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Abstract
Background: In this study we tested the hypothesis that positive body 
experiences would offer some protection from symptoms of orthorexia 
nervosa (ONs). 

Methods: A community sample of 561 adult volunteers aged 19-72 was 
recruited via social media networks. Participants self-reported on measures 
of ONs [DOS], compulsive exercise [CET], positive body experiences 
[DKB-35] including body acceptance, body narcissism, vitality, sexual 
satisfaction and physical contact, and disordered eating [EDE-Q-13]. 

Results: 2.2% [95%CI 1.1-3.7%] of the participants scored above the 
clinical cut-off point for ON. All positive body experiences except physical 
contact were significantly and negatively correlated with all disordered 
eating subscales. ONs correlated negatively with body acceptance and 
sexual satisfaction, and compulsive exercise correlated negatively with 
vitality, and positively with body narcissism. Body acceptance and sexual 
satisfaction were lowest for the group who scored above the clinical cut-
off for orthorexia nervosa. In a linear regression analysis, positive body 
experiences contributed 14% to the explained variance, over and beyond 
the negative contribution of education. Body acceptance down-moderated 
the association between compulsive exercise and ONs. 

Conclusions: Positive body experiences, in particular body acceptance 
and sexual satisfaction may be protective of ONs. Further research is 
needed to identify factors that offer protection from ONs and can therefore 
be targeted in treatment and prevention programs.

Keywords: Orthorexia nervosa symptoms; Positive body experiences; 
Compulsive exercise, body acceptance; Body narcissism; Sexual satisfaction 

Plain English Summary:
Orthorexia nervosa, a rigid, obsessive focus on healthy eating, is 

paradoxically detrimental to health, leading to extreme food restriction and 
often compulsive exercise. We examined whether positive body experiences 
would offer some protection. Self-report questionnaires were administered 
to 561 adult volunteers from the community, about orthorexia symptoms, 
compulsive exercise, positive body experiences (body acceptance, body 
narcissism, vitality, sexual satisfaction and physical contact), and disordered 
eating. All positive body experiences except physical contact were protective 
of disordered eating. Education was protective against orthorexia symptoms, 
and positive body experiences were protective of orthorexia, in particular 
body acceptance and sexual satisfaction. Treatment and prevention programs 
for orthorexia should focus not only on trying to contend with the symptoms 
which are causing suffering and distress, but also on enhancing the positive 
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aspects of one’s body, accepting its form and weight, and 
deepening sexual satisfaction.

Background 
Orthorexia nervosa (ON), a disordered eating pattern 

characterized by an attempt to eat for one’s health, in an ever-
restrictive and proscriptive manner, has been a subject of 
study since the early 2000s. Bratman and Knight’s [1] book 
on the topic had the catchy title “Health Food Junkies” and 
its second chapter was entitled “A Disease Disguised as a 
Virtue.” The conception of ON as eating pathology disguised 
as a healthy lifestyle has been widely accepted. 

ON is not a diagnostic entity and does not appear in the 
feeding and eating disorders chapter of the DSM-5 [2] or in the 
ICD-11 [3]. There are several issues that need to be resolved 
before it can be defined as an eating disorder and made a 
formal diagnosis. First and foremost, it may be a phase in the 
course of an extant eating disorder such as anorexia nervosa 
(AN) or bulimia nervosa (BN) or some combination of both. 
To establish it as a separate and new diagnosis, research over 
a period of a decade and longitudinal studies are required. It 
is also not clear if ON is a passing cultural phenomenon, or if 
it is here to stay [4]. However, full blown ON poses a serious 
threat to physical and mental health, and thus constitutes a 
clinical challenge for treatment.

