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Abstract
Body dissatisfaction is a significant concern with severe and persistent consequences. Thus,
there is a need for effective prevention and early intervention strategies that can be delivered in a
timely and efficient manner, such as within the context of schools by teachers. There have been calls
within the field for researchers to evaluate existing interventions under diverse conditions prior to
global dissemination, and adopt an ecological approach by extending interventions to include parents.
The project included two consequative studies conducted two-years apart. The first study aimed
to identify effective intervention strategies for improving body image outcomes in Year 8 girls.
Heeding calls for rigorous and independent evaluation of existing programs under varied conditions,
Study 1 aimed to replicate the UK school-based body image program Dove Confident Me (DCM)
among a selective population of adolescent girls in Australia. Expanding on Study 1, Study 2 aimed to
improve body image outcomes for both Year 8 girls and their mothers. The second study evaluated a
modified version of DCM alongside an investigation of Raising Confident Girls (RCG), a schoolbased 3-session seminar delivered to mothers. Further, the thesis aimed to understand factors
contributing to improved parental uptake in body image programs and to examine whether extending
classroom-based interventions to include mothers enhances the effectiveness of outcomes in
daughters.
Study 1, involving teacher delivery of DCM to Year 8 students (n=198) attending an
independent girls’ school in Australia, hypothesized that compared to the control group (n=208), girls
receiving DCM would report significant improvements in body image and psychosocial outcomes,
alongside reduced severity of known eating disorder risk factors and behaviours. Multilevel mixed
modeling analyses revealed significant intervention effects for social comparison and sociocultural
pressure, but not in the direction hypothesized. A lack of teacher confidence with delivery, limited
student engagement with the UK version of the program, and poor student-teacher relationship due to
a timetable issue were highlighted as areas for improvement.
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Study 2, answered calls within the body image field to develop both etiological and ecological
programs by conducting a second replication of a modified version of DCM and the addition of a
parental intervention Raising Confident Girls (RCG) delivered to mothers. The modified DCM
program was delivered to Year 8 students (n=242) and outcomes were compared with a control group
(n=354). Despite significant improvements in acceptability and engagement ratings, the modified
DCM program did not improve body image outcomes for participants. Interestingly, the intervention
group reported a significant increase in both internalization of the thin-ideal and perceived
sociocultural pressure following participation in the intervention. Raising Confident Girls (RCG), was
delivered to Year 8 mothers (n=69) and outcomes were compared with a control group (n=51).
Multilevel mixed modelling analyses revealed that mothers who participated in RCG reported
significantly greater body esteem and body appreciation compared to the control group. Further, as
predicted, participation in RCG improved a mother’s knowledge, confidence and skills parenting an
adolescent girl, and improved her positive role modeling for her daughter with respect to body image.
Receiving high acceptability ratings, strong engagement and low attrition rates, the RCG program
appeared successful in overcoming long held difficulties with engaging parents in body image
interventions. Finally, Study 2 examined whether students completing DCM benefited from having
their mother attend RCG. Students whose mothers participated in RCG demonstrated a significant
change in appearance-based talk at 3-month follow-up compared to students whose mothers were not
involved in RCG. Additionally, there were noticeable improvements in a number of body image
outcomes from pre-test to post-test for the group of students whose mothers attended RCG, however
none of these findings reached significance. The study offered valuable insights towards increasing
our understanding of transfer of parent intervention outcomes to daughters.
The findings of the thesis contribute knowledge to the field of research regarding body-image
intervention for adolescent girls and their mothers, in addition to providing practical insights for
schools intending to implement body image interventions. Specifically, the study draws attention to

4
the complexities of global dissemination and the limitations of using selective and universal programs
interchangeably. The thesis highlights that while researchers are experts in etiological theory, school
personnel are experts regarding their community. Cognizant of this, researchers are encouraged to
work together with school personnel to develop school-based resources malleable in content and
design, but robust enough to sustain effectiveness when adapted to suit diverse school environments.
While the findings add to the growing body of research supporting task-shifting facilitation of body
image programs to teachers, findings suggest that a strong student-teacher relationship and perceived
credibility and competence of facilitator can be as essential as content of program.
The thesis provides deeper insight into improving parental engagement in body image
interventions delivered within the school context. Specifically, the findings emphasize the importance
of tailoring the intervention to suit the needs of the parent group and suggest that the process of
delivering a parent program is as important as the content of the intervention. Finally, the study
reveals that providing an intervention to mothers alongside a classroom-based intervention for
students enhances outcomes for daughters. Overall, the thesis supports the premise of extending
classroom-based body image interventions to include parents, and identifies a number of
recommendations for further research.
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OVERVIEW OF THESIS
Body image, in particular body dissatisfaction, is a common problem for women and girls
around the world. Body dissatisfaction is a key risk factor, for not only the onset of future eating
disorders, but for a range of significant physical and psychological health concerns. Given the global
magnitude of this challenge, research has called for a focus on prevention and early interventions that
are etiologically based and have proven to be efficacious. In response to this call, the initial aim of
this thesis was to investigate what would work to improve the body image of adolescent girls
attending an independent girl’s school in Queensland, Australia.
With over 25-years experience working with young people in my role as a psychologist, and
having been employed at the intervention school since 2004, I felt behooved to explore effective
prevention and early intervention approaches for positive body image for the students under my care.
Further, my role within a school afforded me an opportunity to provide unique insights regarding
conducting research within a real-life setting. The research project was conducted on a part-time
basis, while working fulltime, and comprised two studies, initially commencing as a Masters project
in 2015, before upgraded to a PhD degree in 2017. Study 1 involved investigating a classroom-based
body image intervention with a 2016 cohort of Year 8 students. Study 2, conducted in 2018, both
replicated and expanded Study 1, and involved examination of a modified classroom-based body
image intervention with a cohort of Year 8 students, and a complimentary program developed for and
delivered to a group of mothers of the Year 8 students in Study 2.
The thesis contains six chapters and begins with an overview of body image literature in
Chapter 1, including the relevant theoretical models and main risk factors. Chapter 2 outlines Study 1,
beginning with an introduction outlining the relevant literature regarding intervention approaches,
followed by a method, results and discussion. The subsequent chapters focus on Study 2. Chapter 3
provides details of the replication of a modified classroom-based intervention, whilst Chapter 4
examines the complimentary program delivered to mothers of the Year 8 students in Study 2. Chapter
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4 commences with an introduction reviewing the literature regarding the influence of parents,
specifically mothers, and research pertaining to parental involvement in interventions. Both Chapter 3
and 4 include a method, results and discussion. Chapter 5 investigates outcomes for daughters whose
mothers attended the parent intervention, while Chapter 6 concludes the thesis with an overall
discussion of the project and a review of the major findings.
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CHAPTER 1 LITERATURE REVIEW
This chapter presents an overview of body image and body dissatisfaction, with a particular
focus on its prevalence and consequences. It explores leading theoretical models of body image,
including the dual pathway, objectification, sociocultural and biopsychosocial models, with a
particular focus on the relevance of these models for adolescents and girls. Exploring each of these
theoretical models enables the identification of key risk factors for the development of body image
concerns, which in turn provides central insights into potentially effective prevention pathways.
Body Image and Body Dissatisfaction
Definition and Prevalence
Body image describes the attitude one holds towards their looks irrespective of actual
appearance (Thompson et al., 1999). Best considered multidimensional, body image comprises
thoughts, feelings and behavioural responses towards appearance (Thompson et al., 2004). Studies
reveal that up to 70% of women report feeling unhappy with their bodies (Gravener et al., 2008;
Jackson et al., 2014), 64% think about their weight on a daily basis (Gange et al., 2012) and 20%
experience significant distress due to their levels of body dissatisfaction and disordered eating (Cash,
2002; Levine & Smolak, 2006; Ricciardelli & McCabe, 2001). Thus, in Western society, the
prevailing view regarding body image, particularly for females, is one of disapproval, negativity or
dissatisfaction (Grabe et al., 2008). Indeed, thirty years ago, the level of dissatisfaction women held
towards their bodies was so extensive that it was coined ‘normative discontent’ (Rodin et al., 1984).
Regrettably, decades later, this relationship has failed to improve with research suggesting body
dissatisfaction continues to be pervasive among women, adolescents and preadolescent girls, (Carlisle
et al., 2019; Clark & Tiggemann, 2006; Murnen, 2011; Smolak, 2011; Wertheim & Paxton, 2012).
As such, body dissatisfaction continues to be a significant issue for the majority of females today,
both young and old.
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Prevalence of Body Image Concerns in Adolescence
Given the main developmental task of adolescence is identity formation this time is often rife
with self-consciousness (Sebastian & Burnett et al., 2008). As girls struggle to understand who they
are and begin to separate from their parents, body image becomes an important part of their identity
(Erikson, 1968). This age group is particularly susceptible to the influence of appearance ideals and
appearance pressures (Thompson & Stice, 2001) with over 70% of adolescent girls having reported
feeling dissatisfied with their bodies and longing to be thinner (Lawler & Nixon, 2011; Smolak, 2012;
Wertheim & Paxton, 2012).
The majority of adolescent girls not only desire thinness, but also adopt this as a personal
aspiration (Carey et al., 2014). In 2019, the annual Mission Australia survey reported that girls
between the ages of 15-19-years ranked body image as one of their top three concerns, with 42.8%
indicating they were extremely or very concerned about it (Carlisle et al., 2019). Increasingly,
adolescent girls are reporting to engage in disordered eating. In 2013, 41% of 13-17-year olds were
estimated to have engaged in disordered eating (Sparti et al., 2019), rising to 51.7% of 13-year old
girls in a 2020 study (Wilksch et al.,2020). Of particular concern is the trajectory of body image.
Specifically, the finding that body dissatisfaction remains relatively stable from mid-adolescence to
adulthood, suggesting that the severity of body dissatisfaction in adulthood is determined prior to
mid-adolescence (Wang et al., 2019). Together, these findings highlight early adolescence as a critical
period for body image development.
Prevalence of Body Image Concerns in Childhood and Preadolescence
There is clear evidence suggesting that body image concerns also preoccupy young minds.
Close to 50% of preadolescent girls express dissatisfaction with their weight or shape, and a desire to
be thinner (Clark & Tiggemann, 2006; Smolak, 2011; Wertheim et al., 2008; Wertheim & Paxton,
2012) and studies have revealed similar results in girls as young as 5-8-years old (Davison et al.,
2000; Dohnt & Tiggemann, 2006a; Lowes & Tiggemann, 2003). Thus, it is proposed that the desire
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for thinness emerges at around 6-years of age, coinciding with the second year of schooling (Davison
et al., 2002; Lowes & Tiggemann, 2003; Slater & Tiggemann, 2016; Smolak & Thompson, 2009).
However, when assessing 3-5-year old girls’ emotional investment in the thin-ideal, Harriger et al.
(2010) discovered that the preference for thinness was evident in girls as young as 3-years of age.
Moreover, the researchers further discovered that young girls were more likely to attribute positive
characteristics to thin body shapes when compared to both overweight body shapes and average sized
body shapes, suggesting that weight stigmatization is evident in children as young as 3-years of age
(Harriger, 2015; Harriger et al., 2010).
An early study by Abramovitz and Birch (2000) indicated that 34-65% of 5-year old girls had
ideas and beliefs about dieting and could identify a variety of weight loss behaviours. This finding
was supported by Lowes and Tiggemann (2003), who found that the majority of their 5-8-year old
sample demonstrated an awareness that dieting was how one achieved the ideal body shape. Further
evidence suggests that not only are young children aware of how to act on their body image concerns,
but that from a young age an alarming number are engaging in weight loss behaviours (Damiano et
al., 2015). Studies have reported that 25-50% of 12-year old girls engage in dieting (NeumarkSztainer et al., 2011; Westerberg‐Jacobson et al., 2012), while 34% of 5-year old girls participate in a
moderate level of dietary restraint (Damiano et al., 2015).
Alarmingly, three decades later, ‘normative discontent’ appears to be thriving among both
women and adolescent girls and is clearly relevant for young girls too. Given such discontent is not
without significant negative consequence, the prevalence of body dissatisfaction invites serious
concern.
Consequences of Negative Body Image
Impact on Psychological and Physical Wellbeing
Substantial evidence indicates that the extent of body dissatisfaction in Western societies is
alarming. Psychological wellbeing and physical health are strongly linked with body image to the
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extent that experts have described body dissatisfaction as a ‘core aspect’ of women’s physical and
mental health (Grabe et al., 2008). When preoccupied with her appearance, a female fails to engage
mindfully with her life and may not reach her physical or cognitive potential (Halliwell et al., 2014;
Neumark-Sztainer et al., 2006). Further, body dissatisfaction has been found to predict a number of
serious physical and psychological health concerns including dieting, unhealthy weight control
behaviours, reduced physical activity (Neumark-Sztainer et al., 2006), disordered eating (Bucchianeri
et al., 2016; Dakanalis et al., 2016; Goldschmidt et al., 2016; Keery at al., 2004; Stice, 2002), low
self-esteem, depression (Ferreiro at al., 2012; Goldschmidt et al., 2016; Paxton et al., 2006a; Sharpe et
al., 2018; Tiggemann, 2005a), anxiety (Vannucci & Ohannessian, 2018) and suicide ideation
(Brausch & Muehlenkamp, 2007; Rodríguez-Cano et al., 2006). In addition, a study by Bornioli et al.
(2019) revealed that body dissatisfaction at age 14-years could predict smoking, cannabis use, highrisk drinking and deliberate self-harm in girls aged 21-years.
Cognitive, Academic and Social Consequences
Further examining the impacts of body dissatisfaction on wellbeing, a number of researchers
have considered how body dissatisfaction impedes females cognitively, academically and socially. A
United Kingdom report examining links between body dissatisfaction and future aspirations
concluded that preoccupation with body image could disrupt a girl’s academic performance and
intellectual functioning (Halliwell et al., 2014). Studies have revealed that girls who feel dissatisfied
with their bodies stay at home from school, lack engagement in class (Lovegrove & Rumsey, 2005),
and have poorer school performance (Florin et al., 2011; Mikkila et al., 2003) compared to girls who
feel positive about their appearance. In a study involving a small sample of Russian adolescents, girls
with body dissatisfaction report looking more frequently in the mirror and avoiding going out because
of their appearance (Zinovyeva et al., 2016). This study further reported associations between girls
feeling dissatisfied with their bodies, withdrawing from social contact, feelings of loneliness, and
considering themselves dependent, weak, passive, indecisive and lacking in self-control (Zinovyeva et
al., 2016).
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The above research suggests that the negative outcomes associated with body dissatisfaction
are far-reaching and significant for many adolescent girls. A girl who withdraws from academic,
ambitious or social pursuits due to body dissatisfaction, risks missing opportunities to build happiness
and success via these avenues. From a young age, women in Western society are indoctrinated to
believe that the most important thing about them is the way they look, and that beauty is synonymous
with happiness and success. Thus, while in the mind of the girl who withdraws from social life her
failure to reach happiness or success results from her appearance, it is in fact due to her lack of
engagement. Unless we educate adolescent girls about these false messages and resultant patterns of
behavior, they will likely continue to engage in avoidant cycles, reinforcing societal messages and
deceivingly convincing themselves that it is their appearance, rather than their body dissatisfaction,
that has encumbered them.
Eating Disorder Consequences
One of the most traumatic and frightening consequences of persistent body dissatisfaction is
the development of serious disordered eating problems. Body dissatisfaction is one of the most
consistent precursors of maladaptive eating patterns (Davison et al., 2002; Ohring et al., 2002),
bulimic behavior (Duemm et al., 2003; Stice, 2001;Wertheim et al., 2001), disordered eating and
eating disorders (Dohnt & Tiggemann, 2005; Grabe et al., 2008; Stice, 2002; Stice et al., 2011). A 10year longitudinal study confirmed that adolescents who dieted and used unhealthy or extreme weight
control behaviors, including diet pills and laxatives, were more likely to continue to engage in such
behaviours in adulthood (Neumark-Sztainer et al., 2011). Both nationally and internationally, the
prevalence of eating disorders is increasing (Hay et al., 2008). The number of girls aged 10-19 years
admitted to hospital for an eating disorder between 2011 and 2013 increased by 42% in Canada
(Ottawa Citizen, 2014).
A potentially life threatening eating disorder, bulimia nervosa can often fail to be detected by
parents and peers as weight is usually maintained and behaviours are carefully concealed (NEDC,
n.d). Thus, the illness can be enduring, and the physical and psychological consequences severe. A
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recent Australian study reported that the lifetime prevalence for bulimia in females is 2.59% (Bagaric
et al., 2020). Anorexia nervosa, a serious and complex disorder from which recovery can be fraught
and painstakingly slow, is currently the third most common chronic illness for adolescent girls,
following obesity and asthma (Yeo & Hughes, 2011). Studies suggest a relapse rate of between 3040% after 18-mths (Berdends et al., 2016; Hetman et al., 2017) and over 50% after 5-years (Van
Elberg, 2007). Anorexia nervosa remains the psychiatric disorder with the highest mortality rate
(Jassogne & Zdanowicz, 2018; NEDC, 2013) and suicide is the second leading cause of death for
people with anorexia nervosa (Smith et al., 2018). Individuals with anorexia nervosa are 18 times
more likely to die by suicide (Smith et al., 2018) and one in five die prematurely due to suicide
(Arcules et al., 2011).
While a focus on treatment for bulimia, anorexia and other eating disorders is vital, to turn the
tide on prevalence rates for future decades, and curb subsequent health issues, it is imperative that
attention be focused on the identification of effective options for prevention and treatment. This
necessitates an understanding of the precursors to, and maintaining factors, of body dissatisfaction,
including theoretical models that seek to explain the ways in which body image is formed, as outlined
below.
Theoretical Models of the Development of Body Dissatisfaction
A number of theoretical models seek to explain the underlying mechanisms of the development
of body dissatisfaction, disordered eating and eating disorders, including the dual pathway,
objectification, sociocultural and biopsychosocial models, each of which will now be examined. Each
model is evidence-based and provides insights regarding the risk factors for body dissatisfaction in the
preadolescent and adolescent populations. An overview of the dual pathway model, including an
explanation of thin-ideal internalization, will be followed by an outline of the objectification model.
Next, the dominant sociocultural model, the tripartite influence model, including an explanation of
appearance-based comparison, will be described. Finally, the biopsychosocial model will be explored.
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Following this overview of major theoretical models, an examination of each of the sociocultural
agents included in the tripartite influence model (parents, peers and the media) will be undertaken,
with specific reference to appearance-based cultures, appearance-based comments and criticism, and
appearance-based comparison.
Dual Pathway Model
Stemming from research into the emergence of bulimia, Stice (1994) proposed the dual
pathway model outlined in Figure 1.1 below. The model suggests that certain sociocultural influences,
including family, peers and media, provide pressure to have a thin body, and as such, result in
internalization of the belief that appearance, especially thinness, is critical to success and acceptance.
As the thin-idealized image is typically one that is unobtainable for most females, the ensuing
discrepancy between the idealized image and one’s own body, results in body dissatisfaction. Given
appearance is so important to women, Thompson and Stice (2001) propose that resulting body
dissatisfaction leads to feelings of negativity. Together, this negative affect, and subsequent attempts
at dieting to reach the idealized image, increase the risk for onset of bulimia (Stice & Agras, 1998).
Specifically, negative affect invites comfort eating and eating to distract negative feelings, while
dieting typically leads to bulimia due to the ensuing binge eating following restriction of calories.

Figure 1.1
Dual Pathway Model of Bulimia

Note. Adapted from (Stice, 2001)

29
Thin-ideal Internalization
Central to the dual pathway model lies the concept of thin-ideal internalization, this being the
extent to which an individual subscribes to the socially defined ideals of thinness and engages in
behaviours to meet these ideals (Thompson et al, 1999; Thompson et al, 2004). In their critical review
of mass media, Levine and Murnen (2009) demonstrate that the ideal female body represented in the
media embodies the proposition that thin is normal and attractive. Further, the media not only links
thinness with beauty, but also pervasively promotes the idea that this is the only way to success,
happiness and desirability (Tiggemann, 2002). Moreover, interactions between peers and between a
girl and her parents can promote attaching more importance to the thin-ideal (Sands & Wardle, 2002).
It is not surprising that exposure to such a dominant message, alongside perceived pressure to
conform, whether from the media, parents (focusing on weight or dieting), or peers (engaging in
weight-based discussions or teasing) invites females to adopt and internalize such ideals themselves.
Yet, as the idealized images are typically digitally manipulated and thus unrealistic and unobtainable,
most females fail to conform. Consequently, feelings of dissatisfaction ensue following the observed
discrepancy between the desired thin-ideal and the reality. Of course, inciting dissatisfaction and
insecurity is in the interests of the weight loss and beauty industries, as they subsequently invite
females to purchase the numerous products they offer which promise to “fix” the appearance of
consumers (Luenendonk, 2020).
Empirical Support for the Dual-Pathway Model in Adolescent Girls
A number of studies have provided evidence to support the dual pathway model in the
adolescent girl population (Allen et al., 2012; Stice, 2001; Stice & van Ryzin, 2019). As an adolescent
girl begins to mature, her body shape and weight changes, with a necessary increase in weight
required to menstruate (O’Dea, 2007). At the same time, girls begin to increasingly identify with
female stereotypes (Bearmann et al., 2006) and engage in greater thin-ideal internalization (Stice &
Bearman, 2001). Thus, adolescence can be a particularly vulnerable time for the internalization of the
thin-ideal and ensuing body dissatisfaction. Numerous studies provide evidence of positive
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associations between thin-ideal internalization and body dissatisfaction in adolescent girls (Jones,
2004; Rodgers et al., 2015; Smolak et al., 2001; Stice & Bearman, 2001, Stice & Whitenton, 2002).
Further, internalization of the thin-ideal has been found to predict increased dieting (Stice, 2001;
Vartanian, 2009), body dissatisfaction (Vartanian et al., 2016), negative affect (Stice, 2001) and onset
of eating disorders (Stice & Shaw, 2002). Moreover, internalization of body-ideals, alongside
perceived pressure to conform, has been found to predict body dissatisfaction, disordered eating and
dietary restraint, in both preadolescent and adolescent girls (Cafri et al., 2005a; Evans et al., 2012;
Nichols et al., 2018; Sands & Wardle, 2003; Stice & Bearman 2001).
Thus, internalization of the thin-ideal is not only evident in adolescent girls, but emerges as a
clear risk factor for subsequent body dissatisfaction and resultant disordered eating attitudes and
behaviours. As such, a closer examination of the societal dynamics contributing to thin-ideal
internalization will follow the examination of the theoretical models.
Self-Objectification Model
Stemming from the feminist perspective, objectification theory posits that in Western society
the female body is subject to frequent sexual objectification. Bartky (1990, as cited in Szymanski et
al., 2011) explains that objectification involves singling out the female body and treating it as an
object viewed primarily for male sexual desire. Extending upon this, Fredrickson and Roberts (1997)
suggest that females internalize the ubiquitous objectification of their bodies and begin to see
themselves as objects existing solely to be inspected. Coined “self-objectification” (Fredrickson &
Roberts, 1997), or objectified body consciousness (McKinley & Hyde, 1996), this practice is
considered to stem mostly from the influence of the media, particularly magazines, music videos and
social networking sites (Fardouly et al., 2015b; Grabe & Hyde, 2009; Harper & Tiggemann, 2008;
Prichard & Tiggemann, 2012; Slater and Tiggemann 2015; Vandenbosch & Eggermont, 2012).
Self-objectification is not benign, with numerous studies indicating that it impedes women
and girls physically, cognitively and emotionally (Fredrickson et al., 1998; Knauss et al., 2008;
Tiggemann, 2013; Tiggemann & Slater, 2015). In a study of undergraduate students, Fredrickson et
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al. (1998) demonstrated that self-objectification drains a females mental resources and can impede her
capacity to perform cognitive tasks. Comparing men and women completing maths questions either
wearing a sweater or a swimsuit, the researchers showed that stait self-objectification, produced by
wearing the swimsuit, diminished math performance for women, but not men. The two main
processes by which self-objectification inhibits females include body surveillance and body shame,
both of which will be explored further below. The self-objectification model is outlined in Figure 1.2.

Figure 1.2
Self-objectification Model

Note. Adapted from (Slater & Tiggemann, 2015)

Body Surveillance and Body Shame
Given females are objectified by the media more than males (Szymanski et al., 2011); the
self-objectification model explains the higher levels of body dissatisfaction in females compared to
males. Following self-objectification, once internalized, females who view themselves as objects feel
increasingly self-conscious and begin to engage in a process of habitual surveillance, involving
continuously assessing whether her body is meeting the prevailing appearance standard offered by the
media (Schaeffer & Thompson, 2018). Given the unrealistic standards endorsed, most females
discover that their bodies fall short of the internalized ideal, thus feelings of body shame arise
(Fredrickson & Roberts, 1997).
Both body surveillance and the ensuing body shame, have been found to be core contributors
to female body dissatisfaction (McKinley & Hyde, 1996), strong correlates of eating disorder

32
behavior (Streigel-Moore & Bulik, 2007; Schaeffer & Thompson, 2018; Tiggemann & Slater, 2001),
depression, anxiety (Grabe et al., 2007), and associated with poor recovery from an eating disorder
(Fitzsimmons-Craft et al., 2011). In a study of college women, self-objectification emerged as the
strongest predictor for both future onset and cessation of clinically significant eating pathology
(Dakanalis et al., 2016).
Empirical Support for the Self-Objectification Theory in Adolescent and Preadolescent Girls
Given the increasing sexualization and objectification of girls (American Psychological
Association, 2007), they too are vulnerable to self-objectification, and several studies confirm its
existence in preadolescent and adolescent girls (Grabe et al., 2007; Knauss et al., 2008; Lindberg et
al., 2006; Slater & Tiggemann, 2002; Tiggemann & Slater, 2015). In fact, in their meta-analysis of the
relationship between self-objectification and disordered eating, Schaeffer and Thompson (2018)
suggest the relationship is just as strong in the adolescent population, as it is for women.
This population is at risk of self-objectification, not just due to their increased consumption of
media, but also because of their regular engagement in appearance-based comments (Cruwys et al.,
2016). Common among teenage girls and their friends, appearance-based comments occur more
frequently among girls than boys (Jones et al., 2004). Slater and Tiggemann (2015) found that
exposure to magazines, social networking sites and appearance-based compliments predicted levels of
self-objectification in 12-16-year old girls, with similar results evident in preadolescent girls
(Tiggemann & Slater, 2015). Once engaging in self-objectification, girls follow the same pathway
outlined by the model as adult women. Further, self-surveillance in adolescent girls is reportedly
associated with body shame and appearance anxiety, followed by disordered eating (Slater &
Tiggemann, 2015). Consequently, researchers have confirmed that the objectification theory pathway,
where self-objectification predicts body-shame, that in turn is associated with dieting and depressive
symptoms, is relevant for girls as young as 10-years of age (Tiggemann & Slater, 2015).
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Sociocultural Influences Model
Additional models to explain the development of body dissatisfaction focus on the role of
sociocultural influences. Of these models, the tripartite influence model (Thompson et al., 1999) is the
most dominant and has been strongly supported by empirical studies. The emergence of sociocultural
influences as key contributing features towards the development of body dissatisfaction in different
models, highlights their merit for potential inclusion in an etiological prevention program.
Tripartite Influence Model
The tripartite influence model (Thompson et al., 1999) posits that societal standards for
female beauty are transmitted by powerful and persuasive sociocultural influences, namely the media,
parents and peers. Promoting a culture where appearance is highly valued, as is evident in Western
society; socializing agents convey standards, or ideals, for females regarding beauty and thinness.
According to the tripartite model, the three primary sources of influence both directly impact body
dissatisfaction, and are also mediated by internalization of the thin-ideal and appearance-based
comparisons (Thompson et al., 1999). Figure 1.3 describes the interplay between sociocultural
sources of pressure to conform to appearance ideals and thin-ideal internalization and appearancebased comparison and body dissatisfaction.
The archetypical female body is both narrow in diversity and physically unachievable for the
majority of women. Nonetheless, due to sociocultural pressures, most females internalize the
dominant thin-ideal and desire to meet it (Thompson et al., 1999). Sociocultural agents encourage not
only internalization of the thin-ideal, but also social appearance-based comparison, inviting one to
compare their appearance with that of their peers (Paxton & McLean, 2017). Once the internalized
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Figure 1.3
Tripartite Influence Model

Note. Adapted from (Shroff & Thompson, 2006a)

thin-ideal is adopted as the epitomized standard of beauty, females are motivated to compare
themselves in order to determine whether they are able to meet the standard (Durkin et al., 2007;
Fitzsimmons-Craft et al., 2012; Rodgers et al., 2015). While the average body size for women has
increased over the decades, the idealized body standard endorsed by the media has not (Baskin et
al.2005). The discrepancy between the idealized female body, and the average female body, has
therefore widened, resulting in females being stuck in a dangerous and despondent spiral of trying
harder to meet the internalized, yet unachievable thin-ideal, and experiencing greater dissatisfaction
when their efforts do not succeed (Bozsik et al., 2018). Further, exposure to the idealized female body
has been shown to predict not only increased dieting, but also approval of surgical alteration (e.g.
liposuction and breast augmentation) (Harrison, 2003).
Empirical Support for the Tripartite Model in Adolescent and Preadolescent Girls
There is considerable evidence supporting the tripartite model in adolescent girls (Keery et
al., 2004; Rodgers et al., 2011; Rodgers et al., 2015; Shroff & Thompson, 2006a). Internalization of
the thin-ideal has been reported to mediate the relationship both media and peer influences have on
the body dissatisfaction of adolescent girls (Clark & Tiggeman, 2006). Durkin et al. (2007) found that
following exposure to idealized images, adolescent girls who internalize the thin-ideal are more likely
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to engage in body comparison, that in turn was associated with a negative change in body satisfaction.
A longitudinal examination of the tripartite model with Year 7 girls supported Durkin et al.’s (2007)
study by reporting that media internalization, preceded and predicted, social appearance comparison,
that in turn predicted body dissatisfaction (Rodgers et al., 2015).
Evidence further supports the relevance of the tripartite model in preadolescent girls (Blowers
et al., 2003; Keery et al., 2004; Shroff & Thompson, 2006b). In a sample of students from Year 6-8,
internalization of the thin-ideal and appearance-based comparison was reported to fully mediate the
relationship between parental influence and body dissatisfaction, and partially mediate the
relationship between both peer and media influence and body dissatisfaction (Keery et al., 2004). In a
replication of this study, Shroff and Thompson (2006b) examined each socializing factor (parents,
peers and media) separately. The researchers found similar mediation effects, but further identified
that peer and media had more of an influence on body dissatisfaction than parents (Shroff &
Thompson, 2006b). Further research supported the strong influence of media by examining the
sociocultural attitudes towards appearance questionnaire‐4‐revised (SATAQ‐4R) with girls aged 1014-years (Schaefer et al., 2017). Results indicated medium to large correlations between
internalization (thinness, general attractiveness, pressure from family, peers and media) with body
dissatisfaction, drive for thinness, bulimia and low self-esteem, with the media subscale showing the
stgrongest results (Schaefer et al., 2017).
The above findings suggest that the relationships between sociocultural influences, thin-ideal
internalization, appearance-based comparison and body dissatisfaction are just as complex in young
girls as they are in women. As such, when considering prevention programs, the evidence points
towards inclusion of education regarding thin-ideal internalization and appearance-based comparison.
Biopsychosocial Model
The biopsychosocial model, outlined in Figure 1.4, expands on the tripartite influence model
by explicitly considering the role of both psychological and biological factors in body dissatisfaction
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(Rodgers et al., 2014). According to this model, body dissatisfaction develops due to a combination of
biological, psychological and sociocultural influences (Werthiem et al., 2004). Specifically, negative

Figure 1.4
Biopsychosocial Model

Note. Adapted from (Rodgers et al., 2014)

affect, comprising both depression and low self-esteem, body size, as measured by body mass index
(BMI), and sociocultural influences, including parents, peers and media. Similar to the tripartite
model, the biological, psychological and sociocultural impacts on body dissatisfaction are mediated
by internalization of the thin-ideal internalization and appearance-based comparisons.
Body Size
Given the dominant thin-ideal permeating mainstream culture, it makes sense that the higher a
female’s weight, the more likely she would feel dissatisfied with her body. Research supports this,
with young girls with higher weights (as measured by BMI) demonstrating increased desire for
thinness and body dissatisfaction (Dohnt & Tiggemann, 2006). A higher body weight also predicts
body dissatisfaction (Lawler & Nixon, 2011; Rodgers et al., 2014; Sim & Zeman, 2006) and
disordered eating in adolescents (Jones, 2004; Paxton et al., 2006a; Stice & Whitenton, 2002).
Davison et al. (2003) reported that girls, who were higher weight at age 5 and 7-years, reported
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greater body dissatisfaction and dieting behavior aged 9-years and in Dohnt and Tiggemann’ s
(2006a) sample of girls, higher weight predicted the desire for thinness over a 12-month period. In
their study of adolescent girls, Wojtowicz and von Ranson’s (2012) found that higher weight was
second to self-esteem, as the most potent risk factor in predicting body dissatisfaction.
Negative Affect
While negative affect, specifically low self-esteem and depression, is identified as an outcome
of body dissatisfaction (Sharpe et al., 2018) the biopsychosocial model posits that so too is it a risk
factor (Bearman et al., 2006; Rodgers et al., 2014). Thought to invite a negative processing bias,
negative affect increases the risk that an individual may perceive their appearance as different from
societal ideals (Rodgers et al., 2014; Rodgers et al; 2020). An 8-year longitudinal study with
adolescent girls identified that depressive symptoms amplified the risk of future eating disorder in
girls reporting high body dissatisfaction (Stice et al., 2011). Similarly, low self-esteem can increase
the risk of body dissatisfaction (Paxton et al., 2006a; Wojtowicz & von Ranson, 2012) and disordered
eating (Stice & Whitenton, 2002). In fact, low self-esteem has been demonstrated to be a more potent
predictor of body dissatisfaction, than BMI, perfectionism, weight related teasing and thin-ideal
internalization (Wojtowicz & von Ranson, 2012).
Recent studies examining varied trajectories of body dissatisfaction (Wang et al., 2019) and
body esteem (Lacroix et al., 2020) across age groups provide further support for the influence of
negative affect. Wang et al. (2019) report that symptoms of depression and low self-esteem during
adolescence might serve as important predictors for the trajectory of chronic body dissatisfaction into
adulthood, while Lacroix et al. (2020) suggested that low self-esteem and low positive affect could
predict a trajectory of low body esteem, whereas high self-esteem predicts a trajectory of high body
esteem. In fact, Lacroix et al. (2020) suggested that self-esteem and positive affect, together with
dietary restraint and weight related teasing, are better predictors for body esteem trajectory than
sociocultural risk factors.
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Empirical Support for the Biopsychosocial Model in Adolescent and Preadolescent Girls
In their examination of the biopsychosocial model with a sample of Year 7 girls, Rodgers et
al. (2014) provided support for the inclusion of low self-esteem, depression and higher weight in the
model. Their findings indicated that negative affect was associated with both internalization of the
thin-ideal and appearance-based comparison, while higher weight was directly linked with body
dissatisfaction (Rodgers et al., 2014). Thus, the authors concluded that adolescent girls with low selfesteem and high levels of depressive symptoms may be particularly vulnerable to adopting societal
standards as their own measure of self-worth, and may seek to evaluate themselves through social
comparison. The study further reported that the relationship between sociocultural influences and
body image concerns were fully mediated by both internalization of thin-ideal and comparison
(Rodgers et al., 2014). Suggesting that prevention programs need to not only educate girls how to
navigate sociocultural influences, but also to resist internalizing the ideals and engage in comparison.
More recently, Rodgers et al. (2020) examined application of the biopsychosocial model to
social media use amongst adolescent boys and girls. The researchers found evidence to support the
relevance of the model and reported that social media was associated with internalization, which in
turn mediated the impacts of social media on appearance-based comparison, body dissatisfaction,
dietary restraint and muscle building behaviours (Rodgers et al., 2020).
Sociocultural Influences on the Development of Body Dissatisfaction.
The tripartite and biopsychosocial models reinforce sociocultural agents and internalization of
thin-ideal as risk factors for body dissatisfaction. Further, they highlight the significance of
appearance-based comparison, in addition to biological and psychological factors. Given that
sociocultural factors feature as significant contributors to the development of self-objectification, thinideal internalization, appearance-based comparison, and subsequent body dissatisfaction in adolescent
girls, in order to understand the underlying mechanisms, each sociocultural agent will now be
examined.
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Sociocultural Agents
Media
One of the most powerful transmitters of sociocultural ideas is the mass media. Thought to
function as a type of ‘super peer’ (Strasburger, 2005), adolescents perceive the media to be “cooler”
than their parents and teachers, hence it acts as an alternative and more powerful educator (Coy,
2009). Yet, the wealth of dangerous and dominant messages portrayed by the media, particularly
targeting females, is of significant concern, including the notion that despite all other
accomplishments, the most important thing about a female is the way she looks. The media not only
objectifies females but also sexualizes them as well (American Psychological Association, 2007).
Levine and Murnen (2009) explain that media messages indoctrinate maturing girls and boys with the
idea that being sexually attractive is of paramount importance. As girls explore and define their
identities, media marketers promote the notion of “girl power” under the guise of empowerment, yet
in reality “girl power” is about being hot, sexy and independent, a narrative that relies heavily on
narrow and unobtainable standards of beauty (Gill, 2017). Thus contemporary media, while seeming
to promote liberation and empowerment, continues to exert an insidious and dangerous influence on
girls.
Magazines and Television.
A considerable amount of literature has demonstrated links between reading fashion
magazines or watching television, body dissatisfaction and disordered eating (Dohnt & Tiggemann
2006a; Grabe et al., 2008; Jones et al., 2004; Tiggemann & Slater 2003). Exposure to music videos
and teen or women’s magazines has been associated with greater dieting awareness in girls 5-8-years
old (Dohnt & Tiggemann, 2006a), while watching television has been associated with dietary restraint
in 5-year old girls (Damiano et al., 2015) and increased disordered eating in preadolescent girls
(Harrison & Hefner, 2006). Further, both adolescent and preadolescent girls who read fashion
magazines or watch certain television genres, have been reported to have greater internalization of the

