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Significance
Eating disorders make up a mental illness category from the DSM-V that includes anorexia nervosa, bulimia nervosa, and binge eating disorder (Bluett et al., 2016). They reportedly affect a range of 1%–15% of women in their lifetime, and 80% of those with an eating disorder do not seek treatment (Bluett et al., 2016; Merikangas et al., 2010; Stice, Rohde, Shaw, & Gau, 2017). Eating disorders are considered chronic mental health illnesses that have significant physical health consequences (Bluett et al., 2016). Of all mental illnesses, eating disorders have the highest mortality rate (Taylor & Gibson, 2016). The symptoms of eating disorders include “dysfunctional eating behavior, an excessive concern and distress about body shape or weight” (Riva, 2014, p. 1). Stice et al. (2017) found that risk factors for eating disorders include body dissatisfaction, thin-ideal internalization, and negative affect. Body dissatisfaction affects 13.4%–31.8% of American women (Kollei, Lukas, Loeber, & Berking, 2017). Body dissatisfaction can develop into body shame after facing “the impossibility of meeting societal standards” (Riva, 2014, p. 8). This shame is thought to be controlled by the symptoms of eating disorders (Kelly, Carter, & Borairi, 2014).
The target population of the program is based in Baldwinsville, New York, in the Baldwinsville Central School District: Girls entering the 8th grade at Theodore R. Durgee Junior High School, aged 13 to 14 years old. The target population is the roughly 200 girls in the 8th grade (NYSED Student Information Repository System (SIRS), 2017). The Baldwinsville Central School District is largely Caucasian (88%) with the next largest ethnicity being Hispanic or Latino (4%) (NYSED Student Information Repository System (SIRS), 2017). The age of the target population was chosen strategically. Eating disorders can begin as early as age 10, however the median age of onset ranges from 18 to 21 years old (Hudson, Hiripi, Pope, & Kessler, 2007). The age range of 8th grade girls is comfortably positioned before the typical onset of eating disorders as an attempt to prevent most eating disorders or catch the behavioral risk factors before they become a full-fledged illness. Although men can also develop eating disorders, they are firmly in the minority according to Cottrell and Williams (2016). The program focuses on women in an attempt to homogenize the target population for those most susceptible to the disease.	Comment by Christina Heminger: Now that you’ve defined the acronym (above) you can just use it from here on out.
	The major social influence on the target population is their peers (Dohnt & Tiggemann, 2006). Dohnt and Tiggemann (2006) found that body image concerns have been causally linked to peer influences. Their study found that “the thin ideal” body image is communicated and reinforced by peers and the media (Dohnt & Tiggemann, 2006, p. 929). The perception of a peer’s desire for thinness has beenwas found to precede decreased body satisfaction and self-esteem scores and influence one’s own desire for thinness (Dohnt & Tiggemann, 2006). Discussion among peers relating to appearance and imitation of others is also associated with decreased appearance satisfaction, which is a risk factor for eating disorders (Dohnt & Tiggemann, 2006).	Comment by Christina Heminger: Here you were veering into citing just a little too much (I know, it’s a fine line, and we’d rather you be safe than sorry ultimately) – it was pretty clear that this paragraph was all citing the same study, so – as long as you truly are pulling from just 1 study - citing at the beginning and end (and for a specific quote if you include one) really suffices.
	The cultural influence on the target population is made up entirely of the Western culture and the media. As previously mentioned, one of the two major communicators of “the thin ideal” is the media (Dohnt & Tiggemann, 2006, p. 929). Furthermore, Riva (2014) noted that self-objectification is imposed upon women by Western culture, where they are taught to view themselves as bodies and "...use body and appearance as the core basis of self-evaluation, with self-worth contingent on meeting the body shape ideals" (p. 14). This causes women to gain an observer’s perspective of their body and they have difficulty thinking of themselves as more than “an object to be looked at” (Riva, 2014, p. 7). Television shows can have an impact on how girls view themselves. Watching television shows with an appearance emphasis is associated with young girls feeling less satisfied with their appearance (Dohnt & Tiggemann, 2006).
	Economic influences on girls, in relation to eating disorders, are weak. Eating disorders affect all levels of socioeconomic status in America (Najjar, Jacob, & Evangelista, 2018). The percent of persons in poverty in Baldwinsville, New York is 7.7%, whereas it is almost double that in Onondaga County and in New York State (14.6% and 14.7%, respectively) (U.S. Census Bureau, 2010). In the eating disorder context, social and cultural influences are strongest within the target population.