The book by Bratman and Knight [1] helped to expedite 
research by them and others, aimed at suggesting diagnostic 
criteria for ON should there be a decision to include it as an 
eating disorder [1, pp 5-17; [5-7]] and identifying correlates 
of this condition and risk factors for developing it. Bundros 
et al. [8], found that ON symptoms (ONs) correlated with 
disordered eating and obsessive-compulsive symptoms, 
and were more common in respondents with high weight 
and those of Latino-Hispanic extraction. In their review 
of psychosocial risk factors for ON, McComb and Mills 
[9] identified as psychological and personal risk factors 
perfectionism, obsessive-compulsive traits, poor body image 
and low self-esteem, as well as a history of an eating disorder 
and current psychopathology. In an attempt to differentiate 
between correlations and predictors, Messer et al. [10] 
conducted a short-term prospective study with community 
volunteers and found that overvaluation of weight and shape 
at baseline predicted an increase in ONs over a three-month 
period. A compendium of risk factors for ON compiled by a 
panel of experts [6, p 5] includes participation in competitive 
sports, athletic performance concerns, and frequent physical 
exercise, as well as many others. However, the panel of 
experts did not list any protective factors.

Prevalence estimates for ON are limited by the fact that 
ON is not a diagnostic entity. Thus, research has relied on ON 
symptom inventories that yield continuous scores rather than 
dichotomous diagnoses. However, Barthels and colleagues 

suggested cut-off points for three levels of ON symptoms as 
measured by the Düsseldorf Orthorexia Scale [11]: clinical 
level symptoms (score 30 and above); high-risk for ON (score 
25-29, or 95th percentile); and low risk (score below 25). Using 
these cut-off points, Barthels and colleagues [12] identified 
1-2% of the general German population as clinical-level ON 
while Depa et al. [13] found a higher prevalence in German 
college students of 3.3%. Chard et al. [14] found a prevalence 
of clinical level ON of 8.9% in American college students. The 
differences between American and German students suggest 
a cultural influence on ON prevalence; moreover the higher 
prevalence in student’s vs. the general adult community in 
Germany may indicate a rising secular trend in ONs, ON and 
compulsive exercise are closely linked [15]. As individuals at 
risk for ON develop their beliefs and attitudes about healthy 
eating, they often immerse themselves in physical exercise 
as well [16]. A diet regimen that grows in its rigidity and 
restriction over time is often accompanied by an increasingly 
rigorous and demanding exercise regimen. Often a ritualized 
interdependence between food consumption and exercise 
develops, with a combination of specific eating or restricting 
behaviours and exercise practices. Zohar et al. [17] showed 
a strong correlation between ONs and compulsive exercise. 
Moreover, both could be perceived as possible outcomes of 
the samset of risk factors that included insecure attachment, 
emotional dysregulation, disordered eating, and the parental 
feeding practices of restricting and monitoring their child’s 
food intake.

Both ON and compulsive exercise are related to a range 
of disordered eating behaviours, and not only to restriction. 
Barthels et al. [18] found that individuals in the community 
who reported more severe ONs also reported more frequent 
bingeing and purging. Zohar et al. [17] found that the 
individuals who scored above the clinical cut-off point for 
ON, reported significantly more restriction, bingeing and 
purging than those below the cut-off point [17]. This suggests 
that ONs go beyond extreme restriction and may swing 
between extremes of restriction, bingeing, and even purging, 
as a way of compensating for the loss of control over eating. 

There is less research on protective factors for ON than for 
risk factors. Since positive body experiences are protective 
against eating disorders and disordered eating [19], it seems 
likely that they also offer protection from ONs and extremes 
of disordered eating in this context. Positive body experiences 
include accepting one’s body rather than rejecting it, taking 
pleasure in showing it to others, feeling vigorous and fit, 
experiencing sexual satisfaction, and engaging in casual, 
affiliative body contact [20]. Fewer positive body experiences 
are reported by patients with eating disorders than by patients 
with other psychiatric disorders [20], and these experiences 
are positively associated with the subjective well-being 
of individuals both with and without eating disorders [21]. 
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Barthels et al. [18] found that respondents with more severe 
ONs reported experiencing the positive body experiences 
of body acceptance and sexual satisfaction less than the 
respondents with less severe ONs.

In general, much more research attention has been 
dedicated to risk factors than to protective factors in 
the field of psychopathology. The aim of the current study 
was to examine further the potential protective role of positive 
body experiences on ONs and compulsive exercise. 

The study hypotheses were that: 

1. Positive body experiences will correlate negatively with 
disordered eating. 

2. Positive body experiences will correlate negatively with 
both ONs and compulsive exercise. 

3. The three groups defined by their level of ON 
symptomatology will be different for their positive 
body experiences; Individuals above the cutoff point for 
clinical ON will have the lowest levels of positive body 
experiences. 