40
thin-ideal, increased knowledge of dieting, a stronger drive for thinness, body dissatisfaction and
increased bulimic symptomology (Clarke & Tiggemann, 2007; Dohnt & Tiggemann 2006a; Jones et
al., 2004., Levine & Murnen, 2009; Sands & Wardle, 2003; Tiggemann, 2005). Thus, it is clear that in
regards to body image, the availability and content of traditional media presents a concern.
While frequency of reading fashion magazines has been correlated with body dissatisfaction,
in regards to television, Tiggemann (2005) explains that rather than frequency, the critical factors are
what adolescents are watching and why. Appearance-based television, including soap operas and
music videos, appear to be a pertinent contributor to negative body image for adolescent girls. Studies
indicate that adolescent girls who watch music videos report lower body esteem, greater dieting and
increased feelings of anxiety (Grabe & Hyde, 2009), while girls who watch soap operas report greater
internalization of the thin-ideal and an increased drive for thinness (Tiggemann, 2005). A longitudinal
study by Dohnt and Tiggemann (2006a) confirmed that girls viewing appearance-focused television
felt significantly less satisfied with their appearance when measured one year later. Moreover, girls
consuming television to escape boredom or sadness, or to learn about life, report more negative body
image compared to girls watching television for entertainment purposes (Tiggemann, 2005). So,
rather than being passive recipients, adolescents are actively engaging with the media they are
consuming, a particularly relevant finding given that different forms of media impact viewers in
different ways. Contemporary forms of media, especially the internet, increasingly invite active
engagement and heavily focus on appearance, thus the internet is of significant interest to proponents
of the sociocultural model of body image.
New Media
Due to the rise in technology and the abundance of electronic devices, most individuals in
modern society have permanent and readily available access to media. There are now a number of
magazines marketed at young girls, even before they can read, and the emergence of the internet and
pay TV provide children with access to an endless supply of both fictional and reality television
programs at the click of a button. The current generation has the added task of navigating the internet.
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Unlike traditional forms of media, the internet is interactive and can prove a more ominous influence
on developing body image than traditional forms of media (Rodgers & Melioni, 2016).
A USA content analysis of popular adolescent websites revealed a dominance of internet
advertising for cosmetic and beauty products reinforcing the thin and beauty ideals (Slater et al.,
2012), predominately targeted at girls (Rodgers. 2016). Due to the interactive nature and positioning
of advertisements, internet advertising is thought to have a stronger impact on young people than
traditional media (Slater et al, 2012), being individualized and the surveillance of personal internet
searches, which for adolescents typically involve diet, exercise and weight loss websites (Rodgers,
2016). Accordingly, internet advertising is more appearance focused than television advertising and
narrower in its scope (Rodgers, 2016). In addition, the dominance of weight loss websites, availability
of pro-eating disorder content and user encouragement to create visual profiles populated by photos,
render the internet a significant contributor to girls’ developing body image (Harmon & Rudd, 2019;
Holland & Tiggemann, 2016; Rodgers & Melioni, 2016).
Social Media: Exposure
Involving both the media and peers, two factors contributing towards the development of
body dissatisfaction, social media is a rising concern in body image research (Holland & Tiggemann,
2016). Adolescents are amongst the highest consumers of social media and teenage girls engage in
more frequent use compared to teenage boys (Booker et al., 2018; Kelley et al., 2018). A 2018 report
indicated that 95% of adolescents between the ages of 13-17-years own a smartphone, with YouTube
and Instagram rated the top two social media sites for this age group (Anderson & Jiang, 2018).
Australian adolescents (14-17-years) reportedly spend 3.3-hours each day on social media (Australian
Psychological Society, 2017). Thus, researchers have increasingly questioned the impact of social
media on adolescents socially, emotionally and physically. There is evidence to suggest associations
between social media use and depression, on-line harassment, low self-esteem, reduced sleep and
poor body image (Kelley et al., 2018). Further, high social media use when aged 10-years has been
connected with poorer adolescent wellbeing outcomes for girls, but not boys (Booker et al., 2018).
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Physical appearance proves a central feature of an adolescent’s on-line presence, with photoshopping and other features allowing users to exert a significant level of control and manipulation of
their appearance (Rodgers & Melioni 2016). It is not surprising that a number of studies have
demonstrated associations between social media use and negative body image outcomes for girls
(Fardouly & Vartanian, 2016; McLean et al., 2015; Tiggemann & Miller, 2010; Tiggemann & Slater,
2013, 2014, 2017; Wilksch et al., 2020). The Australian NetGirls study found that time spent on the
internet was significantly related to internalization of the thin-ideal, body surveillance and drive for
thinness in adolescent girls (Tiggemann & Slater, 2013). Exposure to the internet, particularly social
media platforms such as Facebook, is shown to be correlated with body dissatisfaction (de Vries et
al., 2016), appearance-based comparison, weight dissatisfaction, drive for thinness (Tiggemann &
Miller, 2010) and a desire for cosmetic surgery (de Vries et al., 2014) in adolescents. Time spent on
Snapchat and Instagram has been associated with disordered eating behavior in adolescent girls
(13.08-years) (Wilksch et al., 2020). In addition to the dominance of appearance-based photos, social
media perpetuates the thin-ideal by offering users the ability to like or comment on posts (Rodgers &
Melioni 2016). Thus, researchers have suggested that as the internet allows greater participation and
control by the user, it may potentially be more dangerous than magazines and television.
Tiggemann and Slater (2014) examined the relationship between media exposure (magazines,
television and the internet) and body image concerns in preadolescent girls aged 10-12-years old.
While all forms of media exposure were correlated with body image concerns, time spent on the
social media sites Myspace and Facebook demonstrated stronger correlations with internalization of
the thin-ideal, body surveillance, dieting and lowered body-esteem. Of concern, is while the legal age
for Facebook use is over 13-years, 43% of 10-12-year olds in this sample indicated that they had their
own Facebook profile and spent more than 1.5 hours on the site each day (Tiggemann & Slater,
2014).
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Social Media: Photo Use and Selfies
As with television, the way users engage with social media, rather than the amount of time
spent engaging, impacts body image outcomes most significantly (Cohen et al., 2018; Meier & Gray,
2014; Tiggemann & Slater, 2017). Meier and Gray (2014) identified that photo use on Facebook,
rather than Facebook usage itself, was associated with body image concerns in females 12-18-years
old, while a separate study by Tiggemann and Slater (2017) found that number of Facebook friends,
rather than time spent on Facebook, predicted increased drive for thinness in adolescents two years
later. In their narrative review of selfies, McLean et al. (2019) highlighted the hazards involving
viewing, engaging in social comparison and investment in peer feedback, while Cohen et al. (2018)
similarly demonstrated that engagement in ‘selfie’ activity (rather than time spent on social media)
was associated with body related concerns and disordered eating in young women. Interestingly,
young women posting more selfies report higher body satisfaction, whereas those more invested in
their selfies report negative body image outcomes (Cohen et al., 2018). This finding supports previous
research with adolescents that has found photo manipulation and selfie sharing was associated with
greater body dissatisfaction, dietary restraint and thin-ideal internalization in 13-year old girls
(McLean et al., 2015).
Social Media: Appearance Comparison
Social media provides a unique platform for users to readily engage in appearance-based
comparison with peers. While photos are often manipulated, because they are of peers not celebrities,
they may seem more authentic to viewers, potentially creating a more toxic effect if young viewers
don’t examine the images with the same level of scrutiny they apply to celebrity posts (Hess, 2015).
This proposition is supported by the work of Ho et al. (2016) who found that social comparison with
peers on social media has a stronger relationship with body image disturbance and drive for thinness
than comparison with celebrities.
Research has revealed that appearance-based comparison mediates the relationship between
social media and a number of negative body image outcomes, including Facebook usage and body
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image concerns (Fardouly & Vartanian, 2015), selfie posting and poor body confidence (Chang et al
2019) and Instagram exposure and depression (Weinstein 2017). In fact, Fardouly et al. (2017)
suggest that engaging in appearance-based comparison on social media is not only widespread, but
also particularly harmful. This study revealed that females used social media to compare themselves
to others more than any other form of media (television, magazines and billboards) (Fardouly et al.,
2017). Further, females were more likely to engage in upward appearance-based comparisons on
social media, which are associated with less appearance satisfaction, less positive mood and greater
thoughts of dieting and exercise, compared to appearance-based comparisons made in person.
In a preadolescent population (10-12-years), engaging in appearance-based comparisons on
social media has been associated with poorer mental health outcomes (Fardouly et al., 2018). Experts
have explained the above findings as being a culmination of the idealized representations on social
media, in addition to the likes and comments included on the posts, creating a discrepancy so
significant that these comparisons have the most detrimental impact on mood compared to any other
context (Fardouly et al., 2017). Findings such as these highlight the need to acknowledge the internet
as a potent source of influence on girls’ body image and for its inclusion in media literacy programs.
Parents
Parents, in particular mothers, play a substantial role in their children’s developing body
image (Shenaar-Golan & Walter, 2015; Wertheim et al., 2002), influencing their child’s body image
both directly and indirectly (Salci & Paxton, 2017). Direct influences include conversations,
comments, criticism, teasing or encouragement to lose weight, whereas indirect influence involves
modelling weight and shape attitudes and behaviours. Further information regarding parental
influences, particularly indirect, will be provided in Chapter 4.
Parental Comments and Criticism
Of concern are reports that receiving encouragement to diet, and being teased about weight by
family, are not uncommon, with one study revealing that 45% of girls reported encouragement to diet
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by their mothers and 58% disclosed teasing by a family member due to their weight (NeumarkSztainer et al., 2010a). Studies have shown that parental pressure to be thin can predict body image
disturbance (McCabe & Ricciardelli, 2003) and disordered eating in adolescents (Dunkley et al.,
2001). Parental criticism, comments, or weight-related teasing have demonstrated strong associations
with a higher BMI, binge eating, dieting, extreme weight control behaviours, body dissatisfaction and
depressive symptoms in adolescents (Arroyo et al., 2017; Balantekin et al., 2014; Bauer et al., 2013;
Berge et al., 2013; Berge et al., 2018; Helfert & Warschburger, 2011; Keery et al., 2005; Kluck, 2010;
Neumark-Sztainer et al., 2010a; Phares et al., 2004; Wertheim et al., 2002). Adolescents who
experienced parental encouragement to diet have been found more likely to experience lower body
satisfaction 15-years later as adults and parents themselves (Berg et al., 2018). Even in the absence of
direct comments, a daughter’s perception of parental encouragement, criticism and comments are
more predictive of body dissatisfaction and disordered eating outcomes than parental reports (Keery
et al., 2006; Kicher & Crowther, 2001; Sniezek, 2006).
Parental Weight Monitoring
It is understandable that parents monitor and seek to guide their children’s body shape (just as
they do other developmental areas), yet unlike in the first few years of life - where attention and
efforts are directed towards weight gain and growth - as children grow older the focus often becomes
avoiding obesity (Budd & Hayman, 2008; Sahoo et al., 2015). Given increased concern and reports
about the perils of obesity (World Health Organization, 2020), it is reasonable that parents feel
responsible for ensuring their children maintain a healthy weight. However developmentally,
adolescence is a time of rapid growth, when girls require substantial nutrients to prevent lifelong
problems. O’Dea (2007) explains that for appropriate development, girls need to build a storage layer
of body fat at around 10-years of age that will be used to fuel the rapid growth and height spurt most
girls experience between the ages of 11-14-years. During these years, a girl can be expected to gain 45kgs a year as her height increases between 6-10cms annually (O’Dea, 2007). Thus, the
developmental growth of a daughter may prove confronting for some parents surrounded by dominant
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messages regarding the dangers of obesity, and they may feel pressure to supervise weight gain.
Research indicates that even when parents do correctly identify that their child is overweight, it
doesn’t result in a greater investment in healthy behaviours, but rather, in more encouragement to diet
(Neumark-Sztainer et al., 2008). Clearly, parents face a range of complexities as they attempt to
balance concerns about obesity while preserving positive body image thoughts and behaviours in their
children.
Peers
A considerable amount of literature has been published confirming the dominant influence of
peers on body image (Jones et al., 2004; Paxton & McLean, 2017). Evidence points towards shared
appearance norms, appearance-based conversations, appearance-based teasing and appearance-based
comparison being the main mechanisms of peer influence (Carey et al., 2011, 2013; Jones &
Crawford, 2006; Jones et al., 2004). As such, each of these concepts will be explored further below.
Body Image in Peer Groups and Cliques
Although reported in girls as young as 6-years (Davidson et al, 2000), adolescence is
considered the peak time for emergence of body dissatisfaction (Webb & Zimmer-Gembeck, 2013).
One of the main reasons for this is the influence of peers. During adolescence, as teens navigate the
development of their identity and separate from their parents, they use their friendships with each
other to discover who they are, independent from their family. Female friendships usually develop
within a group setting and a girl uses her group to explore who she is, what she thinks about things,
and how she interprets the world. So too with their physical development and maturation, adolescents
draw upon peers for help making sense of their changing bodies. Just as female friends share common
interests and behaviours, their levels of body dissatisfaction are comparable (Paxton et al., 1999;
Rayner et al., 2013; Woelders et al., 2010). Studies reveal similar levels of dieting and use of extreme
weight loss behaviours evident within friendship cliques of girls in Year 7 (Hutchinson & Rapee,
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2007), Year 10 (Paxton et al., 1999), and within single-sex schools (Carey et al., 2013). In fact, for
some friends, dieting can be akin to a group bonding activity (Carey et al., 2011).
It is possible to predict the frequency of dieting and use of appetite suppressants, diuretics,
fasting, laxatives and vomiting for girls in Years 7 and 10, by examining their friends’ scores on the
same measure (Hutchinson & Rapee, 2007; Paxton et al, 1999). A longitudinal study with a large
sample, revealed an association between an adolescents’ report of friends dieting at baseline, and
chronic dieting, extreme weight control behaviours and binge eating, five years later (Eisenberg &
Neumark-Sztainer, 2010). Thus, the importance a friend assigns to her own weight and eating is
considered a major risk factor for an adolescent girl’s development of excessive weight concerns
(Clark & Tiggemann, 2006; Shroff, & Thompson, 2006b; Thompson et al., 2007). Such findings
suggest that befriending a girl who is unconcerned about her weight may serve as a protective factor
against poor body image (Kenny et al., 2017). Accordingly, researchers have directed greater
attention towards the influence peers have upon an adolescent’s body image.
Peer Related Perception
What a girl believes her friend thinks and does regarding her own body, can have a significant
influence on her. Even in the absence of any discussion or modelling, one of the strongest predictors
of body dissatisfaction for a girl can be the mere perception she holds that her friend feels dissatisfied
with her own body (Helfert & Warschburger, 2011; Dohnt & Tiggemann, 2006a). Perceived peer
discussion regarding weight loss, perceived peer dieting, and perceived weight related teasing have all
been associated with eating disturbance (Hutchinson & Rapee, 2007; Levine & Smolak, 1992; Levine
et al., 1994; Matsumoto et al., 1999; Paxton et al., 1999; Paxton et al., 2006., Wertheim et al., 1997).
Moreover, perceived peer pressure is considered a stronger influence on disordered eating and
behavior than perceived pressure from family or the media (Matsumoto et al., 1999; Stice, 1998). In
their study of girls between the ages of 5-10-years, Dohnt and Tiggemann (2006a) reported that if a
girl perceived her friend felt dissatisfied with herself, this predicted an increased desire for thinness,
reduced body satisfaction and lower self-esteem for the girl one year later. Thus, the researchers
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concluded, that a perceived peer’s desire for thinness could be considered a temporal antecedent to
body satisfaction and self-esteem (Dohnt & Tiggemann, 2006a).
Peer Appearance-based Comparison.
According to Festinger’s (1954) social comparison theory, when feeling uncertain, people
have a need to evaluate their standing and draw conclusions about their own capabilities. This theory
extends to appearance-based comparison. In the absence of any objective measure, people will
compare themselves to others, including their peers (Festinger, 1954). While comparing appearance to
models or celebrities is one avenue for appraisal, adolescents have at their disposal a ready supply of
peers each day against whom to evaluate themselves. Females, in particular, evaluate their appearance
by comparing themselves to others (Fardouly et al 2017; Leahey et al., 2007), perhaps because those
females subscribing and subsequently internalizing the thin-ideal need a mechanism by which to
determine their success. Rodgers et al.’s (2015) examination of the longitudinal relationships between
internalization and comparison provides support for this concept by revealing that media
internalization predicted social comparison in a sample of Year 7 girls. The authors argued that
increased comparison with peers was an attempt to evaluate achievement of the thin-ideal following
greater endorsement of media internalization (Rodgers et al., 2015). Further, in their investigation of
body comparisons with both peers and models, Carey et al. (2014) found that while appearance
comparisons mediated the relationship between endorsement of norms for thinness and body image
concerns, this was significantly stronger for peers compared to models.
Social comparison theory posits that individuals can engage in upward or downward social
comparisons (Festinger, 1954). An example of an upward social comparison would be when a girl
compares her body to another who is thinner than she is. Research indicates that females are more
likely to engage in upward appearance-based comparisons than lateral or downward (Fardouly et al.,
2017). While these upward appearance-based comparisons can prove neutral (Halliwell & Dittmar,
2005); or positive (Mills et al., 2002), they typically result in negative feelings, endorsement of the
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thin-ideal and persistent body dissatisfaction in both adolescent girls and women (Durkin et al., 2007;
Fardouly et al 2017; Jones, 2004: Leahey et al., 2007; Myers & Crowther, 2009; Schultz et al., 2002).
Further, engaging in appearance-based comparison invites increased thoughts of dieting and exercise,
and restricting food intake (Fardouly et al 2017). Leahey et al. (2007) found that females high in body
dissatisfaction not only compared themselves more to others, but also engaged in greater upward
comparisons compared with females low in body dissatisfaction. The researchers concluded that
females who are dissatisfied with their bodies can be extremely preoccupied with how they look
compared to others, particularly, “more attractive” others (Leahey et al., 2007).
Peer Appearance-based Conversations
As social beings, adolescents use their relationships with their peers to make sense of their
worlds. Conversations about appearance, particularly emerging and changing bodies, permeate the
interactions between teenage girls. Carey et al. (2011) found adolescent girls and their friends at
school engage in frequent appearance focused conversation, gossiping and weight monitoring. These
conversations are not benign. Appearance based conversations reflect and exacerbate body image
disturbance either via contributing to the establishment of appearance cultures, or engaging in
comparison, criticism or ‘fat talk’(Arroyo & Andersen, 2016; Jones et al, 2004). These conversations
occur not only in secondary school, but also in primary school. In a study of 5-year old girls,
Damiano et al. (2015) found that appearance-based conversations with friends was one of the
strongest predictors of dietary restraint for this group. Appearance cultures, appearance-based
conversations and ‘fat talk’ will be explored further below.
Peer Appearance Culture
Marrying both socializing agents of peers and media, the appearance culture model (Jones et
al., 2004) describes the tendency for peers to discuss their exposure to appearance-based media.
Following consumption of appearance-based media, peers engage in discussions about what they have
read, seen or heard. Consequently, the appearance-ideals offered by the media are adopted by
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adolescents and shared, thereby establishing a peer appearance culture. A study by Jones et al. (2004)
with a sample of over 600 adolescent boys and girls indicated a significant relationship between
magazine exposure and body dissatisfaction for girls only. The researchers suggested that the findings
were a result of increased engagement in frequent conversations, or criticisms, about appearance with
friends, and that this relationship was stronger for girls compared to boys (Jones et al., 2004). As most
peer interactions occur within the school environment, Jones et al. (2004) propose that such
environments contribute to an appearance culture, and evidence certainly supports the existence of
appearance cultures within high schools (Carey et al., 2011, 2013; Jones & Crawford 2006). A study
by Clark and Tiggemann (2006) also detected appearance cultures in preadolescent girls aged 9-12years, with younger girls reporting regularly reading magazines and discussing the content with their
peers at school. Such conversations mediated the relationship between appearance focused media and
body dissatisfaction (Clark & Tiggemann, 2006).
Peer Appearance-based Teasing or Criticism
Mockery regarding weight is reported to be the most common form of teasing experienced by
adolescents (Puhl et al., 2016). In their review of 15 years of research, Webb and Zimmer-Gembeck
(2013) highlighted the consistent link between appearance-based teasing from peers or friends, and
body dissatisfaction. Moreover, teasing or criticism regarding appearance has reliably been shown to
be a strong predictor of distorted weight related outcomes (Neumark-Sztainer et al., 2010), body
dissatisfaction, disordered eating, reduced self-esteem and depression (Helfert & Warschburger, 2011;
Lampard et al., 2014; Thompson et al., 2007). Further, a review by Puhl and Latner (2007) suggested
that teasing and weight stigmatization mediate the relationship between high BMI and negative
outcomes, and when controlling for weight-related teasing, BMI has little association with negative
affect (Eisenberg et al., 2006; Eisenberg et al., 2003; Harriger & Thompson, 2012). While the review
by Webb and Zimmer-Gembeck (2013) suggested that the association between weight-based teasing
and body dissatisfaction was stronger for boys compared to girls (Barker & Galambos, 2003;
Eisenberg et al., 2003; Lawler & Nixon, 2011; Paxton et al., 2006), a recent examination revealed
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girls had heightened vulnerability to the effects of weight-based teasing when this was perpetrated by
males (Valois et al., 2019).
Fat talk Among Peers
‘Fat talk’, a form of appearance-based criticism, is prevalent among females. These
conversations among peers involve negative, self-critical comments about weight, shape, appearance,
food intake, exercise, or fears of being overweight (Martz et al., 2012; Ousley et al., 2007). While one
might assume that females struggling with weight would be more likely to engage in fat talk, there is
no correlation between higher body weight and frequency of fat talk (Salk & Engeln- Maddox, 2011).
Females use fat talk or body talk in an attempt to reduce body dissatisfaction and seek affirmation
from peers (Lydecker et al., 2018). Yet, paradoxically, engaging in fat talk promotes and reinforces
both the importance of appearance, and internalization of the thin-ideal (Jones et al., 2004). Further,
engagement in fat talk has been shown to reduce satisfaction with one’s weight (Shomaker & Furman,
2007; Stice et al., 2003). Studies show that engagement in fat talk is associated with heightened body
dissatisfaction (Webb & Zimmer-Gembeck, 2013), impaired self-confidence, disturbed eating
behaviours (Arroyo et al., 2017; Mills & Fuller-Tyszkiewicz, 2016; Sharpe et al., 2013), and
depressive symptoms (Arroyo & Hardwood, 2012; Chow & Tan, 2014; Chow & Tan, 2018). Hence,
rather than a benign way to bond with peers, vent feelings of guilt, or seek affirmation, fat talk is an
insidious, dangerous behavior that undermines the self-worth of those both speaking and listening.
Summary
The above literature review provides an overview of key theories and themes in body image
research, with particular reference to adolescent and preadolescent girls. Research regarding the
prevalence of body dissatisfaction and subsequent impacts on physical and mental health proves
alarming, as is the fact that for over 30 years, it has been considered normal for females to hate their
bodies. Girls as young as 6-years of age know that a thinner figure is more desirable, and that dieting
is the way to achieve this. To circumvent such despair, effective interventions and prevention, tested
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in the real world, are urgently needed. Contemporary intervention calls for an etiological approach,
designed to address and reduce known risk factors for a given condition.
The review has examined the leading theoretical models for body image disturbance and
provided empirical support for each theory in respect to the adolescent population. Together, the
above studies identify the importance of sociocultural sources of influence, including parents, peers
and media. The research highlights the importance of considering the degree to which girls internalize
these messages, and the extent to which they engage in appearance-based comparison. Further, the
findings demonstrate how sociocultural influences not only provide messages, but also reinforce them
via the mechanisms of appearance-based conversations, criticism and comparison. As such, when
considering etiological prevention, it is clear that interventions comprising medial literacy skills,
strategies to challenge internalization of the thin-ideal, and education regarding assistance to resist
engaging in appearance-based conversation and appearance-based comparison are likely to be most
beneficial in the promotion of positive body image.
The following chapter will review the research on preventative approaches, specifically,
classroom -based body image prevention for adolescent girls.
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CHAPTER 2
STUDY 1: INITIAL REPLICATION OF DOVE CONFIDENT ME
OVERVIEW
This chapter outlines Study 1, conducted in 2016. It provides an overview of the study, its
methods and results, and concludes with a discussion of key findings.
The major objective of Study 1 was to independently investigate whether a selective
Australian school-based body image program (Happy Being Me), remodeled for universal coeducational audiences in the United Kingdom (Dove Confident Me), remained an effective
intervention when delivered by teachers to Year 8 girls attending a single-sex Australian school.
The following introduction expands upon the general literature review provided in Chapter 1
by examining the research on eating disorder prevention programs, and in particular, classroom-based
body image programs. First, it explores the practicalities of prevention design, followed by an
examination of the evidence on promising program approaches. The importance of independent
replication, including ensuring that interventions are successfully adapted to suit real-life settings, is
discussed, after which the Dove Confident Me (DCM) and Happy Being Me (HBM) programs, and
their underpinning research trials, are introduced. The introduction will then highlight gaps in the
research field and propose a number of research questions, before concluding with an outline of the
current study, research aims and design.

INTRODUCTION
Prevention Research
Initial research regarding universal prevention for eating disorders was discouraging. While
universal prevention encompasses all members of a population, selective prevention comprises only
those individuals who manifest a risk of developing a specific condition (Gordon, 1983). In their
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review of preadolescent body image prevention programs, Holt and Ricciardelli (2008) suggested that
apart from improved knowledge, there was limited evidence that interventions effectively enhanced
self-esteem or reduced body dissatisfaction, dieting or eating problems. Further, a 2010 National
Eating Disorder Collaboration review of universal prevention for adolescents highlighted media
literacy as the only intervention approach with demonstrated success (NEDC, 2017). As such,
Neumark-Sztainer et al. (2006a) concluded that research in the field of universal prevention had not
progressed at a comparable rate to that of selective prevention.
In contrast, the past decade has witnessed greater interest in prevention research, combined
with effective implementation and evaluation of prevention approaches (Ciao et al., 2014; Schwartz et
al., 2019). Alongside such interest, prevention approaches have progressed, as have delivery options
and sample composition (Buerger et al., 2019; Diedrichs et al; 2015; Dunstan et al; 2017; Sharpe et al,
2013; Wilksch, 2015). To enable successful dissemination and ensure prevention programs are
applicable to real-world replication, researchers have considered delivery by endogenous presenters
and remodelled selective programs for universal and mixed-gender audiences (Diedrichs et al., 2020;
Dunstan et al., 2017). Consequently, systematic reviews highlight a number of successful prevention
approaches, including media literacy, cognitive behavioural, cognitive dissonance and healthy weight
interventions (Ciao et al., 2014; NECD, 2017).
Practicalities of Prevention Design
Prevention research within the body image field has embraced various design options
including delivery to both universal and selective populations, within and outside of the school
setting, and delivery by experts, teachers, or via the internet. Despite research recommendations,
when endeavouring to achieve wide-scale dissemination in real-life settings, the reality can involve
juggling the competing demands of convenience versus requirements to ensure effectiveness. For
example, not all schools have the resources to provide expert-delivered interventions to students, nor
the capacity to replicate lab-based trials by providing weekly sessions to small groups of selective
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students. As such, designing prevention programs suitable for endogenous delivery to universal coeducational classes is appealing.
However, while cost and time effective, one cannot assume that universal or selective body
image prevention programs can be used interchangeably, including between single sex and coeducational settings. Heeding this warning, the following section considers the impacts of program
design, specifically in relation to the gender of audience participants, school environment and teacher
delivery.
Gender of Sample
Mixed-gender Vs Single-sex
Historically, the inclusion of males in body image interventions was discouraged due to
concerns that males could inhibit contributions from females and prevent self-disclosure (Phelps et
al., 1999). A review of 16 school-based body image programs for adolescents completed by Yager et
al. (2013) found no mixed-gender school-based intervention to be successful in improving body
image outcomes for both girls and boys. On the other hand, programs that specifically targeted either
girls or boys did demonstrate effectiveness. Accordingly, the authors recommended delivery of
single-sex programs, tailored to gendered appearance-ideals and developmental differences between
boys and girls (Yager et al., 2013). Further supporting the appropriateness of single-sex programs,
girls experience different body ideals and sociocultural pressures compared to boys (Tatangelo &
Ricciardelli, 2013), with boys typically desiring strength and muscularity, while girls favour slimness
(Cafri et al., 2005; Ricciardelle et al., 2003). In fact, gendered ideals regarding body image have been
reported to be evident in children from the age of 8 years (Ricciardelli et al., 2003; Tatangelo &
Ricciardelli, 2013).
When delivering selective interventions to mixed-gender audiences, researchers have
acknowledged the need to modify programs to accommodate the differences between body-ideals for
girls and boys (Dunstan et al., 2017). For example, Holt and Ricciardelli (2008) suggest that
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interventions include specific information regarding sociocultural pressure and muscular-ideal for
boys, if the intent is to impact boys, alongside girls. McCabe et al. (2017) provided a unique
illustration of acknowledging the gender differences in appearance-ideal. Their study involved
delivery of an intervention in a co-educational school by offering separate gender specific programs
for girls and boys. Both genders had significantly higher muscle esteem at the post-intervention and
recap session, and higher body esteem at the recap, with no changes regarding perceived pressure
from peers, parents or media (McCabe et al., 2017). By resisting traversing both genders within the
intervention, the researchers in this study provided a customized program suitable for both genders.
In contrast, Agam-Bitton et al. (2018) suggest the superiority of mixed-gender compared with
single-sex groups for universal prevention programs. Their study, evaluating a universal wellness
program with a sample of Israeli adolescents separated into girls-only, mixed-gender and control
group, reported significant improvements in body image outcomes for girls in the mixed-gender group
only (Agam-Bitton et al., 2018). Further, 91% of girls in the mixed-gender group rated the program as
“good” or “excellent” compared with 79% of the girls in the girls-only group. However, upon closer
examination, it could be argued that the outcomes may have been affected by the fact that the girls
assigned to the girls-only group did not enjoy the experience as much as girls in the mixed-gender
group did. The boys from the classes assigned to the girls-only condition participated in a game
activity, while the girls participated in the intervention, so it is possible these girls resented doing the
intervention due to feeling something was wrong with them or preferring to be outside of the
classroom and playing, as their male classmates were.
Mixed-gender Intervention Outcomes for Males
Emerging literature offers contradictory findings regarding the benefits to males of mixedgender participation in body-image interventions. A study by Kilpela et al. (2016) comparing the
Body Project intervention with female-only, mixed-gender and a waitlist control group, reported
positive improvements in male college students. A similar study by Verzikl (2018) demonstrated that
adolescent boys reported improvements in the mixed-gender group and not the male-only group
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following participation in the Body Project High School program. Further, media literacy
interventions with mixed-gender samples have proved successful in reducing over-evaluation of shape
and weight for boys (Wilksch & Wade, 2009). Thus, Espinoza et al. (2012) suggests there is value in
including boys in media literacy programs alongside girls. However, additional studies report boys
participating in mixed-gender interventions demonstrate either no change (Golan et al., 2014) or
experience significantly higher weight related teasing post-intervention (Atkinson et al., 2017;
Wilksch et al., 2015). In the Agam-Bitton et al. (2018) study, there were no outcomes evaluated for
boys. Yet a previous evaluation of the same intervention with a mixed-gender sample indicated
improvements in self-esteem and body image for girls, but no change in boys (Golan et al., 2014).
Mixed-gender Intervention Outcomes for Females
Examination of the impact of mixed-gender participation on females reveals similarly
conflicting results. Whereas the male college students reported positive improvements in the Kilpela
et al. (2016) study, females in both the mixed-gender and female-only groups failed to demonstrate
improvements compared to the control group. Given substantial previous success of the Body Project
with females, these results proved surprising. The authors suggested inclusion of males likely reduced
the perspective of social injustice in females, as well as dampened female’s willingness to talk
(Kilpela et al., 2016). Further, the researchers speculated that inclusion of males in the intervention
reduced the opportunities for vicarious dissonance for women. Firstly, by inhibiting women’s desire
to talk during the intervention and secondly by male group members’ counter-attitudinal behaviors
failing to resonate with women (Kilpela et al., 2016). In contrast, adolescent girls in both single-sex
and mixed-gender groups reported improved body satisfaction following participation in the Body
Project High School study (Verzikl, 2018). However, similar to Kilpela et al. (2016) girls in neither
group reported the usual reductions in thin-ideal internalization following participation in the Body
Project.
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The above research suggests selective interventions require modification in order to be
effective for mixed-gender audiences. As such, one may consider whether universal interventions
similarly require modification in order to be as effective with single-sex, selective populations.
School Environment
Pre-existing literature demonstrates that school environment plays a role in a number of
adolescent risk behaviours, including exposure to and prevalence of tobacco, alcohol and illicit
substance use (Kumar et al., 2002; O’Malley et al., 2006), and increased rates of depression
(Goodman et al., 2003). Further, a mismatch between student faith and school denomination is
reportedly associated with a student being two to four times more likely to engage in self-harm or
attempt suicide (Young et al., 2011). It is suggested that school environment intensifies wider cultural
beliefs regarding the importance of beauty and thinness via the formation of appearance cultures that
in turn contribute toward the development of body image concerns (Hutchinson & Rapee, 2007; Jones
et al., 2004; Paxton et al., 1999). Thus, the school environment is pertinent to body image
development, and as such questions arise with respect to whether appearance-related pressures differ
between single-sex and co-educational schools. If so, specifically tailored prevention and intervention
programs would be best delivered to single and mixed-gender schools independently.
Girls’ Schools and Appearance Cultures
Given its gender composition, a girls’ school offers many opportunities to engage in
appearance-based conversations and make body comparisons (Spencer et al., 2013), both of which
have been identified as contributors to the development of body dissatisfaction (Jones et al., 2004;
Myers & Crowther 2009; Webb & Zimmer-Gembeck, 2013). Furthermore, within the single-sex
school, appearance cultures and similarities among female friendship cliques may operate in a way
that emphasize appearance related pressures for girls educated in these environments (Carey et al.,
2011; Hutchinson & Rapee, 2007; Paxton et al, 1999). Although, limited to one school, Carey et al.
(2011) found a pervasive and prominent appearance culture existed within an all-girls’ school. The
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Western ideals regarding thinness and beauty were absorbed into the peer culture of this school and
expressed by appearance conversations, group dieting and compliance with weight standards. Girls
within friendship cliques at both single-sex and co-educational schools have been reported to share
similar levels of body image concern, dieting restraint and the use of extreme weight loss behaviours
(Hutchinson & Rapee, 2007; Paxton et al, 1999). However, when Carey et al. (2013) compared
friendship cliques between girls attending both a single-sex and co-educational school, they reported
that only the cliques in the single-sex school shared similar levels of body image concerns and dieting
behaviours, providing support for the suggestion that the gender composition of a single-sex girls’
school may influence the development of appearance cultures.
School Type and Body Image Findings
Previous research suggested that girls educated in single-sex compared to co-educational
schools report concerning levels of body dissatisfaction (Davey et al., 2011; Dyer & Tiggemann,
1996; Granleese & Joseph, 1993). In their comparison of Year 11 girls attending a co-educational
school with girls attending a single-sex school, Dyer and Tiggemann (1996) found girls attending the
single sex-school weighed less, yet reported greater body dissatisfaction and a higher drive for
thinness compared to their co-educational peers. Yet, attempts to replicate this finding with both
adolescent girls (Tiggemann, 2001) and university-aged women (Spencer et al., 2013) have not
proved successful. More recently, Chongwatpol and Gates (2016) reported that Thai male and females
from single-sex schools were at greater risk of developing body dissatisfaction and reported higher
body dissatisfaction than those in mixed-gender schools. In addition, an examination of young women
in Sweden, found that a girl was more likely to develop an eating disorder if she attended a school
with a higher proportion of girls, or a higher proportion of highly educated parents (Bould et al.,
2016). However, this study utilised data from patients who had sought treatment for eating disorders
and as such, the authors cautioned that educated parents may be better at identifying eating disorders
and be more likely to seek intervention for their daughters (Bould et al., 2016). In contrast, a study of
UK students found no evidence to suggest that body dissatisfaction was related to school type for 14-
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year-old girls (Bould et al., 2018). However, the same study reported that in 16-year-old girls, higher
rates of disordered eating behaviours was associated with attending a single-sex girl school, and a
school with lower academic achievement (Bould et al., 2018). Consequently, the researchers
concluded that an academic school environment might prove protective against disordered eating
behaviours.
Attending a single-sex school may be associated with positive outcomes in the body image
domain. There is, for example, research to suggest that this environment may buffer the impacts of
internalization on self-esteem (Cribb & Haase, 2016). Further, there is evidence to suggest that
mixed-gender school environments contribute to body image issues in adolescent girls, due to their
emphasis on the importance of thinness in regards to attractiveness and popularity with boys (Gondoli
et al., 2011; Paxton et al., 2005; Wertheim et al., 1997). Gondoli et al. (2011) identified that a girl’s
level of involvement with boys while in Year 6 predicted her degree of perceived peer pressure to be
thin when in Year 7, which in turn predicted her level of body dissatisfaction in Year 8. Yet, the
above findings have been challenged by Delfabbro et al. (2011), who concluded that the differences
between single-sex and co-educational schools is minor. This Australian study failed to find that
school type moderated the relationship between body dissatisfaction and self-esteem for adolescent
girls. Rather, the authors concluded both single and mixed-gender schools reported similar levels of
body dissatisfaction. Yet, the study did find that students from single-sex schools were more likely to
consider themselves overweight compared to those from co-educational schools. According to
Delfabbro et al. (2011) extroversion, close friends, and greater family support were the factors
associated with better body image outcomes. Similarly, a large US study with over 18,000 students by
Austin et al. (2103) reported that the variation between schools in disordered weight control
behaviours is due to individual student differences rather than type of school. The researchers
suggested that peer relationships likely proved more influential on eating disorder symptoms,
particularly of girls, than did type of school (Austin et al., 2013).
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Characteristics of Girls’ Schools
Notwithstanding the findings reported above, girls’ schools boast unique characteristics. Girls
attending single-sex schools have been shown to place greater emphasis on intelligence and
professional success, compared to girls attending co-educational schools (Tiggemann, 2001).
Paradoxically, there is evidence that an emphasis on intelligence and achievement may be associated
with body dissatisfaction and a desire for thinness (Dyer & Tiggemann, 1996; Tiggemann, 2001).
Furthermore, conflicting gender role messages, where girls are encouraged to maintain traditional
feminine values regarding appearance while pursuing non-traditional academic ambition have been
considered risk factors for disordered eating (Messinger et al., 2007; Steiner-Adir, 1986). While girls
in receipt of conflicted gender messages have been identified in both single-sex and co-educational
schools (Messinger et al., 2007), such messages are considered more apparent in single-sex girls
schools (Drury et al., 2012; Messinger, 2001, 2005). Interestingly, Charles (2010) explored the
constructions of girlhood and femininity amongst young women attending an elite, single-sex, private
school in Australia. She found that while these elite-school girls possessed a need to be successful in
education and work, they also felt the importance of looking attractive and sexy. In demonstration of
the existence of conflicting gender roles, these students embodied self-determination, responsibility
and hard work, alongside the desire to look “hot” at the same time (Charles, 2010).
The above studies suggest that school environment can influence the development and
maintenance of body image concerns. These findings provide support for the idea that prevention
design should remain cognizant of both the school environment and the school gender. As such, the
question emerges whether interventions that have demonstrated effectiveness for students in a coeducational school will be as effective for in a single-sex school.
Teacher Delivery of School-based Interventions
Regardless of environment, the school context offers a valuable opportunity to engage in
prevention and early-intervention strategies for a plethora of pertinent social and emotional issues
(Tully, 2007). Nonetheless, as the expectations on schools to teach social and emotional skills

62
increases, space within school timetables narrows. Schools, therefore, are seeking to adopt brief, but
effective, body image programs that can be readily incorporated into timetables and delivered by
classroom teachers. However, due to the uniqueness of the classroom setting, it must not be assumed
that programs will be as effective when delivered in this environment, as they are elsewhere (Yager,
et al, 2013). Further, those programs that have proved effective may be cumbersome for schools. A
review of 16 universal school-base body image programs revealed that half of the programs required
six or more sessions for completion, seven needed an hour or more to deliver each session, and only
four programs were delivered by school staff (Yager et al., 2013). Obtaining six hours within the
crowded timetable of most schools to cover one topic can prove challenging.
Predominantly, school-based programs have been trialed with expert-led delivery (e.g.,
researchers or psychologists) (Richardson & Paxton, 2010; Sundgot-Borgen et al., 2019; Wilksch &
Wade, 2009) and this can prove a barrier to sustainable and widespread dissemination. As such,
delivery approaches need to extend beyond the commonly used specialist-led model (Raviola et al.,
2019). One strategy involves task-sharing or task-shifting from external ‘expert’ to other professional.
Task-shifting the delivery of social and emotional early intervention programs from expert to teachers
has been successfully achieved for a range of school-based programs. A meta-analysis of 213
universal social and emotional learning programs concluded that classroom teachers could effectively
deliver such programs (Durlak et al., 2011). An example is the universal early intervention program
FRIENDS (Barret, 2005). Research has demonstrated that teacher delivery of FRIENDS produced
comparable reductions in anxiety and depression to that achieved when delivered by a trained clinical
research team (Lowry-Webster et al., 2001), suggesting that effective teacher delivery of social and
emotional programs, including those involving promotion of body image, is possible.
Prevention and Early Intervention Approaches
Systematic and meta-analytic reviews have shown that the most promising approaches for
selective audiences are multi-sessional, interactive and etiological (Ciao et al., 2014; Schwartza et al.,
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2019; Stice & Shaw, 2004; Yager et al, 2013). The inclusion of psychoeducation about eating
disorders, or sharing personal experiences, is not advised (Ciao et al., 2014; Yager et al, 2013). Many
different approaches to prevention and early intervention of body image issues and eating disorders
have been trialed with adolescents. A brief overview of the most promising prevention and earlyintervention approaches follows, including cognitive-behavioural, cognitive dissonance, mindfulness
and media literacy interventions.
Cognitive-Behavioural Approaches
Recognized for its effectiveness with a number of social and emotional concerns, the
cognitive-behavioural approach has been widely adopted in adolescent populations both as an
individual (Oar et al., 2017) and a group (Keles & Idsoe, 2019) based intervention. In regard to the
promotion of positive body image, one UK study evaluated the cognitive-behavioural approach with a
sample of Year 9 girls. The program, when delivered by researchers, successfully reduced dietary
restraint, eating pathology and weight/shape concerns (Stewart et al., 2001). However not all
outcomes were maintained at the 6-month follow-up (Stewart et al., 2001). While a more recent metaanalytic review of stand-alone body image interventions identified support for cognitive-behavioural
techniques, few of the studies included in the review involved adolescents (Alleva et al., 2015a), yet
this was likely due to the strict eligibility criteria including randomized-control design, pre-test- posttest measure and body image being the central focus.
Cognitive Dissonance Approaches
Cognitive dissonance (Festinger, 1957), an approach demonstrating considerable success in
university-age, selective populations, has been adapted and is showing promise with the adolescent
population. The approach centers on creating a feeling of dissonance within participants by asking
them to engage in counter attitudinal activities, such as challenging the thin-ideal (Stice et al., 2001b).
The Body Project, a 3-session cognitive dissonance based program, was found to significantly reduce
thin-ideal internalization, body dissatisfaction, dieting, negative affect and eating disorder pathology

64
when delivered by research staff to older adolescent girls (17-years) with pre-existing body
dissatisfaction (Stice et al., 2006). Further, a 2-3-year follow-up indicated a reduction in eating
disorder pathology (Stice et al., 2008). Demonstrating success with a universal sample of younger
girls was a brief school-based cognitive dissonance program that reduced body dissatisfaction and
internalization of the thin-ideal in girls aged 12-13-years (Halliwell & Diedrichs, 2014). However, as
with the cognitive-behavioural and mindfulness approaches, this study involved delivery by experts.
While The Body Project has demonstrated success when delivered by non-experts (peers, college
counsellors, nurses, teachers), the optimal structure has been described as eight participants and two
facilitators (Stice et al., 2012) and as such, may hinder wide-scale dissemination in schools.
Mindfulness-based Approaches
While gaining momentum, mindfulness-based interventions for eating disorder prevention in
adolescent populations have shown mixed results. Mindfulness involves developing awareness
through the deliberate practice of paying attention in a non-judgmental way, to the present moment
(Kabat-Zinn, 2013). An evaluation of a 3-session mindfulness intervention reported reductions in
weight/shape concerns, dietary restraint, thin-ideal internalization, eating disorder symptoms and
psychosocial impairment in adolescent girls when delivered by an expert facilitator (Atkinson &
Wade, 2015). However, a separate study incorporating a mindfulness-based exercise into a universal
body image prevention program reported no improvement in weight/shape concerns and significantly
poorer outcomes compared to controls on eating concerns and perceived pressure to be thin (Wilksch
et al., 2015). Researchers in the later study suggested that the mindfulness eating activity may have
inadvertently invited focus on eating behaviours (due to the attention drawn to it), and thus increased
participants reported eating concerns. Moreover, best practice cautions that teaching mindfulness
successfully involves teachers embodying and practicing the mindfulness practice themselves
(Albrecht et al., 2012). Thus, the feasibility of incorporating mindfulness approaches effectively into
classroom-based body image interventions requires further investigation.
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Media Literacy Approaches
Media literacy regards understanding the media’s focus on the appearance ideal, and
developing skills to critically evaluate messages received by the media (Silverblatt, 2001). Wilksch
and Wade’s (2009) trial of Media Smart, supports the merit of media literacy as an effective schoolbased universal approach with adolescents. In their study, Year 8 students reported significant
improvements following the media literacy intervention, maintained up to 2.5 years, in weight/shape
concerns, dieting, body dissatisfaction, feelings of ineffectiveness and depression (Wilksch & Wade,
2009). While researchers delivered the intervention, teacher-led trials of Media Smart have
demonstrated significant improvements in weight-related peer teasing, but not weight/shape concerns
(Wilksch, 2015). A further study comparing Media Smart with two other interventions (Life Smart
and HELPP) reported at one year follow-up that girls participating in Media Smart had half the rate of
concerns about weight/shape compared to girls in the control group (Wilksch et al., 2015). Notably,
however, Media Smart also contains components addressing peer interactions and thus it is not clear
which components contributed to the positive effect.
In further support of a media literacy approach, a universal school-based media-literacy
program delivered to Spanish adolescents, revealed significant improvements in eating attitudes and
behaviours (Raich et al., 2008). Researchers delivered the program, trialed with/without a nutritional
component, and both versions produced significant reductions in perceived pressure to be thin and
improved eating attitudes in girls, regardless of the presence or absence of eating disorder risk factors
at baseline (Raich et al., 2010). Further, the intervention was reported to reduce eating disorder
pathology, aesthetic body-ideal and body problems, while improving body satisfaction, for both boys
and girls up to a 30-month follow-up (Espinoza et al., 2012; González et al., 2011). Thus, media
literacy is a school-based approach possessing considerable support.
In light of the likely role of sociocultural pressures to attain appearance ideals, especially
pressures from media, described in theoretical models in Chapter 1, media literacy emerges as a
logical prevention approach. Yet, while media literacy interventions have offered impressive results
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(Le, Barendregt et al., 2017; Watson et al., 2016; Wilksch & Wade, 2009; Yager et al, 2013),
evidence exists that internalization of the thin-ideal and appearance-based comparison mediate the
relationship between sociocultural influences and body dissatisfaction (Rodgers et al., 2014).
Therefore, researchers have proposed interventions extend beyond media literacy to target not just the
source of sociocultural influence, but also the degree to which girls internalize messages and engage
in social comparison (Durkin et al., 2007; McLean et al., 2013). Thus, programs including media
literacy, as well as education and strategies aimed at reducing the additional risk factors of thin-ideal
internalization, appearance-based comments, criticisms and comparisons, have been advised. One
such program is Dove Confident Me.
Development of Dove Confident Me
Established in 2004, the Dove Self-Esteem Project is a global education initiative by the
Unilever brand, Dove, aiming to improve the self-esteem of girls and women. The project develops
resources for girls, parents and schools and widely disseminates them on their website. Dove asserts
to have reached 20 million young people across 139 countries worldwide and claims to be the biggest
provider of self-esteem education of its kind (Unilever, 2021). Initially, Dove produced the BodyThink
program that was widely disseminated in the UK and Australia (Eating Disorders Association &
Lever Faberge Limited, 2006). However, an independent research evaluation indicated that the
program had minimal impact on the body image of young girls and boys (Richardson et al., 2009).
Thus, in 2013, researchers from the Centre for Appearance Research at the University of Western
England started working with the Dove Self Esteem Project to improve effectiveness of the resources
they were disseminating, including by looking at the effectiveness of other programs.
A review of body image programs in secondary schools (Yager, et al, 2013) found that Happy
Being Me (HBM) (Richardson, et al, 2007), a 3-session, etiologically driven classroom-based
intervention program developed by researchers at La Trobe University in Australia, demonstrated the
most promising results for girls. Incorporating etiological theory, the program focuses on reducing
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known causal risk factors for body dissatisfaction including internalization of the thin-ideal, body
comparison, appearance-focused conversations and appearance related teasing. In addition, the
program incorporates a self-esteem component. As such, the researchers working with Dove selected
HBM and remodeled it to suit both boys and girls between 11-13 years of age. The creators of DCM
adopted a community-participation approach utlising input from the HBM authors, adolescents,
teachers and educational experts to alter the HBM program into DCM. The changes to HBM included
adding content relevant for boys (e.g. video scenarios in a male locker room, appearance ideals for
males) and content relating to contemporary adolescent media consumption (Diedrichs et al., 2021).
The new program, titled Dove Confident Me (DCM), comprised two versions, a 90 minute singlesession intervention (Dove Confident Me –Single Session), and a 5-session intervention (Dove
Confident Me). Both interventions focus on targeting the same risk factors, and incorporate activities
similar to the original HBM, but DCM has a co-educational focus, and has been updated to appeal to
adolescents in 2016. The 5-session intervention, targets recognised risk factors for body
dissatisfaction, including appearance ideals, media literacy, appearance-based comparisons, and
appearance-based conversations/teasing, and promote 'body activism'. The program consists of a
detailed teacher manual, classroom-based discussion, small group activities, worksheets, power point
slides and videos.
Happy Being Me Research Trials
Richardson and Paxton (2010) evaluated HBM with Grade 7 girls attending two separate
secondary schools in Australia. Delivered by the researchers, the intervention took place in the
classroom setting, and results were compared against a control group. Girls in the intervention group
reported significant decreases in body dissatisfaction, internalization of the thin-ideal, body
comparison, appearance conversations and dietary restraint, alongside significant improvements in
body satisfaction, topic knowledge and self-esteem, compared to a control group at both postintervention and 3-month follow up (Richardson & Paxton, 2010). No significant differences in
appearance-related teasing or bulimic symptoms were reported.
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Further refined, HBM was trialed in the UK with a preadolescent co-educational sample (Bird
et al., 2013). Children aged 10-11-years from two primary schools participated in the program
presented by the researcher. Results indicated significant improvements in body satisfaction and topic
knowledge, and significant decreases in body comparison, appearance conversations, restrained eating
and emotional eating, for the intervention group of girls immediately post-intervention. There were no
improvements found regarding internalization of appearance-ideal, self-esteem or appearance-related
teasing. At the 3-month follow-up, only improved body satisfaction was maintained. For boys,
significant improvements in internalization of appearance-ideal and appearance comparisons were
found post-intervention, yet neither of these findings were sustained at the 3-month follow-up.
Wilksch et al. (2015) evaluated an expanded version of HBM (HELPP) with Year 7 and 8
girls in predominantly mixed-gender settings (10 co-educational schools and 2 single-sex girls’
schools). Results indicated no improvement in shape/weight concerns against controls, and
significantly poorer outcomes compared to controls on eating concerns and perceived pressure to be
thin (Wilksch et al., 2015). However, more recently, Dunstan et al. (2017) evaluated a 6-session
version of HBM specifically modified for co-educational audiences (HBM Co-ed). The researchers
compared Year 7 girls in single-sex groups and mixed-gender groups. Results indicated that girls in
both the co-ed and single-sex groups demonstrated significant improvements compared to the control
group in body dissatisfaction, internalization of the thin-ideal, appearance comparison, and selfesteem, with but body dissatisfaction being maintained at the 6-month follow-up (Dunstan et al.,
2017). As with previous trials of HBM, the intervention was delivered by researchers.
Dove Confident Me – Single Session Research Trial
The impact of Dove Confident Me – Single Session was evaluated in the UK with a large
sample (n=1707) of 11-13-year old boys and girls who were assigned to either a control group,
intervention-researcher led or intervention-teacher led condition (Diedrichs et al., 2015). The
researchers aimed to investigate whether Dove Confident Me- Single Session improved body image in
both boys and girls, and if teacher delivery was comparable to expert delivery (Diedrichs et al., 2015).
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At immediate post-intervention, significant improvements were reported for girls in both intervention
groups (teacher and researcher delivery) for body esteem and dietary restraint, compared to the
control group. Further, both genders across the two intervention groups reported significant
improvements in negative affect, eating disorder symptoms, and life engagement compared to the
control group. However, none of these results were maintained at follow up (7-weeks), indicating that
the single-session intervention may result in short-term benefits only. Further, there were no
improvements in body satisfaction, internalization of the thin-ideal, appearance comparison,
appearance conversations/teasing or self-esteem, as there had been with the previous trials of the
HBM program before it was remodeled into DCM (Bird et al., 2013; Richardson & Paxton, 2010).
The researchers concluded that multi-session interventions provide the most substantial and sustained
benefits, and that teacher delivery of that program was comparable to expert delivery (Diedrichs et al,
2015).
Dove Confident Me- 5 Session Research Trials
The 5-session Dove Confident Me program was evaluated with a co-educational sample of
students 11-13-years in the UK (Diedrichs et al, 2020). Students from six schools were randomised to
receive either the 5-session intervention delivered once per week by teachers, or to a control group
comprising of lessons as usual. Results indicated significant improvements for the co-educational
sample in body-esteem at post-intervention, maintained to 2-month and 6-month follow up. Further,
frequency of appearance-related teasing was significantly reduced for girls at 6-month, and 12-month.
The authors suggested that the outcomes support the feasibility of task-shifting body image
interventions to teachers, thus providing a viable route to dissemination on a large scale (Diedrichs et
al, 2020).
Subsequent studies examining DCM report mixed findings, including an independent
replication with a co-educational sample in Portugal (Torres et al., 2018), a UK cluster randomized
trial of three interventions including DCM (Atkinson, 2020), and a second study in Portugal
examining gender and year-level effects on DCM outcomes (Torres et al., 2021). Torres et al.’s
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(2018) independent replication with a co-educational sample of 11-14-yr olds reported significant
improvements in body esteem and positive affect in girls, and reduced internalization of athletic ideal
in boys, while both genders demonstrated improved affectivity and disordered eating at post-test
compared to a control group. However, the intervention group also reported a significant increase in
appearance-based talk at post-test, while the remaining variables did not change (Torres et al., 2018).
A follow-up study by Torres et al. (2021) examining gender and year-level differences on DCM,
reported that while most variables improved, self-esteem was the only one to reach significance.
Further, the improvements were mainly evident in the Year 7 and Year 9 cohorts, while the results for
Year 8 declined (Torres et al., 2021). A UK study examining three teacher-led universal interventions
(DCM, cognitive dissonance and mindfulness) with a large sample of Year students (13-14-years)
reported no improvement in any of the measurement outcomes for any of the interventions at post-test
or at 6 and 12-month follow-up (Atkinson, 2021). Floor effects, inadequate teacher training and
inconsistent delivery between multiple schools has been suggested as possible explanations for the
modest findings (Atkinson, 2021; Torres et al., 2021; Torres et al., 2018)
Summary
The above studies suggest that multi-session interventions provide the most substantial and
sustained improvements in participant body image. Examining the HBM multi-session trials, the
Richardson and Paxton (2010) and Dunstan et al. (2017) studies report greater outcomes for female
participants following participation in the HBM and HBM-Coed programs. These girls reported
significant improvements in multiple body image outcomes, which were sustained to the 6-month
follow-up for internalization of the thin-ideal, appearance comparison and self-esteem (Dunstan et al.,
2017). While the 5-session DCM program, delivered to co-educational populations, has reported
significant improvements in body esteem (Torres et al., 2018) maintained to 6-months (Diedrichs et
al., 2020), significantly reduced appearance-related teasing in girls maintained to 12-months
(Diedrichs et al., 2020), and significantly improved self-esteem (Torres et a., 2021), affectivity and
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disordered eating (Torres et al., 2018) in both genders. Conversely, Atkinson (2021) reported no
significant outcomes following examination of the 5-Session DCM program with Year 9 students.
Further, the positive outcomes reported by Bird et al. (2013), using the original HBM with a co-ed
population of UK primary school children, did not demonstrate sustained improvements, with the
exception of body satisfaction, at the 3-month follow-up. In addition, there were no improvements in
body image following an evaluation of an expanded version of HBM with girls in predominantly
mixed-gender settings (Wilksch et al., 2015).
It is important to note that the above trials involved different versions of the original selective
HBM program. Further, the interventions were delivered to participants in different countries, at both
secondary and primary schools, and involving single-sex and co-educational samples. Thus,
comparing findings between the studies must be done with caution, and it is impossible to draw any
firm conclusion on conflicting findings. These findings, however, raise questions about the impact age
and country may have on outcomes and highlight the complexities involved when using selective and
universal programs interchangeably. The following section further examines the research trials in
order to reveal gaps within the field and guide identification of the final research questions.
Gaps in the Research Field
Evaluating Universal and Selective Programs with Selective and Universal Populations
While there are clear benefits to modifying body image interventions suitable for delivery to
mixed-gender audiences, one must be mindful of mitigating the positive outcomes that selective
programs have demonstrated. Originally, HBM was a selective intervention designed for adolescent
girls, who are considered a high-risk group for body image concerns (Richardson & Paxton, 2010).
With the exception of Dunstan et al. (2017), independent replication and modified trials of the HBM
program have not produced the same degree of success as the initial study (Bird et al., 2013; Wilksch
et al., 2015). This suggests that HBM is of most benefit when delivered to selective populations and
that universal and selective interventions are not necessarily interchangeable. Further, it is consistent
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with Richardson and Paxton’s (2010) caution that while there are advantages in developing programs
for co-educational populations, making interventions more suitable for boys may result in reduced
effectiveness for girls.
Following their evaluation, Dunstan et al. (2017) concluded that the modified program
(HBM-Coed), delivered by experts, was an effective intervention for girls in mixed-gender samples,
while remaining effective for girls in the single-sex context. However, DCM is yet to be evaluated
with a selective group of adolescent girls. As such, it is not yet clear whether a single-sex girl’s school
environment will affect the efficacy of this co-educational universal intervention. Given, the program
has shown promise, and many girl’s schools will likely be attracted to body-image interventions,
DCM is expected to appeal to a number of single-sex girl’s schools in Australia. Therefore, evaluating
the effectiveness of this program in a number of real-life settings, including a single-sex girl’s school,
is essential.
Researcher Delivery vs Teacher Delivery
Brief, effective body image programs appropriate for easy integration into schools are
lacking. Thus, the appeal of DCM is its brevity, in addition to its materials. Five sessions, able to be
delivered by teaching staff, with the necessary resources, including facilitator manual, student
presentation and worksheets that are readily available and free, is an appealing proposition to most
schools. To date research is mixed regarding the success of endogenous delivery of body image
programs within schools. A randomized controlled study by Sharpe et al. (2013) with adolescent girls
in the UK, reported that teacher delivery of school-based body image interventions had positive
impacts on students body esteem. However, other teacher-led studies have failed to demonstrate
positive improvements on student’s body image (Ghaderi et al., 2005; McVey et al., 2007; Phelps et
al., 2000).
As yet, HBM has not been evaluated with teacher delivery. In contrast, the single session
DCM program has been shown to be delivered effectively, and produce better results, by teachers
compared to researchers (Diedrichs et al., 2015). Yet, the superior results achieved by teacher delivery
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compared with researchers were only evident immediate post-intervention and were not maintained at
the follow-up (Diedrichs et al, 2015). Torres et al.’s (2018) independent replication of DCM delivered
by teachers demonstrated positive results in a number of body image factors. However, Atkinson
(2021) found minimal intervention effects following teaching delivery of DCM. Recently, Diedrichs
et al.’s (2020) examination of the 5-session DCM program reported the longest sustained
improvements in body image outcomes for students following a school-based program delivered by
teachers. This study involved a universal co-educational sample from the UK, thus while there is
evidence supporting the use of teachers as facilitators of DCM, further research is warranted.
Independent Replication Prior to Wide-scale Dissemination.
To date, the effectiveness of DCM has not been examined outside of the UK or Portugal. It is
often assumed that individuals in one Western country will respond to an intervention in a similar way
to those in another Western country. However, cross-cultural research reveals a range of differences
in psychological constructs between cultures that may affect the way that people respond to
intervention materials (Gattario et al., 2015). Thus, it is necessary to evaluate the impact DCM has on
Australian adolescents, rather than assuming that they will be directly comparable to the results
obtained in the Europe.
Wilksch (2014) suggested that researchers should work with corporations to provide high
quality evaluations of prevention programs prior to wide-scale dissemination. Given Dove is a global
company, in possession of significant marketing dollars and an established brand, global
dissemination of the DCM is likely. Thus, it is critical that the effectiveness of DCM is determined
through independent replication in diverse real-life settings utilizing endogenous facilitators.
Independent Replication
Dissemination has been described as the ‘ultimate endpoint of the research process whereby
effective interventions are sustainably implemented in real-world settings’ (Marchand et al., 2011,
p33). Yet, an examination of prevention research suggests that effective dissemination is complex.

