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Determining the relationship between Orthorexia 
Nervosa risk and body image in pregnancy

ORIGINAL RESEARCH

Abstract
Background
Pregnancy is a process that involves social, psychological, and physical changes which may be a turning point for improvement or 
onset/relapse of  eating disorders. Studies conducted have emphasized that, in addition to classical eating disorders (anorexia nervosa 
and bulimia nervosa), new types (e.g., orthorexia nervosa) and subclinical disorders are also seen in pregnant women. Based on this 
information, this is a descriptive study that was carried out to determine the relationship between the risk of  orthorexia in pregnant 
women and body image. 
Material-Method
The study included pregnant women receiving prenatal care at the obstetrics polyclinics of  a state hospital in a province (n=175). 
After applying the first test on the pregnant women (in their first trimester), the posttests were carried out after the 30th week covering 
the third trimester of  pregnancy. ORTO-11 scale, the Eating Attitude Test (EAT-40), and the Pregnancy Self-Perception Scale were 
used in data collection. 
Results
The mean age of  the pregnant women who participated in the study was 27.02±5.02. The mean first-test ORTO-11 score of  
the participants was 29.29±3.77, and their mean post-test ORTO-11 score was 26.58±4.08, while the difference was statistically 
significant, and the concerns of  the pregnant women in their final trimester regarding eating healthy were higher than those when 
they first learned about their pregnancy. Among the pregnant women in their final trimester, the mean EAT-40 score was 19.64±8.66, 
the mean pregnancy motherhood perception dimension score was 25.30±2.97, and the mean pregnancy body perception dimension 
score was 15.39±4.00. 
Conclusion
Based on the data of  the study, it may be stated that the pregnant women in their final trimester had obsessions about healthy eating, 
and they had a negative perception of  the changes in their bodies. Disorders in eating attitudes in pregnancy may significantly affect 
the outcomes of  pregnancy and newborn health. 
Keywords: Body Perception, Pregnancy, Orthorexia Nervosa, Eating Attitude

Introduction
Nutrition plays a pivotal role in supporting human growth, 
health protection, and sustainability of  life.  Healthy eating 
involves not only what an individual eats, but also attitudes 
and behaviors related to eating. These attitudes and behaviors 
change at certain stages of  life and one of  these stages is 
pregnancy1. Pregnancy is a critical period in a woman’s life 
when being healthy is crucial for both the mother and the 
fetus. During this period, pregnant women need to have an 
adequate and balanced diet to meet their own physiological 
needs, keep their energy, vitamin, and mineral stores in 
balance, ensure the healthy growth and development of  
the fetus, prepare for breastfeeding, and meet the energy 
and nutrients of  the milk to be secreted2. It is crucial to 
understand the relationship between the pregnant woman’s 
nutrition during pregnancy and the health status of  the 
fetus.  Inadequate and unbalanced nutrition of  the pregnant 
woman during this period can lead to complications such 
as premature birth, low birth weight, abortus, preeclampsia, 
physical and mental developmental delays, and stillbirth3. A 
balanced diet ensures that the mother and the developing 