4. Positive body experiences will contribute negatively and 
significantly to explained variance in ONs. 

Methods 
Participants 

As described in Zohar et al. [10], 561 adult community 
volunteers ranging in age between 19 and 72 years of age 
(M=32.7+11) were recruited via social media networks. 
No exclusionary criteria other than age 18 and over were 
applied. Recruitment through Facebook pages and Whatsapp 
groups resulted in participants who were internet-connected. 
Completing the extensive self-report necessitated reading 
Hebrew, so participants whose Hebrew did not suffice 
probably did not attempt to participate. About 10% of the 
potential participants did not complete the self-report and were 
not included in the analyses. In general, online surveys tend to 
sample middle-class educated adults. Ninety-three (17.09%) 
of the participants were male. In general, participants had a 
high level of education, reporting between 12 and 25 years of 
education (M=15), so that most were college graduates. Their 
self-reported BMIs ranged from 15-55 (M=23.58+4.49). The 
sample could thus be characterized as educated Israeli Jewish 
adults.

Measures 
Orthorexic eating behaviors and associated emotions 

were assessed using the 10-item Düsseldorf Orthorexia 
Scale (DOS; 22). A sample item is “My thoughts constantly 
revolve around healthy nutrition and I organize my day around 
it”. Each item is rated on a scale of 1–4 and the clinical cut-
off point is 30, with respondents scoring 25-29 considered to 

be at risk for ON [22]. The English translation of the original 
German has good psychometric properties [22]. The English 
version was translated into Hebrew for the purpose of this 
study, with permission from the authors. It was translated 
into Hebrew and independently back-translated into English 
by two bilingual translators, who resolved discrepancies and 
agreed on the final wording. In this study Cronbach's alpha 
was α=0.83. 

Level of compulsive exercise was assessed by the 24-
item Compulsive Exercise Test (CET; [23]). A sample item 
is “I feel extremely guilty if I miss an exercise session”. Each 
item is rated on a scale of 0-5. The CET has good internal 
consistency, with Cronbach's alpha between 0.85-0.88 [8,24]. 
The questionnaire was translated into Hebrew, with 
permission from the authors, in the same way as the DOS. In 
this study the CET had an internal reliability of α=0.93. 

Positive Body Experiences were assessed using the 
Dresdner Body Image Inventory-35 (DKB-35; 13). This 
inventory has five subscales: Body acceptance (BA) as 
in “there are many situations in which I feel satisfied with 
my body”; vitality (V) as in “I feel physically fit”; sexual 
satisfaction (SS) as in “I feel my body pleasantly and intensely 
in sexuality”; body narcissism (BN) as in “I find it pleasant 
and stimulating when someone looks at me attentively” and 
physical contact (PC) as in “physical contact is important 
to me to express closeness”. The DKB-35 was written in 
German and validated in clinical [20] and non-clinical 
samples. The DKB-35 in Hebrew has excellent psychometric 
properties [25]. It was validated against the Eating Disorders 
Examination – Questionnaire – 13 (EDE-Q-13), with all 
five subscales of the EDE-Q-13 correlating negatively and 
significantly with disordered eating [26]. Items are rated on 
a scale of 1-5. In the current study the internal reliabilities of 
the subscales were α=0.83 for V; α=0.91 for BA; α=0.89 for 
SS; α=0.74 for BN; and α=0.92 for PC. 

Disordered eating was measured by the Eating Disorders 
Examination – Questionnaire-13 (EDE-Q-13; 26). The 
EDE-Q-13 is a short version of the EDE-Q, a 28-item 
questionnaire that assesses disordered eating attitudes and 
behaviors over the previous 28 days (EDE-Q; 27). The measure 
has been validated in Hebrew and has good psychometric 
properties [26]. It includes five subscales: Eating restraint, 
as in “On how many of the past 28 days have you tried to 
exclude from your diet any food that you like, in order to 
influence your shape or weight?”), body dissatisfaction, as in 
“On how many of the past 28 days have you been dissatisfied 
your weight?”, shape and weight over-evaluation, as in “On 
how many of the past 28 days have you been dissatisfied your 
shape?”, bingeing, as in “On how many of the past 28 days 
did you have a sense of having lost control over your eating 
(at the time when you were eating)?” and purging, as in “On 
how many of the past 28 days have you taken laxatives as a 
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means of controlling your shape or weight?”. Responses are 
noted on a scale of 0-6. In this study, the Cronbach alpha 
coefficient for disordered eating was α=0.89. 