74
While crucial, identifying risk factors and designing an etiologically based intervention is only the
first step. Given the influence of audience, facilitator and environment, one could argue that unless an
appropriate facilitator, within the recommended environment, can deliver the intervention in the
prescribed way, to the relevant audience, the effectiveness of the intervention remains at the mercy of
the design. Further, one can reasonably assume that school-based programs, especially those delivered
by teachers, are vulnerable to some form of variation due to the realities school life, highlighting the
importance of rigorous evaluation of programs employing various designs.
Schmidt (2016) has highlighted the importance of independent replication to confirm evidence
within the empirical sciences. However, researchers have described a scarcity of replication,
specifically within eating disorder prevention programs (Becker & Stice, 2017; Ioannidis et al., 2014).
In support of thorough evaluation of intervention programs, Wilksch’s (2014) “call-to-action”,
criticized research into universal prevention, and suggested energy be directed towards methodical
and comprehensive evaluations of existing programs, rather than developing new interventions.
Wilksch further suggested that future directions for universal research include independent
replication, evaluation in different countries, and effectiveness trials with endogenous program
presenters (Wilksch, 2014). Ciao et al. (2014) who support rigorous, large, well-controlled,
randomized trials to assess efficacy for eating disorder prevention, have echoed Wilksch’s sentiments
and suggest that researchers focus on continued evaluation of programs under real-world conditions.
Marchand et al. (2011) further propose that rigorous scientific evaluation is crucial to engage funding
agencies, community stakeholders and participants in adopting and promoting prevention programs.
The current study therefore seeks to contribute to the field by focusing on one classroombased body image intervention program and evaluating it under diverse conditions. Specifically, the
research will conduct an independent replication of the universal classroom-based program Dove
Confident Me, delivered by teachers, to a selective population of Australian adolescent girls. Further,
the study endeavors to provide insights into the implications of traversing country, culture and gender
with wide-scale disseminated universal prevention programs.
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The Current Study
Body dissatisfaction is a significant issue with severe consequences (Bornioli et al., 2019;
Bucchianeri et al., 2016; Dakanalis et al., 2016; Goldschmidt et al., 2016). Prevention and early
intervention approaches are crucial and must be grounded in evidence to ensure effectiveness. Key
risk factors to be targeted in intervention programs include media literacy, thin-ideal internalization,
appearance-based conversation, criticism and comparison (Durkin et al., 2007; McLean et al., 2013;
Wilksch & Wade, 2009; Yager, et al, 2013). One intervention that aims to target these risk factors is
Dove Confident Me. Successful wide-scale dissemination requires rigorous and repeated evaluation of
existing programs under diverse conditions in order to determine intervention robustness. As Dove
intends this program to be disseminated worldwide, it is critical that the effectiveness of DCM is
determined through independent replication in locations in which it will be disseminated.
Accordingly, this project offers to contribute critical information towards this unique and worthy
endeavor. As previously discussed, one must not assume that selective programs are suitable for
universal samples or vice versa. As DCM was developed for a universal co-education population in
the UK, the current study aims to examine whether the program will be as effective when delivered to
a selected population of adolescent girls attending an Australian single-sex girls’ school. One of the
barriers to wide-scale dissemination of evidence-based programs is the lack of specialized human
resources. As such, delivery by endogenous facilitators, such as teachers, is a solution. The present
study will add to the mounting research investigating whether school-based programs are suitable for
delivery by teaching staff as opposed to researchers.
This current study will evaluate the school-based body image intervention DCM, adopting a
quasi-experimental research design. Teachers will deliver the program to Year 8 students attending an
independent girls’ school in Australia. The control group will include Year 8 adolescent girls
attending a similar separate independent girls’ school.
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Research Aims
The research aims are to1. Evaluate the effectiveness of the universal school-based body image program Dove Confident Me
delivered by teachers to a selective population of Year 8 girls attending an independent girls’ school
in Australia, in improving participants’ body-esteem, body appreciation, internalization of thin-ideal,
perceived sociocultural pressures, social comparison, appearance conversations, appearance teasing,
self-esteem, dietary restraint, negative affect, life engagement and future plans.
2. Examine participant acceptability and feedback on DCM regarding their ratings of enjoyment,
helpfulness, comfortableness and importance of program.
3. Examine teacher feedback on DCM regarding delivery, training, resources and perception of student
engagement.
Hypotheses
1. Hypothesis 1 – At post-intervention, Year 8 girls participating in DCM, compared to Year 8 girls
who did not participate, will report significant increases in body-esteem, body appreciation, selfesteem and future plans alongside a significant decrease in internalization of thin-ideal, negative
affect, perceived pressure, social comparison, appearance-based conversations, appearance-based
teasing, barriers to life engagement and dietary restraint.
2. Hypothesis 2- These improvements will be maintained at 3-month follow-up.

METHOD
Design
The project employed a quasi-experimental research design to conduct a pragmatic,
controlled replication of the DCM program with Year 8 girls attending an independent girls’
secondary school in Australia. As our intention was to replicate within the girls-only setting, but in a
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real-life environment, we adopted non-random allocation with separate control schools. The
intervention school was the independent girls’ school where the researcher is employed as a school
psychologist. A control group comprising Year 8 students from three other, comparable girls’ schools
was used for this study. In order to match the size of the Year 8 cohort (n=198) at the intervention
school, three Year 8 cohorts at separate independent girls’ schools combined to form the control
group (n= 208). Using students from different schools is recommended as it minimises flow-on
effects between the two groups (Richardson & Paxton, 2010). This research design has been used
with many other school-based interventions (Graeff-Martins et al, 2008; Richardson et al, 2009;
Richardson & Paxton, 2010), including the DCM research trials that the current study is replicating
(Diedrichs et al, 2015; Diedrichs et al., 2020).
At times, and in this case, research conducted in real-life settings does not allow
randomization to condition. As DCM was trialed with the entire Year 8 cohort at the intervention
school, and the program was delivered within pre-existing timetabled classes, it was not feasible to
randomly allocate participants to either the intervention or control group. Systematic reviews have
indicated minimal difference between effect sizes when comparing trials involving randomized
allocation or not (Stice et al.,2006). Therefore, a non-randomised trial is considered to be appropriate
for the current study. Teachers in pastoral care classes delivered the DCM program to students
fortnightly. The teachers delivering the program held a significant pastoral care role within the school
and had experience delivering social and emotional programs. Endogenous providers were used
because this is what occurred in the original trial that the current study is replicating (Diedrichs et al
2020). Given the high costs and lack of availability of experts, researchers have supported the use of
endogenous facilitators within the community (Olmstead et al., 2011). However, while there is
evidence to suggest DCM can effectively be delivered by teachers (Diedrichs et al 2015; Diedrichs et
al., 2020) other teacher-led studies have failed to demonstrate positive improvements on student’s
body image (Ghaderi et al., 2005; McVey et al., 2007; Phelps et al., 2000). Thus, more research is
needed to support this approach.
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Participants
Participants were Year 8 students (n= 406) attending one of four independent girls’ schools in
Queensland, Australia. All participants were aged 12-15-years. Year 8 students were chosen as it is
advised that body image interventions be implemented prior to the development of eating disorders
(Paxton, 1993; Wilksch, 2014), which usually develop between 14-15-years (Stice & Van Ryzin,
2019). Participants attended either the intervention school or one of three control schools.
Procedure
Recruitment
The intervention was delivered to Year 8 students in the school where the researcher is
employed as a School Psychologist. After obtaining Victoria University ethical approval (HRE16088), the School Principal was approached for authorisation of the intervention and data collection
and approval was obtained. To recruit the control schools, principals of nine independent schools in
South East Queensland were sent the Principal Information Sheet (Appendix A), with three agreeing
to participate. At their request, the researcher provided a presentation to Year 8 cohorts at two of the
control schools after the data collection period.
Consent
Following consent from principals, passive informed consent was sought from each student
and her parent/guardian prior to student completion of research questionnaires. Passive consent was
requested by the principal from the intervention school to avoid any confusion among participants or
parents due to the schools’ involvement in other research projects throughout the year (that had
adopted passive consent), as well as to reduce administrative burden on staff and parents. The
Victoria University Human Research Ethics Committee (HRE16-088) approved this request.
At each school, parents and students were emailed an invitation to participate in the research
from a senior member of the school staff (e.g. Principal, Deputy Principal, Head of Wellbeing, Year 8
Coordinator). The email outlined the research project and provided Participant and Parent
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Information Sheets as well as links to contact the researcher to ask any questions (Appendix B).
Parents were asked to contact the school if they wished to withdraw consent for their daughter’s
participation in the research project. Students were advised via the Participant Information Sheet,
instructions provided by the teacher at data collection, and at the start of each survey, that their
participation was voluntary and that they could withdraw at any time. In addition, the survey included
the question “Do you wish to continue with the survey” at commencement and students were required
to select “yes or no”. Skip logic was embedded within the survey to redirect those who selected “no”
to the end of the survey. At each data collection time point the above process was followed and
students were advised they could withdraw from the project at any time, even if they had already
completed one or more of the previous surveys.
In the intervention school, all Year 8 students participated in the DCM program regardless of
whether they consented to participate in the research project as DCM had been incorporated into the
pastoral care program for Term 4, 2016. However, questionnaires were provided only to students who
had not opted-out of the research project prior to data collection. One student opted out of the project
prior to data collection. This student was in one of the control schools and she did not receive the link
to the survey. Other students opted out during the data collection by answering “no” to the question at
the commencement of the survey “Do you wish to continue with this survey”, (n=5) or by not
completing the survey. Other students who were absent from school at the time of data collection did
not complete surveys on the days where data collection took place.
Data Collection
All surveys were completed at school on-line using students’ own devices. Surveys were
created and delivered via Qualtrics survey software and data matching took place via two
mechanisms. Each school provided the researcher with a list of de-identified student email addresses.
An ID code was assigned to each email address to identify condition. Email addresses were then
uploaded to the Qualtrics software system and a link to access the survey was sent to each student,
except for students who had not consented to participate. At the start of each survey, participants were
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also asked to create a unique code using their names, birth date and eye colour to enable survey
matching across each data collection period. All student responses to the survey were anonymized via
the Qualtrics system and participants were identified via an anonymous code.
During Term 4, 2016, the intervention group completed the Time 1 survey (pre-test- T1)
between 4-8 days prior to delivery of Session 1 of the DCM program. The control groups completed
the Time 1 (T1) survey at the start of Term 4, depending upon availability and scheduled lessons. The
intervention group completed all three surveys during their morning rollcall classes, while two of the
control groups completed the pre-test survey as a cohort during a pastoral care lesson and the
remaining control group completed the pre-test survey in separate class groups during their pastoral
care lessons. The supervising teacher read out the instructions provided (Appendix C) and students
were asked to work quietly and independently. The survey took approximately 15 minutes to
complete. Table 2.1 outlines details regarding survey administration.

Table 2.1.
Details of survey administration
Group

Supervisor

Context

Time 1

Time 2

Term 4

Term 4

No of
weeks
between

Time 3
Term 1

No of
weeks
between

T1- T2

2017

T2- T3

Intervention

Teacher

Roll Call Class

Week 1

Week 9

8

Week 7

16

Control A

Researcher
& Teacher

Cohort Pastoral
Care Lesson

Week 1

Week 9

8

Week 5

13

Control B

Researcher
& Teacher

Cohort Pastoral
Care Lesson

Week 2

Week 8

6

Week 5

14

Control C

Teacher

Separate Pastoral
Care Lesson

Week 2

Week 7

5

Week 5

15

Post-test surveys were completed in the same manner as described above, with the exception
of the intervention group. For the post-test survey, the intervention group completed the survey during
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a pastoral care lesson, rather than during their morning roll call class. The post-test survey included
additional questions regarding whether the student had spoken to a counsellor, or participated in any
body image interventions since pre-test. The intervention group was also asked questions about their
impressions of the DCM program. Three-month follow up data collection occurred the following year
in 2017, when students entered Year 9. Supervising teachers were asked to consult the same
instructions used for Time 1 and Time 2 data collection.
Measures
As this study was designed as a replication of the Diedrichs et al. (2020) study, the same measures
were utilized. Aside from two measures constructed specifically for Diedrichs et al. (2020) all scales
were standardized and have been validated and widely used with adolescents. Table 2.2 outlines the
measures used including internal consistencies on each measure for the current sample.

Table 2.2.
Self-report scales used in study and cronbach’s alpha for current sample
Outcome

Measures/Scales

Participant characteristics

Self-reported age, country of birth, language other than English spoken at
home.

Cronbach's
alphas

Body Image
Body esteem

Body Esteem Scale for Adolescents & Adults (Mendelson et al., 2001),
Weight and appearance subscales combined, 18 items, mean score, range
1-5

.95

Body appreciation

Body Appreciation Scale (Avalos et al., 2005). 8 items, mean score, range
1-5

.95

Internalization of appearance
ideals

Sociocultural Attitudes Towards Appearance Questionnaire-3
(Thompson et al., 2004), General internalization subscale, 8 items, mean
score, range 1-5.

.95

Sociocultural pressures

Purpose-built measure derived from existing scales of sociocultural
pressures (Stice & Bearman, 2001a; Thompson et al., 2004), 12 items,
mean score, range 1-5.

.90

Risk factors
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Social comparisons

Social Comparison to Models and Peers Scale (Jones, 2001), 8 items,
mean score, range 1-5.

.89

Appearance teasing

Project EAT-III Teasing Scale (Neumark-Sztainer et al., 2007) adapted
to assess frequency & degree of upset, 4 items, mean score, range 1-5.

.77

Appearance conversations

Appearance conversations with friends subscale of the culture among
friends Appearance Conversation Scale (Jones et al, 2004), 5 items,
mean score, range 1-5.

.89

Psychosocial & disordered eating related measures
Negative affect

Negative affect subscale (Ebesutani et al., 2012), 10 items, mean score,
range 1-5.

.88

Self-esteem

Rosenberg Self-esteem Scale shortened (Neumark-Sztainer et al., 2007;
Rosenberg, 1965), 6 items, mean score, range 1-4.

.82

Dietary restraint

Dutch Eating Behaviour Questionnaire, (van Strien et al., 1986),
Restraint subscale, 10 items, mean score, range 1-5.

.94

Life engagement

Purpose-built measure (Diedrichs et al, 2015), 10 items, mean, score range
1-4.

.87

Future plans

Purpose-built measure (Diedrichs 2020a), 7 items, mean score, range 1-5.

.82

Participant characteristics. Self-reported age, country of birth and language other than
English spoken at home was asked at baseline. Body mass index (BMI) was not requested, as it was
considered too confronting for participants and expected to reduce the number of students willing to
participate. Further, as this was a replication study, BMI was not included as it was not analysed in
previous trials of DCM due to less than 9% of girls self-reporting their weight and height (Diedrichs
et al., 2015). Details of the standardized scales used are provided below.
Body esteem. Two subscales of the Body Esteem Scale (Mendelson, et al., 2001), appearance
and weight satisfaction, were used to assess body esteem. In this study the appearance and weight
subscales were combined to create an 18-item scale evaluating appearance and weight satisfaction (“I
like what I look like in photos, I am happy with my weight”). The items were rated from 1 = never to 5
= always and averaged with negatively phrased items being reverse coded. Higher scores reflected
greater body esteem. This scale has been used in previous research with children and adolescents. It
has been found to be both valid and reliable (Diedrichs et al., 2015; Diedrichs et al, 2020; McCabe et
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al., 2017; Mendelson et al., 2001), and had very good internal consistency in the current study
(Cronbach’s alpha =.95).
Body appreciation. A modified version of the Body Appreciation Scale (BAS: Avalos et al.,
2005) was used to assess body appreciation. The modification was made to make to scale more
suitable for adolescents (Diedrichs et al., 2015; Diedrichs, 2020a; Diedrichs et al., 2020) such that the
final scale comprised 8-items measuring appreciation of one’s body (“I feel good about my body”).
The modification involved removal of five items, and minor wording changes. These changes were
made prior to the publication of the BAS-2 (Tylka & Wood-Barcalow, 2015a), which was a modified
version that has been validated with children 9-11 years (Halliwell et al., 2017). Participants
responded to items on a Likert scale from 1 = never to 5 = always. Scores on the 8-items were
averaged with higher scores reflecting greater body appreciation. Internal consistency in the current
study was very good (Cronbach’s alpha =.95).
Internalization of the thin-ideal. The internalization of the media ideal subscale of the
Sociocultural Attitudes Towards Appearance Questionnaire (SATAQ: Thompson et al, 2004) was
used to measure internalization of the thin-ideal. The 8-item scale asked participants how much they
agreed with an internalization statement (“I would like my body to look like the bodies who are on
TV”) on a scale from 1 = totally disagree to 5 = totally agree. Scores are averaged with higher scores
reflecting greater internalization of the thin-ideal. Well established for use with adolescents,
(Diedrichs et al., 2020; Diedrichs et al., 2015; McLean et al., 2013) internal consistency in the current
study was very good (Cronbach’s alpha =.95).
Perceived sociocultural pressures on appearance. The Perceived Sociocultural Pressures
scale, constructed by Diedrichs et al. (2015) and used in previous trials of DCM, was derived from the
existing scales of sociocultural pressures (Stice & Bearman, 2001a; Thompson et al., 2004). This
scale assessed perceived pressure to lose weight, change body shape, or change appearance, from
mother/friends/media. It also assessed feelings related to the perceived pressure. The scale includes
12-items and requested participants to rate how much pressure they felt from 1= never to 5 = a lot,
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(“I’ve felt pressure to lose weight”), as well as how upset they felt by this pressure (“How upset are
you by this pressure to lose weight?”) 1 = not upset and 5 = very upset. Scores were averaged and
higher scores indicated greater perceived pressure and increased feeling of upset. Previous research
with children and adolescence has found this measure to have good internal consistency (Diedrichs et
al., 2020; Diedrichs et al., 2016). Internal consistency in the current study was good (Cronbach’s
alpha =.90).
Social comparison. The Social Comparison to Models and Peers Scale (Jones, 2001) was
used to measure comparisons about weight, body shape/build, face, and fashion sense/style to
celebrities and people in the media, and peers. The scale includes 8-items (“How often do you
compare your face to….”) that participants rated 1 = never to 5 = very often. Scores were averaged
with higher scores reflecting greater social comparison. Well established for use with adolescents
(Carey et al., 2013; Carey et al., 2014; Diedrichs et al., 2015; Diedrichs et al., 2020) the internal
consistency in the current study was good (Cronbach’s alpha =.89).
Appearance teasing. Frequency of teasing regarding appearance, and degree of upset
regarding teasing, during the past two weeks, was measured by the Project EAT-III Teasing Scale
(Neumark-Sztainer et al., 2007). Adapted by Diedrichs et al. (2015), the scale contains 2-items
measuring frequency of teasing (“How often have you been teased about your weight or body
shape?”) and 2-items assessing how upset one felt about the teasing (“How upset did you feel by this
teasing?”). Participants rated 1 = never/not upset to 5 = always/very upset. Scores were averaged for
frequency and impact separately, with higher scores reflecting greater frequency of teasing and
increased impact (feeling upset). The scale has good reliability in adolescent samples (Diedrichs et al.,
2020; Diedrichs et al., 2015; Goldschmidt et al., 2015) and internal consistency in the current study
was good (Cronbach’s alpha =.77).
Appearance conversations. The Appearance Conversation Scale (Jones et al, 2004)
measures frequency of appearance related talk. The 5-item scale asked participants to rate items 1 =
never to 5 = very often (“My friends and I talk about how our bodies look in clothes”). Scores were
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averaged, with higher scores reflecting greater frequency of appearance related talk among peers.
Used in previous research with adolescents (Carey et al., 2013; Diedrichs et al., 2015; Shroff &
Thompson, 2006a) internal consistency in the current study was good (Cronbach’s alpha =.89).
Negative affect. The Negative Affect Subscale for Children (Ebesutani et al., 2012) measures
negative affect (e.g. sad, miserable, afraid) over the past 2 weeks. The 10-item scale asks participants
to rate 1 = not at all to 5 =very much. Positively phrased items were reversed coded and higher
averaged scores indicate greater negative affect. The scale has demonstrated good reliability with this
age group (Diedrichs et al., 2020; Diedrichs et al., 2015) and internal consistency in the current study
was good (Cronbach’s alpha =.88).
Self-esteem. The Rosenberg Self-esteem Scale (Neumark-Sztainer et al., 2007; Rosenberg,
1965) measures participant’s self-esteem. A shortened 6-item version asks participants to indicate
how much they agreed with statements on a 4-point scale, 1 = totally disagree and 4 = totally agree
(“On the whole I am happy with myself”). Negatively phrased items were reversed coded and higher
averaged scores indicated greater self-esteem. The scale has been used in previous research with
adolescents (Carey et al., 2013; Diedrichs et al., 2020; Shroff & Thompson, 2006a), and internal
consistency in the current study was good (Cronbach’s alpha =.82).
Dietary restraint. The Restraint subscale of the Dutch Eating Behaviour Questionnaire (van
Strien et al., 1986) measures dieting behaviours. The 10-item scale asked participants to rate from 1 =
never to 5 = very often, how much they engaged in certain dieting behaviours (“When you have put on
weight do you eat less than usual?”). Higher mean scores indicated higher levels of dietary restraint.
Scores on this scale have shown very good reliability with adolescents (Diedrichs et al., 2015;
Rodgers et al., 2014; Bearman et al., 2006) and internal consistency in the current study was very
good (Cronbach’s alpha =.94).
Life engagement. The Life Engagement measure designed by Diedrichs et al. (2015) was
used to assess the extent that worries, or feeling bad about the way you look, prevented one from
engaging in life activities. The 10- item scale asked participants to rate how much they have stopped
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engaging in a range of activities during the past fortnight (e.g. going to a social event, doing physical
activity, giving an opinion, going to school) due to feeling bad about themselves, 1 = hasn’t stopped
me at all to 4 = stopped me all the time. Higher averaged scores reflected less life engagement. This
scale has been used in previous research with adolescents (Diedrichs et al., 2020; Diedrichs et al.,
2015) and internal consistency in the current study was very good (Cronbach’s alpha =.87).
Future plans. The Future Plans measure designed by Diedrichs et al (personal
communication February 18, 2016) was used to assess participants perceptions of their future plans.
The 7-item measure asked participants to indicate how much they agreed with statements about their
future (“I can do and be whatever I want in the future”), 1 = strongly disagree and 5 = strongly agree
with statements. Higher averaged scores reflected more positive plans for the future. Internal
consistency in the current study was very good (Cronbach’s alpha =.82).
Program acceptability & feedback. A measure designed for this study was used to rate
participants’ impressions of the DCM program at post-test. Students were asked to rate their
enjoyment of the sessions, how helpful, comfortable and important the sessions were, and how well
the program was taught, on a scale from 1 = not at all to 5 = very much. Scores were averaged and
higher scores indicated feedback that is more positive. Participants were also offered an opportunity
to provide written comments and suggestions regarding what they liked most about the lessons and
what they liked the least about the lessons.
Fidelity measures. As the DCM lessons were taught across 10 separate classes at the same
time it was not possible to observe each teacher deliver the program. Thus, teacher fidelity to program
content was measured via self-report. At the end of each session, teachers were asked to complete a
checklist indicating the elements that they covered, in addition to providing any comments and
feedback about the session (Appendix D). At the conclusion of the program, teachers were further
asked to complete an evaluation sheet surveying their opinion of the training program, the layout and
structure of the DCM resources, and the appropriateness of the activities (Appendix E). Teachers were
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also asked to report on any body image content activities occurring between post-intervention and the
3-month follow-up data collection.
Program Implementation.
The 5-session DCM intervention was delivered to students at the intervention school during
Term 4, 2016. As this was a 9-week school term and the pastoral care lessons occurred fortnightly, at
the intervention school, there were only four lessons available for program delivery – Week 2, 4, 6
and 8 of Term 4. Thus, sessions 4 and 5 of the program were shortened and combined. This
shortening of the DCM program reflects the reality of conducting research in a real-life setting, such
as a school, and is representative of the way in which schools are likely to deliver DCM in real life
conditions. Ten separate teachers delivered the program to ten separate classes and all lessons were
scheduled at the same time. The control group participated in their usual pastoral care lessons during
Term 4. Teachers from all control schools confirmed that the pastoral care lessons did not include any
body image content during the research period
Prior to delivering the program, at the end of Term 3, teachers were provided with two hours
of training. The training comprised body image psycho-education and DCM lesson plan
familiarization, as was provided to teachers in the Dove Confident Me-Single Session evaluation
(Diedrichs et al, 2015). The researcher, who is employed as the School Psychologist at the
intervention school, delivered the training.
Intervention Program
The intervention was the Dove Confident Me 5-session program (DCM). The program is
available to the public via the Dove website Teacher Resources (Unilever, 2021). Due to having only
four lessons available for delivery of the program, Session 4 and Session 5 were reduced and
combined. The final lesson combined both Session 4 and 5 by removing two additional videos of
“How do we use body talk” from Session 4 (particularly those relating to male scenario’s e.g. boys in
a change room), and by removing the final activity sheet “How can we change our world” from
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Session 5. Table 2.3 outlines the session topics and content of each session of the original DCM
program.
Teachers had a DCM manual and prior to each session, the researcher provided each teacher
with the media presentation and activity sheets. At the end of the session, teachers completed a
fidelity checklist detailing how closely they followed the session content and identifying any issues
that were apparent. The control group in control schools participated in their usual pastoral care
lessons, which included school administrative information, study information and other social and
emotional topics as planned by each individual school. The lessons did not involve any body image
content during the research project. A similar approach has been adopted by researchers assessing
school-based interventions elsewhere (Sharpe et al., 2013).

Table 2.3.
Dove Confident Me: 5 Session program content overview
Session

Session Topic

Content

Session 1

Appearance Ideals

Nature and consequences of appearance ideals
•
•
•
•

Session 2

Media Messages

Media literacy
•
•
•
•
•

Session 3

Confront Comparisons

What are appearance ideals?
What is the impact of appearance related pressures?
What makes us unique?
Be a champion for change

How can images be manipulated?
What is the impact of these messages?
Can you decode messages in advertising?
Can you decode media messages?
Be a champion for change

Appearance-related social comparisons
•
•
•
•
•
•

How do we compare ourselves?
What is the impact of these comparisons?
How do you confront comparisons?
Can you catch yourself?
How will you change your script?
Be a champion for change
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Session 4

Banish Body Talk

Appearance-based conversations and teasing
•
•
•
•
•

Session 5

Be The Change

What is body talk?
How do we use body talk?
What is the impact of body talk?
How can we challenge body talk?
Be a champion for change

Body activism
•
•
•
•
•

What makes us unique?
How can we celebrate individuality?
How can we change our world? (removed in this trial)
Take action together (removed in this trial)
Be a champion for change

Note: Intervention materials can be viewed at www.dove.com/self.esteem

Data Analysis and Preparation
Initial data preparation and analyses were conducted using SPSS (Version 24). Descriptive
analyses were used to screen for outliers and normality. Of the dependent variables, self-esteem,
body-esteem, body satisfaction and internalization of thin-ideal were normally distributed. The
remaining variables were positively skewed, with the exception of future plans, which was negatively
skewed, thus square root transformations were applied to positively skewed variables and log
transformations were applied to negatively skewed variables to improve normality. An analysis of
intervention effects was conducted on both the transformed and untransformed data. Results are
presented using transformed data.
Intervention effects were analysed using longitudinal mixed models (LMM). LMM was
selected due to the model’s four principal strengths: (1) accommodating missing data points often
encountered in longitudinal datasets; (2) not requiring the same number of observations per subject;
(3) allowing time to be continuous rather than fixed; and (4) increased flexibility regarding the
covariance structure (Chakraborty & Gu, 2009). Furthermore, when dealing with large amounts of
missing data (10-20%), LMM is considered a more precise approach than multiple imputation or
expectation-maximization (EM) algorithm (Von Hippel, 2007).
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Preliminary analyses were conducted to determine the most appropriate LMM for each
outcome variable. Four different models were considered for best fit, including: (1) no random
effects; (2) random effect intercept and slope; (3) random effect slope; and (4) random effect for
intercept. The best model, according to Akaike Information Criterion (AIC), (Hastie et al., 2009) was
the model with the random effect for intercept. Thus, intervention effects were analysed using a
mixed effects model that predicted each outcome as a function of Group (intervention and control)
and Time (pretest, post-test and three-month follow-up), and the interaction between Group x Time.
The control group and the pretest measure were chosen as the reference category in order to compare
the effects of intervention across time.

As this was a pragmatic replication study, participant numbers in the intervention group were
determined by the number of students at the school who agreed to take part in the research. A control
group of a similar size was sought from three other similar schools. Post Hoc power analyses was
therefore calculated according to Twisk (2003) guidelines using the equation provided below, due to
its suitability for both longitudinal and cluster randomization studies. The equation was embedded
into an Excel document and sample size was calculated assuming a 1:1 ratio between the compared
groups(r), moderate intra-individual correlation between repeated measures coefficient of 0.5(p), a
small effect size of Cohen’s d .2(v), a setting power of .80(1- β) and a significance criterion of .05(α).
The calculations were guided by previous research using mixed models analysis (Albers et al., 2018;
Diedrichs et al., 2020; Sharpe et al., 2018).
N = (Z(1−α/2) + Z(1−β) )² σ² (r + 1)[1 + (T − 1)ρ]

⎯⎯⎯⎯⎯⎯⎯⎯⎯⎯⎯⎯⎯⎯⎯⎯⎯⎯
v²rT

The current study included 406 participants (intervention group = 198, control group = 208)
across four school clusters. The basic sample size required to detect significance of small effects at
the 5% level was 294 students per group. To account for school level clustering, an inflation factor
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based on a conservative intra-class correlation coefficient (ICC) of .01 was applied. This increased the
minimal sample requirements to 300 students per group. Therefore, this study is underpowered to
detect small effects, but well powered to detect moderate effects (Cohen’s d = .5, n= 47).
Participant attendance at DCM sessions was measured by including an additional question on
the post-test survey for intervention students. Students were asked to indicate whether they did or did
not attended each of the four sessions of DCM. A percentage of the total participant attendance rate at
each session is provided in Table 2.7 in the Results section to follow. Teacher fidelity to DCM
program content was measured by asking teachers to complete a checklist at the end of each session.
Table 2.10 provides details regarding teacher fidelity to program manual.
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Figure 2.1.
CONSORT diagram of recruitment and data collection

Recruitment
Schools approached (n=10)
Schools did not respond (n=3 )
Schools declined to participate (n= 3)
Schools agreed to participate (n= 4)

Schools non-randomized (n=4)

Allocation
Allocated to intervention (n= 198)
School (n= 1)
Year 8 classes (n= 10)

Allocated to Control (n=208)
School (n=3)
Year 8 classes

Pre-test
Pre-test (n=203, 97%)

Pre-test (n=188, 95%)

Intervention
Classes as usual

Dove Confident Me Program

Post-test
Analysed (n=180, 91%)

Analysed (n=172, 83%)

3-mth follow-up
Analysed (n=181, 91%)

Analysed (n=165, 79%)
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RESULTS
Characteristics of Participants
The initial sample involved 210 students in the intervention group and 222 students in the
control group. Any student who did not attempt to complete any of the three surveys by either
responding “no” at the start of the survey, leaving the survey blank, or not opening the survey link,
was removed from the sample. This involved 12 students from the intervention group and 14 students
from the control group, so the final sample consisted of 198 students in the intervention group and
208 students in the control group. Descriptive data was obtained at pre-test for 393 participants and is
outlined below in Table 2.4. It was assumed that the students who did not complete the pre-test
measure (n= 13), were absent from school on the day of data collection as these students completed
the subsequent data collection measures. Two students, one from the control group and one from the
intervention group, completed the descriptive questions on the T1 survey, but did not answer any
other T1 survey questions. However, both students did complete T2 and T3 surveys, so their data was
included in the analysis.
Participants were aged between 12-15-years with an average age of 13.3-years (SD=.49). The
majority of students spoke English at home (77.6%). Languages other than English spoken at home
included Chinese (2%), Japanese (1.2%), Mandarin (1.2%), Indonesian (1%), Greek (1%),
Vietnamese (.9%), Marathi (.7%), Urdu (.7%), Sinhala (.7%) and French (.7%). Overall, 21.7% of
students were born in a country outside of Australia, including Asia (Japan, China, Hong Kong,
Singapore, Malaysia, Vietnam) (4.4%), New Zealand (3.2%), the UK (2.9%), USA (.9%), PNG
(.6%), South Africa (.5%), Russia (.5%), Brazil (.2%), Indonesia (.2%), Sudan (.2%), The
Netherlands (.2%), Sri Lanka (.2 %), Poland (.2%), Pakistan (.2%), New Caledonia (.2%), Uganda
(.2%) and Cook Islands (.2%).
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Table 2.4.
Baseline participant characteristics. Values are (n, %).
Intervention
n= 198
Age

Control
n= 208

Total
n=406

12yrs

1 (0.5%)

2(1%)

3 (0.7%)

13yrs

133 (67.2%)

127 (61.1%)

260 (64.0%)

14yrs

55 (27.8%)

74 (35.6%)

129 (31.8%)

1 (0.5%)

1 (0.2%)

156 (78.7%)

162 (77.8%)

318 (78.3%)

Language other than English spoken at home

32 (16.2%)

42 (20.1.5%)

91 (22.4%)

Missing data

9 (5.1%)

4 (1.9%)

13 (3.4%)

15yrs
Born in Australia

0

Attrition
As shown in Table 2.5, 3.7% of data were missing across the groups at pre-test. Missing data
at post-test was 13.3% (n= 54), which increased slightly to 14.78% (n=60) at the 3-month follow-up.
Missing data was due to students being absent from school on the day of assessment, or a student
deciding to not complete the survey. Missing data were examined using Little’s Missing Completely
at Random test (MCAR; Little, 1988) and results indicated that the data were not missing at random,
x2 (597) = 730.67, p=<.001. Closer inspection of the patterns of missing data revealed an increase in
missing data for those variables positioned towards the end of the questionnaire, in addition to more
missing data in the control group compared to intervention group. Between 17-22 participants failed
to complete either T2 or T3 survey within the intervention group and 36-43 students did not complete
the T2 or T3 surveys from the control group. Overall, only 14 students did not complete both T2 and
T3 (e.g. dropped out after baseline) with three being from the intervention group and the remaining 11
from the control group.
A series of independent t-tests of the baseline data identified that students who dropped out
after baseline reported significantly greater internalization of the thin ideal, perceived sociocultural
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Table 2.5.
Frequency of students completing data collection and attrition rates at each Time.
n

Pre-Test

Post-Test

3-Month Follow-Up

Intervention

198

188 (5.06%)

180 (9.09%)

181 (8.59%)

Control

208

203 (2.41%)

172 (17.31%)

165 (20.68%)

Total

406

391 (3.7%)

352 (13.30%)

346 (14.78%)

pressures, social comparison, appearance-based talk, dietary restraint and barriers to life engagement,
alongside significantly less self-esteem, body esteem and body satisfaction, compared to those
students who proceeded with further data provision. An analysis of the intervention effects was
conducted both including and excluding the students who dropped out after baseline. As there was no
difference in any outcomes, results are presented using the included students who dropped out after
baseline data.
Attendance Rates for Intervention Program
Table 2.6 provides details of the intervention group’s attendance rates for each of the four
DCM sessions. Over 94% of the intervention group attended each session.

Table 2.6.
Participant attendance for each DCM session
Attended

Did Not Attend

%

%

95.58%

4.42%

Session 2: Media Messages

95.03%

4.97%

Session 3: Confront Comparisons

94.48%

5.52%

94.48%

5.52%

Session 1: Appearance Ideals

Session 4: Banish Body Talk
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Baseline Comparison of Scores of Intervention and Control Groups
Table 2.7 displays the means and standard deviations of untransformed data at pre-test, posttest and 3-month follow-up time for both the control and intervention group for each outcome
variable. A series of independent t-tests found significant differences between the intervention and
control groups at baseline on a number of variables. Specifically, the control group reported greater
social comparison (d= .45), appearance-based talk (d=.38), sociocultural pressure (d=.32) and
impairment in life engagement (d=.33) compared to the intervention group.