The long-term health objective of the program is to decrease the prevalence of eating disorders in the target population by 20% within two years of program implementation. As previously mentioned, eating disorders have the highest mortality rate of all mental illnesses and can affect as many as 15% of women (Bluett et al., 2016; Taylor & Gibson, 2016). Decreasing the prevalence of eating disorders in young girls has the potential to save lives. Prevalence would be measured using an email survey at the beginning of the program and again after one and two years of program implementation that would measure current disordered eating behaviors and possible eating disorder symptoms. Students would be categorized into one of two groups, “low risk” or “high risk,” adapted from the scale used by Jones et al. (2014) in their “Healthy Body Image” program. High risk would include those who screen positive for an eating disorder according to the DSM-V criteria or have a very high concern with weight and body image (Jones et al., 2014). Low risk would include all other students who did not meet those criteria. The health objective would be considered to be achieved if the number of students in the high-risk group decreased by at least 20% within two years of program implementation.
	The intermediate behavioral goal of the program is for 40% of the target population to complete a self-compassion meditation activity at least once per week within one year of program implementation. The self-compassion meditation activities will be 15-minute guided meditations provided as online recordings through a phone application. “Completion” of the self-compassion meditation activity will consist of actively participating in the meditation, and then logging their activity in the application. This behavioral objective complements the health objective because Kelly and Tasca (2016) have shown that self-compassion can decrease feelings of shame. Eating disorders follow a cyclical process of engaging in restrictive eating and binge/purge behaviors to temporarily feel relief from body shame, however these behaviors actually exacerbate the feelings of shame and perpetuate the cycle (Kelly & Tasca, 2016). These self-compassion meditation activities have the potential to prevent or put an end to the “shame-symptom cycle” and decrease the prevalence of eating disorders (Kelly & Tasca, 2016).
The first immediate goal of the program is to improve the attitudes of 70% of the target population towards self-compassion and body satisfaction within 2 months of program implementation. This will be determined by comparing attitudes survey scores sent via email at the beginning of program implementation and then again 2 months after program implementation. Each question on the questionnaire will have a bipolar unlikely-likely scale, with a score of -3 to +3, respectively. “Improvement” will be considered a 20% increase in weighted score between the two questionnaires.
The second immediate goal of the program is for 60% of the target population to believe that performing self-compassion meditations is associated with positive outcomes such as body acceptance and decreased body shame within 6 months of program implementation. This will be determined by administering a survey via email 6 months after program implementation. Proof of “belief” will be measured as an overall score of 67%, from a survey with a bipolar unlikely-likely scale, with each question scored from -3 to +3, respectively. These objectives fit well with the behavioral objective of the program because they take into account the impact of attitudes and beliefs on behavioral intentions. If 60%–70% of the target population can improve their attitudes and beliefs towards the self-compassion, then they are more likely to have an intention to perform the behavior (Ajzen, 1991).
Theoretical Approach
	The program will utilize the theory of planned behavior, developed by Icek Ajzen in 1985 and refined in his 1991 article titled “The Theory of Planned Behavior.” The theory Theory of planned Planned behavior Behavior was developed from the theory of reasoned action, created by Icek Ajzen and Martin Fishbein in 1980. Behavioral intentions are the focus of both theories, as Ajzen (1991) said, “…the stronger the intention to engage in a behavior, the more likely should be its performance” (p. 181). The three constructs of the theory of planned behavior act as determinants of behavioral intention (Ajzen, 1991). Attitudes toward the behavior and subjective norms come from the theory of reasoned action, and perceived behavioral control was added in the creation of the theory of planned behavior (Ajzen, 1991). Attitude towards the behavior refers to the level of favorable or unfavorable assessment of the specific behavior (Ajzen, 1991). Ajzen (1991) noted that subjective norm denoted the “perceived social pressure to perform or not to perform the behavior” (p. 188). To be more specific, subjective norm refers to the individual’s perception of whether important referents in their life, such as their peers, parents, or society, approve or disapprove of the behavior (Ajzen, 1991). Ajzen (1991) added the final construct, perceived behavioral control, which refers to one’s perception of how difficult performing the behavior will be, determined by past experience and expected obstacles (see Appendix A for a visual representation of the theory of planned behavior).	