Procedure 
The study was approved by the Institutional Review 

Board. Participants were sent a link to the questionnaires 
via Qualtrics (www.qualtrics.com). On the opening screen, 
potential participants were given information about the 
study’s aims and content, and were informed they withdraw 
their participation at any point. Those participants who 
subsequently provided informed consent and completed the 
measures described above were included in this study. No 
compensation was offered for participation [27]. APA ethical 
guidelines were adhered to throughout. The anonymized data 
has been deposited at https://zenodo.org/record/8167063.

Data Analyses Pearson correlations were used to measure 
bivariate associations between the variables. A MANOVA 
was conducted to assess between-group differences for ONs 
and the other study indices. Hierarchical linear regression 
was used to test for the protective role of positive body 
experiences. Moderation analyses [28] were conducted 
using the Process Macro for SPSS. All analyses were tested 
for statistical significance at the p < 0.05 level. Statistical 
Package for the Social Sciences (SPSS, version 28) was used 
for all analyses. 

Results 
Prevalence of ON and its relationship to age

Of the 556 participants, 12 or 2.2% [95% CI 1/1-3/7%] 
scored above the cut-off point of 30 for clinical level 
symptoms of ON on the DOS. 36 or 6.4% [95% CI 4/6-
8/9%] scored 25-29 on the DOS, i.e. are defined as “at risk” 
for ON. Merging these two categories results in 8.7% [95% 
CI 6/4-11/3%] of the sample at risk or having clinical level 
ON symptoms. We further explored the prevalence of ON, 
by dividing our sample into student age, 19-30, (N=308), and 
older adults 31-72 years of age (N=200). Clinical level ON, 
was present in 9 or 2.6% [95% CI 1.2-5%] of the younger 
adults, and 3 or 1.4% [95% CI 0/3-4/0%] of the older adults; 

Hhowever, the difference in the rates did not reach statistical 
significance. For at risk and clinical level ON symptoms 
together, 32 or 9.4% [95% CI 7-13%] of the younger adults 
scored 25 and above on the DOS and 16 or 7.2% [95% CI 
4-12%] of the older adults. Again although the prevalence 
was numerically higher in the younger adults the rates were 
not statistically different.

Hypothesis 1: Positive body experiences will correlate 
negatively with disordered eating 

To test this hypothesis, Pearson correlations were 
calculated between the study variables. Table 1 below shows 
that with the exception of physical contact, all positive body 
experience subscales were significantly and negatively 
correlated with all disordered eating subscales. Hypothesis 1 
was therefore largely supported. 

Hypothesis 2: Positive body experiences will correlate 
negatively with ONs and with compulsive exercise. 

To test this hypothesis, Pearson correlations were 
calculated between the relevant variables. As can be seen 
from Table 2, ONs correlated significantly and negatively 
with body acceptance and sexual satisfaction, but not with the 
other three subscales of the DKB-35, vitality, body narcissism 
and physical contact. Compulsive exercise correlated 
significantly and negatively with vitality, and positively with 
body narcissism, but not with the other three positive body 
experience subscales. Hypothesis 2 was therefore partially 
supported. 