Table 2.7
Means, standard deviation, minimum and maximum of outcome variables by Time and Group
Intervention
n

M

SD

Control
Min

Max

n

M

SD

Min

Max

t(df)p

.87(389),p=.05

Self esteem
Pre-test

188

2.76

.59

1.33

4.00

203

2.71

.59

1.17

4.00

Post

178

2.82

.58

1.33

4.00

172

2.82

.64

1.17

4.00

3-mth

181

2.88

.59

1.50

4.00

165

2.83

.63

1.00

4.00

Body esteem
Pre-test

188

3.31

.88

1.11

4.94

201

3.14

.96

1.06

5.00

Post

178

3.35

.85

1.17

5.00

170

3.29

.95

1.00

5.00

3-mth

181

3.45

.80

1.00

5.00

165

3.35

.93

1.00

5.00

1.74(387),p=.08

Body appreciation
Pre-test

187

3.61

.84

1.63

5.00

197

3.51

.89

1.75

5.00

Post

178

3.62

.85

1.38

5.00

168

3.64

.90

1.38

5.00

3-mth

181

3.66

.80

1.50

5.00

165

3.65

.89

1.50

5.00

1.13(382),p=.25

Internalization
Pre-test

188

2.75

1.18

1.00

5.00

203

2.98

1.10

1.00

5.00

Post

179

2.59

1.18

1.00

5.00

172

2.81

1.15

1.00

5.00

3-mth

181

2.56

1.09

1.00

5.00

165

2.67

1.14

1.00

5.00

2.37

.81

1.00

4.92

201

2.76

1.00

4.83

-1.95(389),p=.05

Social comparison
Pre-test

188

.88

-4.49(387),p<.01
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Post

178

2.36

.81

1.00

4.00

169

2.60

.90

1.00

4.67

3-mth

181

2.33

.83

1.00

5.00

165

2.49

.96

1.00

5.00

Appearance Teasing Frequency
Pre-test

187

1.51

.80

1.00

5.00

200

1.65

.90

1.00

5.00

Post

180

1.52

.83

1.00

5.00

171

1.56

.86

1.00

5.00

3-mth

181

1.37

.67

1.00

4.00

165

1.56

.92

1.00

5.00

-.21(116),p=.83

Appearance Teasing Impact
Pre-test

187

1.10

1.31

1.00

5.00

200

1.41

1.57

.00

5.00

Post

180

1.29

1.52

1.00

5.00

171

1.26

1.45

.00

5.00

3-mth

181

.88

1.06

1.00

4.00

165

1.43

1.48

.00

5.00

-.06(115),p=.95

Appearance talk
Pre-test

187

2.00

.98

1.00

5.00

197

2.39

1.04

1.00

5.00

Post

178

2.07

.97

1.00

5.00

168

2.37

1.09

1.00

5.00

3-mth

181

1.97

.99

1.00

5.00

165

2.30

1.06

1.00

5.00

-3.76(382),p<.01

Dietary restraint
Pre-test

187

2.15

1.0

1.00

5.00

195

2.31

1.08

1.00

5.00

Post

178

2.05

.99

1.00

5.00

165

2.17

1.06

1.00

5.00

3-mth

181

1.90

.87

1.00

4.80

165

2.21

1.11

1.00

5.00

-1.52(380),p=.12

Perceived Sociocultural pressure
Pre-test

187

1.91

.86

1.00

4.50

200

2.22

1.04

1.00

4.83

Post

178

1.99

.91

1.00

4.75

168

2.07

1.02

1.00

4.67

3-mth

181

1.76

.81

1.00

5.00

165

2.01

1.01

1.00

5.00

-3.22(379.5),p<.01

Negative affect
Pre-test

187

2.16

.80

1.00

4.70

196

2.14

.79

1.00

4.80

Post

178

2.18

.78

1.00

4.50

167

2.05

.83

1.00

4.60

3-mth

181

2.24

.78

1.00

5.00

165

2.09

.81

1.00

4.30

.24(381),p=.80

Life engagement
Pre-test

187

1.31

.45

1.00

3.20

195

1.48

.55

1.00

3.60

Post

178

1.33

.52

1.00

3.30

165

1.44

.61

1.00

4.00

3-mth

181

1.25

.46

1.00

3.60

165

1.37

.55

1.00

3.90

Pre-test

186

4.36

.66

1.57

5.00

192

4.32

.70

1.57

5.00

Post

176

4.34

.76

1.57

5.00

163

4.38

.68

1.57

5.00

3-mth

181

4.29

.75

1.57

5.00

165

4.33

.75

1.57

5.00

-3.33(372.1),p<.01

Future plans
.44(376),p=.65
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Effects of the Intervention
Body Image and Self-esteem. As shown in Table 2.8, results indicated a significant change
across Time for self-esteem, body-esteem and body appreciation. Specifically, self-esteem, bodyesteem and body appreciation were significantly greater at post-test compared to pre-test for both the
intervention and control groups. Further, at the 3-month follow up, self-esteem, body-esteem and
body appreciation were also significantly greater, compared to pre-test, for both the intervention and
control group. There was no significant change across Group for the body image or self-esteem
outcome variables. The interaction between Time x Group was not significant for self-esteem, bodyesteem or body appreciation, indicating that these variables did not improve in the intervention group
in comparison to the control group.

Table 2.8
Effects of Group on body image and self-esteem outcomes across Time
Self-esteem
Predictors

𝛽

SE

Intercept

2.71

.04

Group (Treatment)a

.05

Time (Post)b

Body-esteem

Body appreciation

𝛽

SE

P2

𝛽

SE

<.001

3.13

.06

<.001

3.49

.06

<.001

.06

.397

.16

.08

.067

.10

.08

.223

.11

.03

<.05

.12

.04

<.05

.11

.05

<.05

.10

.03

<.05

.17

.04

<.001

.12

.05

<.05

-.05

.04

.242

-.08

.06

.160

-.09

.07

.185

Group x Time (Treatment x Follow-up)ab

.01

.05

.946

-.02

.06

.672

-.06

.07

.369

Random effect for intercept (Variance)

.25

.02

.62

.04

.52

.04

b

Time (Follow-up)

Group x Time (Treatment x Post)ab

p

p

Note: Reference categorya = Control, Reference categoryb = Pre-Test

Risk Factors, Life Engagement & Future Plans. As shown in Table 2.9, at baseline, the
intervention group reported significantly less internalization, social comparison, sociocultural
pressure, appearance-based talk and barriers to life engagement compared to the control group.
Results indicated a significant change across Time for internalization, sociocultural pressure, social
comparison, dietary restraint and life engagement. Specifically, internalization, sociocultural pressure,
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Table 2.9
Effects of Group on risk factors, life engagement & future plans across Time
Internalization
Predictors
Intercept

𝛽

SE

2.99

.07

Group (Treatment)a

-.22

.11

Time (Post)b

-.13

.06

Time (Follow-up)b

-.25

.06

Group x Time (Treatment x Post)ab

-.04

.09

Group x Time (Treatment x Follow-up)ab

.05

.09

Random effect for intercept (Variance)

.90

.07

Social comparison
p

𝛽

SE

<.001

1.64

.01

<.05

-.11

.02

<.05

-.04

.01

<.001

-.08

.01

.663

.04

.02

.546

.06

.02

.05

.01

Appearance talk

Sociocultural pressure
𝛽

SE

p

1.45

.02

<.001

<.001

-.10

.03

<.05

<.05

-.04

.02

<.05

<.001

-.06

.02

<.001

.082

.07

.02

<.05

<.05

.01

.02

.636

.07

.01

p
<.001

Teasing-Frequency

Teasing-Impact

Predictors
Intercept

𝛽

SE

p

𝛽

SE

p

𝛽

SE

p

1.51

.02

<.001

.16

.01

<.001

.25

.02

<.001

Group (Treatment)a

-.13

.03

<.001

-.03

.02

.079

-.06

.03

.088

Time (Post)b

-.01

.02

.790

-.01

.01

.291

-.02

.03

.557

Time (Follow-up)b

-.01

.02

.400

-.02

.01

.083

-.01

.03

.599

.388

.01

.02

.386

.06

.04

.106

.909

-.00

.02

758

-.06

.04

.130

.02

.01

.03

.01

Group x Time (Treatment x Post)

ab

.02

.03

Group x Time (Treatment x Follow-up)ab

.00

.03

Random effect for intercept (Variance)

.07

.01
Negative affect

𝛽

SE

1.44

.02

Group (Treatment)a

.01

.02

Time (Post)b

-.03

.02

Time (Follow-up)b

-.01

.02

Group x Time (Treatment x Post)ab

.03

.02

Group x Time (Treatment x Follow-up)ab

.04

.02

Random effect for intercept (Variance)

.05

Predictors
Intercept

Life engagement
p

𝛽

SE

<.001

1.20

.01

.826

-.06

.02

.079

-.01

.01

.407

-.04

.01

.180

.02

.02

.083

.02

.02

.03

.01

.01
Dietary restraint

Predictors
Intercept

𝛽

SE

p

1.49

.02

<.001

Group (Treatment)a

-.06

.03

.067

Time (Post)b

-.04

.02

<.05

Time (Follow-up)b

-.05

.02

<.05

Group x Time (Treatment x Post)ab

.01

.02

.709

Group x Time (Treatment x Follow-up)ab

-.02

.02

.391

Random effect for intercept (Variance)

.07
.01
Note: Reference categorya = Control, Reference categoryb = Pre-Test

Future plans
𝛽

SE

p

.19

.01

<.001

<.001

-.01

.02

.817

.252

-.01

.01

.545

<.001

-.01

.01

.666

.311

.01

.02

.934

.297

.02

.02

.390

.02

.01

p
<.001
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social comparison and dietary restraint were significantly lower at post-test compared to pre-test for
both the intervention and control group. Further, internalization, sociocultural pressure, social
comparison and dietary restraint were also significantly lower at the 3-month follow-up compared to
pre-test across both groups. There was also a significant change across Time for life engagement. At
the 3-month follow-up, barriers to life engagement had significantly decreased across both groups
compared to pre-test. There was a significant Time x Group interaction for social comparison and
perceived sociocultural pressure. Compared to the control group, students in the intervention group
reported significantly greater levels of sociocultural pressure at post-test compared to pre-test (d
=.30). Further, compared to the control group, students in the intervention group reported significantly
less reduction in social comparison at 3-month follow-up compared to pre-test (d =.20). There were
no significant Time, Group, or Time x Group interactions for future plans, negative affect or
appearance-based teasing frequency/impact.
Fidelity
Table 2.10 provides details of teacher fidelity ratings. At least six out of 10 teachers returned
the fidelity checklists for each session. Those checklists that were returned indicated that most of the
session content was covered with the exception of Session 5. In the final session, one teacher did not
tick any boxes for Session 5, however it is not clear whether this is due to not understanding this
checklist was on the other side of the page, or whether she did not have time to cover any of the
content.
Table 2.10
Teacher fidelity ratings
Session

Responses returned

Return %

Completion of Session Content

1

6

60%

60-100%

2

7

70%

85-100%

3

6

60%

100%

4/5

6

60%

Session 4- 100%
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Program Feedback
Student Feedback – Acceptability
Table 2.11 and Figure 2.2, provide the acceptability ratings obtained at Time 2 from the
intervention group (n=181) in regards to level of enjoyment, helpfulness, comfortableness and
importance of the DCM program, in addition to how well it was taught. Participants rated moderate to
high acceptability regarding comfort (M = 3.15, SD = 1.41) and teacher effectiveness (M = 3.10, SD =
1.40), moderate acceptability in regards to importance (M = 2.91, SD = 1.41), and low to moderate
acceptability regarding enjoyment (M = 2.22, SD = 1.14) and helpfulness (M = 1.90, SD = 1.14) of the
DCM intervention.

Table 2.11
Intervention group acceptability ratings for DCM program (1-5)
Not at

A little

Some

Much

all
How much did you enjoy these

Very

M

SD

Much

33.15%

31.49%

19.89%

11.60%

3.87%

2.22

1.14

51.38%

21.55%

16.57%

6.63%

3.87%

1.90

1.14

19.34%

12.15%

24.86%

20.99%

22.65%

3.15

1.41

16.57%

19.34%

24.31%

16.57%

23.20%

3.10

1.40

22.10%

19.89%

20.99%

18.78%

18.23%

2.91

1.41

lessons?
How much did the lessons help you
to feel better about yourself?
How comfortable did you feel taking
part?
How well were the lessons taught by
your teacher?
How important do you think it is for
young people to take part in lessons
like these?
Note: n=181
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Figure 2.2
Student acceptability ratings.
60.00%
50.00%
40.00%
30.00%
20.00%

10.00%
0.00%
How much did you
enjoy these lessons?

How much did the
lessons help you to
feel better about
yourself?
Not at all

How comfortable did How well were the How important do you
you feel taking part? lessons taught by your think it is for young
teacher?
people to take part in
lessons like these?

A little

Some

Much

Very Much

Student Feedback – Liked most/least
Table 2.12 and Table 2.13 provide details of a thematic analysis performed on the feedback
comments provided by participants at Time 2 from the intervention group. Participants were asked
what they liked the “most” and what they liked the “least” about the DCM program. As suggested by
Nowell et al. (2017) the thematic analysis began by reading the raw data a number of times in order to
become fully familiar with it, before being coded and subsequently combined into a number of
themes. The process followed was recommended by Nowel et al (2017) to enhance trustworthiness of
the data.
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Table 2.12
Intervention group feedback “What did you like most about the DCM program”
n

%

Left blank

41

21%

Nothing

25

13%

Example comments

“Nothing”

Program
Activities

7

4%

Group activities and watching videos.
The role plays.
Examples of real life situations.
I also liked the lessons where we would act out scenarios because it
showed a fun and interactive way of understanding the concepts.

Videos

28

14%

I liked the videos they showed in the class because I believe that
some of them directly related to students in some ways.
The videos we watched were very interesting.
The videos were also cool and interesting
That we watched videos showing different scenarios. These were
helpful as sometimes it is easier to see how the situation pans out.
We got to watch short videos and do interactive things.

Interaction/ sharing
/discussion

37

19%

How open everyone was to discussion instead of the teacher talking
all the time.
Knowing that everyone is in the same boat and there are lots of
teenagers that feel the same way as I do and have the same views.
Also knowing that I am not being judged and I am around people
who care about me.
I liked that the opinions of others can always be voiced. In our
class, we had controversy and everyone had a chance to give an
opinion on the lesson, topic or conflict.
That we could talk about how we thought on the topic and were
able to speak our minds and our opinions.
They were helpful to hear if other girls had the same problems as
you.
Learning about how others feel and what you say can affect them.
The group work or talking to a partner.

Learnt
Media literacy

6

3%

We got to see how much effort really goes into a poster advertising
something for example. The amount of behind the scenes makeup,
hair, lighting and photoshop that is done is astounding.
It showed us what people look like before and after a photoshoot
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and it showed us what people think about themselves.
Comparisons

6

3%

They taught us that we don’t need to compare ourselves to other
people in magazines etc. because no one is perfect and even models
and movie stars take ages to perfect along with changes on
photoshop.

Acceptance

9

5%

They showed that you should just be yourself.
That they showed that you are beautiful just the way you are.

Information/strategies

13

7%

I liked the different aspects of the lessons, the different tactics they
used to teach us
I liked the way that it addressed the issues. The program did not
"sugar coat" what some people think of themselves
The program also highlighted that some girls or boys feel obliged
to look or do certain things.
That the topics that I don't like to talk about are being confronted
Good to learn something unique and that is a big issue for some
people in the world

Improved selfconfidence

3

2%

That they encourage you to think right about yourself, and
disregard others that bring you down.
Confidence building.

Delivery & Experience
Teacher

7

4%

An enjoyable teacher that is easy to talk to.
We had a good teacher
How fun my teacher made it but also made it serious at the same
time

Relaxing

18

9%

That it was very relaxed and a comforting environment.
That it was chill and we didn't actually have to do work.
That they were a break from the other subjects which we actually
did work in. (it was really chill).
They were really relaxing.
It was more relaxed than other lessons and my teacher was really
good and nice.
The lessons themselves were pretty relaxing.

Fun/enjoyable

7

4%

Fun activities.
They were fun.

Atmosphere/ felt safe

16

8%

I liked that it was a comfortable space and I felt like I wouldn't be
judged on my opinions. I felt safe.
I liked that we could all share in an environment where no one
would be rude or hurtful to one another.
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I liked that the conversations were open and no one was
judgmental.
The lessons where not all personal and it was a safe environment.
Note. n=195. %=percent of comments provided

Table 2.13
Intervention group feedback “What did you like least about the DCM program”
n

%

Example comments

Left blank

45

24%

Nothing

8

4%

“Nothing”

Everything

15

8%

“Everything”

Program
Boring/

56

29%

Repetitive

It got boring because we were taught basically the same principles
in every lesson.
The lessons could be slightly boring and the videos/powerpoints
were not very attention grabbing.
I didn't learn much and it was really boring and not many people got
benefits out of it.

Activities

2

1%

The role plays.

Worksheets

16

8%

Having to write things down in the booklets.
Filling out worksheets

Didn’t learn anything
new

7

4%

It’s all stuff that we have been told before. Since we're older now,
telling us to just stop talking about our bodies isn’t going to work.
It was pointless.
Standard facts we've all heard before that don't make an impact on
me

Approach/content

16

8%

The examples were so cheesy and unrealistic.
That people compare themselves to fake images.
They weren't very helpful because despite what anyone has to say
about body confidence it isn't gonna change how i feel about myself.
What I liked the least about the lessons was that it didn't really help
me accept my body more, it was kind of boring. And when writing on
the diagrams on what we would like to have on our body, that just
reminds us that we don't have those attributes on your body and for
me, that made me more miserable and self - conscious and isn't that
the opposite to what these lessons should be teaching young people?
Personally, the way the message of self - acceptance was preached
was not the best way I think. It delivered the message in a non useful
way.
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Videos

1

.5%

Videos were very fake

Delivery
Teacher

14

7%

She did not know what she was talking about and was saying it’s no
good to be skinny.
How the teacher thought she knew everything about it but she didn't.
The teacher treats it like it’s compulsory and is important for every
person and thinks that it applies to everyone.
How annoying the teacher was and how she pushed her stupid views
on people.
It was uncomfortable talking to the teacher - get a senior student to
hold lessons.

Body image topic
Having to talk about
body image

21

11%

It was a bit awkward to think about the things you don't like about
yourself and think of things that you liked.
Having to be open and expected to take part, even if you felt
uncomfortable - "penalised" for the stereotypes of other teenagers.
No choices on whether you want to participate or not - Did not help
at all.

Made me feel worse

11

6%

I felt that the lessons weren’t very affective with helping us deal with
the problems covered. Sometimes, I even thought that the lessons
were making the problems worse.
They made me feel worse about myself about how i want to lose
weight by getting 'stop losing weight, be happy' shoved down my
throat didn't help. I hate talking about my body or just weight in
general since it just makes me feel even worse about myself and it's
just annoying.
It made me feel self-conscious about myself.
This program made me feel bad about my body and made me have to
pick out flaws in your body and in yourself and it dug up some old
insecurities that I thought I had gotten over and made me feel
extremely bad about myself and it made me feel really stupid and
worthless. So i think this program is stupid and makes students feel
uncomfortable about their body and the flaws in their body.

Assumptions

12

6%

The fact that makeup and other aesthetics are portrayed solely as
bad even though I do not wear makeup or special clothes people
shouldn’t be judged just because they do.
I felt they were untrue about a lot of people and made a lot of
assumptions.
The assumption that all of us were unhappy about our bodies

Note. n=195, %=percent of comments provided
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Several themes emerged including program content, delivery, atmosphere and the experience
of discussing body image. While 13% of comments said they did not like anything about the program,
21% described the experience as “fun, relaxing and safe”. Close to a third of the comments (29%)
described the program as “boring and repetitive” and 17% detailed feeling uncomfortable about
discussing body image and felt the program was a negative experience. The emerging themes
regarding program content suggested students enjoyed the videos and the opportunity to share
thoughts and interact with their peers during the lessons, but they disliked completing the worksheets.
Strength of relationship with the teacher emerged as an important theme with students indicating this
was their most liked or least liked part of the program.
Teacher Feedback- Ratings
Teacher feedback ratings about the DCM program obtained at Time 2 is presented in Table
2.14. While teachers agreed the training was adequate, they felt confident delivering the lessons, and
the material was developmentally appropriate, close to a third suggested the program was neither
engaging nor effective.

Table 2.14
Teacher feedback ratings about DCM program
Strongly
disagree
The training was adequate in preparing me to teach the program

Disagree

The format of the lesson plans was easy to use

14%

The material was developmentally appropriate for Yr 8 girls

14%

The program was engaging for the students

14%

The program was effective in enhancing body image in students

Strongly
agree

57%

29%

14%

71%

14%

14%

57%

14%

43%

43%

14%

14%

43%

14%

29%

29%

29%

14%

29%

71%

14%

14%

43%

14%

14%

14%

57%

14%

The program was the appropriate length

I would teach this program again

Agree

14%

I felt confident in delivering the lessons

I think the school should implement the program again

Neutral

14%
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I would recommend this program

29%

14%

43%

14%

Note: n=7

Teacher Feedback- Comments
Feedback comments obtained from teachers at Time 2 are provided in Table 2.15. A number
of themes emerged regarding the resources, engagement of students and delivery. Teachers described
the manual as complex, suggested the program was difficult to complete in the timeframe allocated
and advised modifications to enhance student engagement.

Table 2.15
Teacher feedback comments regarding DCM program.
Manual/Resources
The manual was very long
The manual was too complex/not user friendly
The lesson plans contained too much information-a simplified version would suit me
I found the lesson plans were wordy but I think they had to be. I enlarged the font to make them easy to follow
There was a lot of information to get through which restricted good discussion
There was a lot to cover in some lessons and I found it difficult to get to everything
The length of the individual sessions was a real challenge as there was a bit too much to get through
If the program was any longer, it would be too much
The training was held too far in advance of teaching the sessions

Engagement
My class found it boring
The program was not interactive and not engaging
Some sessions were engaging, but not all
The message was understood but too repetitive
I would recommend running a program like this with girls this age but an improved, more engaging version. All
the ideas are very good there is just the need to make it more appealing to students.
There was not a lot of variety in activities. I felt I needed to supplement the program.
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I would not recommend the program. It needs updating. The Dove clips on Youtube are so helpful, but they are
not utilized.
I think the dynamics of the group had a significant impact on engagement levels
I would do the program again but with modifications/enhancements or a change of conditions. The ideas are
good and it is relevant to the girls.

Delivery
I think the program raised the issue of body image and invited the girls to start thinking about it and be more selfaware
The program would be more effective if taught to a class the teacher knew
One lesson a fortnight meant that girls had often forgotten what was discussed in the previous lesson
Students tended not to be too invested in the “champion for change” activities
The class I taught was very challenging and did not always engage appropriately with the course
The students were restless by the last session (although that may have been due to the end of the Term/Year).
Maybe running the program earlier in the year would help and with students who you already know and have a
good relationship with.

DISCUSSION
The study conducted an independent replication and evaluation of Dove Confident Me, a
globally distributed universal classroom-based body image program developed for co-educational
populations. Heeding calls for rigorous and independent evaluation of existing programs under varied
conditions, the study sought to determine the effectiveness of DCM with a population likely to be
attracted to its implementation. The first evaluation of DCM with a selective population outside of the
UK, the study sought to contribute to the mounting research investigating the feasibility of schoolbased body image programs being delivered by teaching staff as opposed to researchers.
Overall, the findings did not support the hypothesis that DCM effectively improved body
image or eating disorder risk factor outcomes for participants at post-test or follow-up compared to a
control group. These findings are consistent with those recently reported by Atkinson (2021). Results
revealed that following the intervention, self-esteem, body-esteem and body appreciation were
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significantly greater in both the intervention and control groups. Further, across both groups,
internalization of the thin-ideal, perceived sociocultural pressure, social comparison and dietary
restraint were significantly less at both post-test and 3-month follow up, while barriers to life
engagement was significantly reduced across both groups at the 3-month follow up compared to pretest. There were significant intervention effects for social comparison and sociocultural pressure, but
not in the direction hypothesized. Although improvements in both intervention and control groups are
not an uncommon trend in research (Baranowski & Hetherington, 2001; McVey et al., 2003a, 2003b;
Smolak & Levine, 2001b; Smolak et al.,1998a, 1998b), the current findings are somewhat
inconsistent with the initial research trials. Initial evaluations of DCM with co-educational samples
from the UK reported significant improvements in body esteem following participation in the both the
single-session (Diedrichs et al., 2015) and 5-session programs (Diedrichs et al., 2020), while the
DCM replication conducted in Portugal reported significant improvements in body esteem for girls at
post-test (Torres et al., 2018). Although, the positive improvements in body esteem reported in these
trials were associated with relatively small effect sizes, they were maintained to the 7-week follow-up
for the single-session DCM version (Diedrichs et al., 2015) and 6-month follow-up in the 5-session
DCM version (Diedrichs et al., 2020). Further, while the 5-session DCM trial reported girls
demonstrated significantly less appearance-based teasing at 6-months, maintained at the 12-month
measure (Diedrichs et al., 2020), the current study revealed less frequency of appearance-based
teasing from pre-test to 3-month follow-up and less impact in the DCM participants, yet it did not
reach significance. A longer follow-up measure may have revealed results consistent with Diedrichs
et al. (2020). The single-session DCM trial reported significant reductions in negative affect, dietary
restraint and barriers to life engagement at post-test maintained at 7-week follow-up (Diedrichs et al.,
2015). Contrary to Diedrichs et al. (2015), the current study’s significant reduction in life engagement
from pre-test to 3-month follow-up, and dietary restraint from pre-test to post-test maintained at 3month follow-up, occurred across both the intervention and control groups, and as such, are not
considered an outcome of participation in DCM.
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Unexpectedly, similar to that reported by Torres et al. (2018), the findings revealed a result in
the opposite direction to that hypothesized. Participants in the intervention reported significantly
greater levels of perceived sociocultural pressure at post-test, compared to the control group.
Interestingly, a similar result has been reported previously in the literature by Diedrichs et al. (2015)
and Wilksch et al. (2015) using the same scale to evaluate the single-session DCM intervention and
modified HBM. Akin to the current study, Diedrichs et al.’s (2015) effect sizes were small and the
finding was not maintained at follow-up. The researchers suggested that the sociocultural pressure
scale used was in fact measuring an awareness of sociocultural pressures, rather than feelings of
distress (Diedrichs et al., 2015). Thus, as the current study used the same scale, the finding may be a
result of increased participant awareness of sociocultural pressures following participation in DCM,
due to the program’s focus on teaching students to recognize these appearance-based pressures.
Of interest, is the finding of significantly less social comparison in the control group
compared to intervention group at both post-test and 3-month follow-up. However, closer
examination reveals that this finding was likely due to a marked decrease in social comparison in the
control group rather than a significant increase in overall levels of social comparison in the
intervention group. In fact, both groups demonstrated a significant decrease in social comparison
across time, yet the control group had significantly greater levels at baseline compared to the
intervention group. Thus, there was likely more capacity for reduction in the control group compared
to the intervention group.
Acceptability of the DCM program with the selective population of Australian Year 8 girls
and their teachers was mixed. Intervention group feedback indicated that while the majority of
students felt comfortable participating in the program (68.5%) and felt their teacher had taught it well
(64.1%), half of the students (51.3%) did not feel the lessons helped them feel better about
themselves, and 64.6% indicated minimal to no enjoyment participating in the program. Overall,
teacher feedback was positive, however, teachers did provide suggestions for enhancing the materials
and delivery. Both teacher and student feedback highlighted the importance of a strong student-
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teacher relationship to successful implementation of body image programs. Participant feedback
regarding teachers appeared polarized, with students providing feedback that was either very positive
or highly critical. As such, relationship with teacher emerged as an important contributor in respect to
participant’s experience of the program. Despite this, participants indicated moderate to high
acceptability regarding both teacher effectiveness (M = 3.10) and comfortability (M = 3.15), so this
may not have had a significant impact on overall results.
Student engagement with the intervention program appeared limited. Participant feedback
comments offer some insight into possible reasons for this. The most frequent comment (29%)
involved participants describing the program as “boring” or “repetitive”. Teachers verified this lack of
student engagement. While 57% of teachers rated the program as engaging for students, their
feedback comments indicated that students found the program “boring” and “repetitive”, and that
students appeared restless towards the end of the academic school year. There are noticeable
discrepancies when comparing the current acceptability findings with those obtained by Diedrichs et
al. (2020). Participants in the Diedrichs et al. (2020) study rated DCM moderate to high in regards to
enjoyment (M =3.04), effectiveness (M =2.91) and importance (likelihood to recommend the
intervention to friends) (M =3.91), whereas participants in the current study rated enjoyment (M
=2.22), effectiveness (M =1.90) and importance (M= 2.91), as low to moderate.
Aspects of the intervention participants reported to enjoy included having a “relaxing” lesson,
watching the videos and having the opportunity to interact with their peers, both sharing their views
and hearing that of their classmates. Despite this, students were critical of the worksheets and the way
some of their teachers delivered the program. While many students commented that the environment
felt “safe, relaxing and comfortable”, others provided feedback describing feeling pressured by the
teacher and finding the experience negative. Thus, it appeared that some students felt uncomfortable
engaging with their teacher in relation to the program content. Over 30% of participant comments
related to feeling “uncomfortable”, “worse” or more “self-conscious” regarding their body image due
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to feeling the programs’ content or delivery was judgmental, made assumptions, or had an unhelpful
approach. While there has been previous debate regarding the potential dangers of school-based
eating disorder prevention programs (Carter et al., 1996; Cohn & Maine, 1998; Mann & Burgard,
1998), we must continue to mindful of possible iatrogenic effects. Close examination of the body
esteem, body satisfaction and self-esteem variables indicates that each one increased within the
intervention group at both post-test and 3-month follow-up. Thus, there was no evidence that the
intervention resulted in harm (Sharpe et al., 2013). However, participant feedback comments provide
insights that may have been missed if relying on quantitative data alone. As such, current findings
highlight the importance of providing careful follow-up for those participants who may require it after
engaging in interventions focusing on body image topics.
The findings add to the expanding field of research involving teacher-led delivery of schoolbased body image programs. Despite outcomes not supporting the hypotheses, 85% of teacher
feedback indicated they felt confident delivering the intervention and 71% agreed they would teach it
again. While there were issues regarding student-teacher relationship, participants rated teacher
effectiveness as moderate to high (M= 3.10). Teacher feedback comments mostly related to the
complexity of the manual, the length of the lesson, or timetabling issues. There was no indication that
teachers felt a lack of ability to teach body image content, yet despite their self-reported confidence
with the program, it is evident from participant feedback that some teachers may not have fully
understood the etiological approach embedded within DCM (e.g. “She (teacher) did not know what
she was talking about and was saying it’s no good to be skinny”). Thus, additional training and/or
ongoing monitoring and support throughout the implementation period appears beneficial.
Explanation of Findings
There are a number of possible explanations for the lack of positive outcomes following
participation in the intervention program including age of participants, floor effect, lack of fidelity and
poor engagement with the intervention.
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Participants in the current study had a mean age of 13.3 years, which is 1-2-years older than
participants used in the initial trials (Diedrichs et al., 2020; Torres et al., 2018). While closer in age to
typical onset of an eating disorder (Stice & Van Ryzin, 2019), when delivering school-based universal
interventions, a focus on younger students 12-13-years has been suggested (Yager et al., 2013). Thus,
the failure to provide consistent results with previous evaluations may indicate that the DCM program
is more suitable for younger students. Support for this is evident in the null findings reported by
Atkinson (2021) when examining DCM with 13-14-year old students. The discrepancy in
acceptability ratings between the current sample and the Diedrichs et al. (2020) trial provides further
support for this explanation. Wilksch et al. (2015) reported a similar outcome in their trial of a
modified HBM intervention. The researchers suggested that their failure to produce consistent results
with the previous evaluations of HBM (Richardson & Paxton, 2010; Bird et al., 2013) might have
been due to using an older sample of participants (Wilksch et al., 2015). Further, there is evidence to
suggest a stable trajectory of body dissatisfaction and body esteem from mid-adolescence to
adulthood, proposing a critical period for malleability, or intervention and prevention being prior to
the age of 11-years (Lacroix et al., 2020; Wang et al., 2019). Therefore, the current sample may not
have produced the same improvements in body esteem as previous trials due to their older age.
Moreover, the previous trials have involved state-funded schools, with an average or below national
average portion of students with special educational needs. Whereas, the intervention school is a
private independent school with a strong academic focus and is one of the top performing academic
schools in the state. Thus, it could be that the program was too simplistic for students in the final
Term of Year 8 and this may have contributed to their poor engagement with the intervention
Examination of the baseline measurements in the current study revealed that many
participants scored within the normal range on a number of measures. Therefore, there may have been
a floor effect occurring and consequently, participants had little scope to improve their scores. This is
not uncommon in prevention research when using a selective or universal population (Schwartza et
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al., 2019; Torres et al., 2021; Watson et al., 2016). Moreover, while the current sample was selective,
the finding supports evidence that universal programs are more effective when participants have
higher baseline levels of pathology than for the overall sample (Stice et al., 2007; Wilksch, 2014).
The current study limited the follow-up period to 3-months. However, Diedrichs et al. (2020)
conducted 6, 12, 24 and 36-month follow-up measures, and reductions in the risk factor of
appearance-based teasing frequency was not revealed until 6-months. Had the current study
conducted longer follow-up measures, intervention impacts may have been revealed. However, as the
study was conducted in the final Term of Year 8, the follow-up data collection occurred at the start of
the following school year, when students were in Year 9. Therefore, extending follow-up measures
would have required accessing participants throughout Year 9 and this may have proved problematic
as results indicated there was more missing data evident in the control group at the 3-month data
collection (20.68%) compared to the intervention group (8.95%). Further, the discrepancy between
missing data at the 3-month follow-up time point, was not considered to be missing at random. While
this was likely due to differences in organizational demands between the intervention group (one
school) and control group (three schools), it highlights a potential obstacle regarding retention with
long-term follow-up measures.
A lack of engagement with the DCM program may have contributed to poor outcomes in the
current study. Engagement appeared hindered by poor student-teacher relationships as well as by both
program content and delivery. Firstly, in regards to the student-teacher relationship, it was not
possible for teachers to deliver the intervention to students they had a relationship with. While some
students were very positive about their teachers, a number provided quite negative comments
regarding their teachers’ delivery of DCM. Due to a timetable issue, teachers were assigned to classes
that included students they had never met, nor taught previously prior to the first session of DCM.
Educational experts suggest that strong student-teacher relationships facilitate increased engagement
and learning (Hattie, 2009; Martin & Collie, 2016). Thus, the lack of student-teacher relationship for a
portion of students in the study appears to have inhibited engagement with the program. This
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explanation appears endorsed by teacher feedback, with one commenting, “the program would be
more effective if delivered to students I knew”. Thus, while highlighting an effect of conducting
research in a real life setting, it can be avoided in future.
Secondly, student engagement may have been hindered by both the content and delivery of
the program. The intervention was scheduled into the final Term of the school year. One teacher
commented that students appeared “restless”. Further, in previous trials, DCM was delivered on a
weekly basis, whereas in the current study the program was delivered fortnightly. The extended length
of time between each session may have prevented students from engaging. Further, due to constraints
with the timetable, only four sessions were available to deliver the 5-session program. Thus, session 4
and 5 needed to be shortened and condensed. Consequently, it was not possible to deliver the
intervention in its entirety.
Participant feedback indicated that 33% of student feedback comments indicated that the
content was “boring” or “repetitive” and they did not learn anything new. Participants said they
enjoyed the classroom discussion, but criticized the worksheets. It is possible that some participants
may have struggled to engage with the program due to the requirement to complete worksheets. The
program was designed for a UK audience and as such, some of the content included in the videos and
visuals may not have resonated with Australian adolescent girls. For example, the videos, while
enjoyed by the students, included strong UK accents. The visuals included representations of
Caucasian and black British girls and boys, whereas the intervention school comprised of
predominately Australian Caucasian, Asian and South Asian populations. Given the DCM program
involves body image, it is possible thinking about this topic while viewing visuals representing a
different gender and race to oneself, may inhibit one’s capacity to engage with the core concepts.
As the ten lessons were taught at the same time, it was not possible for the researcher to
observe delivery of lessons to measure teacher fidelity. While fidelity measures indicated teachers
adhered to most of the content, less than 70% of teachers returned the checklists. Further, on the final
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feedback survey a number of teachers reported running short of time while delivering the program
and thus not being able to complete all activities. Thus, the lack of positive outcomes may be due to a
lack of teacher fidelity to program. Of concern, is that one teacher commented she had to
“supplement” the program due to a lack of variety. It is unknown what this specifically involved,
however teacher fidelity to program content is questionable.
Students indicated that the most enjoyed aspect of the program was the opportunity to share
and discuss thoughts about body image with their peers. This is a common teaching approach
embedded within the intervention school and research supports that peer interaction is conducive to
learning, particularly in girl’s schools (Younger, 2016). However, when considering fidelity to a
manualized program, the approach, whilst preferred by students, likely creates significant variation
between classrooms and potential deviation from the prescribed program manual. Given some
teachers indicated that they ran out of time to complete lesson content, some classes might have
become sidetracked with discussion, and thus not adhered closely enough to manual content to see a
reduction in eating disorder risk factors.
Implications
The current study provides insight into the implications of global dissemination of schoolbased programs by examining a universal co-educational intervention under diverse delivery
conditions. While the results suggest that the DCM intervention did not effectively improve body
image or reduce eating disorder risk factors in a selective population of Australian Year 8 girls, it did
provide some additional understanding about the practicalities of delivery of a widely disseminated
program by teachers and suggest future directions in regards to utilizing universal interventions under
diverse conditions. Such findings help us to understand the potential difficulties with traversing
country and culture in regards to wide-scale disseminated universal prevention programs.
The comparatively reduced participant engagement with DCM highlights the importance of
creating interventions that resonate with the audience and further provide insight into the impact
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culture and gender may have on outcomes. Diedrichs et al. (2020) explained that DCM was cocreated in collaboration with adolescents themselves. Given cross-cultural research indicates a
number of differences in psychological constructs between cultures (Gattario et al., 2015) one cannot
assume that Australian adolescents will be the same as those from the UK. Thus, one of the
implications emerging from the current findings is that DCM requires modification in order to better
suit a selective sample of Australian girls. Prior to dissemination, it may be necessary to conduct codesign procedures with each new population to ensure the effectiveness of the intervention.
The results add support to task-shifting delivery of school-based body image programs to
teachers. This is important given the obstacles to wide-scale dissemination of expert-delivered
programs. However, the findings draw attention to the importance of facilitator competence and
richness of student-teacher relationship. While teachers felt confident and capable of delivering the
DCM intervention, participant feedback highlighted the importance of teachers possessing a
competent understanding regarding the etiological theory behind DCM. The implications of this
suggest that teachers who deliver body image programs may require additional monitoring, training or
support in order to ensure that the intervention’s messages do not become lost in delivery.
Interestingly, since the initial DCM trial by Diedrichs et al (2020), additional teacher training videos
have been developed in order to provide more comprehensive support and training for teacher
facilitators. The strength of student-teacher relationship also made a significant contribution to
participant enjoyment of the program, thus highlighting the need for teachers delivering DCM to have
a pre-existing relationship with their students.
While there was no evidence to suggest participation in the intervention was harmful,
feedback comments revealed the importance of ensuring participants had ongoing support should they
need it. Body image can be a sensitive topic, particularly within a selective group. Further, given the
propensity for participants to engage in classroom discussion, and perhaps veer off manual, there is
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potential for some students to become distressed. As is best practice in most schools when covering
wellbeing content, it is important that participants have avenues for follow-up support available.
Strengths and Limitations
The current study has multiple strengths. Firstly, it provides a pragmatic program delivery
and study replication responding to calls within the field for independent replication of interventions
prior to wide-scale dissemination, trialed in different countries and using endogenous presenters (Ciao
et al., 2014; Wilksch, 2014). The fact that the researcher was based at the intervention school
provided unique insights throughout this study to the complexities of marrying research
recommendations with real-life restrictions. Further, the study fills gaps in the literature concerning
the utility of implementing universal intervention programs with diverse populations and contributes
to the growing research on engaging endogenous facilitators for body image prevention programs.
The extent of participant feedback obtained and analysed is a strength of the study as it provided
unique insights regarding participant’s experience, which would not have otherwise been captured.
The study also has a number of limitations in regards to program delivery and data collection.
Firstly, with respect to program delivery, it was not possible to comprehensively evaluate teacher
adherence to program content as fidelity measures relied on teacher report rather than researcher
observation and assessment. While up to 70% of teachers indicated they adhered to the manual, it is
possible that teacher fidelity was not adequate across all ten teachers. Teachers agreed they felt
confident delivering the lessons, however the provision of DCM teacher training was conducted five
weeks prior to implementation of the intervention. Hence, the delay between training teachers to
deliver the program and implementation may have compromised teacher delivery. Given a number of
teachers indicated that the manual was wordy, complex and difficult to follow, ongoing teacher
training and support during the implementation phase may have enhanced teacher delivery
competence. Finally, the delivery of the program may have been hampered by fortnightly lessons
instead of weekly and the restriction of only having four sessions available, instead of the prescribed
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five. While this is illustrative of conducting research in real-life settings (Atkinson, 2021), it does add
a limitation to conducting an independent replication of the effectiveness of DCM.
Secondly, in regards to data collection, there were inconsistencies regarding missing data at
the 3-month follow-up period. Specifically, more missing data was evident from the control group
compared to the intervention group. This may have been a consequence of the control group
comprising three different schools and subject to more organizational variables than the intervention
group. However closer scrutiny of the date revealed that Control Group C, had the most missing data
at Time 3 data collection. The fact that the researcher did not travel to Control Group C to assist with
the data collection, may provide an explanation for the discrepancy. Atkinson (2021) has discussed
the issues regarding real-word conditions and the difficulties with managing multiple schools,
including fortnightly lessons and untrained substitute teachers delivering DCM, thus these can be
common issues experienced in real-life contexts. Finally, study was well powered to detect medium
effects, but slightly underpowered to detect small effects. Research examining universal school-based
interventions for anxiety have reported small effect sizes at the 12-month follow-up (Waldron et al.,
2018). Therefore there may have been smaller, but still significant changes on outcome measures in
the current study that did not emerge clearly due to insufficient participant numbers to confirm the
changes.
Recommendations
In light of the findings, a number of recommendations emerge that could enhance the
independent replication and evaluation of the effectiveness of DCM with this population1. The intervention could be delivered to younger students, perhaps in Year 7, or earlier in Year 8.
Introducing the program earlier in the academic year may have the added benefit of reducing the
student restlessness observed in Term 4, possibly enhancing engagement.
2. Ensuring teachers deliver the program to students with whom they have a relationship would
likely enhance student engagement and learning, while overcoming a major design flaw.
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3. Improving teacher competence with delivery of the intervention via repeated practice and ongoing
guidance and support is likely to facilitate increased adherence to the program content.
4. Modifying the program to better suit an Australian audience of adolescent girls may enhance
enjoyment and engagement. Suggested modification might include reducing reliance on
worksheets and including visuals and video content from Australia that may resonate more with
female participants.
Conclusion
The study aimed to evaluate the DCM program delivered by teachers to a selective population
of Australian Year 8 girl’s. Specifically, the aim was to determine whether a universal intervention
designed for a UK based co-educational audience, remained effective when delivered to girls in a
single-sex Australian school. Further, the study sought to independently replicate and extend upon
previous trials of DCM to provide support for its wide-scale dissemination. While there were a
number of improvements, most occurred across both the intervention and control groups. As such, the
findings failed to support the hypotheses that Year 8 girls participating in DCM would report
significant increases in a number of body image outcomes, alongside significant decreases in eating
disorder risk factors compared to a control group.
The results, while discouraging, highlight the complexities of wide-scale dissemination in
real-world settings. Due to a number of limitations, including lack of teacher competence, lack of
student engagement, insufficient student-teacher relationship and underpowered sample size, the
reasons behind the null outcomes remain unclear. Thus, further research is recommended in order to
clarify the requirements of successful dissemination of DCM within a variety of contexts and
countries.
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CHAPTER 3
STUDY 2: REPLICATION OF A MODIFIED VERSION OF DOVE CONFIDENT ME
OVERVIEW
This chapter introduces the first phase of Study 2, conducted in 2018. Chapter 3 will provide
an overview of Study 2, followed by a description of the methods and results, before concluding with
a discussion of the findings. The second phase of Study 2 is outlined in Chapter 4, with the
cumulative impact of both phase one and two of Study 2 explored in Chapter 5.
The Current Study
The findings obtained in Study 1 (outlined in Chapter 2), indicated minimal improvement in
body image following participation in the universal classroom-based body image program Dove
Confident Me (DCM) by a select group of Year 8 students at a girls’ school. Following teacher and
participant feedback from Study 1, slight modifications were made to DCM in order to better suit the
students in the school where the study was conducted. Thus, Study 2 expands on previous research
conducted in Study 1 by re-examining a modified version of DCM for Year 8 girls. In addition, Study
2 expands upon Study 1 by complimenting delivery of the modified DCM with a specific initiative for
mothers, the aims, methods and results of which are discussed in the following chapter (Chapter 4).
In Study 1, participant acceptability ratings in regards to enjoyment and effectiveness of the
DCM program were low. Further, both teacher and participant feedback indicated limited engagement
with the program as evidenced by comments describing DCM as “boring” and “repetitive”.
Participants reported they did not like completing the worksheets but did enjoy the opportunity to
engage in discussion with peers. Teachers said the manual was complex and they found it difficult to
cover the material in each lesson. As the DCM visuals and videos were developed for a coeducational UK audience, some did not appear to resonate with Australian adolescent girls. Thus,
teachers suggested that the program be updated and enhanced, before being delivered again, to
enhance its appeal to students. The modifications suggested by teachers included increased variety,
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updated video content and prioritising student interaction over worksheet completion. It was thought
that the low acceptability ratings, together with reduced participant engagement and a lack of studentteacher relationship might have contributed to the null findings in Study 1. Thus, there was
justification to modify the DCM program and repeat the study after addressing such concerns.
By modifying the DCM program, the current study further acknowledges the way schools are
likely to use globally disseminated classroom-based programs. Teachers differentiate curriculum,
including wellbeing curriculum, to suit the needs of the students in their class. In reality, few schools
can implement wellbeing interventions exactly as prescribed by researchers. Unfortunately,
timetables, class sizes, external assessments, school camps, teacher illness and even fire drills present
daily, often unpredictable obstacles, for teachers. Thus, schools require short-term easily implemented
interventions that they are able to mold to the needs and culture of their own students.
The major objective of the current study is to determine whether a modified version of DCM
will be effective within the real life setting of an Australian girl’s school. Further, student engagement
with the intervention, in addition to acceptability of enjoyment, helpfulness and importance of the
program will be examined. Thus, Study 2 will build upon Study 1 by endeavoring to provide insights
firstly, to research considering global dissemination of school-based body image programs, and
secondly to schools deciding on which programs to implement and how to do so.
Research Aims
1. Evaluate the effectiveness of a modified version of the universal school-based body image program
Dove Confident Me delivered by teachers to a selective population of Year 8 girls attending an
independent girls’ school in Australia, in improving participants’ body esteem, body satisfaction,
internalization of thin-ideal, perceived maternal pressure, perceived sociocultural pressure, social
comparison, appearance conversations, self-esteem and dietary restraint.
2. Examine participants’ acceptability ratings of the modified version of DCM regarding enjoyment,
helpfulness, comfortableness and importance of program.
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Hypotheses
1. Hypothesis 1 – At post-intervention, Year 8 students participating in the modified version of DCM,
compared to Year 8 girls who did not participate, will report a significant increase in body esteem,
body satisfaction and self-esteem alongside a significant decrease in internalization of the thin-ideal,
perceived sociocultural pressure, social comparison, appearance conversations, dietary restraint and
perceived maternal pressure.
2. Hypothesis 2- These improvements will be maintained at 3-month follow-up.
3. Hypothesis 3 – Year 8 students participating in the modified version of DCM will report increased
ratings of enjoyment, helpfulness, comfortableness and importance of the program compared to that
reported in Study 1.