fetus receive essential nutrients such as vitamins, minerals, 
proteins, and fats. These nutrients are vital for the growth 
and development of  the baby2. 
Pregnant tend to improve their diets with the motivation 
to change provided by the instinct to protect their baby. 
In addition to this motivation, changes in body shape and 
body dissatisfaction make women vulnerable to eating 
disorders4. Therefore, pregnancy is a process that involves 
social, psychological, and physical changes which may be a 
turning point for improvement or onset/relapse of  eating 
disorders5. Pregnancy may be considered as a period where 
gaining weight is necessary and socially acceptable, and thus, 
the woman is stigmatized less in comparison to other periods 
of  her life6. While the reproductive role of  the women may 
have a higher value than physical appearance, and weight 
gain in pregnancy may be perceived as ‘temporary’, these are 
glorified as proof  of  childbearing and womanhood against 
body image disruptions7,8.
Pregnancy is associated with significant physical changes in 
a woman’s body, including weight gain, expansion of  the 
abdomen, enlargement of  the breasts, and alterations in 
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skin appearance (stretch marks, pigmentation changes). As 
these changes deviate from social beauty ideals, a woman’s 
body perception may transform10. While the pregnant 
woman who perceives her body image as distorted exhibits 
restriction in eating, the fetus is exposed to risks such as 
serious developmental delay7. Distortions in body image 
during pregnancy have been associated with negative 
health outcomes such as maternal depression and low self-
esteem10. Hormonal changes, including those induced by 
the hormones estrogen and progesterone, which increase 
during pregnancy, can contribute to emotional sensitivity 
and negative body image due to fear of  losing control over 
one’s body9. Additionally, past experiences with body image 
issues may resurface or intensify during pregnancy. These 
experiences can exacerbate feelings of  dissatisfaction or 
anxiety about body changes. The support of  partners, family, 
friends, and healthcare providers can influence a woman’s 
body image during pregnancy4. 
The media’s promotion of  thinness as healthy, fashionable, 
and perfect contributes to the prevalence of  eating disorders, 
especially during pregnancy, when weight gain is inevitable 
and body image is affected.
Comprehensive studies conducted in the last three decades 
have emphasized that, in addition to classical eating disorders 
(Anorexia Nervosa and Bulimia Nervosa), new types (e.g., 
Orthorexia Nervosa) and subclinical disorders are also seen 
in pregnant women12. The term Orthorexia Nervosa (ON) 
consists of  the Greek words “orthos” (correct, appropriate) 
and “orexia” (hunger or nutrition). These words define 
a cognitive effort in the level of  “madness” to choose the 
healthy and right foods13-15. Orthorexia, which is a pathological 
obsession regarding the desire to consume healthy foods, 
was defined for the first time in 1997 by Bratman to diversify 
Anorexia Nervosa (AN)13. In ON, the desire to consume 
pure and healthy foods is prominent. That is, orthorexia 
nervosa refers to a “qualitative” condition, rather than a 
“quantitative condition” as in anorexia and bulimia nervosa. 
The transformation of  this desire into an excessive cognitive 
and behavioral effort is likened to obsessive-compulsive 
disorder (OCD)13. 
In Orthorexia Nervosa, individuals show some obsessive 
tendencies. These individuals display symptoms such as 
untimely, recurring, and interruptive uninvited thoughts 
about food and health, experiencing intense anxiety about 
getting dirty and uncleanliness, and ritualistic behaviors 
while organizing foods and eating16,17. The most important 
aspect where orthorexia is distinguished from obsessive-
compulsive disorder is that, in orthorexia, the content of  
obsessions is compatible with the ego18. Accordingly, this 
study was conducted to determine the relationship between 
orthorexia nervosa and body image in pregnancy.

Material-Method 
This descriptive, cross-sectional, and correlational study 
was carried out with pregnant women who visited a state 
hospital in Turkey for pregnancy tests whose pregnancies 
were confirmed from October 2018 to January 2020. 

Participants characteristics
The study was explained to the pregnant women who visited 
the polyclinic whose pregnancies were confirmed, the first 
test was applied to those who agreed to participate in the 
study, their contact numbers were obtained, and the post-
test was applied in the last trimester of  the pregnant women 

whose monitoring was going on at the same state hospital. 
The data collection form was applied to the pregnant women 
who voluntarily participated in the study. The sample of  the 
study consisted of  175 pregnant women.  

