prevention of eating disorders?
Do you have enough materials to teach about eating disorders?

Not all of the answers responded directly to the question but still they were

recorded during the interviews:

Eat regularly, but children don’t eat their lunch at school, it’s too expensive. Children
don’t have their breakfast, make their snacks on their own, get pocket money and
buy something in the supermarket (sandwich, crisps, two litres of coke) and that’s
how their day begins. When | ask them whether it's from mum they say that mum
was still in bed. This would have never happened back at home when | was preparing
my kids for school. Today in most families parents are lazy, children are left on their
own, they buy whatever food they like, in the morning they eat all sorts of things,
on the ground floor there are vending machines for drinks and snacks, they buy
these with their pocket money, they’re not hungry at lunchtime so they don’t eat,
or when there’s a family with three children, one lunch is 35 crowns, this means 100
crowns a day, so children eat at home, they open the fridge and put something in
the microwave, but there’s no control over what they eat.

The remaining responses were categorized; three of the respondents believed

that the best prevention of eating disorders was the following:
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Healthy self-confidence, good models in the family and society, understanding that
quality of life is very little related to body weight. Girls must understand that they
cannot compare themselves to their friends in all aspects and that a friend who is
2 kilos lighter is maybe shorter or her breasts haven’t grown yet.



Four of the teachers mentioned a specific story as the best prevention of the
issue. Previous studies conducted by the authors of the present monograph
(Maty4sova et al., 2013; Prochdzkovd4, 2012; Prochdzkovd et al., 2013;
Prochazkové & Kostihov4, 2013 ) suggest that both elementary and secondary
school students believe that a very important aspect in the primary prevention
of this issue is discussing a specific story (case report). According to two of
the respondents, the best prevention is the family and open communication
in the family:

The family - open communication, ability to show emotions, sincerity in the family,

focus on one’s own family, not comparing oneself to the environment and especially

increasing healthy self-confidence, praising, etc., all this contributes to the
development of a healthy personality.

Six of the respondents mentioned a lack of appropriate teaching materials related
to the prevention of eating disorders: “There’s never enough suitable materials.
Today, children want to have interactive teaching, they’re not interested in
sitting and listening.” Or: “Good materials on eating disorders are always useful,
I could use some case reports or videos that I could show to my students.” One
of the respondents knew the e-learning application prepared by the author of
the present monograph:

Some time ago, | came across an e-learning application on this issue and | have used

it in classes since then, there’s a video, case reports and worksheets for pupils. If all

the themes were processed in this way, | would save me a lot of time on preparation,
and most importantly, children like this, it's fun for them.

Question: What procedure is in place in your school in the case of suspected
eating disorders in your pupils?

Informing the parents through the class teacher was mentioned by three of the
respondents. Communication of the class teacher or prevention methodologist
with the girl was mentioned twice. One of the respondents suggested the
following:
Ordering a primary prevention lecture, communication with the lecturer about the
fact that there is a girl with symptoms (the lecture should be adapted accordingly),

here the children receive leaflets and information including contacts (the first
possibility for the girl to seek help).

Most of the responses were similar: “A conversation with the child, a group
discussion in the class, trying to find out what the children know, then the
methodologist or class teacher, discussion with parents, and then contacting
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professionals.” The Anabell Centre which focuses on primary prevention of
eating disorders was also mentioned in the responses:
A meeting of the school counselling centre is called, the class teacher or psychologist
talk to the girl to find out the severity of the situation, we call her parents (mother),

recommend a visit to the general practitioner, offer specialist help, recommend the
Anabell Centre, etc.

Question: Have you met a pupil with an eating disorder?

The following replies were suggested by four of the respondents who had
indicated an affirmative answer.

Question: How old was she?

In three cases the girls were 13 years old, the fourth girl was 14. All four girls
were in grade seven.

Question: How did you recognize the disease? Or did the girl entrust
herself to you?

Two of the teachers noticed a considerable weight loss after summer holidays,
this is usually the first thing to be noticed. One of the girls confided her problems:
“She brought this up herself, she looked normally, I wouldn’t have thought she
had food problems.” The last respondent addressed the girl: “I didn’t try to
diagnose the disease, I told the girl that I noticed her weight loss and asked
whether something was wrong and whether I could help. I tried to be sensitive
to give the girl space for confiding.”