METHOD
Design
The findings from Study 1, together with student and teacher feedback, led to a number of
research recommendations. In light of the recommendations, Study 2 involved a repeat and expansion
of the Study 1 replication to determine whether student outcomes changed. Firstly, the DCM program
underwent slight alteration to better fit the single-sex Australian audience. Such modification to
classroom-based programs is not unusual, as teachers are expected to regularly differentiate
curriculum to suit differing student needs. Thus, the modifications reflect the reality of a real-life
study within the school context. Secondly, Study 2 expanded to include the examination of an
intervention developed for Year 8 mothers. The intervention school endorsed a comprehensive parent
engagement strategy comprising seminars and educational opportunities. School personnel were
interested in understanding whether extending classroom-based interventions to parents was a
valuable use of school resources. Thus, Study 2 further examined the implementation and outcomes of
the intervention for mothers as outlined in Chapter 4.
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The modified version of DCM was evaluated with a 2018 cohort of Year 8 students at the
same intervention school used in Study 1 in 2016. A new control group of Year 8 students was
included for Study 2, comprising pupils from two comparable girls’ schools in the local area that were
not involved in Study 1. In order to accurately measure the outcome of modifying the DCM program,
Study 2 used similar research design and procedures to those of Study 1. Thus, random allocation was
not used in Study 2 for the same reasons outlined in Study 1.
Participants
Participants were Year 8 (n=596) students attending one of three independent girls’ schools in
Queensland, Australia. All participants were aged 11-14-years. Year 8 students were chosen as it is
advised that body image interventions be implemented prior to the development of eating disorders
(Paxton, 1993; Wilksch, 2014), which usually develop between 14-15-years (Stice & Van Ryzin,
2019). Participants attended either the intervention school or one of two control schools.
Procedure
Recruitment
The intervention was delivered to Year 8 students in the school where the researcher is
employed as a School Psychologist. After obtaining Victoria University ethical approval (HRE17211), the School Principal was approached for authorisation of the intervention and data collection
and approval was obtained. To recruit the control schools, Principals of ten independent schools in
South East Queensland were sent the Principal Information Sheet (Appendix A), including the three
schools which had participated in Study 1. Four of the ten schools contacted agreed to participate.
Two of the four schools that agreed to participate were selected for the control group, as they were
closest in size and location to the intervention school. Neither of the two schools comprising the
control group were the same that had been involved in Study 1.
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Consent
Following consent from Principals, passive informed consent was sought from each student
and her parent/guardian in order for the student to complete any research questionnaires. Passive
consent was requested by the Principal from the intervention school in order to avoid any confusion
among participants or parents due to the schools’ involvement in other research projects throughout
the year (that had adopted passive consent), as well as to reduce administrative burden on staff and
parents. The Victoria University Human Research Ethics Committee (HRE17-211) approved this
request.
At each school, parents and students received an email inviting then to participate in the
research from a member of the school staff. This email outlined the research project and provided the
Participant and Parent Information Sheets (Appendix B) and links to contact the researcher to ask
any questions. Parents were asked to contact the school if they wished to withdraw consent for their
daughter to participate in the research project. Students were advised via the information sheet,
instructions provided by the teacher at data collection, and at the start of the survey, that their
participation was voluntary and they could withdraw at any time. In addition, the survey included the
question “Do you wish to continue with the survey” at the start and students were required to select
“yes or no”. Skip logic was embedded within the survey to redirect those who selected “no” to the end
of the survey. At each data collection time point the above process was followed and students were
reminded they could withdraw from the project at any time, even if they had already completed one or
more of the previous surveys.
In the intervention school, all Year 8 students participated in the DCM program regardless of
whether they consented to participate in the research project, as this had been incorporated into the
Year 8 pastoral care program for Term 2 in 2018. No students opted out of the project prior to data
collection, so research questionnaires were provided to all students. A number of students opted out
during the data collection by answering “no” to the question at the commencement of the survey “Do
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you wish to continue with this survey”, or by not finishing the survey. Other students who were absent
from school at the time of data collection did not complete surveys.
Data collection
All surveys were completed at school on-line using students’ own devices. Surveys were
created and delivered via Qualtrics survey software. Each school provided the researcher with a list of
de-identified student email addresses. An ID code was assigned to each email address to identify
condition. Email addresses were then uploaded to the Qualtrics software system and a link to access
the survey was sent to each student, except for students who had consented to participate. At the start
of each survey participants were asked to create a unique code using their names, birth date and eye
colour in order to match surveys across data collection period. All student responses to the survey
were anonymized via the Qualtrics system and participants were identified via an anonymous code.
During Term 2, 2018, the intervention group completed the Time 1 (T1) survey (pre-test) five
days prior to delivery of Session 1 of the DCM program. Both control groups completed the Time 1
(T1) survey at the start of Term 2. The intervention group completed all three surveys during their
morning roll classes, while the control groups completed the surveys during their scheduled pastoral
care lessons. Time 2 (T2) surveys (post-test), were completed in the final weeks of Term 2. The
intervention group completed the T2 survey the day after completing Session 4 of DCM. The post-test
survey included additional questions regarding whether the student had spoken to a counsellor, or
participated in any body image interventions since pre-test. The intervention group was also asked
questions about their impressions of the DCM program.
Time 3 (T3) surveys (3-month follow-up), were completed during Term 3. The time between
surveys varied between schools for unavoidable and practical timetabling reasons. Table 3.1 provides
details of specific times each group completed each survey and the time difference between survey
completion.
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Table 3.1
Details of survey administration
Group

Supervisor

Context

Time 1

Time 2

Term 2

Term 2

No of
weeks

Time 3
Term 3

T1- T2

No of
weeks
T2- T3

Intervention

Teacher

Roll Call Class

Week 3

Week 10

7

Week 9

12

Control A

Teacher

Life Skills
Lessons

Week 1

Week 10

9

Week 6

9

Control B

Teacher

Personal
Development
Lessons

Week 1

Week 11

10

Week 3

5

Measures
As this study was designed as a replication of the Diedrichs et al. (2020) study, the same measures
were utilized as in Study 1 with some modifications. In order to reduce the overall length of the
survey, scales measuring Life Engagement, Future Plans, Appearance-Based Teasing and Negative
Affect were removed. Study 1 indicated that these scales provided limited insights, thus the
measurement in Study 2 focused on measures more pertinent to risk factors. As Study 2 involved an
additional intervention with mothers (described in Chapter 4), a scale measuring Perceived Maternal
Pressure was included. The measure for internalization of the thin-ideal was changed from the
Sociocultural Attitudes Towards Appearance Questionnaire (SATAQ) used in Study 1 to the Ideal
Body Stereotype Scale (IBSS). While both measures have been used interchangeably to assess thinideal internalization, the IBSS is thought to capture a less personalized desire for thinness and instead
focuses on the awareness of sociocultural ideals (Thompson et al., 2018). Further, it was felt that the
sample would not relate as well to the inclusion of questions referencing TV, magazines and movies
in the SATAQ given the change to adolescent media consumption. All measures are standardized and
have been validated and widely used with adolescents. Table 3.2 outlines the measures used including
internal consistencies on each measure for the current sample.
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Table 3.2
Self-reported measures and cronbach’s alpha for each scale
Outcome

Measures/Scales

Participant characteristics

Self-reported age, country of birth, language other than English
spoken at home and ethnicity

Cronbach's
alphas

Body Image
Body esteem

Body Esteem Scale for Adolescents & Adults (Mendelson et al.,
2001), Weight and appearance subscales combined, 18 items, mean
score range 1-5

.96

Body satisfaction

Body Appreciation Scale (Avalos et al., 2005). 8 items, mean score
range 1-5

.90

Internalization of appearance
ideals

Ideal-Body Stereotype Scale – Revised (IBSS-R; Stice et al., 1996)
8 items, mean score range 1-5.

.93

Sociocultural pressures

Purpose-built measure derived from existing scales of sociocultural
pressures (Stice & Bearman, 2001a; Thompson et al., 2004), 12
items, mean score range 1-5.

.93

Perceived maternal pressure

Maternal Pressure Scale (Corning et al., 2010). 9 items, mean score
range 1-4.

.79

Social comparisons

Social Comparison to Models and Peers Scale (Jones, 2001), 8
items, mean score range 1-5.

.90

Appearance conversations

Appearance Conversation Scale (Jones et al., 2004), 5 items, mean
score range 1-5.

.90

Risk factors

Psychosocial & disordered eating related measures
Self-esteem

Rosenberg Self-esteem Scale shortened (Neumark-Sztainer et al.,
2007; Rosenberg, 1965), 6 items, mean score range 1-4.

.82

Dietary restraint

Dutch Eating Behaviour Questionnaire, (van Strien et al., 1986),
Restraint subscale, 10 items, mean score range 1-5.

.94

Participant characteristics. Self-reported age, country of birth and language other than
English spoken at home was asked at baseline. Body mass index (BMI) was not requested, as in Study
1, it was considered too confronting for participants and expected to reduce the number of students
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willing to participate. Further, while BMI was used in initial trials of DCM, it was not included in the
analysis due to only 9% of girls self-reporting their weight and height (Diedrichs et al., 2015).
Body esteem. Two subscales of the Body Esteem Scale (Mendelson, et al., 2001), appearance
and weight satisfaction, were used to assess body esteem. In this study the appearance and weight
subscales were combined to create an 18-item scale evaluating appearance and weight satisfaction (“I
like what I look like in photos, I am happy with my weight”). The items were rated from 1 = never to 5
= always and averaged with negatively phrased items being reversed coded. Higher scores reflected
greater body esteem. This scale has been used in previous research with children and adolescents and
has been found to be both valid and reliable (Diedrichs et al., 2015; Diedrichs et al, 2020; McCabe et
al., 2017; Mendelson et al., 2001), and had very good internal consistency in the current study
(Cronbach’s alpha =.96).
Body satisfaction. A modified version of the Body Appreciation Scale (BAS: Avalos et al.,
2005) was used to assess body satisfaction. The modification was made to make to scale more
suitable for adolescents (Diedrichs et al., 2015; Diedrichs, 2020; Diedrichs et al., 2020) such that the
final scale comprised 8-items measuring appreciation of one’s body (“I feel good about my body”).
The modification involved removal of five items, and minor wording changes. These changes were
made prior to the publication of the BAS-2 (Tylka & Wood-Barcalow, 2015a), which was a modified
version that has been validated with children 9-11 years (Halliwell et al., 2017). Participants
responded to items on a Likert scale from 1 = never to 5 = always. Scores on the 8-items were
averaged with higher scores reflecting greater body appreciation. Internal consistency in the current
study was very good (Cronbach’s alpha =.90).
Internalization of the thin-ideal. The Ideal-Body Stereotype Scale – Revised was used to
measure how much each participant internalized the thin-ideal. Participants are asked to rate how
much they agree with 8-statements (“Slim women are more attractive”). The items were rated from 1
= strongly disagree to 5 = strongly agree. This scale has been used in previous research with
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adolescents (Trost, 2006) and internal consistency in the current study was very good (Cronbach’s
alpha =.93).
Perceived sociocultural pressures on appearance. The Perceived Sociocultural Pressures
scale, constructed by Diedrichs et al. (2015) and used in previous trials of DCM, was derived from the
existing scales of sociocultural pressures (Stice & Bearman, 2001a; Thompson et al., 2004). This
scale assessed perceived pressure to lose weight, change body shape, or change appearance, from
mother/friends/media. It also assessed feelings related to the perceived pressure. The scale includes
12-items and requested participants to rate how much pressure they felt from 1= never to 5 = a lot,
(“I’ve felt pressure to lose weight”), as well as how upset they felt by this pressure (“How upset are
you by this pressure to lose weight?”) 1 = not upset and 5 = very upset. Scores were averaged and
higher scores indicated greater perceived pressure and increased feeling of upset. Previous research
with children and adolescence has found this measure to have good internal consistency (Diedrichs et
al., 2020; Diedrichs et al., 2016). Internal consistency in the current study was good (Cronbach’s
alpha =.93).
Perceived maternal pressure. The Maternal Pressure Scale (Corning et al., 2010) assesses
daughters’ perception of appearance-related pressures from their mothers (“My mum encourages me
to watch my weight”), comprising 9-items, rated from 1= totally disagree to 4 = totally agree. Scores
were averaged with higher scores reflecting greater maternal pressure. This scale has shown reliability
with adolescents (Trost, 2016) and internal consistency in the current study was good (Cronbach’s
alpha =.79).
Social comparison. The Social Comparison to Models and Peers Scale (Jones, 2001), was
used to measure comparisons about weight, body shape/build, face and fashion sense/style to
celebrities and people in the media, and peers. The scale includes 8-items (“How often do you
compare your face to….”) that participants rated 1 = never to 5 = very often. Scores were averaged
with higher scores reflecting greater social comparison. Well established for use with adolescents
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(Carey et al., 2013; Carey et al., 2014; Diedrichs et al., 2015; Diedrichs et al., 2020) the internal
consistency in the current study was good (Cronbach’s alpha =.90).
Appearance conversations. The Appearance Conversation Scale (Jones et al, 2004) is a 5item measure that assesses frequency of appearance related talk. Participants rated items 1 = never to
5 = very often (“My friends and I talk about how our bodies look in clothes”). Scores were averaged,
with higher scores reflecting greater frequency of appearance related talk among peers. Used in
previous research with adolescents (Carey et al., 2013; Diedrichs et al., 2015; Shroff & Thompson,
2006) internal consistency in the current study was good (Cronbach’s alpha =.90).
Self-esteem. The Rosenberg Self-esteem Scale (Neumark-Sztainer et al., 2007; Rosenberg,
1965) measures participant’s self-esteem. A shortened 6-item version asked participants to indicate
how much they agreed with statements on a 4-point scale, 1 = totally disagree and 4 = totally agree
(“On the whole I am happy with myself”). Negatively phrased items were reversed coded and higher
averaged scores indicated greater self-esteem. This has been used in previous research with
adolescents (Carey et al., 2013; Diedrichs et al., 2020; Shroff & Thompson, 2006) and internal
consistency in the current study was good (Cronbach’s alpha =.82).
Dietary restraint. The Restraint subscale of the Dutch Eating Behaviour Questionnaire (van
Strien et al., 1986) measured dieting behaviours. The 10-item scale asked participants to rate 1 =
never to 5 = very often how much they engaged in certain dieting behaviours (“When you have put on
weight do you eat less than usual?”). Higher mean scores indicated higher levels of dietary restraint.
Scores on this scale have shown very good reliability with adolescents (Diedrichs et al., 2015;
Rodgers et al., 2014; Bearman et al., 2006) and internal consistency in the current study was very
good (Cronbach’s alpha =.94).
Program feedback. A measure designed for this study was used to rate participants’
impressions of the DCM program at post-test. Students were asked to rate their enjoyment of the
sessions, how helpful, comfortable and important the sessions were, and how well the program was
taught, on a scale from 1 = not at all to 5 = very much. Scores were averaged and higher scores
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indicated feedback that is more positive. Participants were also offered an opportunity to provide
written comments and suggestions regarding what they liked most about the lessons and what they
liked the least about the lessons.
Fidelity measures. As the DCM lessons were taught at the same time it was not possible to
observe each teacher deliver of the program. Thus, teacher fidelity to program content was measured
via self-report. At the end of each session, teachers were asked to complete a checklist indicating the
elements that they covered, in addition to providing any comments and feedback about the session
(Appendix D). Teachers were also asked to report any notable changes in the girls at 3-month followup data collection, and to report on any body image content activities occurring between postintervention and the 3-month follow-up data collection.
Program Implementation
The 5-session DCM intervention was delivered to students at the intervention school during
Term 2, 2018. Due to timetabling and public holidays, there were four lessons available for program
delivery – Week 4, 6, 8 and 1. Thus, as in Study 1, sessions 4 and 5 of the program were shortened
and combined. This shortening of the DCM program is representative of conducting research in a
real-life setting, such as a school, and representative of how schools are likely to deliver DCM in real
life conditions. Nine separate teachers delivered the program at the same time in their usual pastoral
care lessons. The control group participated in their usual pastoral care lessons during Term 2.
Teachers from both control schools confirmed that the pastoral care lessons did not include any body
image content during the research period.
In Study 1 in 2016, teachers at the intervention school were provided with two hours of
training prior to delivering the DCM program. The training comprised body image psycho-education
and DCM lesson plan familiarization, comparable to that which was provided in the Dove Confident
Me-Single Session evaluation (Diedrichs et al., 2015). The researcher, who is employed as the School
Psychologist at the intervention school, delivered a face to face version of this training to the teachers

134
in 2016. Teachers at the intervention school delivered DCM to Year 8 students in 2017 within their
pastoral care lessons. Thus, Study 2 was the third time the teachers had delivered DCM. In 2018, prior
to delivery of DCM in Study 2, the researcher, who continued her employment at the school as the
School Psychologist, provided a one hour of face-face training to teachers highlighting modifications
to the DCM program and revisiting the four lesson plans.
Program Modification
Modifications to Materials
Following the feedback and findings from Study 1, the researcher made a number of
modifications made to the DCM program materials. Considering teacher comments regarding the
presentation of the program, slight adjustments were made to the colour, font and pictures with the
aim of increasing their appeal to the audience. An example of the modification is demonstrated in
Appendix F. Participant and teacher feedback indicated that the UK accents and scenarios in some of
the videos, particularly the one involving a boy’s locker room, were difficult for the Australian girls to
relate to or understand. In order to provide more relevant and appealing content, Study 2 sourced
videos with Australian content. The first video, produced by Be Real-Get Real (S, Paxton, personal
communication, 2017) (Appendix G) was shown in Session 2 (Media Messages). The video includes
Australian adolescents discussing how media images pressure young people to aspire to the
appearance-ideal. The second part of the video shows adolescents discussing how they challenge the
appearance ideal on social media. The video is no longer available to access publically. The second
video was a clip about Turia Pitt from the Australian Embrace documentary (Brumfitt, 2016) included
in Session 4. A well-known young Australian woman, Turia experienced burns to 64% of her body
after being caught in a bushfire while running a marathon. Prior to her injury, Turia had a career as an
Engineer, worked as a model and was an elite athlete, positioning her as an appealing voice for this
sample of students. Turia talks about overcoming her physical injuries and not being defined by her
appearance.
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Modifications to Implementation
Implementation of DCM was modified by altering the timetable so to minimize student
restlessness and enhance the student-teacher relationship. To address the reported restlessness of
students, delivery of the program was moved from the end of the school year (Term 4) to earlier in the
year (Term 2). Moving the program earlier in the year had the additional benefit of participants being
six months younger than in Study 1. Participants in Study 1 had an average age of 13.3-years, which
was 1–3-years older than previous studies with Happy Being Me and DCM (Bird et al., 2013;
Diedrichs et al., 2015; Diedrichs et al., 2020; Richardson & Paxton, 2010; Torres, 2018). Evidence
suggests that classroom-based programs for body image are most effective when delivered to younger
participants (Paxton, 1993; Wilksch, 2014; Yager, et al, 2013). As the sample in Study 1 study was at
the upper end of the suggested age range 11-13-years, it was felt that Term 2 was a better time for
delivering the intervention in Study 2, as the students would be slightly younger. Due to timetabling
issues, in Study 1 DCM was delivered to classes by teachers who did not know all of the students.
Educational experts testify to the importance of strong student –teacher relationships and the impacts
this has on engagement and learning (Hattie, 2009; Martin & Collie, 2016). Thus, Study 2 was
designed so that teachers delivered DCM to classes comprising students whom they had known for
over a year.
Intervention Program
The intervention was the modified Dove Confident Me 5-session program (DCM). The
program is currently available to the public via the Dove website Teacher Resources (Unilever, 2021).
In response to both the acceptability ratings and the student and teacher feedback obtained in Study 1,
slight modifications were made to the DCM intervention for Study 2 as outlined above. The
modifications were made in recognition of the diversity of schools and the way teachers regularly
differentiate curriculum in order to meet the needs of their students. Thus, modifiying the intervention
in the current study mirrored the types of changes that a school psychologist or teacher might make to
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ensure material is contextually relevant and able to fit within the logistic requirements of their school.
This is further demonstrated by reducing and combining Session 4 and Session 5, due time rstraints
with the timetable at the intervention school. Table 3.3 provided details of the original DCM content
and the modified content used in the study.

Table 3.3
Dove Confident Me: 5 Session program content overview
Session

Original DCM Content

Modified DCM Content

Reason for Modification

Session 1

Nature and consequences of
appearance ideals

Nature and consequences of
appearance ideals

•

•

Pictures were substituted for the
animated video to illustrate
appearance ideals and pictures
facilitated more interaction
among the students, they also
included cultural appearance
ideals.

Appearance
Ideals

•
•
•
•

•

•

What are appearance ideals?Activity sheet
How are appearance ideals
changing?- Video
Can we match appearance
ideals?
Where do we learn about
appearance ideals?
What appearance related
pressures do we face – think,
pair share & Activity sheet
What is the impact of these
appearance pressures? –
Class discussion
What else can we value? Activity sheet

•
•
•
•

•

•

What are appearance ideals?Activity sheet
How are appearance ideals
changing -Pictures
Can we match appearance
ideals?
Where do we learn about
appearance ideals?
What appearance related
pressures do we face – think,
pair share & Activity sheet
What is the impact of these
appearance pressures? –
Class discussion
What else can we value? Class discussion

Session 2

Media literacy

Media literacy

Media
Messages

•
•

•
•

•
•
•
•

What do we mean by media?
How can images be
manipulated? - Video &
Activity sheet
Why is media created this
way?- Class discussion
How would it feel to have
your image manipulated?
What is the impact of media
messages – Video
Can you decode media
messages? - Activity sheet

•
•
•
•

•

What do we mean by media?
How can images be
manipulated? – Video &
Class discussion
Why is media created this
way?- Class discussion
How would it feel to have
your image manipulated?
What is the impact of media
messages – Video
Can you decode media
messages? – Class
discussion and Extension
Activity Sheet - decode a
media advertisement.
Be Real, Get Real videos

Class discussions replaced
activity sheets as feedback from
Study 1 indicated that students
preferred class discussions
rather than completion of
worksheets.

Class discussions replaced
activity sheets for the same
reason outlined above.
The two-part Be Real, Get Real
video was included as they
involved Australian adolescents
and discussed media
manipulation, promotion of the
appearance ideal, the influence
of the media, how it makes you
feel, and how adolescents can
challenge the fake images they
see on social media.
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•
•

Session 3
Confront
Comparisons

•

What is the impact of social
media?
How can we remix our
response to the media?

Appearance-related social
comparisons

•

•

•
•

•

•
•
•
•
•

Banish Body
Talk

•

Appearance-related social
comparisons

•

Session 4

What is the influence of
social media?
How can we remix our
response to the media?

What ideals are portrayed by
the media?
How do we compare
ourselves to people around
us?- Video & Class
discussion
How do we compare our
looks?
What happens when people
compare their looks? –
Activity sheet
What is the impact of these
comparisons? – Activity
sheet
The whirlpool of comparison
What can we do instead?
Can you catch yourself?Role play
How will you change your
script? - Activity sheet
Be a champion for change

•

•
•

•

•
•
•
•
•

What ideals are portrayed by
the media?
How do we compare
ourselves to people around
us?- Video & Class
discussion
How do we compare our
looks?
What happens when people
compare their looks? – Class
discussion
What is the impact of these
comparisons? – Class
discussion
The whirlpool of comparison
What can we do instead?
Can you catch yourself?Role play
How will you change your
script? - Class discussion
Be a champion for change

Appearance-based conversations
and teasing

Appearance-based conversations
and teasing

•

•

•
•

How do we talk about
appearance? – Class
discussion
What is body talk?
How do we use body talk?Videos, Activity sheet &
Class discussion.
•
Conversations with
Friends
•
Conversations with the
Team

•
•

•
•
•
•

Conversations with the
mirror
What is the impact of body
talk? - Video
How can we challenge body
talk?- Role play
Be a champion for change

•
•
•

Class discussions replaced
activity sheets for the same
reason outlined above.

How do we talk about
appearance? – Class
discussion
What is body talk?
How do we use body talk?Videos, Activity sheet &
Class discussion.
•
Conversations with
Friends
•
Conversations with the
Team Conversations on
social media Instagram and body talk
•
Conversations with the
mirror
What is the impact of body
talk?- Video
How can we challenge body
talk?- Role play
Be a champion for change

Session 4 and 5 were combined
and shortened due to limited
time available in timetable
Class discussions replaced
activity sheets for the same
reason outlined above.
Replaced the Conversations
with the Team (boys locker
room) video with a discussion
about Conversations on
Instagram as this was a more
relevant situation for the
students.
Turia Pitt video replaced the
Champion for Change videos as
it was thought she would
resonate more with the students.
Students considered how they
would be a Champion for
Change by watching Turia’s
story, reviewing the strategies
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Session 5

Body Activism

Body Activism

Be The
Change

•

•

•
•
•
•

How can we celebrate
individuality? – Activity
sheet
Be a body confidence
champion- Activity sheet
Champion change in our
world- Video
How can we change our
world?- Activity sheet
Take action together

•
•
•
•

learnt from Sessions 1-4, and
ideas for taking action.

How can we celebrate
individuality? – Activity
sheet
Be a body confidence
champion- Class discussion
Champion change in our
world- Turia Pitt Video
How can we change our
world?- Class discussion
Take action togetherBrief class discussion

Note: Additional/substituted content highlighted in blue. Content removed noted by strike out

Nine teachers delivered the program to their individual classes. Each teacher had experience
delivering DCM previously during the past two years and had attended training in 2016 and a
refresher in 2018. Prior to each session, the researcher provided the teacher with the updated
presentation, embedded videos, activity sheets and session manual. In order to measure fidelity,
teachers completed a checklist at the end of each lesson, detailing how closely they followed the
session content and identifying any issues that arose.
The control group in each of the two schools participated in their usual pastoral care lessons.
In School A, these lessons were called Life Skills and were scheduled weekly throughout Term 2. In
School B, the lessons were called Personal Development and were also scheduled weekly. The
content of the lessons included school administrative information, study information and other social
and emotional topics. The researcher confirmed with both control schools that the lessons did not
involve any body image content during the time period over which data was being collected at the
school.
Data Analysis and Preparation
Initial data preparation and analyses were conducted using SPSS (Version 24). Descriptive
analyses were used to screen for outliers and normality. Of the dependent variables, self-esteem,
body-esteem and internalization of thin-ideal were normally distributed. The remaining variables were
positively skewed, with the exception of body appreciation, which was negatively skewed, thus
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square root transformations were applied to positively skewed variables and a reflect and square root
transformation as applied to body appreciation to improve normality. An analysis of intervention
effects was conducted on both the transformed and untransformed data. Results are presented using
transformed data.
Intervention effects were analysed using longitudinal mixed models (LMM). LMM was
selected due to the model’s four principal strengths: (1) accommodating missing data points often
encountered in longitudinal datasets; (2) not requiring the same number of observations per subject;
(3) allowing time to be continuous rather than a fixed; and (4) increased flexibility regarding the
covariance structure (Chakraborty & Gu, 2009). Furthermore, when dealing with large amounts of
missing data (10-20%), LMM is considered a more precise approach than multiple imputation or
expectation-maximization (EM) algorithm (Von Hippel, 2007).
Preliminary analyses were conducted to determine the most appropriate LMM for each
outcome variable. Four different models were considered for best fit, including: (1) no random
effects; (2) random effect intercept and slope; (3) random effect slope; and (4) random effect for
intercept. The best model, according to Akaike Information Criterion (AIC) (Hastie et al., 2009), was
the model with the random effect for intercept. Thus, intervention effects were analysed using a
mixed effects model that predicted each outcome as a function of Group (intervention and control)
and Time (pretest, post-test and three-month follow-up), and the interaction between Group x Time.
The control group and the pretest measure were chosen as the reference category in order to compare
the effects of intervention across time.
The sample size was calculated according to Twisk (2003) using the Excel document with
embedded algorithm created for Study 1. Unlike the previous study, Study 2 had only three school
clusters. There were 596 participants in Study 2 (intervention group = 242 and control group = 354).
The basic sample size required to detect significance at the 5% level was 294 students per group. To
account for school level clustering, an inflation factor based on a conservative intra-class correlation
coefficient (ICC) of .01 was applied. This increased the minimal sample requirements to detect small
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effects to 298 students per group. Therefore, this study is slightly underpowered to detect small
effects, but well powered to detect moderate effects (Cohen’s d = .5, n= 47).
Participant attendance at DCM sessions was measured by including an additional question on
the post-test survey for intervention students. Students were asked to indicate whether they did or did
not attended each of the four sessions of DCM. A percentage of the total participant attendance rate at
each session is provided in Table 2.7 in the Results section to follow. Teacher fidelity to DCM
program content was measured by asking teachers to complete a checklist at the end of each session.
Table 3.10 provides details regarding teacher fidelity to program manual.

141
Figure 3.1
CONSORT diagram of recruitment and data collection

Recruitment
Schools approached (n=11)



Schools did not respond (n=5 )
Schools declined to participate
(n= 1)
Schools agreed to participate (n=
5)

Schools non-randomized (n=3)

Allocation
Allocated to intervention (n= 242)
School (n= 1)
Year 8 classes (n= 9)

Allocated to Control (n=354)
School (n=2)
Year 8 classes

Pre-test
Pre-test (n=233, 96%)

Pre-test (n=300, 85%)

Intervention
Dove Confident Me Program

Classes as usual

Post-test
Analysed (n=195, 81%)

Analysed (n=268, 76%)

3-mth follow-up
Analysed (n=195, 81%)

Analysed (n=272, 77%)
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RESULTS
Characteristics of Participants
The final sample consisted of 242 students in the intervention group and 354 students in the
control group. Descriptive data were obtained at pre-test for 533 participants. It was assumed that the
students who did not complete the pre-test measure (n= 63), were absent from school on the day of
data collection as these students completed the subsequent data collection measures. Participants were
aged between 11–14 years with a mean age of 12.8-years (SD=.39). The majority of students spoke
English at home (75.5%). There were over 20 different languages other than English spoken at home,
the most prominent including Mandarin (1.1%), Cantonese (.6%), French (.6%), Greek (.5%), Italian
(.5%), Korean (.5%), Vietnamese (.5%), Filipino (.4%), Spanish (.4%), Urdu (.4%) and Sinhalese
(.4%). Overall, 7.7% of students were born in a country outside of Australia, including the UK(3.2%),
Asia (Japan, China, Hong Kong, Tokyo, Philippines, Singapore), (1.5%), New Zealand (.5%), Europe
(Italy, Greece), (.4%), Canada (.3%), Columbia (.3%), UAE (.2%), Fiji (.2%) and South Africa (.2%).
There were significant differences across the conditions in relation to country of birth and
proportion of students who spoke a language other than English at home at baseline. The intervention

Table 3.4
Baseline participant characteristics. Values are (n, %).
Intervention

Control

Total

n= 242

n= 354

n=596

11yrs

1 (.4%)

0

1 (.2%)

12yrs

31 (12.8%)

42 (11.9%)

73 (12.2%)

13yrs

194 (80.2%)

254 (71.8%)

448 (75.2%)

14yrs

7 (2.9%)

4 (1.1%)

11 (1.8%)

205 (84.7%)

281 (79.4%)

486 (81.5%)

Language other than English spoken at home

46 (19%)

37 (10.5%)

83 (13.9%)

Missing data

9 (3.7%)

54 (15.2%)

63 (10.5%)

Age

Born in Australia
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group had significantly more participants born in Australia compared to the control group t(418)
=2.47, p=.01. Further, the control group had significantly more participants who spoke languages
other than English at home compared to the intervention group t(445) = -2.29, p = .02. Table 3.4
outlines participant characteristics.
Attrition
As shown in Table 3.5, 10.5% of data were missing across the groups at pre-test. Missing data
at post-test was 22.3% (n= 70), which decreased slightly to 21.6% (n=66) at the 3-month follow-up.
Missing was due to students being absent from school on the day of assessment, or a student deciding
to not complete the survey. Missing data were examined using Little’s Missing Completely at
Random test (MCAR; Little, 1988) and results indicated that the data were missing completely at
random, x2 (489) = 508.62, p=.260.

Table 3.5
Frequency of students completing data collection and attrition rates at each time.
Intervention

n
242

Pre-Test
233 (3.7%)

Post-Test
195 (19.4%)

3-month Follow-Up
195 (19.4%)

Control

354

300 (15.2%)

268 (24.2%)

272 (23.1%)

Total

596

533 (10.5%)

463 (22.3%)

467 1.6%)

Baseline Comparison of Scores
Table 3.6 displays the means and standard deviations of untransformed data at pre-test, posttest and 3-month follow-up time points for both control and intervention groups for each outcome
variable. A series of independent t-tests found no significant differences on pre-test measures with the
exception of social comparison and appearance conversation. The intervention group reported
significantly less social comparison (d= .22) and appearance conversation (d= .25) at baseline
compared to control. Results for the independent t-tests are included in Table 3.6.
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Table 3.6
Means, Standard Deviation, Minimum and Maximum of Outcome Variables by Time and Group
Intervention
n

M

Pre-test

233

2.72

Post-test

195

3- month

SD

Control
Min

Max

n

M

.62

1.33

4.00

300

2.81

2.81

.67

1.17

4.00

268

195

2.79

.67

1.33

4.00

Pre-test

233

3.40

.89

1.00

Post-test

195

3.52

.85

3- month

192

3.45

SD

Min

Max

.67

1.17

4.00

2.85

.65

1.00

4.00

272

2.87

.69

1.00

4.00

5.00

300

3.42

.94

1.00

5.00

1.44

5.00

266

3.46

.89

1.00

5.00

.91

1.00

5.00

271

3.41

.93

1.00

5.00

t(df)p

Self esteem
-1.65(530), p=.09

Body esteem
-.23(530), p=.81

Body appreciation
Pre-test

231

3.76

.77

1.63

5.00

299

3.78

.83

1.00

5.00

Post-test

195

3.72

.87

1.50

5.00

265

3.77

.85

1.38

5.00

3- month

191

3.64

.88

1.50

5.00

263

3.68

.86

1.00

5.00

-.03(528), p=.96

Internalization
Pre-test

230

2.80

.89

1.00

4.83

296

2.81

.89

1.00

5.00

Post-test

195

2.86

.90

1.00

5.00

265

2.68

.94

1.00

5.00

3- month

191

2.89

.93

1.00

5.00

260

2.73

.94

1.00

5.00

-.68(524), p=.49

Maternal pressure
Pre-test

232

1.72

.53

1.00

3.11

298

1.69

.55

1.00

4.00

Post-test

195

1.75

.58

1.00

3.44

266

1.66

.57

1.00

4.00

3- month

192

1.76

.63

1.00

4.00

263

1.64

.57

1.00

4.00

.26(528), p=.53

Social comparison
Pre-test

230

2.23

.78

1.00

4.67

297

2.44

.86

1.00

5.00

Post-test

195

2.26

.76

1.00

4.33

265

2.34

.84

1.00

5.00

3- month

191

2.29

.93

1.00

5.00

260

2.40

.93

1.00

5.00

-2.76(525), p<.01

Appearance conversations
Pre-test

230

1.87

.92

1.00

5.00

296

2.10

.96

1.00

5.00

Post-test

195

1.88

.87

1.00

4.80

265

1.99

.95

1.00

5.00

3- month

190

1.97

1.02

1.00

5.00

260

2.02

.93

1.00

5.00

2.16

.94

1.00

4.90

295

2.28

.93

1.00

5.00

-3.02(524), p<.01

Dietary restraint
Pre-test

229

-1.64(522), p=.10
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Post-test

195

2.08

.91

1.00

4.70

264

2.14

.89

1.00

5.00

3- month

189

2.08

.95

1.00

5.00

257

2.14

.93

1.00

5.00

Sociocultural pressure
Pre-test

229

1.85

.83

1.00

5.00

294

1.97

.94

1.00

4.83

Post-test

195

1.85

.77

1.00

4.50

265

1.85

.91

1.00

5.00

3- month

188

1.91

1.00

1.00

5.00

257

1.88

.90

1.00

5.00

-1.38(521), p=.16

Attendance rates for Intervention Program
Table 3.7 provides details of the intervention group’s attendance rates for each of the four DCM
sessions. Over 93% of the intervention group attended each session.

Table 3.7.
Participant attendance for each DCM session
Attended

Did Not Attend

%

%

Session 1: Appearance Ideals

95.92%

4.08%

Session 2: Media Messages

94.39%

5.61%

Session 3: Confront Comparisons

93.33%

6.67%

Session 4: Banish Body Talk

94.90%

5.10%

Effects of the Intervention
Body Image and Self Esteem. As shown in Table 3.8, there was a significant change across
Time for the self-esteem and body appreciation variable. Specifically, self-esteem was significantly
greater at post-test compared to pre-test, while body appreciation was significantly lower at 3-month
follow up, compared to pre-test, across both groups. Time did not produce a significant outcome for
body-esteem. There was no significant change across Group for the body image or self-esteem
outcome variables. The interaction between Time x Group was not significant for self-esteem, bodyesteem or body appreciation, meaning that these variables did not improve in the intervention group in
comparison to the control group over time.
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Table 3.8
Effects of group on self–esteem and body image outcomes across time
Self-esteem

Body-esteem

Body appreciation

Predictors

𝛽

SE

p

𝛽

SE

p

𝛽

SE

p

Intercept

2.81

.03

<.001

3.44

.05

<.001

.31

.01

<.001

Group (Treatment)a

-.09

.05

.092

-.04

.07

.582

.01

.01

.310

Time (Post)b

.070

.03

<.05

.017

.03

.606

.01

.01

.799

Time (Follow-up)b

.049

.03

.103

-.03

.03

.220

.02

.01

<.001

Group x Time (Treatment x Post)ab

.01

.04

.955

.06

.04

.180

.01

.01

.877

Group x Time (Treatment x Follow-up)ab

.01

.04

.776

.04

.04

.310

-.01

.01

.636

Random effect for intercept (Variance)

.32

.02

.71

.04

.02

.01

Note: Reference categorya = Control, Reference categoryb = Pre-Test

Risk Factors. As shown in Table 3.9, in comparison to the control group, students in the
intervention group reported significantly greater levels of internalization at both post-test (d = .20)
and 3-month follow-up (d= .20) compared to pre-test. Secondly, compared to controls, students in the
intervention group reported significantly greater levels of sociocultural pressure at post-test compared
to pre-test (d=.30)
Sociocultural pressure was significantly less at post-test compared to pre-test irrespective of
group. Dietary restraint was significantly less at post-test and 3-month follow-up compared to pretest, irrespective of group. There were no significant differences between Group for any of the body
image risk factor outcomes with the exception of social comparison and appearance talk. At baseline,
the intervention group reported significantly less social comparison and less appearance talk
compared to the control group. Final model results for the body image risk factors are reported in
Table 3. 9.
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Table 3.9
Effects of group on body image risk factors across time
Social comparison

Sociocultural Pressure

Internalization

Predictors

𝛽

SE

p

𝛽

SE

p

𝛽

SE

p

Intercept

1.53

.01

<.001

1.36

.01

<.001

2.82

.050

<.001

Group (Treatment)a

-.05

.02

<.05

-.03

.02

.226

-.05

.07

.513

Time (Post)b

-.02

.01

.120

-.03

.01

-.09

.04

.062

Time (Follow-up)b

.01

.01

.795

-.01

.01

-.06

.04

.201

Group x Time (Treatment x Post)ab

.03

.01

.062

.04

.02

.16

.07

<.05

Group x Time (Treatment x Follow-up)ab

.01

.01

.548

.04

.02

.14

.07

<.05

Random effect for intercept (Variance)

.05

.01

.07

.01

.51

.03

Appearance talk

<.05
.269
<.05
.051

Dietary restraint

Maternal Pressure

Predictors

𝛽

SE

p

𝛽

SE

p

𝛽

SE

p

Intercept

1.41

.01

<.001

1.47

.017

<.001

1.27

.01

<.001

Group (Treatment)a

-.07

.02

<.05

-.03

.02

.202

.03

.01

.066

Time (Post)b

-.02

.01

.095

-.03

.01

<.05

.01

.01

.695

Time (Follow-up)b

-.01

.01

.619

-.02

.01

<.05

-.01

.01

.936

Group x Time (Treatment x Post)ab

.04

.02

.104

.01

.01

.513

-.01

.01

.830

Group x Time (Treatment x Follow-up)ab

.04

.02

.063

.01

.01

.508

.01

.01

.368

Random effect for intercept (Variance)

.07

.01

.07

.01

.03

.01

Note: Reference categorya = Control, Reference categoryb = Pre-Test

Table 3.10
Teacher fidelity ratings
Session

Responses
returned

Return %

Completion of Session Content

1

9

100%

65-100%

2

9

100%

80-100%

3

8

90%

85- 100%

4

5

55%

80- 100%
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Fidelity
Teacher fidelity ratings are provided in Table 3.10. With the exception of Session 4, there was a
high rate of fidelity checklist return from teachers. Fidelity measures indicated that most teachers
delivered the majority of content in each session.
Program Feedback
Student Feedback – Acceptability
Table 3.11 provides details obtained at Time 2 from the intervention group (n=196)
regarding their ratings of enjoyment, helpfulness, comfortableness and importance of the DCM
program, in addition to how well it was taught. Students rated moderate to high acceptability
regarding comfort (M = 3.23, SD = 1.21), importance (M = 3.35, SD = 1.31), and teacher effectiveness
(M = 3.71, SD = 1.21), and moderate acceptability in regards to enjoyment (M = 2.67, SD = 1.12) and
helpfulness (M = 2.19, SD = 1.09) of the program. Figure 3.2 outlines the comparison of student
acceptability ratings between Study 1 and Study 2.

Table 3.11
Intervention group acceptability ratings for DCM program (1-5)
Not at all
How much did you enjoy these

A little

Some

Much

M

SD

16.84%

Very
Much
5.61%

17.35%

26.02%

34.18%

2.67

1.12

33.67%

29.08%

25.00%

9.18%

3.06%

2.19

1.09

9.18%

18.88%

28.57%

26.02%

17.35%

3.23

1.21

5.61%

13.27%

17.86%

31.12%

32.14%

3.71

1.21

10.71%

15.31%

29.59%

17.35%

27.04%

3.35

1.31

lessons?
How much did the lessons help
you to feel better about yourself?
How comfortable did you feel
taking part?
How well were the lessons taught
by your teacher?
How important do you think it is
for young people to take part in
lessons like these?
Note: n=196
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Figure 3.2 and Table 3.12 compare the student acceptability ratings between Study 1 and
Study 2. A series of independent t-tests found significant differences on all measures of acceptability
with the exception of comfortableness. Specifically, the students in Study 2 rated significantly higher
acceptability of DCM in regards to enjoyment, helpfulness, teacher effectiveness and importance.
Results for the independent t-tests are included in Table 3.12.

Table 3.12
Comparisons between Study 1 and Study 2 student acceptability ratings, including means, standard
deviation and T-test comparisons.
Study 1

Study 2
n

M

SD

n

M

SD

How much did you enjoy these
lessons?

181

2.22

1.12

196

2.67

1.14

3.93(375), p=<.01

How much did the lessons help
you to feel better about
yourself?

181

1.90

1.13

196

2.19

1.09

2.50(375), p=<.01

How comfortable did you feel
taking part?

181

3.15

1.41

196

3.23

1.20

.59(375), p=.55

How well were the lessons
taught by your teacher?

181

3.10

1.39

196

3.71

1.20

4.50(375), p<.01

2.91

1.41

196

3.35

1.31

3.09(375), p<.01

How important do you think it
is for young people to take part
in lessons like these?

181

t(df)p

Student Feedback– Liked most/Least about DCM.
Table 3.13 and Table 3.14 provide thematic analysis of the feedback comments provided by
students in the intervention group. The thematic analysis followed the same process outlined in Study
1 as suggested by Nowell et al. (2017). Students were asked what they liked the “most” and what they
liked the “least” about the DCM program.

150
Figure 3.2
Comparisons between Study 1 and Study 2 student acceptability ratings

Intervention Group Feedback 2016 vs 2018
60.00%

50.00%
40.00%
30.00%
20.00%
10.00%
0.00%
2016

2018

How much did you
enjoy these lessons?

2016

2018

2016

2018

How much did the
How comfortable did
lessons help you to feel you feel taking part?
better about yourself?
Not at all

A little

Some

Much

2016

2018

2016

2018

How well were the
How important do you
lessons taught by your think it is for young
teacher?
people to take part in
lessons like these?
Very Much

Table 3.13
Intervention Group Feedback “What did you like most about the DCM program”
n

%

Left blank

36

18%

Nothing

18

9%

Example comments

“Nothing”

Program
Activities

10

5%

Doing group activities and interactive stuff.

Videos

28

14%

The videos that allowed us to see real life examples of the different ideas,
and body comparison and how everybody feels about their bodies. The
real life girls our age telling us about their experiences.
They had some pretty cool information and videos which I enjoyed.
I liked the thought-provoking videos.

Interaction/ sharing

28

14%

The discussions during class and people's different opinions about the
topic were interesting.
How we were free to contribute anything and it was such a welcoming
space.
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Learnt
Media literacy

7

3%

They taught that body ideals presented by the media are not realistic.

Appearance ideal

5

2%

Engaging in class discussion and learning about appearance ideals, and
how they are not realistic.

Interesting /helpful

29

14%

They provide facts and inform students about the unhealthy ways of
thinking.
Provided a deeper insight on how to manage your own ideas with your
own body.
They encouraged me to feel better about my body and to build
confidence in myself.
It talks about problems that happens with young people these days.

Delivery & Experience
Teacher

8

4%

Our House Teacher taught us so she was really good and nice.
I love having my House Teacher and my House class with me.
The lessons were pretty fun and my teacher didn't make it awkward at all.
That our teacher is willing to teach us and I enjoy it because we can be
honest.
That the teachers were really stepping into the shoes of young teenaged
girls.
That our teacher taught us the importance of being comfortable in
ourselves

Relaxing/comfortable

6

3%

It was a space where no one could judge anything that you said or did

Fun/enjoyable

7

3%

They were fun and we got to take part in various activities.

Classmates

19

9%

How it was our House class and we were comfortable talking about it
with each other because we were all really good friends.
I like being comfortable to discuss these topics because there is much
support from my friends because we are all in the same boat about it.