Hypothesis 3: Individuals above the cut-off point for 
clinical ON will have the lowest levels of positive body 
experiences

To test this hypothesis, we conducted a 3×5 MANOVA. 
The independent variable was group (low DOS score, at 
risk DOS score and clinical DOS score) and the dependent 
variables were the five scales of positive body experience. 
The overall model was statistically significant (F(10,1006)=4.05, 
p<.001). As can be seen in Figure 1, body acceptance was 
lowest for the group who scored above the clinical cut-off 
on the DOS and highest for the group with the lowest DOS 
scores (F(2,506)=6.74, p<.001). Sexual satisfaction was also 

 Restraint Shape and weight concerns Body dissatisfaction Purging Binging 

Vitality -.12** -.26*** -.39*** -.25*** -.11* 

Body acceptance -.40*** -.60*** -.72*** -.37*** -.22*** 

Body narcissism -0.01 -.14*** -.26*** -.10* -0.08 

Sexual satisfaction -.13** -.26*** -.29*** -.17*** -.20*** 

Physical contact -.02 -.06 -.08 -.04 -.01 

Note: DKB-35 subscales: Vitality, body acceptance, body narcissism, sexual satisfaction, physical contact. EDE-Q-13 subscales: Restraint, 
shape and weight concerns, body dissatisfaction, purging, binging. *p<.05; **p<.01; ***p<.001 

Table 1: Inter-correlations between positive body experiences and disordered eating subscales.

http://www.qualtrics.com/
https://zenodo.org/record/8167063
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lowest for the group who scored above the clinical cut-
off on the DOS and highest for those with the lowest DOS 
scores (F(2,506)=5.32, p<.01). No other significant between-
group differences emerged. Scheffe’s post hoc tests for 
body acceptance and sexual satisfaction revealed significant 
differences between the three groups. Hypothesis 3 was 
therefore supported in part.

As the at risk for ON and probable ON had small sample 
sizes, we decided to combine them into one group. After testing 
the difference between two groups, we found the same results 
as the previous MANOVA test. A significant difference was 
found between the groups (F(5,503)=7.36, p<.001; see Table 3). 
Low risk ONs had higher body acceptance and higher sexual 
satisfaction than high risk and probable ONs.

Hypothesis 4: Positive body experiences will contribute 
negatively and significantly to explained variance in 
ONs. 

To test this hypothesis, we ran a hierarchical linear 
regression. In the first step we entered age, education, gender 
and BMI. In the second step we added the scores for the five 
positive body experience subscales. As can be seen in Table 4, 
in step 1, the background variables contributed 1% explained 
variance, most of which was due to the negative effect of age 
on ONs. In step 2, an additional 14% explained variance was 
contributed by positive body experiences, beyond the negative 
contribution of education. Altogether, body acceptance was 

the largest single contributor to ONs, and was negative as 
expected. Less expected were the positive and significant 
contributions of body narcissism and vitality to ONs. Sexual 
satisfaction had a negative contribution, but failed to reach 
significance. Hypothesis 3 was therefore partially supported. 

Hypothesis 5: Positive body experiences will down-
moderate the positive effect of compulsive exercise on 
ONs

Since Body acceptance, Body narcissism, and Vitality 
were statistically significant in the regression analysis above 
(albeit the latter two in the opposite direction), we conducted 
moderation analyses for these variables using Process Macro 
3.4 [22], with CE as the independent variable and ONs as the 
dependent variable. 

Figure 2 shows the moderating role of body acceptance 
on the association between compulsive exercise and ONs 
(p=.04). Overall, those scoring high on compulsive exercise 
had higher ONs scores than those scoring low on compulsive 
exercise. However, for participants with high body acceptance, 
high compulsive exercise was more weakly associated with 
ONs than for participants with low body acceptance. People 
with high compulsive exercise and low body acceptance were 
most likely to have high ONs scores. 

Body narcissism and vitality did not moderate the 
association between compulsive exercising and ONs. This 
part of Hypothesis 5 is rejected. 

 CE Vitality Body acceptance Body narcissism Sexual satisfaction Physical contact MEAN (SD) 
ONs .53** .05 -.22** .06 -.10* -.03 17.0 (5.2)

CE .26** -.11* .16** -.00 -.02 3.22 (1.0)

Vitality .58** .41** .41** .19** 3.42 (0.8)

Body acceptance .57** .50** .19** 3.15 (0.9)

Body Narcissism .47** .27** 2.91 (0.7)

Sexual satisfaction .10* 2.48 (1.0)

Physical contact 2.98 (0.4)
Note: ONs=Orthorexia nervosa symptoms (DOS); CE= Compulsive exercise (CET); DKB-35 subscales: Vitality, body acceptance, body 
narcissism, sexual satisfaction, physical contact (DKB-35). *p<.05; **p<.01; ***p<.001

Table 2: Inter-correlations between orthorexia nervosa symptoms, compulsive exercise and positive body experiences.