Comment by Christina Heminger: Capitalize proper theory names.	Comment by Christina Heminger: Likewise!  I won’t comment from here on out, but anytime you use the theory name it should be treated as a proper noun.  Please make this change to all theories mentioned in the paper.
The theory of planned behavior makes the assumption that behavioral intentions accurately portray the motivational factors that lead to a behavior (Ajzen, 1991). It is believed that perceived behavioral control and behavioral intention can together be used “directly to predict the behavioral achievement” (Ajzen, 1991, p. 184). When the theory of planned behavior was first created, it was applied to weight loss among college women (Schifter & Ajzen, 1985). Since then it has been used in many health contexts, from HIV testing to intention to consume prescribed and non-prescribed medication (Ayodele, 2017; Kamekis et al., 2018). After an extensive literature review, it appears that the theory of planned behavior has yet to be applied to an eating disorder program.
	The eating disorder program will run for two years, following a cohort of 8th grade girls through their two years at Theodore R. Durgee Junior High School (see Appendix B for full logic model). The program will be introduced to students at the school’s orientation day at the start of the school year, and all female students in 8th grade will be asked to participate. Stice et al. (2017) noted how it is crucial to broadly implement eating disorder programs in order to address risk factors for eating disorders. The students will use a phone application (or website, if they do not have a personal cell phone), created for the program, that will give them access to guided self-compassion meditations, media literacy video lessons, an online forum, and a daily pop-up survey. These components will closely follow the theory of planned behavior, focusing on the constructs of the theory in order to achieve the final health outcome of decreased prevalence of eating disorders.
The self-compassion meditations will address the attitudes construct of the theory of planned behavior. Attitude towards the behavior is a crucial construct for eating disorders. As previously mentioned, Kelly and Tasca (2016) found that eating disorders arise from a “shame-symptom cycle” that sustains itself as the eating disorder symptoms result from feelings of shame and also cause shame. This attitude cycle could be stopped through self-compassion exercises (Kelly & Tasca, 2016). The students will be asked to listen to and participate in two 15-minute recordings of guided meditations each week that focus on self-compassion and body acceptance. The students are allowed to perform the meditations any time of day, any day of the week. These meditations will involve sitting still in a quiet room and repeating the mantras and behaviors as instructed by the recording. They will elicit feelings of self-compassion and body acceptance through actions such as compassionate body scans that focus loving feelings towards parts of the body where there could be angst and stress. It has been shown that self-compassion can decrease body shame, and decreased body shame is often followed by periods of decreased eating disorder symptoms in girls with eating disorders (Kelly & Tasca, 2016). Improving self-compassion will be able to address the negative attitudes girls have toward their bodies (Kollei et al., 2017). 
	The second construct of the theory of planned behavior, subjective norms, will be addressed by educating the students on media literacy and creating an online discussion forum where they can communicate with peers. Subjective norms are a critical part of an intervention meant to address eating disorders because two of the most important referents in the students’ lives are their peers and the Western culture they grew up in (Riva, 2014). This culture has promoted self-objectification and sexual objectification of women through all channels of the media (Riva, 2014). It is important, to improve subjective norms, for the students in this program to be able to recognize these negative aspects of the media and hear confirmation from their peers that they feel the same way. The application will include 15-minute video lessons that cover media literacy and how to identify insidious elements of media such as the objectification of women and photo retouching. The students will be asked to watch at least one 15-minute video lesson per week, and then participate in an online forum discussion with their peers through