No homework
Note. n=202

3

1%

That we didn't get homework
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Table 3.14
Intervention Group Feedback “What did you like least about the DCM program”
n

%

Example comments

Left blank

48

24%

Nothing

18

9%

“Nothing”

Everything

7

3%

“Everything”

Program
Boring/

32

16%

Repetitive

Sometimes the lessons would be boring.
It was very repetitive and sometimes not needed.

Appearance-ideals

1

.5%

It wasn't very open to different kinds of ideals. Like what you like may make
you feel like you need to follow a certain ideal.

Body talk

1

.5%

I didn’t like when we talked about banishing body talk role play.

Videos

1

.5%

Watching the sad videos

Media

2

1%

Teachers and parents just think we care about our looks from the media and
I don’t care what the media look like at all, its mainly just friends and
family. I think the program should be more about how to deal with that or
how to have body confidence or just more confidence in general because I
know many girls lack that.

Comparisons

2

1%

I didn't particularly enjoy learning about comparisons.

Power point

4

2%

Going through the power points.

Delivery/Experience

Approach

20

10%

I would have liked to get more information on how to prevent it and to let
everyone know how people can feel.
I think it was a little bit too anti-positivity, I think it was a bit too much of
just ignore all this, and maybe should've been like accept who you are
because that's better than the fake beauty of these pictures and also a bit
more positive to positive compliments.
That everything was blamed on the media, when in fact literally no one
compares themselves to models and the media because we know it is
unrealistic and it’s just common sense. The most pressure comes from peers,
but not because they are mean, just because you might want to look like
them. Also the media is turned into the devil, like we were told that spending
3mins on the 'social media' leads to depression. Sometimes the problem is in
real life and the media is and escape.
They highlighted thing that was not true at least for me especially was when
someone compliments my hair for example on photo day I had it
straightened, I don't feel like people hate my old hair and that I look bad
without it straightened. I felt like a lot of it was based on adults making
assumptions.
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Talking

5

2%

Sometimes we ended up taking up too much of the lessons with discussion
that caused us to rush at the end.

My class

1

.5%

Some girls in our class always snickering and judging.

Survey

2

1%

The surveys.

Teacher

2

1%

The teacher asking if any of the things applied to the class.

Body image topic
Uncomfortable

26

13%

The fact that there were some topics that I did not expect.
Some were a bit confronting for some people.
I felt uncomfortable in these lessons because I eat less because of my weight
but it is a good topic to talk about with others.

Made me feel worse

18

9%

I wouldn't have thought about these things before these lessons and now I
feel worse.
They made me more aware of issues that I hadn't even considered in my day
to day life, and made me more uncomfortable rather than less.
I didn't even think about it and now I do. It doesn't interest me and it was a
waste of a lesson. Why do we talk about body talk to reduce it? I don't think
we should do it.
How it made me question my body image and made me watch my weight
more than I used to.

Didn’t relate

7

3%

Nothing really, I found it boring and not entertaining in any way. At the
beginning of the year I didn't care what I look like, and still don’t.
That people think they help. We already know about what they teach us, and
it does not change the fact that slim figures are ideal.
Views were very one sided. No offence but I feel fine with myself and am
only concerned with being healthy not what I look like so it didn't really do
anything for me. I am not influenced by the media so for me most of that was
pointless (though it would have been very good for lots of girls).
hat they kind of assume that we all do these things on a day to day basis,
which I do not and I'm sure others don't as well

Felt judged (skinny)

3

1%

I hated the lessons. The lessons focused about people who have a big build
and also who are heavy to not lose weight. I myself am very skinny and
these lessons don’t really talk about people who are underweight.
I am insecure about my weight because I weigh less than most people my
age and height, however these lessons kept telling us to not be skinny, that
being skinny and tall was bad and that you should avoid looking like how
the media wants you to look like. After every lesson I felt really bad about
my body and that I shouldn’t try and look like a model.
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Empathy for others

5

2%

The fact that people are actually not happy with themselves and this makes
me a bit sad.
I felt like the topics covered were very close to the heart, and it was difficult
to listen to other girls my age going through the same thoughts about their
body.
Some people don't like the way they look and its sad because I wish I could
give them some of the positive attitude I have about my weight to them.

Note. n=202

Several themes emerged including program content, delivery, atmosphere and the experience of
discussing body image. While 9% of students indicated there was “nothing” they liked most about the
program, equally 9% said there was “nothing” they disliked most about the program. The main features
students described liking most, included videos (14%), interacting with their peers (14%) and learning
interesting/helpful things (14%). Students particularly appeared to enjoy participating in the program
within their pastoral care class (9%) and being taught by their pastoral care teacher (4%). In contrast, 16%
of students described the program as “boring and repetitive” while 22% said they felt uncomfortable
discussing body image or felt the program was a negative experience. By comparison, in Study 1, 29%
described the program as “boring and repetitive” and 17% said they felt uncomfortable discussing body
image or felt the program was a negative experience. Emerging themes suggested that while students
enjoyed the videos and the opportunity to share thoughts and interact with their peers, a number of
students were critical of the program content and message. For example, some students described feeling
that the program, or teachers delivering it, made inaccurate assumptions about their feelings and actions.
Further, students suggested a greater focus on body positivity, prevention, or the influence of peers,
would be a beneficial intervention approach.
Teacher Feedback- Comments
Feedback comments obtained from teachers are provided in Table 3.15. A number of themes
emerged regarding the resources, engagement of students and delivery. Teachers provided positive
feedback regarding resources, student engagement and teaching their pastoral care classes. While
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there were comments regarding limited time, fidelity checklist measures indicated that the majority of
classes managed to complete most, to all, of the content in each session.

Table 3.15
Teacher Feedback Comments Regarding DCM Program.
Manual/Resources
Appearance ideals
Videos were relevant and students liked the Australian accents.
Girls loved the variety of changing appearance ideals over time – it could be a nice cut & paste activity in
chronological order.
Students noted that the appearance ideals often restrict women from doing what they want to do, and are often set by
men.
Girls loved the photos of ideals through the ages/cultures.
Students loved drawing about today’s appearance ideals.
Media Messages
The clips were relevant and engaging. The students particularly liked the before/after images and were shocked by the
amount of enhancement.
Went really well and the best comment was at the end when a student said she will comment on things friends
do/say/represent, rather than how they look.
This group were incredibly resistant to the ideas presented and disagreed regularly with the messages but were at a
loss to explain their opinion when asked, “why do you think that”.
Lots said they did not do social media, but at least half were on for more than one hour a day on average.
Some off-topic comments, but overall very thoughtful.
Confront Comparison
Lesson could have had more activities as it was a little short.
More time for activities would have been good.
“How good are we at seeing ourselves” video- wonderful/powerful, girls reacted well/very worthwhile/ we loved this
video/ excellent as it bought the whole session together and made the purpose of the discussion clear.
Banish Body Talk
The group has decided to try to avoid body talk and focus on personality.
Girls enjoyed the role- play activity.
Role-play was light and silly but girls enjoyed it and got the message.
Video was quite powerful.

Engagement
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The lesson went very well. The students were super receptive and enjoyed the material.
This was a great lesson and the girls really enjoyed it. Lots of thoughtful class discussion.
Went well, students engaged well.
Lots of talk – students were glowing at the end of the lesson – very affirming.
Students seemed very engaged.
Girls are having great discussions and are quite thoughtful.
Lesson went well and we had great discussions
Good discussion, related to previous lessons.
Class responded with interest and maturity.

Delivery
This lesson moved along at a good pace.
Ran out of time, but had a valuable discussion about ideals.
The lesson went very fast and I managed to get through the whole thing.
Although we worked through the whole lesson, it still felt rushed.
I am enjoying teaching this to my House class- much more effective.

DISCUSSION
This chapter reports on a second independent replication and evaluation study of a modified
version of the universal classroom-based body image program Dove Confident Me (DCM). Following
low acceptability ratings in the initial replication, and a timetabling issue that resulted in a lack of
student-teacher engagement, the intervention program was slightly modified to better suit a selective
sample of Year 8 students in an Australian single-sex girl’s school. Modifications were made in
alignment with the usual adaptations that teachers and school psychologists might make to programs
prior to implementation. For example, changing the presentation of material to make it appeal to their
students, and changing the format of the lessons to fit the timetable and class time available. Further,
careful timetable planning in Study 2 allowed teachers to deliver the program to students with whom
they had a pre-existing relationship. According to the scale assessing acceptability, the modified
program received significantly higher participant scores in regards to helpfulness, enjoyment,
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importance and being well taught, compared with Study 1. Further, results revealed significant
improvements in both self-esteem and dietary restraint from Time 1 to Time 2. However, as these
improvements occurred across both the intervention and control groups, they are not considered an
outcome of the intervention. Therefore, despite the modifications, overall, the findings did not support
the hypothesis that the modified DCM intervention would effectively improve the body image or
reduce eating disorder risk factor outcomes of participants compared to a control group.
Results revealed that following the intervention, self-esteem was significantly greater in both
the intervention and control group, whereas body appreciation and dietary restraint had significantly
reduced across both groups. Further, compared to the control group, participants who completed the
intervention reported a significant increase in both internalization of the thin-ideal and perceived
sociocultural pressure at post-test. Yet this was only maintained at the 3-month follow-up for
internalization of the thin-ideal. Similar findings were reported in Study 1 for both self-esteem and
dietary restraint. In contrast to the current findings, body appreciation improved across both groups in
Study 1 whereas it reduced in Study 2. Further, the current findings do not support previous research
trials as self-esteem and body satisfaction improved following participation in Happy Being Me
(Richardson & Paxton, 2010) and Happy Being Me –Co-ed (Dunstan et al., 2017).
Unexpectedly, the results revealed a finding in the opposite direction to that hypothesized for
internalization of the thin-ideal and perceived sociocultural pressure. Intervention participants
reported significant increases in both variables compared to control from pre-test to post-test. Further,
these results were maintained at the 3-month follow-up for internalization, but just failed to reach
significance (p = .51) at follow-up for sociocultural pressures. Increases in perceived sociocultural
pressure by intervention participants at post-test have previously been reported in the literature
(Diedrichs et al., 2015; Wilksch et al., 2015), and Study 1 produced a similar finding. Diedrichs et al.
(2015) suggests that the increase in sociocultural pressure may be a reflection of the scale’s measure
of awareness of sociocultural pressure, rather than feelings of distress. As such, the current finding
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may demonstrate the DCM program’s focus on increasing participant’s ability to recognize certain
sociocultural pressures.
Of particular concern is the reported increase of internalization of thin-ideal in the
intervention group following participation in the DCM program. This finding, evident at post-test and
maintained at the 3-month follow-up, is inconsistent with both Study 1 and previous research trials.
However, it is important to note that the scale used in the current study to measure internalization was
the IBSS, which was different from the SATAQ used in Study 1 and the research trials. While not as
commonly used with the adolescent age group as the SATAQ, the current finding is also inconsistent
with similar studies using the IBSS measure with a comparable population (Stice et al., 2003b; Trost,
2006). According to Thompson et al. (2018), the questions comprising the IBSS capture a less
personalized desire for thinness and instead focus on the awareness of sociocultural ideals. Thus, this
finding too may highlight enhanced participant awareness of sociocultural ideas, rather than increased
desire for thinness, resulting from DCM’s focus on teaching students to recognize these appearancebased pressures. Yet, a note of caution is warranted. Close to 10% of feedback comments indicated
that participants were not conscious of their body image prior to DCM and they felt the intervention
left them feeling worse about their body image. While such comments are comparable to those
received in Study 1, the current study also reported a significant reduction in body appreciation, albeit
across both the intervention and control groups. It is therefore important to consider the possibility
that the intervention may have had an adverse effect on some participants’ internalization of the thinideal and perceived sociocultural pressures.
As in Study 1, a number of findings in the current study are inconsistent with the initial
research trials. The initial evaluations of DCM with co-educational samples from the UK indicated
significant improvements in body esteem following participation in the both the single-session
(Diedrichs et al., 2015) and 5-session programs (Diedrichs et al., 2020; Torres et al., 2018). Further,
previous trials resulted in significant reductions in a number of eating disorder risk factors. In
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particular, Diedrichs et al. (2020) reported significantly less appearance-based teasing at 6-months
and 12-months, while the single-session DCM trial reported significant reductions in negative affect,
dietary restraint and barriers to life engagement at post-test (Diedrichs et al., 2015). In comparison to
these previous trials, the current study did not examine barriers to life engagement, negative affect or
appearance-based teasing, as was done in Study 1, due to a desire to reduce the length of the survey
and include a measure of maternal influence.
In regards to suitability of the modified program, examination of the acceptability ratings and
feedback comments from both participants and teachers suggests that modification of the intervention
was successful in increasing engagement. The modified intervention received moderate to high
acceptability ratings from participants with 71.9% of students reporting that they felt comfortable
participating in the program and 81.1% reporting that the program was well taught by their teacher.
Approximately half of the participants (56.6%) said they enjoyed the lessons and just over a third
(37.2%) indicated the lessons helped them to feel better about themselves. Teacher feedback provided
support for the modified program by noting a high level of engagement, thoughtfulness and
responsiveness from their students. Yet, some difficulties completing sessions within the lesson
timeframe were noted. Overall, participants in Study 2 rated the modified DCM intervention
significantly higher in regards to enjoyment, helpfulness, importance, and teacher effectiveness,
compared to students completing the original DCM program in Study 1. Further, unlike Study 1, the
current acceptability ratings were comparable to those from participants in Diedrichs et al. (2020),
suggesting that the modified program was a better fit for the selective group of Australian Year 8
girls.
Explanation of Findings
There are several possible explanations for Study 2 results including age and ability of
participants, body satisfaction at baseline, and that modifying the intervention may have reduced its
effectiveness.
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Participants in the current study had a mean age of 12.8 years, which although 6-months
younger than Study 1, is still 1-2 years older than participants used in the initial research trials
(Diedrichs et al., 2020; Torres et al., 2018). The appropriate age for delivering school-based
interventions has been suggested to be 12-13 years (Yager et al., 2013). While the current sample falls
within this suggested age range, it is important to note that the students attend a school with a strong
academic focus, and internal benchmark testing indicates the population skews to the upper level of
ability. Therefore, despite the current students being younger compared to Study 1, the modified
intervention may still be too simplistic for them due to their high level of ability.
Examination of the baseline measurements revealed that intervention participants had
significantly less social comparison and appearance-based talk compared to the control group. This
was also evident in Study 2, which comprised of completely different cohorts and different control
group schools. Further, a number of participants appeared to score within normal range at baseline on
a number of measures, some more so compared to Study 2. Consequently, participants may have had
little scope to further improve their scores. Twelve percent of intervention participant feedback
comments indicated they did not find the intervention relevant, or they felt “worse” following
participation, suggesting that the null outcomes may be reflective of these students experiencing
adequate body satisfaction prior to the program, and as such, not warranting the intervention. While
longer follow-up measures, such as those used by Diedrichs et al. (2020), may have provided
clarification and revealed possible preventative effects, the study was not designed to examine this.
Following feedback received by participants and teachers in Study 1, slight modifications were
made to the DCM intervention to better suit the population of the current study. The changes made in
this study are similar to what other teachers and school counsellors might do to adapt materials to
their specific context. While the acceptability of the program was significantly strengthened,
modifying the intervention could have contributed to the null findings. Given both the single session
and 5-session trials of DCM reported positive outcomes (Diedrichs et al., 2020; Diedrichs et al.,
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2015), the null findings of the current study are concerning. It is possible that the removal of
worksheets, shortening of Session 5 and substitution of Australian videos, may have weakened the
effectiveness of the program. Session 5 involves an activism component asking students to make a
commitment to engage in promoting positive body image behaviours and actions among themselves
and others. While this content was included, it needed to be condensed to fit into Session 4. The
worksheets, while criticized by many students in Study 1, may have ensured increased fidelity to
manual content instead of the class potentially becoming sidetracked with preferred discussion. Thus,
condensing of both Session 5 and removal of the worksheets could explain the inconsistent outcomes
between the current study and previous trials.
Implications
This study examined a modified globally disseminated, universal, body image intervention,
designed for co-educational audiences. The aim was to provide real-life insight regarding
effectiveness and acceptability with a selective group of Australian Year 8 girl’s. Thus, the findings
build upon those learned in Study 1 and offer a valuable contribution to researchers considering
global dissemination of school-based body image programs, and to schools considering program
implementation.
Initially, the findings from Study 1 suggested that failure to improve body image and reduce
eating disorder risk factors might have related to lack of engagement with the DCM program due to
specific cultural idiosyncrasies evident within the videos and visuals of the program, coupled with a
weak student-teacher relationship and limited teacher competence with delivery. After conducting
targeted modifications to DCM, rectifying the timetabled class issue, and allowing teachers additional
practice at delivering the program, Study 2 reported significant improvements in program
acceptability ratings and student engagement. Despite these improvements however, there remained a
lack of positive body image outcomes. This has implications for those developing interventions, as
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researchers may need to specify the importance of not removing or adapting any content, thus
restricting modification of programs. Further research would be required to clarify this.
A second possible implication may be that DCM, both in the original and modified form, is
not effective in improving body image or reducing eating disorder risk factor outcomes in a selective
population of Australian girls attending a single-sex school. More generally, this implication would
suggest that selective and universal programs might not be successfully used interchangeably.
Consequently, the influence of school environment, gender and country could prove a hindrance to
successful global dissemination. As such, attempts to develop one universal intervention, effective for
worldwide delivery, might prove too ambitious. The present study raises the possibility that a number
of programs are required, to suit both universal and selective audiences, as well as co-educational and
single-sex populations, across the three key age groups in secondary school (12-13, 14-15, and 16-18years).
As demonstrated in both Study 1 and Study 2, teachers can often face unpredictable obstacles
preventing them from implementing wellbeing interventions exactly as prescribed by researchers. For
example, a teacher in the current study reported that due to technology failure, she was unable to
deliver the power point or video in one session. Therefore, such findings not only behoove researchers
to continue their work in developing brief, effective programs, that readily fit into school timetables,
but to also be cognizant of how teachers themselves engage with interventions. Moreover, the role of
a teacher is to know how each of their students learn. Teachers are required to differentiate the
curriculum in order to reach every student in their class. Thus, expecting teachers to follow a
prescribed manualized program and not differentiate social and emotional curriculum to suit the needs
of their students, may be unrealistic. In recognition of the way schools typically modify available
programs in order to suit their individual needs, the current findings support the need for researchers
to develop flexible and robust interventions.
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Creating school-based resources, malleable in content and design, yet robust enough to
sustain effectiveness, may seem like the utopia of intervention design. However, failure to do so could
result in researchers continuing to painstakingly develop, and trial, evidence-based programs, yet have
their success hampered by the often less than ideal conditions within real-life school settings. While
there are clear benefits to modifying programs to suit students, there are also risks in removing
content or adapting activities. Ideally, researchers may provide interventions that include options for
modification, or will work with schools to create tailored interventions suitable to specific
populations.
Strengths and Limitations
Comprising a number of strengths, the current study extended upon Study 1 by responding to
the call for independent replication prior to wide-scale dissemination of universal intervention
programs (Ciao et al., 2014; Wilksch, 2014). Specifically, Study 2 conducted a replication of a
modified intervention that provided insights regarding the malleability of universal school-based
programs. In addition, Study 2 contributed to the growing research on engaging endogenous
facilitators to deliver body image prevention programs.
A unique strength of the current study was the opportunities afforded to the researcher due to
her position within the intervention school. This provided the researcher with unique knowledge,
experience and access to teacher resources and expertise, in order to best modify the intervention
specifically to suit the students targeted by the intervention. Further, the current study benefited from
the knowledge obtained from Study 1, together with the researcher’s role within the school. For
example, organizing timetable changes to allow teachers to deliver DCM to classes they know and
scheduling the intervention to occur during Term 2, rather than Term 4, which required the entire
Year 8 camp timetable to be rescheduled, something that would have been difficult to achieve as a
researcher negotiating for the timing of the program from outside of the school context.
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A particular strength of the current study lies in the comprehensive student feedback obtained
providing insight and understanding regarding implementing body image programs within schools.
While in research it is not uncommon to obtain participant feedback, the current study extends this by
examining both the acceptability rating scores and freeform feedback comments provided by all
student participants, and comparing these between Study 1 and Study 2. As such, it provides evidence
to support the hypothesis that a strong student-teacher relationship benefits student engagement with
wellbeing interventions, as it does for academic learning (Hattie, 2009; Martin & Collie, 2016).
Further, the feedback illustrates how targeted modifications made to school-based intervention
programs can enhance their acceptability with a selective audience. Finally, a strength of Study 2 was
that it was the third time teachers had delivered DCM to Year 8 students. Commonly, research using
endogenous providers involves evaluating their first delivery of an intervention program. Thus, the
level of experience, confidence and competence teachers held regarding the DCM resource highlights
a unique strength.
The study also has some limitations. Similar to Study 1, teachers delivered DCM at the same
time and as such, fidelity measures relied on teacher report rather than observations of practice. While
fidelity checklists suggested moderate to high adherence, the preference for peer discussion may have
meant that while some classes covered the prescribed content there was also additional erroneous
content included in some of the lessons. Again, the study was restricted to fortnightly sessions, instead
of weekly and the Term only allowed for four sessions, rather than the prescribed five. Further,
baseline analyses revealed significant difference between the intervention and control group in
regards to country of birth and proportion of students who spoke a language other than English at
home. The intervention group had significantly more participants born in Australia compared to the
control group and significantly less participants who spoke languages other than English at home
compared to the control group, suggesting less cultural diversity in the intervention group. It has been
reported that Asian-American girls have higher body dissatisfaction compared to other racial groups
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(Bucchianeri et al., 2016), however the differences between body dissatisfaction and racial groups is
considered negligible (Bucchianeri et al., 2016). Therefore, the difference regarding cultural diversity
between the intervention and control groups is not likely to have impacted on the findings. Finally, as
in Study 1, the sample size in the current study was underpowered to detect small effects.
Recommendations
The findings of the current study invite a number of recommendations for both researchers and
schools considering future implementation of school-based body image programs. First, while the
findings contribute support for task-shifting delivery of body image programs to teachers, the study
highlights the importance of a strong student-teacher relationship. It is recommended that only
teachers whom students have a pre-existing positive relationship with, teach wellbeing interventions,
particularly those involving body image content.
Secondly, when teaching topics relating to body image, the credibility of the facilitator is as
essential as program content. Despite an improvement in student-teacher relationship, there were
feedback comments suggesting that some participants resented their teachers delivering the program,
and felt ‘the adults’ were making assumptions. Given DCM involves reducing eating disorder risk
factors, it is possible that some participants may have felt they were being told what not to do (e.g.
engage in body talk, compare self to others) and this may have provoked feelings of rebellion or
resentment. Therefore, a peer-led delivery approach may be suitable for body image content as
participants are likely to feel that an older peer may relate to their situation more so than a teacher.
The use of peer-led facilitation has proved effective in university populations in regards to the
cognitive dissonance intervention, the Body Project (Becker et al., 2010; Stice et al, 2013b). The
intervention school is increasingly adopting this model as a teaching approach for a number of
wellbeing topics, including cyber-safety and anti-bullying. Stemming from the peer-mentoring model,
older students within the school assist teachers and school psychologists to deliver wellbeing
curriculum to the younger cohorts. While it requires careful scaffolding for peer facilitators, the
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intervention school has found this approach well received by younger students, and it further provides
additional leadership opportunities for senior students. Given the growing body of evidence within the
research field support task-shifting delivery of body image interventions to teachers, a recommended
future direction for research is to examine the feasibility of task-shifting to peer-leaders.
Finally, shifting the focus of school-based body image intervention to include a more body
positive approach may reduce participant reports of feeling uncomfortable, reduce any potential
negative outcomes due to increasing awareness of body image, and support contemporary approaches
within the field of women’s body image interventions. Self-compassion, the art of being kind with
oneself, is one such approach and avoids the need to discuss bodies or appearance at all. With
evidence to support its use in improving body satisfaction in university students and women
(Albertson et al., 2014; Waslylkiw et al., 2012), self-compassion is considered a protective factor
against body dissatisfaction (Braun et al., 2016). Interventions focusing on the promotion of positive
body image have demonstrated considerable evidence of their benefits with populations of women
(Alleva et al., 2015; Alleva et al., 2018; Albertson et al., 2014; Mulgrew et al., 2017; Guest et al.
2019). Research indicates that body appreciation is a distinct construct, separate from body
dissatisfaction (Tylka & Wood-Barcalow, 2015b), hence it is possible to both appreciate your body,
while feeling dissatisfied with parts of it. Thus, while the war is yet to be won in regards to the
prevalence of body dissatisfaction among teenage girls, a strategic approach may be to direct energy
toward bolstering the appreciation, positivity and self-care girls demonstrate towards their developing
bodies.
Conclusions
Study 2 extended upon Study 1 by attempting to rectify a number of limitations and
conducting a second replication in order to determine the effectiveness and acceptability of DCM with
a sample of Year 8 girls attending a single-sex Australian school. While the findings demonstrated
significant improvements in regards to acceptability, contrary to expectations, there was no
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improvement in body image outcomes or eating disorder risk variables. It is unclear whether the null
findings indicate that DCM is not an effective body-image intervention for girls attending a single-sex
Australian school, or that modifying the intervention rendered it less effective. However, the study
offers insight into the complexities of developing interventions for global dissemination, the
importance of recognizing how schools implement programs in real-life, and the impact studentteacher relationship has on engagement with interventions.
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CHAPTER 4
STUDY 2: EXAMINATION OF RAISING CONFIDENT GIRLS
OVERVIEW
The past two decades have seen an increasing commitment by researchers to developing
etiologically based body image promotion programs for children. Systematic reviews have suggested
that effective programs be multi-sessional, interactive and avoid psychoeducation about eating
disorders, or the sharing personal experiences (Ciao et al., 2014; Stice & Shaw, 2004; Schwartza et
al., 2019; Yager et al, 2013). Rather, it has been recommended that interventions include media
literacy and focus on reducing known risk factors for eating disorders, including internalization of
thin-ideal, social comparison and appearance-based conversations and criticism (Durkin et al., 2007;
McLean et al., 2013, Yager et al., 2013). Further, given limited sustained improvements body image
programs have had in reducing sociocultural pressures, researchers have suggested that interventions
need to involve the wider community (McCabe et al., 2017; Taniguchi & Thompson, 2015).
Accordingly, the next terrain in prevention program development is for researchers to adopt an
ecological approach by extending interventions to consider the environment within which individuals
live. Yet, despite the call in 1996 for the inclusion of parents in eating disorder prevention programs
(Graber & Brooks-Gunn, 1996), progress has been startlingly limited (Hart et al., 2015).
The major objective of the current study is to determine how parents can best be included in a
body image promotion program within the real life setting of an Australian girls’ school. The findings
obtained in Study 1 (outlined in Chapter 2), suggested minimal improvements in body image
outcomes following participation by Year 8 students in the school-based program Dove Confident Me
(DCM). Etiologically based and developed for delivery in classrooms, DCM addresses sociocultural
factors including media literacy, peer relationships, comparison and communication. Yet, while the
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program is mindful of the ecological context of the peer group within the school, the curriculum does
not include parents.
The current chapter provides the theoretical context to support phase two of Study 2, an
expansion of the research project to include the development and inclusion of an intervention program
for mothers. Specifically, Chapter 4 details the development and evaluation of Raising Confident
Girls, a 3-session intervention provided to mothers of Year 8 students, alongside student participation
in a modified version of DCM. Analysis of modified DCM results was outlined in Chapter 3, whilst
this chapter includes a literature review and an outline of the complementary program developed
specifically for mothers, including method, results and a discussion of the findings
The introduction that follows and literature review is divided into three sections. Beginning
with an examination of parental influences on children’s body image, the focus then shifts to consider
body image in women and mothers, before providing an overview of the inclusion of parents in eating
disorder prevention. Finally, the introduction outlines the current study including research aims and
hypotheses.

INTRODUCTION
Parental Influences
Influence of Parents – Mothers and Fathers
Parents serve as important sociocultural transmitters of messages for boys and girls, and
influence the development of their children’s body image both directly and indirectly (Salci & Paxton
2017). Direct influence involves comments, teasing, or criticism regarding weight and shape, or
offering well-meaning encouragement to lose weight, while indirect influences involve parents
influencing their children through modelling body-related attitudes and behaviours. Hence, direct
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influence comprises deliberate body-related communication, whereas indirect influence, exerted more
passively, involves modelling (Linville et al., 2011).
Direct Influences - Comments, Criticism and Encouragement to Lose Weight
Comments and Criticism about Parent’s Own Weight and Shape
Even from a very young age, children are aware of parental body dissatisfaction, weight bias
and dieting (Lowes et al., 2003; Spiel et al., 2016). This is likely due to parents underestimating the
impact that their own comments and behaviours have on the children observing them, or perhaps
parents being oblivious to how much they talk about their own body image with, or in front of, their
children. Rodgers et al. (2019) revealed an association between mothers making comments regarding
their own body shape or eating, and increased disordered eating in daughters aged 7 and 8 years. This
study further demonstrated the longitudinal impact of such comments, by reporting that a mother
directing a comment towards her daughters at age 7-years was associated with increased dietary
restraint in the daughter at age 8-years (Rodgers et al., 2019). Further, it has been suggested that a
daughter’s perception of parental encouragement, criticism and comments is more predictive of body
dissatisfaction and disordered eating outcomes than parental reports of such behaviours (Keery et al.,
2006; Kicher & Crowther, 2001; Sniezek, 2006). Thus, parents can be unaware, or underreport, the
impact of their direct influence.
An examination by Lydecker et al. (2018) discovered that over 70% of parents said they
regularly made self-derogatory statements about their weight or shape in front of their child. One
might argue that this occurs within the context of parents assuming that making such statements is
without consequence. However, over half of the parents in this study also reported making a
derogatory, or fat talk statement about a person with obesity, while 43% acknowledged making a fat
talk statement about their own child, in front of him/her (Lydecker et al., 2018). Of concern, is the
finding that maternal comments or criticism, regarding weight were not only recalled years later by
daughters, but were also associated with disordered eating (Arroyo et al., 2017). Alarmingly, a

171
number of studies support the prevalence of parental weight-based teasing (Berg et al., 2016;
Lydecker et al., 2018). Such communication has been associated with body dissatisfaction, dieting,
depression and extreme weight control behaviours in children (Arroyo et al., 2017; Balantekin et al.,
2014; Bauer et al., 2013; Berge et al., 2013; Berge et al., 2018; Helfert & Warschburger, 2011;
Shaffer & Salafia, 2014). Further, there is evidence to indicate that children subject to teasing from
parents were also more likely to be subject to teasing from a sibling (Keery et al, 2005; Shaffer &
Salafia, 2014). Thus the impacts of this behavior can be far reaching.
Encouragement to Lose Weight
Given societal pressure on parents to regulate children’s diets as a means to reduce childhood
obesity (Budd & Hayman, 2008; Sahoo et al., 2015) it is understandable that some parents may make
well-meaning comments regarding their child’s diet or weight. In a study by Winkler et al. (2018), it
was revealed that 53% of the parents of 9-17-year olds, and 36% of the parents of 5-8-years olds
engaged in discussions regarding their child’s weight. Further, close to 20% of the parents in the
Lydecker et al. (2018) study indicated that they told their child they had either gained weight and/or
should not be eating fattening foods. Many parents may consider this appropriate or good parenting,
especially if their child is overweight, or engaging in unhealthy eating. However, in their examination
of the consequences of parents discussing diet and weight habits with their children, Berg et al. (2013)
found that the specific content of the discussion was pivotal. The study revealed that adolescents
whose parents engaged in conversations with them about weight loss only, were significantly more
likely to engage in dieting, disordered eating and unhealthy weight control behaviours, compared to
those whose parents focused on healthful eating (Berg et al., 2013). Further, this finding was evident
in adolescents who were both overweight and of normal weight. Thus, even well-meaning comments
by parents can be associated with disordered eating behaviours in children of a healthy weight.
Interestingly, a later study by Berg et al. (2016) differentiated that mothers had a tendency to make
more negative weight-based comments to their children focusing on food, whereas fathers tended to
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focus on body parts. Moreover, a longitudinal study by Helfert and Warchburger (2011) found that
parental encouragement regarding a child’s weight and shape predicted greater body dissatisfaction
than parent teasing by use of hurtful nicknames. Thus, well intentioned or not, certain conversations
between parents and children regarding weight and diet can have a negative effect.
The above studies suggest many parents are navigating a complex web of responding to
societal pressures to reduce obesity rates in their children, while risking inadvertently exacerbating
disordered eating via their well-meaning attempts. Consequently, researchers have concluded that
interventions with parents need to highlight the dangerous influence certain comments have on
children (Lydecker et al., 2018). It is imperative to help parents understand the importance of nuanced
conversations with their children, and the need to focus on health behaviours rather than criticizing or
reducing weight (Berg et al., 2013). Finally, educating parents about the detrimental effects of fat talk
is imperative. For whether it be a harmless taunt in jest from a father, or an attempt to bond by a
mother, evidence suggests significant ramifications for daughters (Arroyo & Andersen, 2016) that
may extend well into adulthood (Klein, 2016).
Although both parents influence the body image of children, there are inconsistencies evident
in the literature regarding the dominance of mothers and fathers.
The Influence of Fathers on Daughter’s Body Image
Given the difference in gender and body shape, a number of early studies suggested minimal
modelling of body image attitudes and behaviours between fathers and daughters (Abramovitz &
Birch, 2000; Attie & Brooks-Gunn, 1986; Ogden & Stewart, 2000; Steiger et al., 1996; Thelen &
Cromier, 1995). However, associations between a father’s body image related comments, attitudes
and behaviours, and those of his daughter have been reported (Dixon et al., 1996; Field et al., 2001:
Smolak et al., 1999). Early studies of primary school-aged children found that a father’s complaints
and concerns regarding his own weight were associated with less body esteem, more weight loss
attempts and fear of getting fat from his daughter (Smolak et al., 1999). In addition, Dixon et al.

173
(1996) reported a father’s encouragement to lose weight and modelling of dieting behavior was
correlated with more dieting, purging and vomiting in adolescent daughters. Further, dieting in
children was predicted both by how much a child perceived thinness was important to their father
(Field et al., 2001), and perceived pressure to be thin from a separated or divorced father (Shisslak et
al., 1998).
A more recent longitudinal study examining the impacts of parental dieting or comments
about weight/eating during late adolescence on future body image, reported paternal comments
predicted greater drive for thinness in women twenty years later (Klein et al., 2016). Interestingly,
while this study reported that women recalled receiving more comments during adolescence from
their mother, it was the paternal comments that predicted their future drive for thinness. Thus, while
mothers offered more comments about eating or weight to their children, it was the paternal
comments, although less frequent, that had a more potent effect twenty years later (Klein et al., 2016).
Perhaps comments from a father resonate more with daughters than do those from her mother due to
their infrequency. Yet the content of comments is also pertinent. One study of French adolescents
revealed that daughters reported that their mothers provided more comments compared to fathers, but
that comments from fathers were more negative (Rodgers et al., 2009). Further, in their evaluation of
the impact of maternal and paternal criticism on body satisfaction, Biolcati et al. (2020) reported that
maternal comments affected females aged 18-23-years, while paternal comments affected older
females aged 24-28-years. The researchers suggested that as daughters mature, fathers prove more of
an influence because they act as models for future partners, whereas during adolescence mothers are
the dominant influencer due to the mother-daughter bond.
Maternal Influences on Daughter’s Body Image
Mothers and daughters influence each other throughout childhood and adolescence. A mother
can influence her daughters emerging body image directly, through comments and conversation,
indirectly, through modelling, and emotionally, via the relationship they share.
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Given they share gender, and often a similar body shape it is understandable that a girl’s
emerging body image is influenced by her mother. Early research found body dissatisfaction in
children was related to perceived body dissatisfaction of mothers and not fathers (Lowes &
Tiggemann, 2003), while greater drive for thinness in children was associated with mothers who diet
(Wertheim et al., 2002). Using an older sample of adolescents 11-18-years, Field et al. (2005) found
girls who believed thinness was important to their mothers, whether accurate or not, were
significantly more inclined to think about being thin, and engage in more frequent dieting, compared
to those who perceived thinness as unimportant to their mothers. Further, multiple studies posit that
compared to fathers, it is mothers who predominately offer more body related messages (McCabe et
al., 2006; Phares et al., 2004; Taniguchi & Aune, 2013; Thelen et al., 1995), are more concerned with
establishing and enforcing appearance expectations (Kanakis & Thelen, 1995; Smetana, 1998),
explicitly encourage their daughters to lose weight (Benedikt et al., 1998; Klein et al., 2016;
Wertheim et al., 2002), offer more assistance with dieting, and are more critical of their daughter’s
bodies (Wertheim et al., 1999).
Thus, studies with young girls, adolescents, and adult women support the premise that a
mother plays an integral role in shaping the attitudes and behaviour a daughter has regarding herself
and her body (Shenaar-Golan & Walter, 2015). Given they are a dominant influence on their
daughter’s body dissatisfaction, so too it is likely that mothers could be a key prevention resource. In
order to harness the pivotal influence of mothers, we must first understand further the dynamics of
body image within the mother-daughter context.
Direct Influences - Fat Talk by Mothers
According to the tripartite model (Thompson et al., 1999), mothers can act as important
socializing agents for daughters and may reinforce societal pressures regarding thinness and
appearance through their direct interactions (Linville et al., 2011). Direct influences include weight
related conversations, comments, criticism, teasing or encouragement to lose weight. Further, even
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praising a daughters’ appearance or weight loss can inadvertently reinforce appearance ideals, and
result in a daughter feeling that she did not look attractive previously (Rodgers, 2012).
For many mothers and daughters, engaging in appearance-based conversations, or fat talk, is a
common occurrence and studies indicate that mothers and daughters share significantly similar levels
of body talk (Arroyo & Andersen, 2016; Rogers et al., 2017). It is concerning that those who engage
in more body talk report significantly greater body dissatisfaction (Arroyo & Andersen, 2016) and
that while body talk may be akin to a bonding experience, research indicates that a mother’s body talk
is positively associated with bulimic behavior in young adult daughters (Arroyo & Andersen, 2016).
In addition, in adolescents, greater eating pathology was reported by daughters whose mothers
reciprocated their high levels of body talk, compared to daughters whose mothers did not reciprocate
the same levels (Chow & Tan, 2018). The authors of that study therefore suggested that reciprocity of
fat talk between a mother and daughter allows for transmission of maternal body image concerns and
provides an opportunity to reinforce the internalization of appearance ideals. Further, as the
reciprocity did not have the same detrimental effect on the level of eating pathology for the mother,
the researchers concluded that adolescent girls are especially vulnerable to mutual body talk
disclosure with their mothers (Chow & Tan, 2018).
Indirect Influences - Modelling of Weight and Shape- Based Attitudes, Ideas and Behaviours
Social learning theory provides insight into why a girl adopts her mother’s attitudes and
behaviours regarding body image and weight loss. The theory postulates that children learn from
watching or imitating others, particularly those most like him/her (Bandura, 1971). Since modified to
social cognitive theory, in order to represent both the observational learning and cognitive processes
involved, the theory suggests both positive and negative behavior can be socially learned (Bandura,
1986). Learning occurs, first by the observation of behavior, followed by four sequential cognitive
processes: attention, retention, production and motivation (Bandura, 1971). Specifically, a child must
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observe the model’s behaviour, then attend to it, remember it, possess the skills to reproduce it, and
finally, feel motivated to reproduce it.
Bandura (1971) proposed children are most likely to imitate powerful models, who are most
like themselves. As parents are highly influential in children’s lives, there seems little argument that
the same-gender parent would serve as the most salient model for a child. Thus, a mother would serve
as a highly credible source of influence to her daughters’ development of beliefs, behaviours and
attitudes. Accordingly, if a daughter observes her mother to engage in a discourse containing selfcriticism and body talk, then so too may she seek to imitate this communication. Similarly, if a mother
is modeling weight control behaviours, or avoidance of activities due to body shame, then her
daughter may be inclined to believe that this is how a woman responds to such feelings, and if she
reaches the final processing stage of the social cognitive theory, then she may reproduce these
behaviours herself. For example, a mother’s body shame and body surveillance has been associated
with frequency of body surveillance in adolescent daughters (Katz-Wise et al., 2012). Contrastingly,
if a daughter observes her mother engaging in body acceptance and appreciation, treating her body
with respect and care, then she is more likely to follow this example.
Transmission of ideas from a mother to her daughter about eating habits and weight can begin
from a very young age through modelling of attitudes and behaviours. In their investigation of 5-year
old girls’ ideas and beliefs about dieting, Abramovitz and Birch (2000) reported that mothers were a
critical influence on daughters emerging ideas regarding dieting. Although there was minimal
evidence to indicate existence of dieting in the 5-year old sample, the researchers did find significant
associations between a mother’s weight concern and dieting, and her daughter’s weight concern and
expression of ideas about dieting (Abramovitz & Birch, 2000). Lowes and Tiggemann (2003),
reported associations in levels of body dissatisfaction between mothers and daughters aged 5-8-years.
Even younger girls aged 3-5-years, have been reportedly influenced by their mother’s body image
(Spiel et al., 2016; Spiel et al., 2012). These studies found that daughters assigned more positive
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characteristics to a thinner figure the more their mother internalized the thin-ideal (Spiel et al., 2012),
and engaged in dietary restraint (Spiel et al., 2016). However, a study of 5-year old girls by Damiano
et al. (2015) found that a daughter’s dietary restraint was not associated with maternal diet restraint or
internalization of the thin-ideal, but rather exposure to media and peer influences. Thus, while
transmission of ideas between mothers and daughters can occur at a young age, one must not
underestimate the early influence of other socio-cultural influences.
While the above studies support the transmission of body image attitudes and ideas between
mothers and daughters, as girls develop, they can begin to act on attitudes and concerns by engaging
in weight restricting behaviours, often modelled by mothers. An earlier study by Hill et al. (1990)
found correlations between mothers and daughters dietary restraint in girls aged 10-years. More
recently, Rodgers et al. (2019) revealed a positive relationship between maternal dietary restraint and
dietary restraint in daughters aged 8-years, while Hanford et al. (2018) found weight controlling
behaviours modelled by a mother resulted in poorer body esteem, reduced consumption of sweets and
increased problematic eating concerns in 8-12-year old girls. Although, Benedikt et al. (1998) found
that body dissatisfaction, dieting and exercise in adolescent girls, could not be predicted by their
mothers’, they did discover that a mothers modeling of extreme weight loss behaviours could predict
similar behaviours in her daughter.
Regardless of intent, it is evident that the way a mother feels about herself and her own body
affects the way her daughter will feel about herself. As such, the above studies suggest that greater
emphasis and education must be directed towards discouraging negative modelling behaviours among
mothers as a means of prevention (Hanford et al., 2018), and that improving the way a mother feels
about her own body is likely to positively impact daughters.
Impact of the Mother-Daughter Relationship on Daughter’s Body Image
Attachment theory, describes the relationship a baby has with their primary caregiver, usually
his/her mother (Bowlby, 1969). According to the theory, the quality of the attachment is crucial, as it
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creates an internal working model that will affect future relationships and experiences (Bowlby,
1969). Research has revealed that the quality of the initial attachment with the primary caregiver can
influence an individual’s vulnerability to certain health conditions, including eating disorders. (Dozier
et al., Tasca, 2019). As such, Ogden and Stewart (2000) examined the relationship between mothers
and daughters to determine whether it influenced body image. Their findings revealed that daughter
enmeshment with her mother and a lack of autonomy is associated with increased body dissatisfaction
(Ogden & Stewart, 2000). Further research has suggested that daughters who struggle with body
dissatisfaction are more likely to describe their mothers as cold and overprotective (Calam et al.,
1990; Smith et al., 2016).
Encouragingly, there is research to suggest that a positive mother-child relationship can
contribute to greater body-esteem and less body shame (Katz-Wise et al., 2012) and less problematic
eating attitudes or behaviour (Graber et al., 1994; Swarr & Richards, 1996) in adolescent girls.
Shenaar-Golan and Walter (2015) reported that if a girl perceives she has a good relationship with her
mother, this buffers the impact her negative body image has on her sense of wellbeing. Thus, the
authors suggested prevention approaches include educating mothers about the benefits of a supportive
relationship between her and her daughter.
There is little doubt that mothers are fundamental when considering early intervention and
prevention for body dissatisfaction in adolescent girls. The above studies highlight the importance of
not only educating mothers about the impact their own body image can have on their children, but
also about the potential effects their relationship with their child can have on their child’s body image.
Body Image in Women and Mothers
Prevalence of Body Dissatisfaction in Middle-Age Women
Research indicates evidence of significant body dissatisfaction (Davidson & McCabe, 2005;
Gagne et al, 2012; Jackson et al, 2014; Lewis-Smith et al., 2015; McLean et al., 2010) and disordered
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eating (Fairweather-Scmidt et al., 2015; Marcus et al., 2007; Midlarsky & Nitzburg, 2008; Slevec &
Tiggemann, 2011) in middle age women. While national prevalence rates for body dissatisfaction in
American women 18-65+ years of age have been reported to be between 13% - 50% (Becker et al.,
2019; Fallon et al., 2014), other studies have indicated over 70% of women feel unhappy with their
weight and desire a thinner body (Allaz et al., 1998; Gagne et al., 2021; Jackson et al., 2014).
Disordered eating and weight-loss behaviours, including purging, dieting and laxative use, are
reportedly prevalent among middle-age women (Ackard et al., 2013; Hay et al., 2008), with close to
60% of women reporting dieting at least once in their lifetime (Allaz et al., 1998) and approximately
5% experiencing a clinically significant eating disorder (Keel et al., 2010; Mangweth-Matzek et al.,
2014). Similar to adolescent girls, body dissatisfaction in women as been correlated with a range of
negative outcomes including unhealthy diet, poor sleep, reduced exercise, limited quality of life and
impaired functioning (Becker et al., 2019). Further, the same study revealed that over 40% of women
experiencing a negative body image reported to often feel upset, ashamed or guilty (Becker et al.,
2019). It is therefore likely that mothers are navigating their own negative body image attitudes and
behaviours, while attempting to prevent or manage similar concerns among their daughters.
Body Image across the Lifespan
Body Dissatisfaction across the Lifespan
In her review of body image across the lifespan, Tiggemann (2004) concluded that until a
woman reaches her elderly years, body image remains relatively stable. However, this stability
appears to be the result of continued body dissatisfaction, due to weight gain as a woman ages,
counterbalanced with the decreased importance of this, with age (Tiggemann, 2004; Tiggemann &
Lynch, 2001). Other studies have confirmed this finding, and conclude that body dissatisfaction is
stable from mid-adolescence to adulthood (Wang et al., 2019), and across the lifespan (Tiggemann &
McCourt, 2013). Thus, as advancing age widens the discrepancy between a woman’s body and the