Question: How did the situation begin and how did it continue?

The factors that predispose individuals to eating disorders were mentioned in
the theoretical part and also in the responses:
She was an obese girl, her classmates laughed at her, her parents were watching her
food portions, she was on a diet, did a lot of sport. All of this resulted in a considerable

weight loss - 15 kilos in three months - and losing weight continued. Then her parents
contacted me. The girl was on therapy and her parents kept me informed.

Many cases of eating disorders involve the desire for perfection and slimness:
“The desire for perfection, the class teacher informed the parents, and then
together with the girls they visited the Anabell Centre.” In one case the girls
contacted the class teacher:
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The girl came to me after classes (not because I'm the prevention methodologist but
rather because we had spoken about this in health education and she trusts me).
She said she didn’t eat normal meals (in the school canteen or dinner at home) and
that her food was irregular - a bar, crisps, fruit. She said she didn’t like normal
meals because she thought this would make her fat. | explained to her that she
would definitely gain less weight after a soup than a Snickers bar and coke. She
looked normal and | calculated her BMI. She was in the average zone (20.5). She was
unable to show me where exactly she was fat. She only said she had put on two kilos
in a month. We spoke about weight changes during the menstrual cycle, about the
yo-yo effect... | reccommended her regular meals and adequate physical activity. No
one even told her she was fat, she only compared herself to the classmates.

In one of the cases, the probable cause was a death in the family: “The death of
the father, who had been responsible for everything. Three women were left
and each responded differently.”

Question: Did you inform the parents? How? Was the girl present?

In one of the cases the parents informed the school and asked the teacher to
help by supervising the girl. In two of the cases, the conversation between the
teacher and the parents took place without the girl’s presence: “She was not
present, we spoke to the parents alone.” According to one of the responses
the girl told her mother: “She told her mother, her parents are divorced. Then
the mother and the girl spoke to the class teacher who was at the same time
the educational counsellor” Neither of the respondents commented on the
course of the conversation.

Question: How did the parents respond?

In two of the cases, the parents’ reaction was similar: “They were grateful, they
had been unable to handle the situation themselves and immediately started
to cooperate.” The other response: “Despair, fear, cooperation.” The following
two responses were quite different:
They trivialize it until somebody’s life is at risk. They don’t know anything, they’'re
like the children, if they've never experienced it they don’t see the consequences,

they don’t see where the child is heading, they're not aware of the seriousness.
Today, raising awareness is insufficient, in our generation it wasn’'t so common.

Another response: “They cooperate only when it’s alarming. They don’t come
to group therapy, they leave the child alone to fight it, they expect miracles from
teachers. They tell you that they spend most of their time in school so what.”
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Question: Was there any subsequent contact between the school and
the family?

In two of the cases, cooperation between the family and the school followed,
but the school was rather a supervisory authority than a partner. In one case, the
mother was offered help by the school: “The school was helpful and the mother
and the girls had an interview with the school psychologist, plus they received
contact details of counselling centres.” According to one of the responses, the
family did not want to cooperate and the problem was addressed by the school
and the teacher: “Yes, we had the mother here about 34 times, she promised
to keep an eye on the girl, but she only promised to get rid of us. Sometimes
the family believed it will somehow settle down itself.”

Question: Did the parents have specific requirements towards the school
or the teacher?

In two of the cases, the parents asked the teacher to check whether the girl eats
her meals: “Checking on the girl, informing the parents how much the girl has
eaten or how she behaves among her classmates.” The following answer suggests
an effort to conceal the problem by the parents: “The parents didn’t have any
requirements just to make an impression that everything is okay and so that
nobody knows.” Only one of the answers to this question was negative.

Question: Have there been any changes in the girls’ position among
classmates after her return from treatment or in the course of treatment?