the application. The aim of this activity is to alter the students’ normative beliefs towards female body image by educating them on how to recognize unrealistic portrayals of the female body in the media and, more importantly, allowing them to hear that their influential referents also recognize this issue (Dohnt & Tiggemann, 2006). It is anticipated that their peers, after viewing the media literacy and body image content, will have a better understanding of the unrealistic expectations put on young women by the media of Western culture. They will then be able to improve each other’s subjective norms by showing their peers that they do not endorse those expectations through the online forum. Ajzen (1991) found that improving the subjective norms in favor of the desired behavior accurately predicts the behavioral intentions of the subject.
	The final construct of the theory of planned behavior, perceived behavioral control, will be addressed with a daily pop-up survey from the phone application and a weekly point summary. The daily pop-up will show up on the students’ phone at 8:00 p.m. every night, and it will ask two brief questions where they can select yes or no as a response: “Did you show yourself compassion today?” and “Did it make you feel good about yourself?” Responding “Yes” to a question will earn the student one point, for a maximum of two points per day. At the end of each week, the phone application will show each student a summary of their total points earned, with a maximum of 14 points total. This brief survey and point system will improve the students’ perceived behavioral control towards self-compassion by highlighting the good feeling they get from showing themselves compassion. Recognizing that they can improve their own feelings will show them they have a high degree of control over their own behavior. This perception of a high degree of control over the behavior has been shown to improve behavioral intentions (Ajzen, 1991). Furthermore, the second of the two questions will demonstrate to the students that self-compassion leads to positive outcomes, which will improve the students’ belief strength and therefore attitudes towards the behavior (Ajzen, 1991). This brief survey has the capability of addressing perceived behavioral control as well as attitudes towards the behavior.
	Measurement of effectiveness of the program, as well as successfully achieving the previously stated objectives, will be assessed using a baseline survey emailed to students at the start of the program, a second survey emailed to students two months into the program, and two remaining surveys emailed at the one- and two-year marks from program implementation. The surveys will measure disordered eating behaviors, eating disorder symptoms, attitudes toward self-compassion and body satisfaction, perceived approval of self-compassion and body satisfaction from important referents, and perceived facilitators of and barriers to self-compassion and body satisfaction.
This program is the first of its kind to use a phone application to connect with students in order to decrease the prevalence of eating disorders. Kollei et al. (2017) focused on body dissatisfaction with their application. They used an application to train students to associate positive body-related statements with images of their own body, and they noted the application was very cost-effective and significantly effective at reducing body dissatisfaction (Kollei et al., 2017). The “Healthy Body Image” program was an intervention used with college students that screened for eating disorder symptoms and then provided a tailored eating disorder prevention intervention for high risk students, or a clinical referral for those who screened positive for eating disorder symptoms (Jones et al., 2014). However, there has not been a program that used the theory of planned behavior to decrease the prevalence of eating disorders. Furthermore, this program would be the first to combine media literacy education with self-compassion meditations in order to decrease eating disorder prevalence. The majority of interventions for eating disorders are targeted at college students, which is an older age group than the target population of this program (Jones et al., 2014; Kass et al., 2017; Rodriguez & Ebbeck, 2014; Taylor & Gibson, 2016).
This program will be successful among 13- and 14-year-old girls at Theodore R. Durgee Junior High School because it closely follows the constructs of the theory of planned behavior to improve behavioral intention, which will theoretically lead to the behavior performance (Ajzen, 1991). Performing self-compassion has been shown to decrease eating disorder prevalence (Kelly & Tasca, 2016). Furthermore, the younger age group of the target population, relative to what has been done before, will allow this program to shift girls’ attitudes, subjective norms, and perceived behavioral control at an early age before they are most at risk for developing an eating disorder (Dohnt & Tiggemann, 2006).
Discussion