180
appearance-ideal, so too it provides other perspectives that shape the relationship women have with
their bodies at this time, including appreciating one’s body for its functionality.
Body Appreciation across the Lifespan
An emerging area of interest in the field of body image is the focus on positive body image.
That is, appreciating your body for what it can do, appreciating your body for its function, and
accepting your body. More than merely the absence, or opposite, of negative body image (Tiggemann
& McCourt, 2013; Tylka & Wood-Barcalow, 2015a), positive body image is considered a separate
construct, distinct from negative body image (Tylka & Wood-Barcalow, 2015b). As such, women are
able to experience both positive and negative body experiences simultaneously (Bailey et al., 2016;
Tiggemann & McCourt, 2013). In their examination of body appreciation and body dissatisfaction in
women 18-75yrs, Tiggemann and McCourt (2013) found that body appreciation increased as women
aged, while confirming that body dissatisfaction remained stable. Thus, Tiggemann (2015) suggested
that despite feeling dissatisfied with their bodies, older women can still find positive things to
appreciate about their bodies and as such, are more accepting of their bodies than younger women.
Body Dissatisfaction and Mothers
Post-partum Period
The majority of research regarding the body image of mothers focuses on the postpartum
period. There is to evidence suggest associations between pre-pregnancy body image concerns, and
worry about weight (Skouteris et al., 2005) disordered eating (Zaman & Jami, 2016) and anxiety and
depressive symptoms (Chan et al., 2020) in post-pregnancy. In fact, the post-partum period is
considered a particularly vulnerable time for women in regards to body dissatisfaction (Lovering et
al., 2018; Rodgers et al., 2018), specifically 6-months post-partum (Rallis et al., 2007). Given the
significant physical and emotional changes occurring in a woman’s body during pregnancy and postbirth, it is understandable that this would prove a challenging time, particularly for those women with
pre-existing body image concerns. However, there is further evidence to suggest that pregnant women
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are subject to strong sociocultural pressure regarding internalization of the thin-ideal and drive for
thinness, from both the media, and from weight focused family members (Lovering et al., 2018).
Increasingly, modern Western society appears unwilling to encourage new mothers to nurture their
bodies, appreciate and celebrate them for their function, or to accept their new shapes post-birth.
Rather, the dominant pressure on post-partum mothers is to kick the pregnancy kilos as soon as
possible in order to be deemed a successful woman or in fact, a good mum (Roth et al., 2012).
“Hot mum”
As mothers move beyond the post-partum period, they continue to face appearance-based
pressures. Nunez and Tantleff-Dunn (2016) describe how contemporary society has amalgamated
both motherhood and sexuality to sexually objectify mothers and create pressure on them to conform
to the ideal of a “hot mum”, that is a mum who has a toned, young and sexy body. Researchers have
examined the pressure on mothers to be meet this standard. Nunez and Tantleff-Duff (2016) found
that while many mothers viewed the ideal negatively, those that did desire to be a “hot mum” engaged
in more body surveillance and disturbed eating. Further, mothers who felt pressured by partners to
meet the ideal, reported significantly lower self-esteem than those who did not (Nunez & TantleffDuff, 2016), adding support to the theory that mothers are subject to significant sociocultural
appearance-based pressure as are other females.
However, a recent study by Yager et al. (2020b) examining both mothers and women without
children, suggested that motherhood may serve as a protective factor for prevalence of negative body
image, dieting and self-objectification. The researchers found that mothers with young children (0-5years) reported significantly less body shame, self-objectification and dietary restraint compared to
women with no children (Yager et al., 2020b). Further, mothers of older children (6-10-years) reported
significantly less self-objectification that women with no children (Yager et al., 2020). According to the
researchers, mothers may be more inclined to engage in functional appraisal of their bodies and intuitive
eating as a consequence of birthing and feeding their babies.
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Intergenerational Transmission of Body Image Concerns
There is significant evidence to support the intergenerational transmission of body image
concerns between mothers and daughters (Hart et al 2016; Katz-Wise et al., 2012; Shenaar-Golan &
Walter, 2015; Spiel et al., 2016; Spiel et al., 2012). Thus, interventions have focused on educating
mothers about the importance of role modelling positive body image behaviours (Bruning Brown et al.,
2004; Hart et al., 2006; McVey et al., 2007; Sniezek, 2006). However, there is evidence to suggest that
a mother’s capacity to role model positive body image behaviours for her child can be dependent upon
her own body image (Damiano et al., 2019). Mothers with higher levels of body appreciation are more
inclined to role model positive body image behaviours for their children (Damiano et al., 2019). This
finding suggests that when including mothers in interventions to improve the body image of daughters,
such interventions should seek not only to educate mothers about role modeling behaviours, but also to
improve a mother’s own body image.
Given the prevalence and stability of body dissatisfaction in women, the following section
examines interventions developed for this population. Beginning with therapeutic interventions
designed for delivery to small groups of women, the section then focuses on programs developed to
foster positive body image and self-compassion. Finally, universal awareness raising interventions,
focusing on empowering and educating women and the wider community are outlined.
Body Image Interventions for Women
Interventions for Non-clinical Disordered Eating among Adult Women
Interventions to improve body dissatisfaction and disordered eating in adult women have
adopted a number of approaches, including, cognitive-behavioural therapy (CBT), acceptance and
commitment therapy (ACT), cognitive dissonance, body functionality and self-compassion. LewisSmith et al. (2015) conducted a systematic review of interventions for disordered eating in middleaged women and identified three interventions that demonstrated sustained improvements in
disordered eating and body image. The three interventions, including two 8-session CBT based
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programs (McLean et al., 2011; Smith et al., 2001) and one 8-hr daylong ACT workshop (Pearson et
al., 2012), were delivered to women with elevated levels of body dissatisfaction. While successful in
improving body image and disordered eating, all interventions adopted a therapeutic approach and
were limited to small groups of women including 5-15 participants. The systematic review led the
authors to conclude that effective interventions are multi-sessional, group based, include betweensession activities and are facilitated by trained experts (Lewis-Smith et al., 2015). However, to have
an impact at the population level, implementing these interventions would be time and resource
intensive. Thus, the next section will focus on other intervention approaches that could be utilized for
adult women.
The Body Project Intervention
The dissonance-based intervention, The Body Project (Stice et al., 2001b), rigorously
evaluated by numerous randomized trials with adolescent girls and young women, remains the most
empirically supported eating disorder prevention program to date (Dakanalis et al., 2019) and the
most effective program for selective audiences who have elevated levels of body dissatisfaction
(Watson et al., 2016). Previous studies with university aged women have reported that the Body
Project decreases thin‐ideal internalization, body dissatisfaction, dieting, negative affect and bulimic
symptoms (Stice et al., 2001b; Stice et al., 2015a; Stice et al., 2013b).
The intervention, based on the theory of cognitive dissonance posits that people align their
attitudes and their behaviours to avoid discomfort (Festinger, 1957). When a discrepancy between an
individual’s attitude and behaviour emerges, this creates cognitive dissonance, which is
uncomfortable. The Body Project uses a number of activities to provoke cognitive dissonance
including role-plays challenging the thin-ideal, activities identifying the costs of the appearance-ideal
and homework exercises comprising writing a letter to one’s younger self advising avoidance of body
dissatisfaction and looking in the mirror and listing positive characteristics.
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Interventions Promoting Body Appreciation
While in its infancy compared to interventions focusing on reducing negative risk factors, the
promotion of positive body image is gaining traction. In their systematic review of interventions for
positive body image, Guest et al. (2019) highlighted the benefits of interventions focusing on body
functionality. On-line interventions asking participants to engage in writing exercises have
demonstrated positive impacts on appearance satisfaction, functionality satisfaction and body
appreciation (Alleva et al., 2015; Alleva et al., 2018; Mulgrew et al., 2017). Further, brief selfcompassion meditation interventions have also been shown to contribute to improved body image
(Albertson et al., 2014).
Given research indicating that body appreciation is a distinct construct, separate from body
dissatisfaction (Tylka & Wood-Barcalow, 2015b) that is known to increases with age (Tiggemann &
McCourt, 2013), one could reason that it is sensible to incorporate such approaches into interventions
with adult women. Furthermore, in light of social learning theory, equipping mothers with the tools to
accept and appreciate their own bodies has the added potential to imbue such appreciation in their
daughters. Thus the following section provides additional information on two body positive
approaches, firstly self-compassion followed by an overview of the social impact documentary
Embrace (Brumfitt, 2016).
Self-compassion Interventions
Self-compassion involves being patient and kind with oneself and providing comfort, rather
than judgement or self-criticism in times of struggle (Neff, 2003). It is an approach that is increasingly
being used to assist people to manage a number of health conditions including depression (Falconer et
al., 2016; Haukaas et al., 2018), anxiety (Haukaas et al., 2018), chronic pain (Costa & Pinto-Gouveia,
2011) and smoking reduction (Kelly et al., 2010). Grounded in the notion of self-kindness and
acceptance, self-compassion is the antithesis of body dissatisfaction. Albertson et al. (2014) explain,
that being kind and accepting, rather than judgmental and critical towards oneself, “directly counters
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the very root of body dissatisfaction” (p.445). Research supports the benefits of self-compassion both
in relation to eating disorder treatment and improving body dissatisfaction. Self-compassion was
reported to enhance treatment outcomes in eating disorder patients (Kelly et al., 2014) and assist in
reducing binge eating (Kelly & Carter, 2015; Webb & Foreman, 2013). Further, self-compassion
predicted fewer weight and shape concerns and less body preoccupation in university-aged women
(Waslylkiw et al., 2012), and resulted in a reported reduction in body dissatisfaction and body shame
by women who had engaged in a 3-week self-compassion intervention (Albertson et al., 2014).
Self-compassion is considered a protective factor against the impact that body comparison
and appearance contingent self-worth have upon body appreciation (Homan & Tylka, 2015). In their
systematic review of 28 studies supporting self-compassion as a protective factor for body image
disturbance and disordered eating, Braun et al. (2016) proposed four ways self-compassion acts as a
protective factor. These include, mitigating eating disordered related outcomes, preventing the
occurrence of risk factors for negative body image outcomes, buffering the deleterious effects that
risk factors can have on eating disorder outcomes, and augmenting the mediational pathway through
which a risk factor operates (Braun et al., 2016). Consequently, researchers have suggested including
protective factors, such as self-compassion, in interventions to cultivate women’s positive body image
(Siegel et al., 2020). In support of this, Tylka and Wood-Barcalow (2015b) suggest that limiting
interventions to the reduction of negative symptoms, with no investment in enhancing positive body
image, at best, may promote a neutral body image. Thus, in addition to reducing known negative risk
factors for eating disorders, contemporary prevention is encouraged to also aim to enhance positive
body image.
Embrace Documentary
Embrace (Brumfitt, 2016) is a social impact documentary created and directed by the founder
of the Body Image Movement, Taryn Brumfitt. Released in 2016, and seen by millions of people
across the world, Embrace chronicles Brumfitt’s efforts to understand the societal policing of
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women’s bodies. The film endeavours to create awareness and provoke discussion about body image,
and is a unique resource that both educates viewers about the risk factors for body dissatisfaction,
while promoting body positivity in an entertaining and empowering way. Recent evidence supports
the value of the documentary as a body image intervention.
Yager et al. (2020a) examined the impact Embrace had on the body image and eating patterns
of over 1500 women. Results indicated that women who viewed Embrace reported significantly
higher body appreciation, and lower body shame, internalization of thin-ideal, self-objectification and
dieting, compared to those women who had not viewed the film. Further, qualitative outcomes
indicated that mothers who viewed the film reported greater awareness of the impact both body talk
and role modelling had on their daughters. An exploration of perceptions of the film revealed that the
majority of women expressed positive thoughts about the film (97.4%), with 46.4% of qualitative
comments about the impact of the film indicating enjoyment, and 40.8% of open-ended comments
indicating that they felt feeling emotionally responsive after watching the Embrace (Yager et al.,
2020a). While the researchers concluded that Embrace was a useful intervention for improving the
body image of women, they recommended further research, with both pre-and post-measurements, in
order to accurately assess its impact as an intervention.
Summary
Despite the calls (Damiano et al., 2019; Yager et al., 2020b), there are few interventions
currently available to educate mothers about supporting their daughter’s body image, and even fewer
that directly seek to improve a mother’s own body image. Moreover, there is a sparsity of
interventions for mothers of adolescents, perhaps due to the perception that parents are not as
influential in regards to body image at this age. Research suggests that parents of children over the
age of 10-years engage in less positive role modelling compared to parents of children under 10-years
(Damiano et al., 2019). As such, interventions for mothers of adolescents are needed (Damiano et al.,
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2019: Yager et al., 2020b). The following section focuses on the inclusion of parents in eating
disorder prevention.
Including Parents in Eating Disorder Prevention for Adolescents
Despite substantial and widespread agreement about the influence of parents on the
developing body image of daughters, and a call some 25-years ago by Graber and Brooks-Gunn
(1996) for parents to be included in eating disorder prevention research, to date only a small number
of studies have included interventions for parents. A systematic review of prevention programs
including parents identified twenty studies between 1992 and 2013, with only three studies reporting
high-quality data regarding parental involvement (Corning et al., 2010; Sniezek, 2006; Trost, 2006).
Of the three studies reported by Hart et al. (2015), one revealed positive impacts on children’s body
dissatisfaction (Corning et al., 2010), while two found no significant positive impacts on children
following intervention with parent (Sniezek, 2006; Trost, 2006).
Research with parents has comprised interventions for parents and children, as well as
interventions for parents only. Those delivered solely to parents, have been delivered from both ends
of the intervention spectrum, including both intensive small group workshops for targeted populations
(Corning et al., 2010; Trost, 2006) and brief web-based psycho-education (Diedrichs et al., 2016).
Research involving delivering an intervention to both parents and children has mostly been limited to
an internet (Bruning Brown et al., 2004) or pamphlet-based design (Sniezek, 2006), with one study
offering monthly workshops and newsletter articles (McVey et al., 2007). Despite the paucity of such
research, studies involving parents have demonstrated some promising benefits for children, including
improved self-concept (Russell-Mayhew et al., 2007) and reduced perceived pressure to be thin and
drive for thinness (Corning et al., 2010).
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Interventions Delivered Solely To Parents
Interventions delivered solely to parents have shown positive impacts on daughters when
delivery involves both targeted, small groups of mothers (Corning et al., 2010) and low-intensity
internet based interventions (Diedrichs et al., 2016).
Healthy Image Partnership Program
In her examination of the Healthy Image Partnership (HIP) program with parents of
daughters experiencing body image concerns, Trost (2006) delivered a 3-session intervention to small
groups of 4-7 parents (n= 81). HIP focuses on educating parents about the thin-ideal and ways to
positively communicate with their daughters. While the intervention improved body image outcomes
in parents, the improvements did not extend to daughters. Building on the above study, Corning et al.
(2010) evaluated a 4-session intervention modeled on the HIP program. Delivered to mothers of
middle-school girls with body dissatisfaction, post-test results revealed that girls whose mothers
attended the intervention reported less perceived pressure to be thin at post-test and 3-month followup, and lower drive for thinness at 3-month follow-up compared to control. However, the study
involved a small sample size of thirty-one mothers and the intervention was delivered to small groups
of four. Further, there were no outcome measures taken for mothers, thus it is not known if the
program improved mother’s own body image. While promising, the above studies used a targeted
sample of girls with pre-existing body dissatisfaction and were of limited dissemination value given
the small group (n= 4-7) format and need for expert facilitator.
Dove Self Esteem Project Website for Parents
In contrast to the above studies, Deidrichs et al. (2016) evaluated a low-intensity internetbased intervention with mothers. Utilising the Dove Self Esteem Project Website for Parents, the
researchers examined 235 mother-daughter dyads to understand the impact on daughters when
mothers navigated the website for a period of thirty minutes. Designed to develop a mother’s body
image, as well as help mother’s foster positive body image among daughters, the Dove Self Esteem
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Project Website for Parents address appearance-ideals, appearance conversations, appearance-related
teasing, modeling, interpersonal relationships, and mothers respecting and looking after themselves.
The content of the website used in the study was evidence-based and included similar subject matter
to that used in the classroom-based DCM program. Results demonstrated that mothers who viewed
the website reported higher self-esteem, higher weight-esteem, lower negative affect, and engaged in
more conversations with their daughters about body image compared to a control group. Further,
these findings extended to daughters who demonstrated reduced negative affect and higher selfesteem at the 6-week follow-up. The researchers suggested that future research focus on an additional
intervention in order to strengthen the results. The positive outcomes following viewing the website,
suggest that the resource is valuable, particularly for mothers. However, it seems to require more
potency. Perhaps by delivering the content in a different manner, or delivering content to daughters
alongside their mothers, the intervention may achieve longer-term benefits for both mothers and
daughters.
Interventions Delivered to Parents and Children
Interventions including both parents and children have incorporated pamphlet and web-based
designs (Bruning Brown et al., 2004; Sniezek, 2006), in addition to face-face workshops (McVey et
al., 2007).
Healthy Schools- Healthy Kids Program
McVey et al. (2007) conducted a comprehensive 8-month school-based prevention program
Healthy Schools- Healthy Kids, in one of the few universal interventions involving separate
workshops for parents, teachers and children. Each month, a parental workshop was offered in
addition to an article published in the school newsletter. However, while 982 students participated in
the intervention, the authors reported that an average of eight parents attended each workshop
(although it is unclear whether it was the same eight parents throughout the study, or 64 parents in
total). Results of the study were positive, with students in high-risk groups demonstrating significant
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improvements in internalization of media-ideals, body satisfaction and disordered eating. However, as
no outcomes measurements were taken for parents it is not clear how the intervention served them, or
whether their involvement impacted upon their children.
Student Bodies Program
Given concerns regarding low parental involvement, researchers have considered whether online programs would more successfully engage parents. One of the first studies to investigate parental
inclusion in an on-line parent-child eating disorder prevention program was that undertaken by
Bruning Brown et al. (2004). In an evaluation of the web-based Student Bodies program with a school
class, the researchers examined the efficacy of delivering a component to student’s parents. While
students participated in the 8-session CBT based program for an hour each week, their parents could
use the web-based intervention focusing on communication, weight and shape attitudes and
behaviours at any time over a 4-week period. While participation in the student program resulted in
positive outcomes, and parent results indicated significant reductions in negative attitudes and
criticisms, there did not appear to be any impact on daughters of parents participating in the parental
program. Further investigation revealed that of the twenty-two parents in the intervention group,
eleven logged on to the intervention and only eight reported to read over 80% of the content. Thus,
the sample size was unfortunately limited (Bruning Brown et al., 2004).
Using a paper version of the materials, Sniezek (2006), examined both the parent component
of Student Bodies, in addition to the relationship between parental criticism and eating disorder risk
factors with a large sample of adolescent girls aged 14-16-years and their parents, including 136
mothers and 112 fathers. While mothers in the intervention group reported engaging in less criticism
of their daughters, the results did not show a significant reduction across conditions. The findings did
however provide greater insights into how parental criticism impacts on daughters. Specifically,
Sniezek (2006) reported that general criticism from parents predicted perfectionism in daughters,
while criticism regarding appearance predicted disordered eating.
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Gaps, Obstacles and Opportunities in the Research Field Involving Parents
Low Parent Engagement
One of the most difficult barriers to wide scale implementation of parenting programs is poor
engagement and participation by parents (Spoth et al., 2007; Spoth et al., 2000). In their systematic
review of interventions involving parents, Hart et al. (2015) highlighted a “clear and current gap in
our understanding of how parents can best be motivated to participate in prevention research” (p.167).
As demonstrated by the above studies, interventions offered to both parents have resulted in a very
low uptake. While Trost (2006) invited 1725 parents to participate in the HIP program, the final
sample included eighty mothers and one father, which is less than 5% uptake. In the McVey et al.
(2007) study, 982 students were involved and between 8-64 parents (less than 7%) attended
workshops. Yet, the challenge is not limited to eating disorder prevention. Shochet et al. (2001)
reported only 10% of parents attended all three parental sessions in their school-based Resourceful
Adolescent Program study for preventing depression.
For practical reasons, often both parents are generally unable to be involved in face-to-face
interventions, as one parent needs to be involved in care of the children, while the other attends the
program. Bruning Brown et al. (2004) attempted to overcome this issue by offering a web-based
intervention but found that less than half of the twenty-two parents involved actually viewed 80% of
the on-line content. Thus, Hart et al. (2015) concluded, “small parent sample sizes are almost
ubiquitous” and as such, “provide an enormous hurdle in understanding how parents can be
effectively engaged in preventing body image and eating problems” (p.165). The authors suggested
researchers develop engaging programs designed to suit the particular needs of parents. Consequently,
providing a generic program suitable for both parents may result in it being less appealing to both
mothers and fathers. Accordingly, researchers may have more success engaging parents to attend
eating disorder prevention programs if they align the program with the theoretical pathways of
influence, and develop and market it for that specific parent e.g. mothers only, as highlighted in the
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Chapter 2 discussion regarding interventions developed for co-educational audiences not always
adequately catering to the interests of all participants.
Aside from the practical issues, parents may attach stigma to eating disorder prevention
program attendance. Particularly within the school context, some parents may avoid engaging with
certain topics, for fear of exposure in front of other parents who they may be trying to impress. In
response to the challenges of engaging parents, Hart et al. (2015) suggest embedding eating disorder
prevention programs within general parenting and relationship building interventions. Thus, while
transparency is important, if an intervention is holistic in nature, comprises both risk reduction and
promotion of positive body image and is embedded in a general parenting program that encompasses
relationship building and empowerment, it may be possible to meet the needs of both researchers and
parents.
Delivery to Parents vs Delivery to Daughters
Comparing the programs delivered to parents only, Deidrichs et al.’s (2016) web-based study
reported positive outcomes for both mothers and daughters including reduced negative affect and
higher self-esteem. The evaluation of the HIP program delivered to parents by Trost (2006), reported
reduced thin-internalization, body dissatisfaction and dieting behaviours in parents; however, the
outcomes did not extend to daughters. Corning et al.’s (2010) replication and expansion of the Trost
(2006) study did report improvements in daughters; however, they used a small sample in a targeted
population with pre-existing body dissatisfaction. Further, while the Deidrichs et al.’s (2016) study
demonstrated the superiority of a tailored web-based approach for mothers, they advised the need for
a supplemental intervention to extend outcomes to daughters.
Thus, one could argue that delivering universal interventions to parents only, may be as
limiting as delivering universal interventions to adolescents only. Particularly in the adolescent age
group, one must be mindful of the sociocultural influences of media, parents and peers. Just as
reported in Chapter 2, where delivery of DCM did not include parents, providing an intervention to
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parents alone, may not adequately capture the sociocultural influences of the media and peers for
adolescent daughters. These considerations suggest that to adopt a truly ecological approach, we must
deliver complementary, but individualized interventions to both mothers and daughters.
Web-based vs Face-face Group Delivery
The systematic review by Guest et al. (2019) reported the superiority of group-based
interventions for body image over individual interventions, with the authors suggesting that group
membership likely enhanced outcomes. In support of this view, in their systematic review, LewisSmith et al. (2015) found that groups help foster cohesion and assist members to feel accepted and
supported. The researchers suggested the superiority of outcomes demonstrated by face-face delivered
group interventions compared to on-line interventions, is likely due to stronger connections between
participants and more effective communication of empathy than is possible with on-line delivery
(Lewis- Smith et al., 2015). Thus, while web-based designs prove convenient for many parents, they
may not epitomize best practice in enhancing outcomes and can be difficult to monitor and ensure
compliance.
Despite their advantage, the face-to-face group interventions trialed thus far may not lend
themselves readily to wide-scale implementation within a school alongside a classroom-based
intervention. The interventions delivered by Trost (2006) and Corning et al. (2010) involved very
small groups of parents which would likely prove difficult to replicate in a universal study within the
school setting with a large cohort. However, the workshop approach offered by McVey et al. (2007),
while more conducive to including a larger group of parents, was not successful in engaging more
than eight, perhaps marred by infrequency of sessions or lack of a structured enrollment process
through which to build group rapport with parents. Consequently, a gap regarding the design and
implementation of parent interventions is evident. Specifically, there is an absence of a proven faceface group intervention that lends itself to large-scale implementation within a school, which is both
structured and frequent enough to enhance parental engagement.
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Treatment vs Psychoeducational Approach
Negative body image can be an ongoing issue for women. In fact, while there is evidence to
suggest increases in body appreciation as women age (Tiggemann & McCourt, 2013) body
dissatisfaction continues to be a consistent concern for many women throughout their life span
(Tiggermann, 2004; Wang et al., 2019). As such, researchers intending to include mothers in eating
disorder prevention programs for adolescent girls must remain cognizant of the prevalence of body
dissatisfaction among this population. Garbett and Diedrichs (2016) suggest that inclusion of mothers
in body image prevention aims either to improve their own body image so they can be a positive body
image role model for their daughters, or to teach techniques so they can facilitate a change in their
daughter’s body image. However, the current study proposes to achieve both. Being restricted to the
approach of providing mothers with techniques to assist their daughters navigate body dissatisfaction
is likely to be of limited success. So too, is simply educating mothers about the influence they
themselves have on their daughters body image. Unless we improve the body satisfaction of mothers
themselves, then their attempts will likely appear inauthentic and be unsustainable. Thus, the primary
aim of Study 2 is to develop an intervention for mothers that has two fold benefits. First, by adopting
a treatment approach, the aim is to improve a mother’s own body image. Second, by equipping
mothers with skills, confidence and information regarding body image, the aim is to enable her to
more positively impact her daughter’s level of body satisfaction.
The Current Study
Research Aims and Design
The current study seeks to determine the benefits of extending interventions for adolescent
girls to include a complimentary parent program. Specifically, the study aims to examine an
intervention developed to both improve the body image of mothers and equip mothers with education
and skills to enhance the body image of their daughters. The design of the current project is unique
and strives to address the gaps and challenges outlined above by developing and delivering a 3-
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session intervention Raising Confident Girls (RCG) to mothers of students who will participate in
DCM (outlined in Chapter 3). Specifically, the research design involves delivering a face-face,
interactive and multi-sessional intervention to a large group of mothers within a school context. The
intervention aims to be interactive, experiential, engaging and etiologically based. Content of the
intervention includes both reducing known risk factors for body dissatisfaction and promoting
positive body image to target and improve mothers’ body image while being embedded in a general
parenting program. The intervention will be delivered to mothers, alongside a parallel classroombased intervention for daughters, and measurements will be conducted on both mothers and daughters
to examine outcomes.
There were a number of practical and theoretical reasons why the study involved mothers
only. Previous research involving body image interventions offered to both parents, have resulted in a
very low uptake of parents. Further, in their systematic review of interventions for parents, Hart et al
(2015), concluded that, “small parent sample sizes are almost ubiquitous” and as such, “provide an
enormous hurdle in understanding how parents can be effectively engaged in preventing body image
and eating problems” (p.165). Additionally, while Trost (2006) invited 1725 mothers and fathers to
participate in the Healthy Image Partnership Parents Program, the final sample size included 80
mothers and only 1 father. Thus, it appears that engaging parents, particularly fathers, in such
intervention programs can be difficult. Hart et al. (2015) has suggested that researchers develop
engaging programs that are designed to suit the particular needs of parents. Thus, providing a generic
program suitable for both parents, may result in it being less appealing to both mothers and fathers.
The RCG intervention is aligned with the theoretical pathways of influence for mothers, and tailored,
and marketed, to appeal to mothers only. The theoretical pathways supporting body image
interventions for men and women differ and there is very little existing research regarding successful
mechanisms for influencing men’s body image and influencing fathers’ capacity to build their girls
body image. Thus, the theoretical frameworks used to develop RCG are gender specific. The
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intervention is specifically designed to improve the body image of the mother, in order to support her
indirect and direct influence on her daughter. The content of the intervention utilises theoretical
frameworks that possess evidence of their effectiveness in enhancing body satisfaction in women.
Research Aims
The research aims are to:
1. Evaluate the effectiveness of Raising Confident Girls on mothers body esteem, body satisfaction,
internalization of thin-ideal, maternal pressure, social comparison, appearance conversations, selfesteem, dietary restraint, parenting knowledge, parent modelling and parenting skills & confidence.
2. Examine participant acceptability and feedback on Raising Confident Girls regarding their ratings of
enjoyment, helpfulness, comfortableness and importance of program.
Specifically, this study will further concentrate on the following research questions:
1. Does a face-face, interactive, multi-sessional intervention for mothers assist in improving the body
image of mothers?
2. Do mothers who attend a school-based intervention report a significant improvement in parenting
knowledge, parent modelling and parenting skills & confidence regarding raising a daughter and
enhancing her body image?
3. Is it beneficial for schools to target resources towards parental interventions?
Hypotheses
1. Hypothesis 1 –At post-test, mothers participating in Raising Confident Girls, compared to mothers in
a control group, will report significant increases in body esteem, body satisfaction, self-esteem,
parenting knowledge, parent modelling and parenting skills & confidence, alongside significant
decreases in internalization of thin-ideal, maternal pressure, social comparison, appearance
conversations and dietary restraint.
2. Hypothesis 2- These results will be maintained at 3-month follow-up.

197
METHOD
Design
Using a quasi-experimental design, Study 2 evaluated both the effectiveness of a modified
version of the Dove Confident Me (DCM) program with Year 8 girls attending an independent girls’
secondary school in Australia and the effectiveness of Raising Confident Girls (RCG), a program
developed for mothers of Year 8 students. Chapter 3 outlines the examination of the analysis of DCM
with student participants. The current Chapter focuses on examining the impact the RCG program had
on mothers. Chapter 5 will examine whether outcomes from DCM were enhanced in girls whose
mothers attended RCG.
Mothers participated in RCG at the intervention school during the same term that their
daughters completed the classroom-based DCM. While a randomized controlled trial would have
been the ideal, it was not possible to randomly allocate participants to either the intervention or
control group within the school context.
Participants
Participants were mothers of Year 8 students from the intervention school. All participants
(n= 120) were aged between 30-59-years and had a daughter attending Year 8 at the school. Initially
71 participants registered for the intervention group and completed pre-test surveys. However, two of
these participants withdrew from RCG prior to the first session due to a scheduling conflict. Thus,
they agreed to move to the control group. The control group comprised of 51 participants and the final
total of the intervention group was 69 participants.
Procedure
Recruitment.
The intervention was delivered to mothers of Year 8 students at the school where the
researcher is employed as a School Psychologist. After obtaining Victoria University ethical clearance
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(HRE17-211), the School Principal was approached for authorisation for the school to be involved in
the research project.
To recruit the participants, the Deputy Principal emailed an invitation and Participant
Information Sheet (Appendix H) to all Year 8 mothers (approximately n= 230) inviting them to
participate in a 3-session seminar (RCG) delivered as a joint research project with Victoria University
and forming part of the School Psychologist’s PhD studies. As this was a parent engagement activity
within the School, the researcher liaised with the School’s Community Engagement department to
seek assistance and advice on engaging with parents. The seminar was also advertised in the school
newsletter.
The allocation of mothers to intervention or control group wan non-randomised. All mothers
who volunteered to attend the RCG seminar were placed in the intervention group. Participation in the
intervention group required mothers to attend the 3-session RCG program and complete the pre, post
and follow-up data collection. Once recruitment to the intervention group was complete, the
remaining Year 8 mothers were sent a second email by the Deputy Principal, inviting them to
participate in the research project by comprising the control group. Participation in the control group
required mothers to complete the pre, post and follow up data collection only. As an incentive for
volunteering to be part of the control group, mothers were offered the RCG program booklets at the
end of the data collection period. Participants were assured that they would receive the booklets,
regardless of whether they had completed all surveys. Mothers not participating in RCG, but who
volunteered to complete the data collection were placed into the control group.
Consent.
Following registering interest in the research project, each participant was provided with
details about the research, data collection and RCG seminar, and was given time to consider whether
they still wished to participate. Participants communicated via email or phone directly with the
researcher to ask questions. Passive informed consent was sought from each participant regarding
attending the seminar and completing all three research questionnaires.
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Participants were advised via the Participant Information Sheet, instructions emailed by the
researcher at data collection, and details included at the start of the survey, that their participation was
voluntary and they could withdraw from the RCG program and/or data collection at any time. In
addition, the survey included the question “Do you wish to continue with the survey” at the
commencement and participants were required to select “yes or no”. Skip logic was embedded within
the survey to redirect those who selected “no” to the end of the survey. At each data collection time
point the above process was followed and participants were advised they could withdraw from the
project at any time, even if they had already completed one or more of the previous surveys.
Data Collection
Surveys were created and delivered via Qualtrics survey software. An ID code was assigned
to each participant to identify condition. Email addresses were uploaded to the Qualtrics software
system and a link to access the survey was sent to each participant. At the start of each survey
participants were asked to create a unique code using their names, birth date and eye colour in order
to match surveys between each data collection period. All responses to the survey were anonymized
via the Qualtrics system and participants were identified via the anonymous code. The survey took
approximately 10-15-mins to complete. Participants were asked to have completed the Time 1 (T1)
survey (pre-test) before attending Session 1 of RCG. Paper copies of the survey were available prior
to the start of Session 1 for any participant who was not able to complete the survey on-line. One
participant chose to complete a paper version of the T1 survey 20 minutes prior to the start of Session
1 and the researcher imputed her responses. All other participants completed the T1 survey on their
electronic device prior to attending Session 1. Time 2 (T2) (post-test) and Time 3 (T3) (3-month
follow-up) surveys were all completed on-line.
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Table 4.1
Data collection for mothers
Group

Context

Time 1

Time 2

Term 2

Term 2

No of
weeks

Time 3
Term 3

No of
weeks
T2 – T3

T1- T2
Intervention

At home in own time

Week 3

Week 9

6

Week 6

10

Control

At home in own time

Week 4

Week 10

6

Week 6

11

Participants in the control group were asked to complete the T1, T2 and T3 surveys in the
same manner as the intervention group. As participants completed surveys online at home in their
own time, the dates below indicate the release of the link for the survey, that remained open for a
period of two weeks. Table 4.1 outlines details of data collection and the length of time between each
survey.
Measures
Measurements were taken at pre-test (T1), and then repeated at post-test (T2) and 3-month
follow-up (T3) to determine whether changes had been sustained. Most of the scales used for this study
were selected as they mirrored those used with student sample outlined in Chapter 2 and Chapter 3. Two
measures, Parenting Knowledge and Parent Skills & Confidence were constructed specifically for the
study, while Parent Modelling was a relatively new scale developed prior to the study (Damiano et al.,
2019). In order to reduce the length of the overall survey and to select a scale that was more suited to the
age group of participants, the scale measuring Social Comparison was changed from that used with the
student sample. All remaining measures were standardized and have been validated and widely used with
adults. Table 4.2 outlines the measures used and internal consistencies obtained for the current sample.
Participant characteristics. Self-reported age, country of birth and language other than
English spoken at home was obtained at baseline. Body mass index (BMI) was not requested, as
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similar to the student sample, it was considered too confronting for participants and was not used for
either the student or mother analyses.
Body esteem. Two subscales of the Body Esteem Scale (Mendelson, et al., 2001), appearance and
weight satisfaction, were used to assess body esteem. In this study the appearance and weight
subscales were combined to create an 18-item scale evaluating appearance and weight satisfaction (“I
like what I look like in photos, I am happy with my weight”). The items were rated from 1 = never to 5
= always and averaged with negatively phrased items being reversed coded. Higher scores reflected
greater body esteem. This scale has been used in previous research with adult women and has been
found to be both valid and reliable (Jones & Buckingham, 2005; Modica, 2019), and had very good
internal consistency in the current study (Cronbach’s alpha =.96).
Body appreciation. A modified version of the Body Appreciation Scale (BAS: Avalos et al.,
2005) was used to assess body appreciation. The modification was made to make to scale more
suitable for adolescents (Diedrichs et al., 2015; Diedrichs, 2020; Diedrichs et al., 2020) such that the
final scale comprised 8-items measuring appreciation of one’s body (“I feel good about my body”).
The modification involved removal of five items, and minor wording changes. These changes were
made prior to the publication of the BAS-2 (Tylka & Wood-Barcalow, 2015a), which was a modified
version that has been validated with children 9-11 years (Halliwell et al., 2017). Participants
responded to items on a Likert scale from 1 = never to 5 = always. Scores on the 8-items were
averaged with higher scores reflecting greater body appreciation. Internal consistency in the current
study was good (Cronbach’s alpha =.89), and although it was an oversight to use the adolescent
modified version with the adult women, this did not seem to affect the psychometric performance of
the scale.
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Table 4.2
Self-reported measures and internal consistencies (cronbach’s alphas for current sample)
Outcome

Measures/Scales

Participant characteristics

Self-reported age, country of birth, language other than English
spoken at home and ethnicity

Body Image
Body esteem

α

Body Esteem Scale for Adolescents & Adults (Mendelson et
al., 2001), Weight and appearance subscales combined, 18
items, mean score range 1-5

.96

Body Appreciation Scale (Avalos et al., 2005). 8 items, mean
score range 1-5

.89

Ideal-Body Stereotype Scale – Revised (IBSS-R; Stice et al.,
1996) 8 items, mean score range 1-5.

.96

Maternal pressure

Maternal Pressure Scale (Corning et al, 2010). 9 items, mean
score range 1-4.

.82

Social comparisons

Physical Appearance Comparison Scale (Thompson et al,
1991). 5 items, mean score, range 1-5.

.80

Appearance conversations

Appearance Conversation Scale (Jones et al, 2004), 5 items,
mean score range 1-5.

.87

Body appreciation

Risk factors
Internalization of appearance ideals

Psychosocial & disordered eating related measures
Self-esteem
Rosenberg Self-esteem Scale shortened (Neumark-Sztainer et
al., 2007; Rosenberg, 1965), 6 items, mean score range 1-4.

.75

Dietary restraint

Dutch Eating Behaviour Questionnaire, (van Strien et al.,
1986), Restraint subscale, 10 items, mean score range 1-5.

.90

Parenting knowledge

Purpose built measure. 9 items, mean score, range 1-5.

.83

Parent modelling

Role Modelling of Body Image (Attitudes and Behaviors)
Questionnaire (RMBI-Q) (Damiano et al., 2019). 7 items,
mean score, range 1-5.

.91

Parent skills and confidence

Purpose built measure. 9 items, mean score, range 1-5.

.70

Parenting measures

Internalization of the thin-idea. The Ideal-Body Stereotype Scale – Revised, (Stice et al.,
1996), was used to measure how much each participant internalized the thin-ideal. Participants were
asked to rate how much they agree with 8-statements (“Slim women are more attractive”). The items
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were rated from 1 = strongly disagree to 5 = strongly agree, and higher scores reflected greater
internalization. Used in previous research with women, this scale has demonstrated good reliability
(Perez et al., 2018; Stice et al., 1996; Trost, 2006) and internal consistency in the current study was
very good (Cronbach’s alpha =.96).
Perceived maternal pressure. The Maternal Pressure Scale (Corning et al., 2010) assess
participant’s perceptions of how much appearance-related pressure they apply to their daughters. The
scale includes 9-items (“I encourage my daughter to watch her weight”) that participants rated from
1= often to 4 =never. Scores were averaged with higher scores reflecting greater maternal pressure.
Previous research with adults has found this measure to have good internal consistency (Trost, 2016).
Internal consistency in the current study was good (Cronbach’s alpha =.82).
Social comparisons. The Physical Appearance Comparison Scale (Thompson et al., 1991)
measures how much a participant compares their physical appearance with that of others. Comprising
5-items (“At parties or other social events, I compare my physical appearance to the physical
appearance of others”), participants rated 1 = never to 5= always. Scores were averaged, (Item 4 was
reverse coded) and higher scores indicated greater tendency to compare oneself to others. The scale
has demonstrated good internal consistency (Thompson et al., 1991; McLean et al., 2011) and the
internal consistency in the current study was good (Cronbach’s alpha =.80).
Appearance conversations. The Appearance Conversation Scale (Jones et al, 2004)
measures frequency of appearance related talk. The 5-item scale asked participants to rate items 1 =
never to 5 = very often (“My friends and I talk about how our bodies look in clothes”). Scores were
averaged, with higher scores reflected greater frequency of appearance related talk among peers. Used
in previous research with adults (Sharp et al., 2014) internal consistency in the current study was good
(Cronbach’s alpha =.87).
Self-esteem. The Rosenberg Self-esteem Scale (Neumark-Sztainer et al., 2007; Rosenberg,
1965) measured participant’s self-esteem. A shortened 6-item version asks participants to indicate
how much they agreed with statements on a 4-point scale, 1 = totally disagree and 4 = totally agree
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(“On the whole I am happy with myself”). Negatively phrased items were reversed coded and higher
averaged scores indicated greater self-esteem. Used previously with women, the scale demonstrates
good internal consistency (Jones & Buckingham, 2005; Izydorczyk et al., 2019). Internal consistency
in the current study was good (Cronbach’s alpha =.75).
Dietary restraint. The Restraint subscale of the Dutch Eating Behaviour Questionnaire (van
Strien et al., 1986) measured dieting behaviours. The 10-item scale asked participants to rate from 1 =
never to 5 = very often, how much they engaged in certain dieting behaviours (“When you have put on
weight do you eat less than usual?”). Higher mean scores indicated higher levels of dietary restraint.
The scale has demonstrated very good internal consistency with women in previous research (McLean
et al., 2011) and internal consistency in the current study was very good (Cronbach’s alpha =.90).
Parenting knowledge. A scale designed by the researcher to measure typical parenting
knowledge and skills included in the RCG program. Comprising of 9-items (“I know how to help my
daughter become a confident young woman”). Participants were asked to indicate how much they
agreed with each statement from 1= strongly disagree to 5= strongly agree. Scores were averaged and
higher scores reflected greater parenting knowledge. To develop the scale, the researcher generated
questions reflecting the main learning objectives of the program and sent them to body image experts
for input. Internal consistency in the current study was good (Cronbach’s alpha =.83).
Parent modelling. The Role Modelling of Body Image (Attitudes and Behaviors)
Questionnaire (RMBI-Q) (Damiano et al., 2019) measured participant’s perception of how they model
body image for their daughters. Participants indicated their agreement with 7- statements, (“I avoid
talking about my body/appearance in a negative way in front of my daughter/s”). Items were rated 1=
strongly disagree to 5= strongly agree. Scores were averaged and higher scores reflected greater
modelling of positive body image. Recently developed, the scale has demonstrated good internal
consistency (Damiano et al., 2019) and internal consistency in the current study was very good
(Cronbach’s alpha =.91).
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Parent skills and confidence. A scale developed by the researcher, measured degree of
confidence and skills in parenting. The 9-item scale asked participants to indicate how often they
engaged in certain parenting skills (“I am able to respond to my daughter calmly without reacting to
her distress”). Each statement was rated from 1= never to 5= always. Scores were averaged and
higher scores reflected greater skills and confidence. To develop the scale, the researcher generated
questions reflecting the key skills taught in the program and sent to body image experts for input.
Internal consistency in the current study was good (Cronbach’s alpha =.70).
Program acceptability. A measure designed for this study was used to rate participants’
impressions of the RCG program at post-test. Participants were asked to rate their enjoyment of the
sessions, how helpful, comfortable and important the sessions were, and how well the program was
taught, on a scale from 1 = not at all to 5 = very much. Scores were averaged and higher scores
indicated feedback that is more positive. The questions were a replication of those used in the student
survey. Participants were also offered an opportunity to provide written comments and suggestions
regarding their experiences of the RCG program.
Attendance. A purpose built measure included in the T2 survey for the intervention group
only. The measure asked participants to indicate which sessions of RCG they attended. Participants
were asked to indicate, “Yes I attended”, “No, I did not attend” or “No, I did not attend, but I read the
booklet” for each of the three sessions of RCG.
Program implementation
The RCG program was delivered to participants in the school’s staff center during Term 2,
2018. As the intervention was designed to replicate the usual practice of schools, involving parent
‘information evenings’ or seminars, all mothers registered for RCG participated in the group together.
The seminar was held each Tuesday evening in Weeks 4, 6 and 8 of the Term from 6pm- 8pm.
Students participated in DCM during their pastoral lessons the following day in Weeks 4, 6, 8 and 10.
The researcher delivered the program with the assistance of two colleagues, including a teacher and a
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School Psychologist. Prior to each session, refreshments were provided and participants were given a
session booklet to refer to and to take home. Participants were asked to complete homework each
week.
Intervention Program
The intervention, Raising Confident Girls is a 3-session program developed by the researcher
specifically for the purposes of the current study. The intervention intended to improve the body
image of mothers (so that they can role model positive body image to their girls) as well as educate
mothers about how best to promote body image in their daughters. The review of the literature found
cognitive dissonance, body functionality and self-compassion approaches were effective in improving
adult women’s body image, and the Health Image Partnership (Corning et al., 2010; Trost, 2006) and
the Dove Self Esteem Project Website for Parents were programs effective in improving parenting for
body confidence. As such, these resources, in addition to the Body Project (Stice et al., 2001b) and the
Embrace documentary (Brumfitt, 2016), were adapted and included in the RCG intervention. The
expectation was for participants to adopt an experiential role, so mothers were asked to focus on their
own body image and eating disorder risk factors, similar to what their daughters were doing with the
Dove Confident Me (Unilever 2021) program in the classroom.
Divided into three sessions titled Embrace, Educate and Empower, the program consisted of
videos, power point presentations, discussion and small group activities. Each session had an
accompanying booklet including additional content and activities for mothers to read in-between
sessions. The program incorporated two homework activities comprising modified dissonance-based
exercises from the Body Project (Stice et al., 2012). The homework exercises were incorporated as
evidence suggests that between-session activities can enhance intervention effectiveness (Ciao et al.,
2014; Schwartza et al., 2019; Stice & Shaw, 2004; Yager et al, 2013). Designed to engage a large
group of mothers, the intervention sought to build cohesive group rapport by offering refreshments
and brief time for participants to socialize prior to the commencement of each evening session.
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The intervention began with a viewing of the Embrace documentary. Given the evidence to
support the value of Embrace in regards to enjoyment, provoking emotions and improving body
image (Yager et al., 2020), it was introduced into Session 1 with the aim of providing a thought
provoking and educative experience that would be entertaining and moving, thereby promoting
cohesion within the group. Session 2 aimed to equip mothers with the information and skills mirroring
what their daughters were learning in the classroom-based DCM program. The session utilized similar
material from the DCM manual, in addition to added content from the Uniquely Me parent resource
provided by Dove. Finally, in order to provide a holistic intervention that would appeal to the general
parent body of Year 8 mothers, Session 3 included information developed by the researcher regarding
mother-daughter attachment, mother-daughter relationships, communication and parenting, adolescent
development, and self-compassion and self-care for mothers. Table 4.3 outlines the RCG program and
session content. Participants in the control group did not attend the RCG program but were provided
with the three session booklets at the completion of data collection.