 Low risk ON (n=463) Mean (SD) At risk and probable ON (n=46) Mean (SD) F(1,507)

Vitality 3.41 (.78) 3.44 (.79) .07; p=.79

Body acceptance 3.20 (.90) 2.70 (1.13) 12.28; p<.001

Body narcissism 2.91 (.66) 2.98 (.76) .51; p=.48

Sexual satisfaction 3.39 (.93) 2.98 (1.19) 7.78; p=.005

Physical contact 2.98 (.40) 3.00 (.41) .13; p=.72

Note: ON=Orthorexia nervosa (DOS); DKB-35 subscales: Vitality, body acceptance, body narcissism, sexual satisfaction, physical contact 
(DKB-35). *p<.05; **p<.01; ***p<.001 

Table 3: Differences between at risk and probable ON (n=46) and low risk (n=463) on positive body experiences.
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Figure 1: Between-group differences in ONs for body positive experiences (n=509). 
Note: ON=Orthorexia nervosa; *p<.05; **p<.01; ***p<.001

 Standardized β t Adj. R2 R2 F(df) p

Step 1   .01 .02 2.40(4,506)* 0.49

age 0.051 1.008    314

gender 0.036 0.806    0.421

education -.148** -3.027    0.003

BMI -0.003 -0.068    0.946

Step 2   .15 .16 10.98(9,501)*** <.001 

age .101* 2.159    0.031

gender -0.006 -0.142    0.887

education -.120** -2.639    0.009

BMI -.101* -2.184    0.029

VT .243*** 4.725    <.001 

BA -.502*** -8.245    <.001 

BN .294*** 5.524    <.001 

SS -0.083 -1.654    0.099

PC -0.058 -1.346    0.179

Note: VT=Vitality, BA=Body acceptance, BN=Body Narcissism, SS=Sexual satisfaction, PC=Physical contact (DKB-35).
*p<.05; **p<.01; ***p<.001 

Table 4: Hierarchical linear regression for orthorexia nervosa symptoms by positive body experiences.
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Discussion 
The current study found that the positive body experiences 

of body acceptance and sexual satisfaction are significantly 
and negatively associated with ONs, In addition, the analysis 
of variance showed significant group differences in both body 
acceptance and sexual satisfaction between the three levels of 
ONs defined by Chard and her colleagues [22]; Clinical, at risk 
and low risk. Further support was provided by a regression 
analysis showing that the five positive body experience 
subscales contributed 14% of the explained variance in ONs, 
over and beyond the negative contribution of education. In 
addition, body acceptance negatively and significantly down 
moderated the effect of compulsive exercise on ONs, so that 
individuals who were higher in body acceptance and also 
compulsive exercisers, had lower levels of ONs.

 The protection against ONs that body acceptance confers is 
reassuring and hardly surprising. Our findings replicate those 
of Barthels et al. [18], who found that community volunteers 
with many ONs reported lower body acceptance and sexual 
satisfaction than those with few ONs. Body acceptance can 
be seen as the inverse of body dissatisfaction, a core feature 
and diagnostic criterion of both anorexia and bulimia nervosa 
[2, pp 338 and 345 respectively). In their systematic review, 
Linardon et al. [29] provide overwhelming evidence for 
the protective role of body acceptance for both disordered 
eating and eating disorders. Whereas the negative association 

between body acceptance and ONs is not unexpected, it 
suggests that ON falls within the eating disorder spectrum. 

Sexual satisfaction has not been widely studied in the 
context of eating disorders, so that the protective role we found 
for sexual satisfaction against ONs is an important one. Blais 
et al. [30] found that sexual satisfaction and disordered eating 
were negatively correlated in service and veteran women, 
and that sexual satisfaction had a mediating role in promoting 
relationship satisfaction. Lev-Ari et al. [26] found a negative 
correlation between sexual satisfaction and disordered eating 
in a large community sample. Individuals with clinical eating 
disorders experience both sexual dysfunction [31] and low 
sexual satisfaction [32]. Bachner-Melman et al. [33] found 
that individuals with a current eating disorder reported lower 
sexual satisfaction than individuals without a current eating 
disorder. Our finding that individuals with elevated ONs 
reported diminished sexual satisfaction is therefore in line 
with Barthels et al. [18] results and other research on levels 
of sexual (dis)satisfaction in people with disordered eating 
and eating disorders. 