Data Collection Tools  
Data collection occurred at baseline, first trimester, and 30th 
week covering the third trimester of  pregnancy postbaseline. 
A questionnaire form prepared by the researchers (including 
15 questions on the sociodemographic and obstetric 
characteristics of  the pregnant women), ORTO-11, the 
Eating Attitude Test, and the Pregnancy Self-Perception 
Scale were applied to the participants. 
ORTO-11 Scale: The ORTO-11 scale was used to calculate 
the ON risk of  the participants. The ORTO-11 scale, which 
was created in 2006 by Arusoğlu by adapted into Turkish, 
asks individuals to state how often they feel as described 
in the times by marking one of  the options of  “always”, 
“usually”, “sometimes” and “never”. Each item is scored as 
1, 2, 3, or 419. The cutoff  point of  the study was determined 
as 27 in the 25th percentile, and values under this value were 
accepted as Orthorexia. Low scores show a tendency towards 
orthorexia, and Cronbach’s alpha value for this study was 
found as .72.  
Eating Attitude Test-40 (EAT-40): It was used to measure 
symptoms of  eating disorders participants.  EAT-40, which 
was tested for validity and reliability in Turkey by Savaşır and 
Erol (1989). The scale is a Likert-type scale that is scored in 
six steps from the statement of  “always” to the statement 
of  “never”. The scores and eating disorder pathology are 
directly proportional. 30 points or higher indicate a risk for 
eating disorders20. EAT-40 was used in this study to measure 
the prevalence of  eating disorder symptoms in pregnant 
women, and Cronbach’s alpha value of  the scale for this 
study was calculated as .65.
Pregnancy Self-Perception Scale (PSPS): Pregnancy Self-
Perception Scale (PSPS): The scale was developed by 
Kumcağız et al. (2017) to assess how pregnant women 
perceive what they experience during the pregnancy period. 
The scale consists of  12 items and 2 dimensions (Pregnancy 
Motherhood Perception and Pregnancy Body Perception).  
Higher scores in the Pregnancy Motherhood Perception 
dimension indicate high motherhood perceptions, while 
lower scores indicate low perceptions. The highest possible 
score in the Pregnancy Motherhood Perception dimension 
is 28, while the lowest score is 7. Higher scores in the 
Pregnancy Body Perception dimension indicate negative 
body perceptions regarding pregnancy, while lower scores 
indicate positive perceptions. The highest possible score in 
the Pregnancy Body Perception dimension is 20, while the 
lowest score is 521. For this study, Cronbach’s alpha coefficient 
was .82 for the Pregnancy Motherhood Perception dimension 
and .81 for the Pregnancy Body Perception dimension.

Data analysis
The data obtained in the study were analyzed by using the 
SPSS 21.0 software, and the descriptive characteristics of  
the participants are presented as percentages and mean. 
The normal distribution of  the scores of  the participants in 
the scales was tested by the Kolmogorov-Smirnov test. As 
the scores obtained from the scales satisfied the parametric 
conditions and showed normal distribution (p>.05), t-test 
and ANOVA were used. 



Malawi Medical Journal 36 (3); 227-233 September 2024 Relationship between Orthorexia Nervosarisk and body image  229 

https://dx.doi.org/10.4314/mmj.v36i3.9

The relationship among the scales was determined by 
Pearson’s correlation analysis. For all analyses, the significance 
level of  p<0.05 was accepted.

Ethical review and approval
Approval for data collection was received from the Scientific 
Studies Ethics Board of  a university (protocol no: 2018-11) 
and the state hospital where the study was carried out. All 
participants were informed about the study and obtained 

Table 1: Sociodemographic characteristics of the participants

Characteristics n %
Education level
Primary education
High school
University

78
45
52

44.6
25.7
29.7

Occupation
Housewife
Worker
Civil servant

139
11
25

79.4
  6.3
14.3

Number of pregnancies
First pregnancy
Second pregnancy
Third pregnancy
Four or more pregnancies

69
37
38
31

39.4
21.2
21.7
17.7

Pregnancy was planned
Yes
No 

143
32

81.7
18.3

Iron preparation usage in pregnancy
Yes
No 

136
39

77.7
22.3

Vitamin preparation usage in pregnancy
Yes
No

102
73

58.3
41.7

Nausea and vomiting during pregnancy
Constantly
First three months
Rarely

22
93
60

12.6
53.1
34.3

Body mass index (at the time of pregnancy)
Under 18.5 kg/m2 (underweight)
18.5-24.9 kg/m2 (normally weighted)
25-29.9 kg/m2 (overweight)
30-34.9 kg/m2 (class I obese)
35-39.9 kg/m2 (class II obese)
Over 40 kg/m2 (morbidly obese)

12
96
46
15
6
-

6.9
54.9
26.3
8.6
3.4
-

Body mass index (last trimester)
Under 18.5 kg/m2 (underweight)
18.5-24.9 kg/m2 (normally weighted)
25-29.9 kg/m2 (overweight)
30-34.9 kg/m2 (class I obese)
35-39.9 kg/m2 (class II obese)
Over 40 kg/m2 (morbidly obese)

-
31
88
43
13
-

-
17.7
50.3
24.6
7.4
-

TOTAL 175 100

Table 2: Comparison of the first test-posttest ORTO-11 scores of the participants 