As in the previous question, there was one negative response: “No, the
classmates didn’t know.” A completely opposite response was suggested by
another respondent: “Definitely, but this can simply result from the fact that
she'd been away for three months. She’s lost contact with the class and now
it’s difficult to continue.” One of the responses suggested the girl’s hostility:
“The girl began to be hostile, she avoided her classmates, now it’s better but in
September the girl does to grammar school..” One of the teachers could not
answer the question on the girl’s position among her classmates because she had
not been on treatment.
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5/3/1 Summary of the Results of the Complementary Research

In order to find out whether the teachers have encountered the issue of eating
disorders and how the prevention of this issue is implemented, the authors
used a complementary research method (semi-structured interview) to acquire
additional information following the quantitative research study. The content of
the interview was recorded and then transcribed into an electronic form. At first,
the researchers established a friendly relationship with the respondents using
contact questions the purpose of which was to tune in the respondents at the
beginning of the interview. Then the researchers asked about the respondents’
age, length of teaching experience, qualification, and the subjects they taught.
In order to increase validity, the interviews also included control questions
in which the formulations were changed and the responses were compared.
In the interpretation of the results these questions were summarized in
a single question. All of the respondents were aged 31-58 years old with
teaching experience ranging from 3 to 32 years. The respondents agreed on
the importance of the prevention of eating disorders. They mentioned the role
of the family as the primary preventive social group, but at the same time they
were aware of the significance of the school in providing preventive measures
where the family fails to do so. The responses also suggested that teachers may
be partly involved in the onset or development of this issue, albeit unconsciously.
Four of the teachers had experience with eating disorders in their pupils. In two
of the four cases the situation was resolved in cooperation between the family
and the school.
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6 / Discussion

The objective of the research study was to identify the attitudes of elementary
school teachers to the issue of eating disorders. In addition to the main objective,
the study examined the effect of demographic variables including gender,
qualification, age, and length of teaching experience. The purpose of the
qualitative research study in the form of the semi-structured interview was to
analyse how teachers perceived the issue of eating disorders and whether they
had encountered this issue in their career.

The research instrument was tested for reliability and validity, which is a usual
method of determining its characteristics (Hendl, 2004). The reliability was
identified by means of Cronbach’s alpha. In of the all nine indicators, the value
ranged from a = 0.67 to 0.89, which suggests a high degree of reliability of the
research instrument and the structure of the indicators. Another method used
to verify the construct validity was the factor analysis according to McDonald
(1991). Based on the factor analysis, a total of nine conceptual indicators with
an 11-point scale were identified which show a high degree of factor stability
and purity. The remaining indicators showed insufficient purity and were
removed from the research. A similar approach was used in studies aimed at
different issues such as for example studies by Chraska (1996, 2003a, 2003b)
who investigated the attitudes to the teaching profession in the context of
undergraduate teacher training, or Chraskova (2012) who analysed students’
attitudes as a significant part of professional teacher training. Similarly, Svandové
(2012) and Svandova and Kubiatko (2012) used the same statistical approach
to analyse the factors that affect the attitudes of grammar school students to
the chemistry subject.

The research hypotheses were assessed at the end of the quantitative research
study; the text below provides the answers to the research questions.

The first research question focused on the effect of gender on the attitudes to the
issue of eating disorders. A difference between the attitudes of female teachers
and male teachers was confirmed in six out of the nine indicators. Statistically
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significant differences were observed between women’s and men’s attitudes.
Eating disorders are more common among girls and women, and therefore,
more positive attitudes to this issue can be anticipated among women. This
was also confirmed by the results of the present research study.

In the second research question, the authors of the present study focused on
the differences between the attitudes of teachers qualified and unqualified in
Health education. In seven out of the nine concepts, more positive attitudes
were observed in unqualified teachers. In the remaining two indicators the
perception of qualified and unqualified teachers was almost identical. Health
education is a relatively new discipline in Czech universities. The average length
of teaching experience of qualified teachers was seven years only because
the group of qualified teachers included those who were qualified in Family
education, which had preceded Health education and was based on a similar
concept. According to the results of the present study, teachers” qualification
did not have a clear effect on their attitudes to eating disorders.

The purpose of the third research question was to investigate whether the
attitudes were influenced by the length of teaching experience. The most
positive attitudes in six out of the nine indicators were reported by respondents
with experience of 36 to 40 years. The results were categorized by five years
of experience. It would be interesting to categorize the results by for example
10 years of experience, but the results would probably suggest similar conclusions
and the effect on teachers’ attitudes to eating disorders by length of their
teaching experience would not be confirmed.