Unlike the other positive body experience subscales, 
body narcissism was positively, rather than negatively, 
associated with ONs. Far from playing a protective role, it 
significantly predicted ONs in a linear regression analysis. 
This finding was surprising, since Bachner-Melman et al. 
[33] observed a significant positive association between body 

Figure 2: Moderating effect of body acceptance on the link between compulsive exercise and ONs.
Note: ONs=Orthorexia nervosa symptoms (DOS).
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narcissism and recovery from an eating disorder and Lev-
Ari et al. [26] observed a significant negative correlation 
between body narcissism and eating disorder symptoms. The 
items in the body narcissism subscale e.g., “I find it pleasant 
and stimulating when somebody looks at me attentively” 
and “I use my body to attract attention” reflect pride and 
enjoyment from showing one’s body to others. Intuitively, 
this seems to imply enjoyment and thus acceptance of one’s 
body. It is nevertheless possible that in the context of ONs, 
body narcissism signifies self-objectification, which is 
associated with disordered eating [34], low self-esteem and 
symptoms of anxiety and depression across cultures [35]. It 
is important to point out that Barthels et al. [18] found no 
significant relationship between body narcissism and ONs, 
so that support for the connection between these variables is 
inconsistent, and should be further examined in research. 

The role of positive body experiences in this study was 
observed both indirectly as well as directly, as some variance 
was also accounted for by the positive body experiences 
down-moderating the influence of compulsive exercise on 
ONs. Since ONs and compulsive exercise seem to be synergic 
[17], it is possible that positive body experiences dampen this 
positive feedback loop. 

Although this study identified some positive body 
experiences as being protective against ON, it must be 
noted that their contribution is considerably weaker than 
that of known risk factors. Risk factors, such as compulsive 
exercise, disordered eating, emotion dysregulation, insecure 
attachment and parental feeding practices account for even 
more of the variance in ONs [17]. The relative weakness 
of protective vs. risk factors for orthorexia is disappointing 
since targeting protective factors is an effective strategy in 
prevention programs [36]. Whereas the list of risk factors 
in the consensus paper by Donini et al. [6] is quite long, no 
consensus was reported on protective factors. Research on 
protective factors from eating disorders in general has so far 
been limited. It is possible that positive body experiences play 
a protective role against the development of eating disorders 
[33]. Linardon [29] found that positive body image, intuitive 
eating, and self-compassion at baseline were protective 
against the onset of eating disorders. Further research is 
needed on protective factors for eating disorders in general, 
and for ON in particular, and positive body experiences 
should be further examined in this context. 

The prevalence found for clinical level ON in Jewish 
Israeli adults in the community, of 2.2%, is very similar to 
the 1-2% found for adult Germans in the community [12]. 
Examination of prevalence by age did not yield significant 
differences between those under and over 30 in the current 
study. Further research is required in order to look for 
cultural and ethnic influences as well as secular trends in the 
prevalence of ON.

This study should be considered in the light of its 
limitations. It is a cross-sectional correlational study, so 
that interpretations about a risk-promoting or protective 
role for positive body experiences are, in fact, speculative. 
All measures were self-reported and thus social desirability 
might have influenced respondents’ reports. The sample was 
adequate in size and varied in age and education, but was a 
convenience rather than a random sample. The proportion of 
individuals above the clinical cut-off point for ON was small 
so that our findings may not be applicable to people with this 
purported clinical disorder. Many potential confounders were 
not measured, such as symptoms of depression and anxiety, 
perfectionism, and obsessive-compulsive symptoms. 

A prospective study that included several time-points 
and clinical observation as well as self-reports would greatly 
enrich our understanding of the development of ON and ONs, 
and help to identify specific risk and protective factors. 
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