	The theory of planned behavior is the ideal theory to use for eating disorder interventions. It is one of the only theories that has a strong focus on attitudes and subjective norms, which are two crucial factors in the development and maintenance of eating disorders. Body dissatisfaction is a risk factor for developing an eating disorder, and it has become so prevalent for women of all ages in Western culture that it has been given the term “normative discontent” (Dohnt & Tiggemann, 2006). It has become normal for women to be unhappy with their bodies, and this is a worrisome fact to face considering this attitude is such as influential risk factor for eating disorders (Kollei et al., 2017). As previously mentioned, eating disorders have become prevalent, in part, due to the Western culture of the media objectifying women, and the subjective norms construct of the theory of planned behavior explains how that relationship has developed (Riva, 2014).
	It is worthwhile to consider whether an additional theory could strengthen this program. Incorporating the transtheoretical model could be useful to bolster the program’s effectiveness. The transtheoretical model takes into account the six stages of change, which include precontemplation, contemplation, preparation, action, maintenance, and termination (Prochaska & Velicer, 1997). Often patients with eating disorders are not ready to immediately make a behavior change; they have a hard time accepting treatment due to “…their high ambivalence and lack of acceptance of the severity of their illness" (Colli, Gentile, Tanzilli, Speranza, & Lingiardi, 2016, p. 159). They also instinctively avoid sudden life changes and departures from their normal, daily routine (Taylor & Gibson, 2016). Because those with eating disorders are not all ready to change their behavior at the same time, the transtheoretical model could be incorporated to tailor the activities of the program to the students depending on which stage of change they were currently in. Those in the precontemplation stage would have access to different self-compassion meditations and video lessons than those in the maintenance stage of the behavioral change in order to effectively reach each student. Customizing the messaging based on each students’ stage of change could increase the program’s effectiveness and strengthen the likelihood of the behavior occurring.
	One of the major limitations of the program is the assumption that all students will have access to either a phone or computer at least once per week. Due to the low poverty rate (7%) of the town of Baldwinsville, New York, it is unlikely, however it is impossible to assume access will be experienced by all students (U.S. Census Bureau, 2010). Another limitation of the program is that the entire program is in the control of the student, with no group meetings or activities in a public setting. Therefore, it is difficult to know if the student is fully participating in the activities or if they are clicking on the links to the activities provided but not following through and performing them properly. The final limitation of the program is the assumption that behavioral intentions will lead to behavior performance. This is a major component of the theory of planned behavior, however this theory has never been used in this exact context, therefore there is no scientific data that has shown that the “intention to behavior” relationship exists for self-compassion and eating disorders (Ajzen, 1991). The program will be able to influence the components of behavioral intentions (attitudes, subjective norms, and perceived behavioral control), however the program is relying on data from other health subject areas to confirm that this will lead to behavior performance (Ajzen, 1991).
	In conclusion, this program could have a significant impact on decreasing the prevalence of eating disorders in the target population. If this program is successful, it could be used in schools throughout the country to prevent eating disorders and improve self-compassion and body satisfaction among young women. The application and website platform of the program is very cost-effective and scalable; therefore, a country-wide program could be achieved fairly easily. Because the program is based in technology, it could very efficiently be updated with new content or content more relevant to a certain culture; this program could potentially be used on the global scale. As media becomes increasingly pervasive and easily accessible to young people, it is more important than ever to use innovative programs like this one to combat eating disorders and body dissatisfaction in schools and beyond.
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Theory of Planned Behavior – Visual Representation
Figure A1. Theory of Planned Behavior (Ajzen, 1991)
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Appendix B
Logic Model
[image: ]Figure B2. Logic Model
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Time: Program will last
2 years and follow a
cohort of 8 grade girls.