The purpose of the fourth research question was to identify the effect of age
and teachers’ attitudes to eating disorders. A positive teachers’ attitude to the
issue of eating disorders by respondents’ age was not observed in any of the
indicators. It is possible that most teachers with longer teaching experience
succumb to occupational stereotype and it is difficult for them to cope with new
teaching procedures. The results of the present study including the interviews
suggest that many teachers lack further (extension) theoretical study and the
ability to absorb the process of transformation of the system of education. It is
certainly advisable to respect the individuality of the teacher and analyse their
life stories. This could bring interesting results and a deeper understanding of
the issue of teachers’ attitudes to eating disorders. In the present study the effect
on the attitudes to the issue in question has not been confirmed.
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Similar research was addressed by several papers. In her bachelor’s diploma
thesis, Skrbkov4 (2016) examined secondary school teachers’ attitudes to the
issue of eating disorders. Data collection was performed by means of electronic
structured questionnaires. As a complementary method the author used two
semi-structured interviews with teachers and one interview with an adolescent
patient with an eating disorder. The questionnaires were completed by a total
of 118 teachers. Only 28 (24%) respondents analyse this issue with their pupils
in class, while 68% do not address this issue at all. Most teachers (63%) believe
that they know what to do if they notice an eating disorder in their pupils.
Only 19% of respondents believe that teachers have the right competences in
addressing their pupils’ eating disorders. Teachers considered the severity of
eating disorders to be moderate or high. Respondents under 34 years of age were
most interested in increasing their knowledge of the issue. Although the study
addressed a similar issue, a comparison with the results of the present study
is impossible because the research method was not the semantic differential.

In her master’s diploma thesis entitled Teacher’s Attitudes to Eating Disorders
Reichlové4 (2017) performed a research study by means of semi-structured
interviews involving a total of 10 respondents. The results showed that teachers’
beliefs concerning eating disorders were mainly based on specific concepts
including a set of mental and physical difficulties. They believed that the main
risk factor was the family environment. Teachers believed that their role in the
treatment of eating disorders was important, although most of them were not
involved in the prevention of eating disorders. Most teachers believed that
eating disorders were based on mental suffering of the patients, not physical,
which was also confirmed by the results of the present research.

The authors of the present study also identified some international research
studies. These studies did not focus on teachers’ attitudes, but they related to
the issue of eating disorders.

Bullivant et al. (2019) published a study on the knowledge and opinions
concerning obesity and eating disorders among the key actors. The research
sample comprised 62 Australian participants, including six teachers and other
staff (including health care professionals, personal coaches, social workers).
According to the researchers, teachers did not have sufficient knowledge about
the issue of eating disorders (especially concerning the types of eating disorders
and patients’ behaviour) and at the same considered eating disorders a less
serious public health issue compared with obesity, which is disproved by the
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authors of the present study as well as top professionals on this issue from the
Czech Republic or abroad (see chapter Current Research on Teachers’ Attitudes
to Eating Disorders).

In their study entitled Spotting and Supporting Eating Disorders in School:
Recommendations from School Staff Knightsmith et al. (2013) addressed the
process of recognizing eating disorders in schools and supporting students
with eating disorders by teachers. The participants (N = 63) in the research
study were employees from British schools. The research was performed by
means of focus groups and semi-structured interviews. Most of the participants
were informed about the issue of eating disorders but complained about
insufficient awareness among their colleagues. Some identified eating disorders
as children’s whims or something that would automatically disappear. According
to the respondents, it is virtually unacceptable in some schools to talk to
colleagues about pupils’ eating disorders or other mental health problems. In
schools where the staff had an opposite approach and discussed the issue the
identification of eating disorders was faster and the patients received better
support. The respondents felt very insecure in teaching about eating disorders
saying that they had insufficient knowledge and that they were worried that their
presentation might have the opposite effect on their students. Based on their
study, the authors defined a total of five key themes: a number of employees
do not have the basic knowledge and sufficient understanding of the issue of
eating disorders; eating disorders are a taboo in staff rooms; school staff do
not like to discuss the issue of eating disorders with their pupils; to establish
a positive teacher-parent relationship, adequate support is required; teachers
would appreciate practical advice on how to support their pupils during their
recovery. Particularly the last two items match the results of the present study.
Teachers would appreciate advice from experts and the opportunity to consult
the approach to a pupil with an eating disorder with a professional.