Groups N X±SD             t              p
First test 175 29.29±3.77 9.560 .000
Posttest 175 26.58±4.08

Table 3: The EAT-40 and Pregnancy Self-Perception subscale scores of the participants

Scales N X±SD Min-Max.
EAT-40 175 19.64±8.66 0-120
Pregnancy motherhood perception 175 25.30±2.97 7-28
Pregnancy body perception 175 15.39±4.00 5-20

verbal consent. The necessary permissions were obtained 
from the authors of  the scales used in the study. In this study, 
the Helsinki Declaration on Human Rights is complied with.
The mean age of  the participants was 27.02±5.02. The 
participants had been married for 5.46±4.74 years, the 
pregnancies of  81.7% were planned, it was the first 
pregnancy of  39.4%, 34.3% had a normal delivery before, 
26.3% had c-section delivery, and 25.1% had a history of  



Malawi Medical Journal 36 (3); 227-233 September 2024 Relationship between Orthorexia Nervosarisk and body image  230

https://dx.doi.org/10.4314/mmj.v36i3.9

Table 4: Comparison of the ORTO-11, EAT-40, and Pregnancy Self-Perception Scale scores of the participants based on some 
variables

Characteristics N ORTO-11
X±SD

EAT-40
X±SD

Motherhood 
perception
X±SD

Body perception 
X±SD

18-22 years old
23-27 years old
28-32 years old
33 years old or older

69
37
38
31

26.07±3.93
27.32±4.60
26.73±3.87
26.67±4.04

17.78±6.94
20.02±8.74
21.97±10.28
20.48±9.39

25.86±2.89
25.02±3.14
25.36±2.84
34.32±2.94

15.76±3.81
16.29±3.67
14.36±4.45
14.74±4.03

F=.786
p=.503

F=2.139
p=.097

F=2.106
p=.101

F=1.966
p=.121

Primary education
High school
University

78
45
52

27.73±3.81
26.33±3.60
25.09±4.41

21.88±9.19
18.97±8.49
16.86±7.10

25.19±2.93
25.42±3.08
25.38±2.99

15.11±4.45
15.64±3.78
15.59±3.48

F=2.224
p=.087

F=1.527
p=.209

F=5.129*
p=.002***

F=2.010
p=.114

Housewife
Worker
Civil servant

139
11
25

27.10±3.75
25.45±6.23
24.24±4.00

20.33±8.98
21.45±7.65
15.04±5.45

25.16±2.97
26.00±2.48
25.80±317

15.25±3.97
15.72±4.56
16.00±4.00

F=5.969*
p=.003***

F=4.367*
p=.014***

F=.796
p=.453

F=.401
p=.671

BMI, 18.5–24.9 kg/m2 (normal) 
BMI, 25.00–29.9 kg/m2 (obese) 
BMI, 30.00–34.9 kg/m2 (class I 
obese)
BMI, 35.00–39.9 kg/m2 (class II 
obese)