Staff: 2 contractual staff
members to create
website/app for guided
self-compassion and
send out email surveys.

Money: Adequate
funding to create
website and app,
contract pay for 2 staff
members.

Materials/Technology:
Website/app for guided
self-compassion
meditation and media
literacy video lessons.

Equipment: Computer
for creating app and
website.

Partnerships: Partner
with Durgee Junior
High School to access
girls in 8% grade.

1) Attitudes:

Who: Target population

What: Recordings of guided meditations covering
self-compassion and body satisfaction/acceptance
Where: Available through phone app and/or website,
whatever the TP chooses

When: Two times per week, goal is at least once per
week after 1 year

Why: To improve atitudes towards oneself and
increase self-compassion, which will decrease shame
and therefore prevent or cut-off eating disorder
symptoms

2) Subjective Norms:

Who: Target population

What: 15-minute video lessons with online forum
discussion after cach lesson that covers media literacy
and teaches students how to identify elements of
media such as objectification of women and photo
retouching, while also giving them the opportunity to
hear their peers” points of view on the subject.
Where: Available through phone app and/or website,
whatever the TP chooses

When: 1 lesson per week

Why: To alter the students’ normative beliefs about
female body image by having them discuss media
literacy with their peers.

3) Perceived Behavioral Control

Who: Target population

What: At 8 pm every day, the app will have a popup
that will ask the students two questions: 1) Did you
show yourself compassion today? And 2) Did it make
you feel good about yourself? Responding to each
question carns 1 point, and at the end of each week the
app totals up the points carned a provides feedback to
the students.

Where: Phone app

When: Daily at 8 pm with weekly feedback

Why: To improve students’ perceived behavioral
control towards self-compassion by showing them that
by showing themselves compassion cach day and
feeling good, they have a high degree of control over
their own behavior.

1) Within 2 months of program
implementation, 70% of the
target population have
improved attitudes toward self-
compassion and body
satisfaction, determined by
comparing a 10-question
attitudes questionnaire given at
the beginning of program
implementation and then given
again 2 months after program
implementation. Each question
on the questionnaire will have a
bipolar unlikely-likely scale,
with a score of -3 to +3,
respectively. “Improvement”
will be considered a 20%
increase in weighted score
between the two
questionnaires.

2) Within 6 months of program
implementation, 60% of the
target population believe that
performing self-compassion
meditations is associated with
positive outcomes such as body
acceptance and decreased body
shame, determined by
administering a beliefs
questionnaire 6-months after
program implementation. Proof
of “belief” will be measured as
an overall score of 20/30 or
67% weighted froma 10-
question quiz with a bipolar
unlikely-likely scale, with each
question scored from -3 to +3,
respectively.

Within one year of program
implementation, 40% of the
target population will partake
in self-compassion meditation
activities at least once per
week. The self-compassion
meditation activities will be 15-
minute guided meditations
provided as hyperlinks to
online recordings via email.
“Completion” of the self-
compassion meditation activity
will consist of listening to and
actively participating in the
meditation recording, and then
logging their activity in the app
or website interface for
tracking purposes.

Within two years of program
implementation, decrease the
prevalence of eating disorders
in the target population by 20
percent. The term eating
disorders includes binge cating
disorder, bulimia nervosa, and
anorexia nervosa. Prevalence
would be measured using an
email survey sent out at the
beginning of the program and
again after one and two years
that would measure current
disordered eating behaviors and
possible eating disorder
symptoms. Students would be
categorized into one of two
groups, “low risk” or “high
risk,” similar to the scale used
by Jones et al. (2014) in their
Healthy Body Image program.
High risk would include those
who screen positive for an
cating disorder or have a very
high concern with weight and
body image. Screening positive
for an cating disorder includes
meeting DSM-V criteria for the
disorder and/or missing three
consecutive menstrual cycles
that cannot be attributed to
medication (Jones et al., 2014).
Low risk would include all
other students who did not
meet those criteria. The health
objective would be considered
to be achieved if the number of
students in the high-risk group
decreased by at least 20 percent
within two years of program
implementation.

Assumptions - 8" grade class at Durgee is fairly homogenous; all students will have access
o cither a phone or computer at least once per week; all students will be able to follow guided
meditation correctly; staff will be able to create the app and website with resource s available;
attitudes toward self-compassion and body satisfaction will affect intentions to perform the
activities, and the intention will lead to the behavior, which will decrease eating disorders.

External Factors — (Similar to assumptions) not all students may have access to a phone or computer at least
once per week; students might not use guided meditation app correctly; students may lie in follow-up surveys,
skewing results; students may not accurately fill out attitudes questionnaire; students may not be available for

clicitation phase focus group.