Although there are authors who examine teachers’ attitudes to various issues,
there are no available studies on teachers’ attitudes to the issue of eating disorders
using the semantic differential in the Czech Republic or abroad.
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6/1 Limitations of the Research Study

According to the guidelines on research ethics, the author should consider the
circumstances of the research, which are sometimes controversial and limit
the extent and quality of the results. The authors are aware of the fact that the
present monograph has certain limitations that need to be considered. One
of them is the application of the research tool only in the Czech Republic,
specifically in four regions. The application of the research tool in other regions
or other countries may bring different results which may cause changes in the
names of the indicators, their number, and content in order to make the research
tool applicable in an environment other than the Czech Republic.

Another limitation that could affect the results of the research is the application
of the research methods. The research approaches applied in the present study
were the semantic differential and semi-structured interview. A research on the
attitudes to the issue of eating disorders may also be performed by different
methods. In addition to the semantic differential, attitudes are presently analysed
for example by means of Likert scales (Likert, 1932; Rod, 2012). Redesigning
the indicators into a form that would be adequate for the use of Likert scales
and their application could confirm or disprove the results of the research. The
authors believe and the results of the paper confirm that the use of the interview
that would be applied as a stand-alone research method could be a suitable
research instrument regarding the specification of the theme.

Further limitations relate to the non-inclusion of other categorical variables such
as the school where the respondents teach (rural vs. urban), or a comparison
of the differences between the regions which may to a certain extent affect the
attitudes of teachers to the prevention of eating disorders. It would certainly be
interesting to analyse whether teachers who have addressed eating disorders in
their pupils have more positive attitudes to the prevention of eating disorders
compared with those who have not addressed this issue. Further possibilities
for future research are described in the final part of the monograph.
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Conclusion

The objective of the research study was to identify the attitudes of teachers
in lower secondary schools to the issue of eating disorders. The sub-
objectives focused on the effect of gender, age, qualification, and length of
teaching experience on the development of the respondents’ attitudes. The
complementary method was the semi-structured interview in order to find out
whether the teachers had encountered the issue of eating disorders, whether
they considered the prevention of this issue significant, and especially how they
implemented this prevention.

The results suggested more positive attitudes among unqualified teachers,
although the results were not always significant. Those teachers who are not
qualified in Health education or Family education perceive the prevention of
eating disorders more positively than teachers qualified in this field of study.

As far as attitudes by gender are concerned, more positive attitudes to the
prevention of eating disorders were observed in women. A gender-based
comparison revealed more positive attitudes of women in six out of the nine
indicators. It was observed that increasing age of the respondents was not
associated with more positive attitudes to the issue. The length of teaching
experience had no effect on the attitudes to the issue of eating disorders. Positive
attitudes to this issue were observed also during the semi-structured interviews,
which was a complementary research method. The respondents were aware
of the importance of the issue and the need for preventive measures. In their
professional career, four out of the ten respondents have encountered a girl
with an eating disorder and tried to resolve the situation.

Teachers of Health education or an equivalent subject have a formal and
informal access to a large number of young people in an environment that
stimulates discussion and provides space for education focused a healthy
lifestyle, positive relationship of students to their own body, prevention of
negative effects of the media and advertisements, and health risks associated
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with eating disorders. Teachers’ positive attitudes to the issue of eating disorders
are important because these teachers also have the opportunity to strengthen
the position of prevention programmes in their schools.

Contribution of the Research Study

The contribution of the research study described in the monograph is the
identification of the attitudes to the issue of eating disorders among teachers
of Health education in lower secondary schools or its equivalent (for example
Family education). This approach could become more positive if teachers
receive the teaching materials that they desire (videos, case reports, e-learning).
Another contribution is the use and verification of the research instrument to
examine teachers’ attitudes to the issue of eating disorders. This research tool
may also be used among teachers with a different specialization, especially
among prevention methodologist or school psychologists and the results
can then be compared with the results of the present study. These statistical
methods can inspire other researchers who address similar issues. Another
beneficial aspect is the application of the statistical methods to reveal the
differences in the variables.

Suggestions for Further Research

It would certainly be desirable to perform a research study involving all of the
regions of the Czech Republic in order to check the reliability of the research
instrument. Another option would be to carry out a repeated comparative
research study, compare the attitudes of teachers from the different regions,
and identify the causes of the differences in their attitudes to the issue of eating
disorders.