31

88

43

13

26.12±4.70

26.77±4.04

26.62±3.94

26.30±3.56

19.87±9.21

19.60±9.38

20.16±7.75

17.69±4.75

24.96±3.42

25.61±2.90

24.86±2.79

25.53±2.98

17.77±2.37

15.62±3.90

14.16±4.18

12.23±3.91
F=.209
p=.890

F=.275
p=.843

F=.792
p=.500

F=8.868*
p=.000***

Planned pregnancy
Unplanned pregnancy

143
32

26.23±4.09
28.15±3.70

19.60±8.63
19.84±8.95

24.48±2.96
24.50±2.95

15.42±4.09
15.25±3.61

t=-2.435**
p=.016***

t=-.143
p=.887

t=1.709
p=.089

t=.224
p=.822

*ANOVA; **Student’s t-test; ***p<0.05

Table 5: Relationship among ORTO-11, EAT-40 and PSPS dimensions 

ORTO-11 EAT-40 M o t h e r h o o d 
Perception

Body Perception

ORTO-11 r
p

1 .079
.301

.003

.964
.083
.277

EAT-40  r
p

1 .052
.495

.-178*

.018
M o t h e r h o o d 
Perception

r
p

1 .093
.221

Body Perception r
p

1

* p<.001

miscarriage/abortion. 77.7% of  the pregnant women stated 
that they used iron supplementation, and 58.3% stated they 
used vitamin supplementation during their pregnancies, and 
53.1% stated that they had nausea and vomiting in the first 
three months of  their pregnancy. While the body mass index 
of  54.9% of  the pregnant women when they first learned 
about their pregnancy was 18.5-24.9 kg/m2 (normal weight), 
the body mass index of  50.3% in the last trimester of  their 
pregnancy was 25-29.9 kg/m2 (overweight).
The mean first-test ORTO-11 score of  the participants was 
29.29±3.77, and their mean post-test ORTO-11 score was 
26.58±4.08, while the difference was statistically significant 
(p=.000), and the concerns of  the pregnant women in their 
final trimester regarding eating healthy were higher than 

those when they first learned about their pregnancy.
Among the pregnant women in their final trimester, the 
mean EAT-40 score was 19.64±8.66, the mean pregnancy 
motherhood perception dimension score was 25.30±2.97, 
and the mean pregnancy body perception dimension score 
was 15.39±4.00. In EAT-40, the scores and eating disorder 
pathology are directly proportional, and 30 points or 
higher indicate risk for eating disorders. Higher scores in 
the pregnancy motherhood perception dimension indicate 
higher perceptions of  motherhood, while the maximum 
possible score in this dimension is 28, and the minimum 
score is 7. Higher scores in the pregnancy body perception 
dimension indicate more negative body perceptions, while 
the maximum possible score in this dimension is 20, and the 
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minimum score is 5.
The was no significant difference in the ORTO-11, EAT-
40 and Pregnancy Self-Perception scores of  the pregnant 
women based on their age groups (p>.05). Considering the 
educational levels of  the participants, the mean motherhood 
perception score was significantly higher among the pregnant 
women who had high school education (F=5.129, p=.002), 
those who worked as civil servants were more orthorexic than 
those who were housewives or workers (F=5.969, p=.003), 
the eating disorder risk of  the pregnant women who were 
employed as workers were higher than the others, pregnancy 
body perception was more negative among those with a BMI 
(Body Mass Index) of  18.5–24.9 kg/m2 (normal) (F=8.868, 
p=.000), those who were having planned pregnancy were 
more orthorexic (t=-2.435, p=.016), and the results were 
statistically significant.
Table 5 shows the relationship among the ORTO-11, EAT-
40, and Pregnancy Self-Perception Scale dimension scores 
of  the pregnant women. There was a statistically significant 
negative correlation between the Eating Attitude Test 
and the body perception subscale of  the Pregnancy Self-
Perception Scale. The scores obtained from EAT-40 were 
directly proportional to eating disorder pathology, while they 
were inversely proportional to the scores obtained from the 
pregnancy body perception dimension. This showed that, 
as the pathology of  eating disorders increased, pregnancy-
related body perceptions were disrupted (p<.018).

Discussion
Pregnancy is a period where women are open to 
lifestyle changes, and they try to adapt to health-related 
recommendations such as quitting smoking, eating healthy, 
and not drinking alcohol22. It was determined that the BMI 
of  61.8% of  the pregnant women who participated in the 
study was normal or low in their first trimester, while 32% 
of  the same women had a BMI of  >30 kg/m² in their 
third trimester. According to the WHO (World Health 
Organization) criteria, the prevalence of  obesity among 
pregnant women (BMI >30 kg/m²) is between 1.8% and 
25.3%23. In a study conducted in the United Kingdom in 
2006, the prevalence of  obesity among pregnant women 
was determined as 18.5%. A study on American pregnant 
women found the rate of  obesity to be between 18.5% and 
38.3%24. A study in Turkey found that 27.2% of  pregnant 
women were overweight or obese25. Another factor that 
supports gaining weight during pregnancy is the value given 
to pregnancy and motherhood in Islamic culture. In this 
period, the woman is a sacred being, and she should eat and 
drink whatever she wants. While this view provides women 
with the freedom to gain weight, the importance paid to body 
image in the world and Turkey continues in pregnancy, too. 
There are news stories on television and social media about 
how little celebrities have gained weight during pregnancy 
and how much they pay importance to eating healthy, and 
this occasionally affects prospective mothers negatively.
In this study which primarily aimed to determine whether 
or not pregnant women’s obsessions with healthy nutrition 
change during their pregnancy, the mean first-test ORTO-11 
score of  the participants was 29.29±3.77, while their mean 
posttest ORTO-11 score was 26.58±4.08. Low scores from 
this scale indicate a tendency towards orthorexia, while high 
scores indicate reduced risk. According to this result, it may 
be stated that, as the process of  pregnancy progressed, the 
healthy eating obsessions of  the pregnant women increased. 

In the research of  Ouyaba and Öztürk (2021) 26.6% of  
pregnant women had an ON tendency5, and in the research 
of  İpkırmaz and Saka (2020), the risk of  ON was in 21.4% 
of  pregnant women and eating attitude disorder in 28.6%. 
ORTO-15 and EAT-40 mean scores were respectively; 36.27 
± 3.76 and 29.0 ± 20.34 respectively. 11.4% of  pregnant 
women have both orthorexia nervosa risk and eating attitude 
disorder26. In other studies in Turkey where ON tendencies 
were examined, the prevalence of  orthorexia was reported 
as 41.9% in dieticians27, 45.5% among doctors28 and 43.6% 
in medical students29. Aksoydan and Çamcı (2009) found 
the mean score of  orthorexia as 37.9±4.4630. Duran (2016) 
determined students at vocational schools of  health to have 
an orthorexic tendency (26.9±5.1)31. No such study on healthy 
nutrition obsession in pregnant women could be encountered 
in the literature.  Laraia et al. (2015) observed that, during 
pregnancy, 7.8% of  the pregnant women thought foods are 
safe, while 5.2% thought foods are not safe32. The orthorexic 
tendencies of  the pregnant women whose pregnancies were 
planned were higher than those whose pregnancies were 
unplanned, and the difference was statistically significant 
(p=.016). It was thought that, in a planned and desired 
process of  pregnancy, the mother displays a more careful 
nutrition and eating attitude to protect the infant.
The mean EAT-40 score of  the pregnant women in their 
last trimester was 19.64±8.66. The Eating Attitude Test was 
designed to measure the eating-related behaviors and attitudes 
of  patients with eating disorders and possible disorders in 
the eating behaviors of  normal individuals, and increased 
scores are associated with an increase in the risk of  eating 
disorders. Scores of  lower than 21 on the scale indicate low 
risk, 21-30 points indicate moderate risk and those of  higher 
than 30 indicate high risk. As the last trimester mean score 
of  the participants of  this study was under 21 points, they 
carried a low risk in terms of  their eating attitudes. Eating 
behavior disorders are associated with maternal and newborn 
outcomes such as abortus, a significant increase in morbidity 
and mortality, preeclampsia, and low birth weight4,11,33. In a 
study that was conducted to determine the disrupted eating 
attitudes of  the mothers of  newborns requiring care at the 
newborn care unit in comparison to those who gave birth to 
healthy infants and investigate the prevalence of  these, 127 
mothers of  healthy (>2500 g) newborns and 199 mothers 
of  newborns hospitalized at the newborn intensive care 
unit were assessed with the Eating Attitude Test-26  and a 
questionnaire related to other perinatal health problems. As 
a result, it was found that, in comparison to the mothers 
of  healthy newborns, those of  newborns at the newborn 
intensive care units gained significantly less weight during 
pregnancy, those who were afraid of  gaining weight during 
pregnancy were younger, they had higher EAT-26 scores, 
and their c-section delivery rate was higher34.
In their final trimester, the mean pregnancy motherhood 
perception dimension score of  the participants of  this 
study was 25.30±2.97, while their mean pregnancy body 
perception score was 15.39±4.00. These results showed that 
the motherhood perception levels of  the participants were 
high, but their body perceptions were negative. İnanır (2015) 
found the mean “pregnancy motherhood perception score” 
in their study as 25.07±1.39 and the mean “pregnancy body 
perception score” as 7.80±2.08. It was also determined that 
pregnancy body perceptions were more negative among 
those with a BMI of  18.5–24.9 kg/m2 (normal weight) 
(F=8.868, p=.000)35. In another study, Hamurcu et al. (2015) 
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found a significant relationship between BMI and low body 
perception, while 54.0% of  those who were classified as 
obese based on BMI (n=94) had low body perceptions, and 
this rate was 83.3% (n=10) in those that were classified as 
morbidly obese36. Rapid physical changes that occur during 
pregnancy affect the pregnant woman’s body perception 
negatively. Excessive change in body weight and shape is at 
the center of  eating disorders in pregnancy. It is believed 
that today, advertisements, the popularity of  thin pregnant 
women on social media, accessibility of  the pregnancy and 
delivery photos of  pregnant celebrities, and the negative 
comments of  individuals around pregnant women regarding 
the weight they have gained/will gain may lead to orthorexia 
in pregnant women. Studies have reported that the negative 
body perception of  pregnant women may lead to a set of  
psychological disorders such as anxiety, depression, and 
eating disorders37,38.
A statistically significant negative correlation was found 
between the Eating Attitude Test and the body perception 
dimension of  the Pregnancy Self-Perception Scale. Scores 
obtained from EAT-40 and eating disorder pathology are 
directly proportional, but scores obtained from the pregnancy 
body perception dimension and pathology are inversely 
proportional. This shows that, as the pathology of  eating 
disorders increase, pregnancy-related body perceptions are 
also disrupted (p=.018). 