Research could also focus on the attitudes of teachers to the issue of eating
disorders using the Likert scale. The items of the present study could be
converted into the form of a questionnaire (for example a five-point Likert
scale). Then it would be interesting to see whether this method brings the same
results as the semantic differential. A complementary research method to the
questionnaire approach could be for example the unfinished sentences method.

In addition to these variables, it could also be interesting to examine other
categorical variables that could influence the attitudes of teachers. One of
the significant variables is the teacher’s effect on changes in attitudes. At the
same time, it would be interesting to examine the teaching methods applied in
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the prevention of eating disorders. Last but not least, a potential research area
is the identification and comparison of teaching styles, which could bring novel
results concerning this issue.

A longitudinal research study focused on changes in attitudes would require
along-term involvement of a researcher. These changes could be monitored for
example for a period of five years in a teacher after the beginning of the teaching
career of for the same period of time in an experienced teacher.

Last but not least, it could be interesting to analyse the effect of the teacher as
the promoter of programmes aimed at the prevention of eating disorders. So
far, this area has been given little attention.

It would surely be interesting to examine the attitudes to the issue using
qualitative research methods.

Educational Implications

Teachers’ positive attitudes may be increased by becoming aware of the
significance of the prevention of eating disorders. This can be achieved by
means of organizations involved in this issue (for example the Anabell Centre).
In addition to other things, this association organizes excursions for pupils and
students where they are shown how the services work and how people with
eating disorders are treated.

Teachers’ positive attitudes to the issue of eating disorders can be developed
by achieving a deeper insight, particularly through teachers’ participation in
further education (training courses, seminars, etc.) If a teacher is unable to
attend these courses in person there are other possibilities (for example an
e-learning application developed by the author of the present monograph).
This application is also useful in classes. The author of the monograph is also
involved in the development of study materials (professional publications
and e-learning materials) for elementary and secondary school teachers and is
involved in teacher training aimed at eating disorders.

A regular use of teaching aids by the teacher increases the pupils’ interest in
the learning content and has a preventive function. By linking the topic with
situations that may occur in everyday life (for example steps to be taken in
case of a friend with a suspected eating disorder) the teacher makes the topic
interesting to the pupils. Different kinds of information and communication
technology (for example a video showing a girl’ testimony of her anorexia
nervosa) can be used to present the issue in an interesting way.
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Resume

The objective of the present monograph was to identify the attitudes of Health
education teachers to the issue of eating disorders. The sub-objectives focused
on the effect of gender, qualification, age, and length of teaching experience on
the development of the respondents’ attitudes. The complementary method
was the semi-structured interview which provided additional information to
the main body of data acquired by the semantic differential. In the theoretical
part the authors defined the concept of eating disorders and the concept of
prevention from a general perspective and from the perspective of schools
and teachers. The presentation of selected research studies related to the
investigation of the attitudes to eating disorders. The final section of the
theoretical part included the definition of the attitudes, their components,
changes, and measurement.

The empirical part presented the objectives, research questions, hypotheses,
research sample, research instrument, and the method of data analysis. The
results included graphs and explanations and showed more positive attitudes of
teachers who are not qualified in Health education or Family education. As far as
gender is concerned, significant differences were identified. Female respondents
perceived the issue of eating disorders more positively. With increasing age and
longer teaching experience the respondents were increasingly interested in
the issue. The Discussion section confirmed or disproved the hypotheses and
summarized the results of the research. The contribution of the monograph
and proposals for further research were included in the final chapter of the
present monograph.
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Physical
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and Health
Education

The Attitudes
of Elementary School Teachers
to Eating Disorders

The publication addresses the research on the attitudes
of the teachers of health education or an equivalent
course in lower secondary schools. The introducto-
ry chapters present the knowledge concerning eating
disorders and focus on the issue of attitudes in gen-
eral as well as on the development of attitudes among
teachers. The text refers to relevant domestic and in-
ternational research studies that illustrate the current
state of the issue. The core focus of the publication is the
new knowledge concerning the attitudes of elementary
school teachers to eating disorders. The final part of
the paper summarizes the most important findings and
recommendations for the prevention of eating disorders
in educational practice. The new findings can also be
inspiring for educational institutions abroad.
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