Limitations of the Study
This study has some limitations. First, this study is limited 
to its sample. Therefore, the results are limited in terms of  
generalizability. Second, the data are based on the statements 
of  the participants, and it has not been clinically confirmed. 
Third, The scale used to evaluate orthorexia nervosa is not 
specific to pregnancy. There is no pregnancy-specific scale in 
the literature.

Conclusion
As disrupted eating behaviors and attitudes in pregnancy 
may influence pregnancy outcomes and newborn health, 
to focus on these issues to make early diagnosis and 
intervention easier, it is believed that it is necessary to 
conduct studies that investigate the factors that affect 
nutrition in pregnancy. Therefore, screening, symptom 
management, and regular follow-up strategies should be 
developed with a multidisciplinary team to screen for eating 
disorders in pregnancy. It is very important for the healthcare 
professionals who follow up on the pregnant to be aware 
of  the signs such as not gaining weight during pregnancy, 
hyperemesis gravidarum that continues at the 20th week, 
previous history of  eating disorders or special diets, and 
thoughts, feelings and attitudes about eating. Furthermore, 
it is necessary to develop measuring instruments specific 
to the unique nature of  pregnancy to detect signs of  eating 
disorders. 
The physical, psychological, and hormonal changes that 
occur in the mother-to-be in the process of  pregnancy, 
which may be expressed as a developmental crisis period 
in women’s lives, may influence the view of  the pregnant 
woman on her pregnancy and own body. In this context, 
assessment of  the perceptions of  pregnant women towards 
their pregnancy and their own bodies is important in terms 
of  preventive and protective health and counseling services. 
Considering the issue from this point of  view, clinicians can 
support pregnant women regarding body image and eating 

habits in several ways:
The provision of  accurate information regarding healthy 
weight gain during pregnancy and the delivery of  education 
on nutritional needs and balanced diet requirements and, 
advisable to collaborate with a dietitian or nutritionist to 
develop pregnancy-specific meal plans.
The explanation of  the physiological changes that occur due 
to pregnancy that affect body image and the assurance that 
these changes are normal.
It is of  paramount importance to encourage the pregnant 
woman to accept that the body changes as a natural and 
unavoidable consequence of  pregnancy. It is also important 
to discuss how pregnancy affects body image and emphasize 
that these changes are temporary.
Regularly monitor weight gain to ensure it’s within healthy 
guidelines.
Screen for eating disorders or disordered eating behaviors. It 
is recommended that pregnant women with eating disorders 
consult a mental health professional.
Counseling should be provided in a personalized manner, 
taking into account the woman’s specific concerns.
Addressing any fears or anxieties the woman may have 
regarding weight gain and body changes is important.
Furthermore, the involvement of  partners or family 
members in promoting positive body image should also be 
encouraged.
By adopting a holistic approach that combines education, 
support, and personalized care, clinicians can effectively 
support pregnant women in managing their body image and 
eating habits throughout their pregnancy journey.
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