Table 4.3
Raising Confident Girls: Session program content overview
Session

Session Topic

Content

Session 1

Embrace

Welcome, introduction, overview
Body image: the landscape for girls and women
•

Viewing of the Embrace Documentary

Power of mothers embracing for self
Homework: Mirror exercise

Session 2

Educate

Overview of student program – Dove Confident Me
Understanding the risk factors and exploring strategies
•
•
•
•

Appearance ideals
Media messages
Confronting comparisons
Banish body talk
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Power of mothers educating their daughters
Homework: Letter to my daughter

Session 3

Empower

Understanding the adolescent girl- emotions and body
Encouraging a healthy lifestyle
Staying connected
Modelling well
Power of mothers empowering confidence
Wrap up and goodbye

Data Analysis and Preparation
Initial data preparation and analyses were conducted using SPSS (Version 24). Descriptive
analyses were used to screen for outliers and normality. All dependent variables appeared normally
distributed with the exception of maternal pressure, which was negatively skewed. A log
transformation was performed on maternal pressure and an analysis of intervention effects was
conducted on both the transformed and untransformed data. Results are presented using transformed
data.
Intervention effects were analysed using longitudinal mixed models (LMM). LMM was
selected due to the model’s four principal strengths: (1) accommodating missing data points often
encountered in longitudinal datasets; (2) not requiring the same number of observations per subject;
(3) allowing time to be continuous rather than a fixed; and (4) increased flexibility regarding the
covariance structure (Chakraborty & Gu, 2009). Furthermore, when dealing with large amounts of
missing data (10-20%), LMM is considered a more precise approach than multiple imputation or
expectation-maximization (EM) algorithm (Von Hippel, 2007).
Preliminary analyses were conducted to determine the most appropriate LMM for each
outcome variable. Four different models were considered for best fit, including: (1) no random
effects; (2) random effect intercept and slope; (3) random effect slope; and (4) random effect for
intercept. The best model, according to Akaike Information Criterion (AIC) (Hastie et al., 2009), was
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the model with the random effect for intercept. Thus, intervention effects were analysed using a
mixed effects model that predicted each outcome as a function of group (intervention and control) and
time (pre-test, post-test and three month follow-up), and the interaction between group x time. The
control group and the pretest measure were chosen as the reference category in order to compare the
effects of intervention across time.
Sample size was determined according to Twisk (2003) using the Excel document created for
Study 1. Unlike the analysis with student analysis outlined in Chapters 2 and 3, the current study did
not include school clusters, as all participants were mothers within the one school. Therefore, it was
not necessary to apply an inflation factor. The study included 120 participants (intervention group =
69 and control group = 51). To detect significance of small effects at the 5% level the minimum
sample size was 294 participants per group, and to detect moderate effects (Cohen’s d =.5), 47
participants per group were required. Therefore, this study was underpowered to detect small effects
but well powered to detect moderate effects.

RESULTS
Characteristics of Participants
The final sample consisted of 69 mothers in the intervention group and 51 in the control
group aged between 30-59 years, with most falling between 40-49 years of age. Table 4.4 provides
details of participants in each age range in both the intervention and control groups.
The majority of mothers spoke English at home (90%). Languages other than English spoken
at home included Mandarin (2%), Filipino (1%), Cantonese (1%) and Korean (1%). Overall, 13% of
particpants were born in a country outside of Australia, including the United Kingdom (8%), Asia
(Japan, China, Malaysia, Philippines, Korea, Singapore), (8%), New Zealand (2%), United States
(1%) and Nigeria (1%). There were no significant differences across the intervention effects for
participants in relation to age, country of birth, or language other than English spoken at home.

210
Table 4.4
Baseline participant characteristics. Values are (n, %).
Age

Intervention

Control

Total

30-39

0

1 (2%)

1(.8%)

40-49

51 (73.9%)

43 (84.3%)

94 (78.3%)

50-59

18 (26.1%)

7 (13.7%)

25 (20.8%)

Total

69

51

120

Attendance
As shown in Table 4.5, attendance at the RCG program was moderate, with 68% of
participants attending all three sessions. Seventeen participants (24%) attended two of the three
sessions, while five (7%) attended only one session. Participants who missed a session were posted
the booklet and asked to read it, and complete the affiliated homework, prior to the next session.
Attrition
As shown in Table 4.6, no missing data was observed across groups at pre-test. Missing data
at post-test was 8% (n=10), which increased to 14% (n=118) at the 3-month follow-up. Missing data
were examined using Little’s Missing Completely at Random test (MCAR; Little, 1988) and results
indicated the data was completely missing at random, x2 (123) = 131.01, p = .290.

Table 4.6
Frequency of participants completing data collection and attrition percentage rates at each time period
Pre-Test

Post-Test

3-Month Follow-Up

Intervention

69

66 (4%)

60 (13%)

Control

51

44 (12%)

42 (14%)

Total

120

110 (8%)

102 (14%)
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Comparison of Scores of Intervention and Control Groups at Pre-test
Table 4.7 displays the means and standard deviations of the untransformed data at pre-test,
post-test and 3-month follow-up time points for both control and intervention groups for each
outcome variable. A series of independent t-tests found no significant group differences on pre-test
outcome measures, with the exception of parent knowledge. Specifically, participants in the control
group demonstrated significantly higher parent knowledge (d =.50) at baseline compared to the
intervention group.

Table 4.7
Means, standard deviation, minimum and maximum of outcome variables by time and group
Intervention
n

M

Pre-test

69

3.09

Post-test

66

3-month

SD

Control
Min

Max

n

M

.47

2.17

4.00

51

3.09

3.11

.48

2.00

4.00

44

60

3.15

.48

2.17

4.00

Pre-test

69

3.43

.78

1.72

Post-test

66

3.66

.72

3-month

60

3.64

Pre-test

69

Post-test
3-month

SD

Min

Max

.42

2.17

4.00

3.12

.41

2.33

4.00

42

3.09

.41

2.33

4.00

4.72

51

3.44

.76

1.50

4.94

1.83

4.94

44

3.50

.68

1.72

4.67

.72

1.94

4.72

42

3.45

.72

1.67

4.61

3.52

.52

2.11

4.56

51

3.79

.55

2.67

5.00

66

4.05

.45

2.89

5.00

44

3.78

.44

3.11

5.00

60

4.08

.51

3.00

5.00

42

3.81

.46

2.89

5.00

t(df)p

Self esteem
.01(118),p=.99

Body esteem
-.08(118),p=.93

Parent knowledge
-2.6(118)p=<.05

Parenting skills/confidence
Pre-test

69

3.55

.41

2.78

4.67

50

3.60

.46

2.56

4.78

Post-test

66

3.84

.51

2.78

4.89

44

3.61

.47

2.67

4.67

3-month

59

3.89

.46

2.89

5.00

42

3.58

.46

2.67

4.67

-.66(117),p=.51

Body appreciation
Pre-test

69

3.82

.68

2.25

5.00

51

3.83

.58

2.25

4.75

Post-test

66

4.00

.68

2.50

5.00

44

3.81

.55

2.38

4.63

-.08(118),p=.93
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3-month

60

3.91

.67

2.38

5.00

42

3.75

.59

2.13

4.88

Pre-test

69

3.13

.76

1.00

4.50

50

3.14

.65

1.33

4.33

Post-test

66

2.96

.91

1.00

4.67

44

3.07

.72

1.83

4.33

3-month

59

2.94

.89

1.00

4.83

42

3.12

.65

1.17

4.00

Internalization
-.06(115),p=.95

Maternal pressure
Pre-test

69

1.56

.48

1.00

2.89

51

1.55

.55

1.00

3.44

Post-test

66

1.48

.42

1.00

2.67

44

1.57

.59

1.00

3.67

3-month

60

1.48

.39

1.00

2.56

42

1.54

.57

1.00

3.44

-.21(116)p=.83

Physical appearance comparison
Pre-test

69

2.44

.74

1.00

4.60

51

2.35

.71

1.00

4.60

Post-test

66

2.30

.65

1.20

4.00

44

2.25

.67

1.00

4.00

3-month

60

2.32

.68

1.00

3.80

42

2.31

.72

1.00

4.60

.69(118),p=.49

Parent role modelling
Pre-test

68

3.72

.69

1.71

4.86

50

3.71

.65

2.29

5.00

Post-test

66

4.11

.58

2.29

5.00

44

3.70

.72

1.71

4.86

3-month

59

4.02

.72

1.43

5.00

42

3.88

.64

1.86

5.00

.04(116),p=96

Appearance conversations
Pre-test

69

2.19

.78

1.00

4.40

51

2.21

.65

1.00

4.00

Post-test

66

2.05

.78

1.00

4.00

44

2.19

.63

1.00

4.00

3-month

60

2.01

.67

1.00

3.40

42

2.17

.70

1.00

4.00

Pre-test

69

2.67

.73

1.00

3.90

50

2.70

.77

1.20

4.20

Post-test

66

2.50

.62

1.10

4.70

44

2.78

.70

1.30

4.20

3-month

59

2.48

.54

1.10

3.60

42

2.70

.72

1.50

4.30

-.02(118),p=.87

Dietary restraint
-.78(117),p=.44

Testing the Effects of the Intervention
Body Image and Self-esteem. As shown in Table 4.8 there was a significant Time x Group
interaction for body esteem and body appreciation. Specifically, compared to controls, participants in
the intervention group reported significantly higher levels of body esteem at post-test with (d =.43)
and at 3-month follow-up (d =.50), compared to pre-test. Further, compared to controls, participants
in the intervention group reported significantly higher levels of body appreciation at post-test (d =.48)
compared to pre-test, but this was not maintained at follow-up.
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All significant interaction effect sizes were medium (ds .43- .50). Figure 1 and Figure 2 show
the changes in body esteem and body appreciation across Time for both the control and the
intervention groups. There were no significant Time or Group interactions self-esteem, body esteem
or body appreciation, nor was there a significant Time x Group interaction for self-esteem.

Table 4.8
Effects of group on body image and self-esteem outcomes across Time
Self-esteem

Body-esteem

Body appreciation

Predictors

𝛽

SE

p

𝛽

SE

p

𝛽

SE

p

Intercept

3.09

.06

<.001

3.44

.10

<.001

3.84

.09

<.001

Group (Treatment)a

.00

.08

.997

-.01

.14

.928

-.01

.12

.935

Time (Post)b

.01

.05

.826

.05

.05

.345

-.03

.05

.582

-.01

.05

.796

.00

.05

.972

-.09

.05

.100

.00

.07

.966

.15

.06

<.05

.18

.07

<.05

Group x Time (Treatment x Follow-up)

.06

.07

.354

.15

.06

<.01

.13

.07

.059

Random effect for intercept (Variance)

.15

.02

.51

.07

.36

.05

b

Time (Follow-up)

Group x Time (Treatment x Post)ab
ab

Note: Reference categorya = Control, Reference categoryb = Pre-Test

Figure 4.1.
Change in Body Esteem from pre- post -3-month follow-up for RCG participants
RCG

Control

3.7

MEAN BODY ESTEEM

3.65
3.6
3.55
3.5
3.45
3.4
3.35
3.3
PRE

POST
TIME

3-MONTH

214
Figure 4.2.
Change in Body Appreciation from pre- post -3-month follow-up for RCG participants
RCG

Control

4.05

MEAN BODY APPRECIATION

4
3.95
3.9
3.85
3.8
3.75
3.7
3.65
3.6
PRE

POST

3-MONTH

TIME

Parenting Outcomes. As shown in Table 4.9, there was a significant interaction between
Time x Group for parent knowledge, parent skills and confidence, and parent role modelling.
Compared to controls, participants in the intervention group reported significantly higher levels of
parent knowledge and parent skills and confidence at post-test (d =1.22 and d =.68 respectively) and
at 3-month follow-up (d =.96 and d =.81 respectively), compared to pre-test. Similarly, compared to
controls, participants in the intervention group reported significantly higher levels of parent role
modelling at post-test (d =.79) compared to pre-test, however this was not maintained at the 3-month
follow-up. All significant interaction effect sizes were medium to large (ds .68- 1.22).
There was no significant Group difference for any of the parenting outcomes with the
exception of parent knowledge. Participants in the control group reported significantly more parent
knowledge at baseline compared to the intervention group. Furthermore, there was no significant
Time difference with the exception of parent role modelling. Specifically, parent role modelling was
significantly greater at 3-month follow-up compared to pre-test, across both groups. There was no
significant Time x Group interaction for maternal pressure.
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Table 4.9
Effects of Group on parenting outcomes across Time
Parent knowledge

Parent skills &
confidence

Parent role
modelling

Maternal pressure

𝛽

SE

p

𝛽

SE

p

𝛽

SE

p

𝛽

SE

p

3.79

.07

<.001

3.60

.07

<.001

3.72

.09

<.001

.53

.01

<.001

-.26

.09

<.05

-.05

.09

.537

.00

.12

.975

-.00

.01

.980

Time (Post) b

.01

.06

.825

.01

.06

.800

.00

.08

.987

.01

.01

.075

Time (Follow-up) b

.06

.06

.346

-.01

.06

.878

.18

.08

<.05

.01

.01

.120

Group x Time (Treatment x
Post) ab

.50

.08

<.001

.27

.07

<.001

.38

.11

<.001

-.01

.01

.328

Group x Time (Treatment x
Follow-up) ab

.44

.08

<.001

.33

.08

<.001

.10

.11

.365

-.00

.01

.753

Random effect for intercept
(Variance)

.18

.03

.15

.02

.29

.04

.01

.01

Predictors
Intercept
Group (Treatment)

a

Note: Reference categorya = Control, Reference categoryb = Pre-Test

The changes in parent knowledge, parent skills and confidence, and parent role modelling are
shown respectively in Figures 3, 4 and 5 for both groups.

Figure 4.3
Change in Parent Knowledge from pre- post -3-month follow-up for RCG participants
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Figure 4.4
Change in Parent Skills & Confidence from pre- post -3-month follow-up for RCG participants
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Figure 4.5
Change in Parent Role Modelling from pre- post -3-month follow-up for RCG participants
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Table 4.10
Effects of Group on body image risk factors across Time
Predictors

Internalization
𝛽

Intercept

SE

Comparison
p

𝛽

SE

Appearance Talk
p

𝛽

SE

Dietary restraint

p

𝛽

SE

p

3.15

.11

<.001

2.35

.09

<.001

2.22

.10

<.001

2.78

.10

<.001

-.01

.15

.932

.09

.12

.471

-.02

.13

.864

-.10

.13

.415

-.08

.09

.392

-.10

.07

.181

-.03

.08

.720

-.10

.06

.105

Time (Follow-up) b

-.03

.09

.737

-.05

.07

.481

-.04

.08

.630

-.10

.06

.120

Group x Time (Treatment x
Post) ab

-.09

.11

.428

.02

.09

.864

-.11

.11

.309

-.05

-.08

.508

Group x Time (Treatment x
Follow-up) ab

-.13

.12

.255

-.04

.09

.651

-.15

.11

.172

-.07

-.08

.369

Random effect for intercept
(Variance)

.44

.66

.36

.05

.36

.05

.39

.06

Group (Treatment) a
Time (Post)

b

Note: Reference categorya = Control, Reference categoryb = Pre-Test

Risk Factors. As shown in Table 4.10, there were no significant differences for Group, Time or
Time x Group for any of the body image risk factor outcomes, including internalization, comparison,
appearance-based talk and dietary restraint, indicating that the intervention did not have an impact on
these variables.
Program Feedback
Table 4.11 and Figure 1, provide the acceptability ratings obtained at Time 2 from the
intervention group (n=66) in regards to level of enjoyment, helpfulness, comfortableness and
importance of the RCG program, in addition to how well it was organized and presented. Participants
rated very high acceptability regarding importance of seminars like RCG (M = 4.59, SD = .58) and
presentation (M = 4.42, SD = .65), high acceptability regarding enjoyment (M = 4.09, SD = .87) and
comfort (M = 4.00, SD = .85), and moderate to high acceptability in regards to helpfulness (M = 3.76,
SD = 89) of the program.
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Table 4.11
Participant acceptability ratings for RCG program (1-5)

How much did you enjoy these
lessons?
How much did the sessions help you
in raising a confident daughter?
How comfortable did you feel taking
part?
How well was the seminar organized
and presented?
How important do you think it is for
parents to take part in seminars like
these?

Not at
all
1.52%

A little

Some

Much

M

SD

40.91%

Very
Much
36.36%

1.52%

19.70%

4.09

.87

0.00%

6.06%

36.36%

33.33%

24.24%

3.76

.89

0.00%

4.55%

22.73%

40.91%

31.82%

4.00

.85

0.00%

0.00%

9.09%

39.39%

51.52%

4.42

.65

0.00%

0.00%

4.55%

31.82%

63.64%

4.59

.58

Figure 4.6
Participant acceptability ratings for RCG program
70.00%
60.00%
50.00%

40.00%
30.00%
20.00%
10.00%
0.00%
How much did you How much did the How comfortable did How well was the How important do
enjoy these
sessions help you in you feel taking part? seminar organised you think it is for
sessions?
raising a confident
and presented? parents to take part
daughter?
in seminars like
these?
Not at all

A little

Some

Much

Very Much

219
Table 4.12 provide details of a thematic analysis performed on the feedback comments
provided by participants at Time 2. Participants were asked to provide any comments they wished to
make regarding the RCG program. Participants provided feedback regarding both program content
and their experience. The majority of comments were positive, however some participants described
feeling uncomfortable regarding sharing their personal experiences in a group where they did not
know the other women. The participants mentioned the depth and value of the information included
in the booklets, the quality of the presentation and the benefit of sharing with other mothers.

Table 4.12
Participant feedback comments “Please provide any feedback or comments you wish about the RCG
program”
n
25

Example comments
Left Blank

Program
19

The Embrace documentary really struck a chord with me and the material in the
sessions complemented it. I would recommend it to everyone.
The seminars were fantastic and I have had multiple opportunities to enlist some of the
advice since the sessions started.
I think it is important for people to understand that it is a 3-part process. I felt it all
came together well after the three sessions. Just attending one or two sessions would
not have the same impact.
Very positive and engaging project. Has opened my mind to some unintentional body
image messages that I may be giving my daughter.
I really valued the presenter’s delivery, down to earth approach and provision of good
information booklets.
Upon reflection, I'm thinking it may well have been good for participants to have read
the sessions booklets prior to attending each session. Perhaps this would be too
confronting for some, but there was much valuable data there that couldn't easily be
covered in the session time length. A deeper understanding of the topics may have
aided understanding and discussion during the sessions.
I really appreciated knowing what my daughter was being exposed to through the
wellbeing program at school. This helps me to have a more relevant conversation with
her, as she usually clams up about these lessons when questioned.
Appreciate the very detailed Participant Workbook as a future reference and as we
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were not able to explore all the content in the sessions.
Experience
8

I enjoyed the seminars and the opportunity they afforded to discuss experiences with
other mothers. I feel a little more prepared to deal with what may arise for my daughter
during the next few teenage years.
A smaller group may be more productive. There wasn't enough time to cover
everything and allow everyone to participate, even in the table discussions.
The session I attended was great and lots of open discussion.
Very valuable sessions. Also great to meet other mums and share knowledge.
Thank you for allowing me the opportunity to take part. I also found it helpful in
sharing and connecting with other mothers- the same boat philosophy made me feel
comfortable.
Positive Comments

8

Thank you very much for the opportunity to participate in this seminar. I attended and
enjoyed all three sessions - very well organised.
I wish there would be more seminars similar to the Raising Confident Girls available to
mothers in the future.
The seminars were fantastic and I have had multiple opportunities to enlist some of the
advice since the sessions started. I found the sessions very helpful and I welcome any
opportunity offered by the school to learn from professionals and other parents.
I have realised I have a lot to work on regarding my own body image and if I can help
my daughter to never face such issues later in life then I will do all I can now.
Negative Comments

3

I feel after the seminar series and particularly some of the exercises that I feel less
confident in my appearance than I did. The exercise to name ten things about myself,
including some aspects related to my body, was particularly uncomfortable and made
me feel less positive about myself.
My daughter said that since the series was conducted at school, her perception was
that talk about body image was much more prevalent and that before the series she had
never questioned how she looked. Personally, I think Grade 8 is too young for this
series and rather than being preventative, it might actually accelerate body image
issues for some girls who have never questioned it.
Optimistic to think that a room full of women who do not know each are ready to share
publically personal opinions and views about body image. As was recognised, the
group was too large to get the outcomes presenters were seeking.
Majority of mothers in the school community are tertiary educated and so information
was at a pretty basic level, I was hoping to gain deeper & more insightful information.
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Other
3

I think it is very helpful for parents to be informed and educated about the teenage
years as experienced in the 21st century, as I feel it is very different to when we were
growing up. Much of our parenting is, understandably, based on our own...now
outdated in many ways experience.

Note. n =66

DISCUSSION
This chapter reports on an examination of the effectiveness and acceptability of Raising
Confident Girls (RCG), a 3-session intervention designed by the researcher for delivery to Year 8
mothers, alongside the classroom-based program Dove Confident Me (DCM) delivered to Year 8
students. The RCG intervention was novel, in that it sought to both improve the body image of
mothers in addition to providing skills and education to assist mothers to enhance the body image of
their daughters. Further, while to date most parenting interventions have involved either intensive
small group workshops for targeted populations (Corning et al., 2010; Trost, 2016), or brief webbased interventions (Bruning Brown et al., 2004; Diedrichs et al, 2016), the current study involved an
etiologically-based face-face, interactive, multi-sessional intervention for a large group of mothers
within a school context.
Findings and Explanation
In line with the hypotheses, participants who attended RCG reported significantly greater
body esteem and body appreciation at post-test compared to those participants in the control group.
Further, the improvements in body esteem were maintained at the 3-month follow-up. While this
finding is consistent with previous studies reporting improved body image outcomes for parent
participants (Diedrichs et al., 2016; Trost, 2006), there are some notable differences. The scale
measuring body esteem (Body Esteem Scale, Mendelson et al., 2001) comprises three subscales:
appearance, weight and attribution. Adopting the same processes used in the student evaluation, the
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current study measured two of the subscales (appearance and weight) and combined the scores to
obtain a measure of body esteem (Diedrichs et al., 2020). However, other studies, such as Diedrichs et
al.’s (2016) examination of the Dove Self Esteem Project Website for Parents, have reported separate
scores for each of the subscales of the BES. In their examination of the appearance and weight scales
of the body esteem measure, Diedrichs et al. (2016) reported that mothers who viewed a tailored
version of the website, reported higher weight-esteem with a small- moderate effect size (d= .37) at 6weeks compared to a control group, however this was not maintained at 12-months (Diedrichs et al.,
2016). In contrast, the current study using a combined measure of appearance and weight esteem
demonstrated a significant improvement in body esteem at both post-test (d =.43) and at 3-month
follow-up (d =.50) with moderate effect sizes. Similar to the current study, Trost (2006) reported a
significant improvement in body satisfaction both at post-test and at the 3-month follow-up after
participation in the 3-session Health Image Partnership (HIP) program. The program, based on the
Body Project intervention (Stice et al., 2001b), focused on educating small groups of 4-7 parents
about the thin-ideal and enhancing positive communication between parents and daughters. Using the
Body Dissatisfaction Scale (BDS; Stice & Shaw, 1994), Trost (2006) reported that parents who
attended the HIP program demonstrated a significant improvement in body satisfaction compared to a
control group at post-test (9.3% of variance explained), which was maintained at the 3-month followup (4.9% of variance explained). The current study, utilizing a measure of body appreciation (BAS;
Avalos et al., 2005), noted a significant improvement in body appreciation (d= .48) at post-test, when
delivered to a large group of mothers (n =69), however it did not reach significance at the 3-month
follow-up. Other studies including parent involvement in body image programs and eating disorder
prevention, have either not conducted measurements for parents (Corning et al., 2010; McVey et al
2007), or restricted their examination to parental attitudes and criticism, rather than parental body
satisfaction (Bruning Brown et al., 2004; Sniezek, 2006). Thus, RCG appears to be the first face-face,
school-based intervention to demonstrate a significant improvement in the body appreciation and
body esteem of a large group of mothers.
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There are several reasons to explain why RCG successfully improved the body esteem and
body appreciation of participants. First, inclusion of the Embrace documentary is likely to have
contributed to improved body appreciation as previous research reveals that women who view
Embrace, not only found the documentary enjoyable and emotive, but also reported a significant
increase in levels of body appreciation (Yager et al., 2020). Consequently, while the evaluation to
date on Embrace has involved a one-group post-test design, the findings obtained in the current study,
utilizing a control group and pre-post measures, provide additional support that Embrace serves as an
effective universal body image intervention for women. Second, RCG included a number of activities
from the Body Project in order to provoke a feeling of cognitive dissonance within participants. The
Body Project intervention has substantial research to support its effectiveness in improving body
image outcomes in university-aged women (Stice et al., 2001b; Stice et al., 2015a; Stice et al., 2013b).
A recent study by Verzijl et al. (2021) examining a modified version of The Body Project for middle
age women demonstrated significant improvements in body dissatisfaction, eating disorder symptoms
and health behaviours. While promising, this study was limited to 13 participants and lacked a control
group (Verzijl et al., 2021). Thus, the current findings offer a valuable contribution regarding the
suitability of cognitive dissonance based interventions (e.g. the Body Project) for middle-aged
mothers.
As predicted, participation in RCG improved a mother’s knowledge, confidence and skills
parenting an adolescent girl, and improved her role modeling for her daughter with respect to body
image. In regards to the field of general parenting programs, these findings appear promising. Chu et
al. (2012) purports there is a lack of large-scale implementation of evidence-based general parenting
programs. Thus, there is a dearth of comparative programs with which to compare the current
findings. Although very different to the RCG, the Triple P parenting program (Sanders, 1999), which
has achieved wide-scale implementation and a strong evidence base, provides a context to consider
the current findings. The Australian developed multi-tiered Triple P program demonstrates consistent

224
improvement in parent-child relationships, parenting skills, and behavioral and emotional problems in
children (Sanders et al., 2014; WHO, 2011). A meta-analytic review revealed that for over three
decades, Triple-P consistently improved parenting satisfaction and efficacy with a moderate effect
size (d= .51) (Sanders et al., 2014). Further, while most research of Triple P involves children, Teen
Triple P, for parents of adolescents, demonstrates improved parental confidence and self-efficacy
(Chand et al., 2013; Chu et al, 2015). Comparatively, the current study, by embedding a body image
intervention within a general parenting program, revealed significant improvements in parenting
confidence and skills with large effect sizes. At post-test, RCG participants reported significantly
greater parent knowledge (d =1.22) and parent skills and confidence (d =.68) compared to the control
group, which was maintained at the 3-month follow-up (d =.96 and d =.81 respectively). Further,
compared to controls, parent role modelling significantly improved at post-test for the intervention
group (d =.79). Given the Triple P group program involves up to 12 participants, a minimum of 8
hours and has been subject to extensive research and refinement for over three decades, the positive
findings and large effect sizes obtained in the initial trial of RCG are encouraging.
In contrast to previous findings from body image interventions for parents, the improvements
in parenting knowledge and competence revealed in the current study are promising. Trost (2006)
reported that participation in the Health Image Partnership (HIP) program did not significantly
improve family communication or perceived family pressures (Trost, 2006). Similarly, the Student
Bodies intervention did not result in a reduction of the amount of criticism a mother directed towards
her daughter (Sniezek, 2006). In contrast, Diedrichs et al (2016) reported that mothers in the webbased intervention significantly increased the frequency of mother-daughter conversations about body
image. While this was considered a positive improvement, it is important to note that increased
conversations was measured by a single-item question “how often do you speak with your daughter
about body image” and the specific content of the conversation between mothers and daughters was
not detailed (Diedrichs et al 2016). Thus, it is possible that mothers could have been talking more
frequently to their daughters about body image in a negative way. In the current study, the use of the
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parent role modelling scale, in addition to the parent knowledge, skills and confidence measures,
attempts to build on this research by specifically examining the quality of relationship and
communication style between mothers and daughters. The findings specifically reveal improved
relationships and increased positive body-talk between mothers and daughters following participation
in RCG.
The biopsychosocial model purports that thin-ideal internalization and appearance-based
comparison mediate the relationship between negative affect (self-esteem and depression), BMI,
sociocultural influences and body dissatisfaction (Rodgers et al., 2014). Thus, RCG targeted these
variables within the intervention via the inclusion of Dove Confident Me (Dove, 2016) and Dove
Uniquely Me Parents Guide (Dove, 2018) content. Although body satisfaction improved, contrary to
hypotheses, mothers who attended RCG did not report a significant reduction in internalization of
thin-ideal, appearance-based comparison, appearance related talk or dietary restraint. Further,
participants failed to report a significant improvement in levels of self-esteem. Comparison of these
findings with previous studies reveal some inconsistencies. For example, mothers in the tailored wedbased group of the Diedrichs et al. (2016) study reported significantly higher self-esteem at post-test
and less negative affect at 12-month follow-up, while parents participating in the HIP intervention
reported significantly less thin-ideal internalization at post-test and 3-month follow-up, and decreased
dieting behavior at post-test (Trost, 2006). However, Trost (2006) did not find any impact on negative
affect following participation in HIP, nor did Diechrichs et al. (2016) demonstrate any changes in
thin-ideal internalization for mothers completing the web-based intervention. The mixed findings are
likely due to differences in both the content and focus of parental programs. For example, Trost
(2006) specifically focused on reducing thin-ideal internalization, and the intervention was based on
the Body Project, thus explaining the reduction in thin-idealization in this study. Furthermore, while
mothers in the current study were asked to engage with the DCM content in an experiential way, some
may have instead preferred to approach it as education and awareness regarding the curriculum their
daughters were learning. Moreover, these resources are yet to be evaluated with middle-age women,
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so it is not clear whether the content is effective in reducing the eating disorder risk factors in this age
group.
Given the current study aimed to directly focus on improving a mother’s own body image and
provide education and skills to enhance her daughter’s body image, the fact that participant’s body
appreciation and body esteem improved despite the intervention failing to improve self-esteem, or
reduce thin-ideal internalization and appearance-based comparison, is not unsurprising. The theory
that body appreciation and body dissatisfaction are distinct constructs (Tylka & Wood-Barcalow,
2015b) could provide one explanation of these findings. Research reveals that women can experience
both positive and negative body image simultaneously (Bailey et al., 2016; Tiggemann & McCourt,
2013; Tiggemann, 2015) and that body appreciation increases as women age, while body
dissatisfaction tends to remains stable (Tiggemann & McCourt, 2013). As it is possible that
participants can improve their body esteem and appreciation while continuing to engage in
appearance-based comparison, body talk and thin-ideal internalization, interventions for this age
group may prove more valuable when targeted towards improving body image, rather than prevention
of eating disorders. The value of such interventions, focusing on body appreciation rather than
reduction of eating disorders risk factors, is increasingly supported by contemporary research since
the initial design of RCG in 2018.
Feedback from intervention participants indicated high acceptability ratings for the majority
of the program. Over 95% of participants indicated interventions like RCG were important for parents
to attend, while 90% rated the program well organized and well presented. Further, over 70% of
participants described the intervention as enjoyable and comfortable and more than 50% of mothers
said the program had helped them to raise a confident daughter. The high acceptability ratings suggest
that the design of the intervention benefited from the researchers’ position within the school.
Understanding the dynamics of the participant group allowed RCG to be designed specifically to suit
the population. For example, within the intervention school there are separate parental groups for
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mothers and fathers. Over the years, the School has suggested combining these groups when hosting
social and educative opportunities, yet both the mothers and fathers groups have resisted this idea.
Thus, understanding this dynamic contributed to the decision to design RCG for delivery to mothers
only.
Further, providing an opportunity to socialize with other participants, in addition to offering
insights into their daughter’s wellbeing curriculum, appears to have increased both engagement with
the intervention and motivation of mothers. The attrition rates were low, and a comprehensive booklet
posted to any participant who missed a session, thus sustaining engagement across the entire three
sessions. Consequently, the positive feedback regarding program content, experience and delivery,
suggests there is value in using the existing expertise within schools to tailor interventions to specific
school contexts rather than utilizing external researchers to provide a ‘one size fits all’ approach.
Implications
There is abundant research highlighting substantial body dissatisfaction in women (Gagne et
al, 2012; Jackson et al, 2014; Lewis-Smith et al., 2015; McLean et al., 2010) and demonstrating the
significant influence mothers have on the body image of their daughters (Arroyo & Andersen, 2016;
Klein et al., 2016; Rodgers et al., 2019; Shenaar-Golan & Walter, 2015; Taniguchi & Aune, 2013).
Thus, the study sought to design an intervention that would effectively improve the body image of
mothers, in addition to equipping mothers with skills, knowledge and confidence to enhance the body
image of their daughters. The findings suggest that RCG was successful in achieving both goals.
Highlighting the importance of interventions focusing on celebrating and appreciating one’s
body, the present study raises the possibility that women can engage in thin-ideal internalization,
appearance-based comparison and body-talk while simultaneously feeling good about their bodies.
Therefore, it may not be necessary for a middle-aged woman to reduce her thin-ideal internalization,
body-comparison and body-talk in order to improve her body appreciation and body esteem. Further,
the current study found that increased body appreciation and body esteem was associated with more
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positive role modelling in mothers attending RCG. These findings support those of Damiano et al.
(2019) who reported mothers with greater body appreciation engaged in more frequent positive role
modeling behaviours. The current findings suggest that improving body appreciation in mothers is
more important that reducing thin-internalization, appearance-based comparison and body talk in
regards to positive role modelling. Such findings have important implications as they support the idea
that parent interventions can be developed to effectively target the body image of both mothers and
daughters.
The feedback and high acceptability ratings suggest that RCG was a valuable and enjoyable
experience for most mothers who attended. Given the consistent issues with engaging parents in
prevention programs (Hart et al., 2015; Spoth et al., 2007), the current study provides insight into
overcoming this problem. While researchers are experts in intervention content, school personnel are
experts regarding their community. Thus, schools should be encouraged to work with researchers to
modify or develop programs that will meet their parent’s needs. Just as the student-teacher
relationship was demonstrated to be integral to the success of classroom-based body image programs,
as outlined in Chapter 3, it could be that pre-existing relationships between presenters and parents
positively impacts on prevention programs targeting parents. Further, specific to this intervention, it
may be that other aspects of the presenter’s identity – such as being a mother of teenage daughters –
further enhanced participant trust, relatedness, authority and comfort in the group.
Commencing the intervention with a viewing of Embrace, not only provided a solid
foundation of knowledge regarding body image, but also created an emotional response that created
cohesion among participants. This was important not only for sustaining engagement across the entire
three-session program, but also for fostering intimacy and trust among the participant group, as
evidenced by the high comfort ratings. Such feelings of trust and cohesion among participants were
essential due to the Body Project interactive activities included in the intervention. However, despite
high comfortability ratings, participant feedback comments revealed that a few mothers felt
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uncomfortable regarding the interactive activities and they were not prepared to share personal details
with strangers. This implies that not all participants will feel comfortable engaging in interactive
activities, particularly regarding their body image. As such, additional relationship building activities
may need to be incorporated into the intervention, albeit it is highly likely that regardless of program
design, a small number of participants are always likely to express feelings of discomfort dealing with
this highly sensitive issue. Participant comments regarding the large size of the group, further suggest
the need to enhance relationship building when delivering interventions like RCG to large audiences.
Such comments highlight the complexities of embedding body image prevention content within
general parenting programs. While the findings corroborate the suggestions of Hart et al. (2015) to
embed eating disorder prevention within general parenting programs, increased transparency
regarding specific intervention content may be required to mitigate participants’ discomfort.
Overall, the outcomes support extending classroom-based body image interventions to
include parents, particularly in the private school setting. Utilizing evidence-based materials to tailor
an intervention specifically for the intended audience is recommended. Further, embedding the
intervention within an experience that offers entertainment, socialization and insight into their
daughter’s curriculum appears to enhance engagement.
Strengths, Limitations and Recommendations
A strength of the study lies in the fact that the research was driven by a quest to respond to a
real-life problem experienced by school psychologists. Specifically, should school personnel spend
valuable time designing and implementing programs for parents? Thus, a significant strength includes
the researcher’s employment at the school for 15-years. Possessing the expertise of a practiced
psychologist, in addition to unique insight regarding the needs of Year 8 mothers, the researcher was
able to utilize evidence-based resources within the body image field to design an intervention that
specifically suited the population. The findings of the current study provide new insight into how
parents can be engaged in school-based body image interventions and highlights the importance of
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marrying existing expertise within the school setting with evidence-based material when designing an
intervention. It is recommended that researchers consider the benefits of collaborating with school
staff when conducting research. Engaging in a joint research projects between universities and schools
offers many benefits compared to projects delivered solely by researchers. Unique insights into the
culture of the school, the needs of the population, and on-the-ground expertise and influence over
timetables and recruitment of participants can prove invaluable to school-based research projects.
While the study demonstrated a number of strengths, certain limitations must be mentioned.
First, the generalisability of these results may be limited. The population involved mothers who had
enrolled their daughters at a private, independent girls’ school, possessing a strong academic focus.
Further, although not measured within demographic data, one of the participant feedback comments
noted that most participants held a tertiary qualification. Thus, the sample was likely educated and
within a high socio-economic bracket. Given evidence suggests parents in the high socio-economic
bracket are more likely to engage with parenting programs (Baker et al., 2010), the findings of the
current study may be limited to this population. The intervention was delivered by the researcher
employed by the school, and as such she could be considered an endogenous facilitator. However, as
the researcher is a trained psychologist, the study essentially involved expert delivery. Further
research is needed to determine whether RCG can effectively be delivered by other school
psychologists not involved in further study in the area of body image, or by teachers at the school.
Finally, while attrition rates were low, there was some participant feedback to suggest that the group
size was too large. Future consideration is needed regarding the ideal group size.
Conclusion
The current study demonstrated that an etiological-based face-face interactive, multi-sessional
intervention successfully improves body image and parenting outcomes when delivered to a large
group of mothers within a school context. RCG is the first school-based intervention delivered to
parents to demonstrate such significant improvements in body esteem and body appreciation of
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participants. Despite the promising results, questions remain to whether providing RCG to mothers
has any positive impact daughters. This will be examined in Chapter 5.
Additional research is needed to determine the generalizability of RCG and whether other
school staff, such as teachers, can deliver it. Further, refining the program by improving transparency
of content, limiting the size of the group or by incorporating an additional relationship building
activity might reduce participant discomfort with the interactive activities. Overall, the results
suggests that RCG is a suitable, viable and effective resource that would likely appeal to girls schools
around the country. The findings not only support extending classroom-based body image programs
to include parents, but further indicate that such a resource would be welcomed by parents.
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CHAPTER 5
STUDY 2: EXAMINATION OF IMPACTS OF RCG ON DAUGHTERS COMPLETING DCM
OVERVIEW
The previous chapter revealed that mothers who participated in Raising Confident Girls
(RCG) reported significantly greater body esteem, body appreciation, positive parent role modelling,
parent knowledge, and parenting skills & confidence following the intervention compared to a control
group. Taking the next step, the current chapter seeks to examine whether the benefits of RCG extend
to Year 8 daughters. Specifically, Chapter 5 explores whether student outcomes following
participation in the classroom-based Dove Confident Me (DCM) program (described in Chapter 3) are
enhanced by having a mother attend a parallel body image intervention (e.g. RCG).
Parent Interventions- Gaps in the Literature
Lack of Parent Interventions for Adolescents
For over 25-years, researchers have been encouraged to include parents in prevention programs
for eating disorders (Graber & Brookes-Gunn, 1996). Despite such calls, a systematic review by Hart
et al. (2015) revealed that between 1992 and 2013 there were only 20 studies involving eating
disorder prevention programs for parents, with only six specifically targeting adolescents. Despite the
ongoing influence of parents during the adolescent developmental period, most parental interventions
target parents of young children (Chu et al., 2012; Yap et al., 2019; 2016). Those interventions that
are available for parents of adolescents typically involve selective or targeted populations and focus
on external behaviours including, oppositional problems, parent-adolescent conflict and substance
misuse (Burke et al., 2012; Chu et al 2015; Kumpfer et al., 2010; Omer & Lebowitz, 2016; Salari et
al., 2014; Stormshak & Dishion, 2009; Ennett et al., 2016; Prado et al., 2007). Yap et al.’s (2016)
meta-analysis of parental interventions designed to reduce risk factors for internalizing problems,
found that of the 51 studies identified, only three involved parents of adolescents, with only one of
these aimed at a universal population. Consequently, while there has been progress in the past 25-
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years developing interventions for parents of children, specifically with externalizing behaviours, it
has not proved as promising for parents of adolescents with internalizing problems or eating
disorders.
Obstacles to Universal Parent Intervention
Selected and targeted interventions have benefits, such as yielding stronger outcomes compared
to universal programs (Stice et al., 2009, Teubert & Pinquart, 2011), yet they have less overall impact
at the population level due to being restricted to a small group within the community (Chu at al.,
2012; Rapee, 2013; Rose, 1992). Conversely, universal parenting programs have the potential to make
a significant impact on the general population. Parent information evenings are relatively common
practice in independent and public schools, and provide a valuable opportunity to intervene with
parents. Firstly, however, parents need to engage with parenting interventions, and low parental
participation and high attrition rates have proved consistent obstacles facing researchers (Butler &
Titus, 2015; Chacko et al., 2016; Ozbeck et al., 2018; Spoth et al., 2007; Spooth et al., 2000). Thus,
while effective, brief, low intensity interventions, deliverable to large groups of parents are needed
(Chu at al., 2012), there are considerable gaps within the field.
Lack of High Quality Evaluation
Very few researchers have extended beyond simple evaluation with parents to determine
whether parental intervention outcomes transfer from parent to adolescent. The research field has
been complicated by a lack of high-quality data regarding parental involvement (Hart et al., 2015) and
inconsistent measurement approaches, specifically the failure to adopt a multi-informant approach.
Some studies have relied on parent only report to determine child outcomes (Alfredsson et al., 2018;
Dittman et al., 2020) whereas as others have restricted their measurements to children/adolescents
only (McVey et al., 2007). Determining the effective transfer of parent intervention outcomes to child,
via parental report only, can be fraught. For example, in their comprehensive meta-analysis of
parental interventions for internalizing problems in children, Yap et al. (2016) examined outcomes
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between multi-informant studies and parent informant studies. A multi-informant study involves both
parent and child completing outcome measurements, whereas a parent informant approach describes
when outcomes are measured by parent only. Significant outcomes were only reported by those
studies using mother or parent informants of child outcomes, whereas studies relying on measures
from father’s or children themselves did not reach significance (Yap et al., 2016). Given parents can
under-report a child’s experience of anxiety and depression (De Los Reyes & Kazdin, 2005), Yap et
al. (2016) suggests that children/adolescents themselves be the primary source to determine outcomes
when examining the impact of parenting interventions on this population.
A number of studies adopting a multi-informant approach highlight the importance of obtaining
measurements from both children and parents. For example, Leijten et al. (2012) examined the Parent
& Children Talking Together program with parents of pre-adolescent children. Results revealed
improved parental communication and problem solving reported by parents, yet the pre-adolescents at
post-test reported no improvement in behaviour. Similarly, Chu et al. (2015) evaluated the long-term
effects of the Group Teen Triple P program delivered to parents of adolescents. Results revealed
significant improvements in parenting practices, parent confidence, family relationships and improved
adolescent behavior and difficulties, as reported by mothers who participated in the intervention.
However, while adolescents also reported improved family relationships at post-test, they did not
corroborate the perceived improvements in their own behavior, nor the reduced difficulties, as
reported by their mothers (Chu et al., 2015).
Parent Interventions to Improve Body Image
There is evidence to suggest that body image interventions targeted at parents only, including
both intensive face-face small group sessions and brief web-based psycho-education, can successfully
improve the body image of daughters with pre-existing body dissatisfaction (Corning et al., 2010;
Deidrichs et al., 2016). Initially, Trost (2006) reported that educating parents about the thin-ideal and
positive communication, improved the body image of parents, but outcomes did not extend to
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daughters. However, Corning et al. (2010), extending upon Trost’s research, found that girls whose
mothers attended a similar intervention reported less perceived pressure to be thin at post-test and 3month follow-up, and lower drive for thinness at 3-month, compared to control. Both of the studies
involved a small group intervention delivered to mothers of daughters reporting pre-existing body
dissatisfaction. Conversely, demonstrating an effective low intensity intervention, Deidrichs et al.
(2016) revealed that daughters of mother’s who viewed a web-based intervention, the Dove Self
Esteem Project Website for Parents, for a period of 30-minutes, reported reduced negative affect and
higher self-esteem at the 6-week follow-up. Similar to Corning et al (2010), the participants in the
Diedrichs et al. (2016) study were mothers who had daughters with pre-existing body dissatisfaction.
Despite this, the findings of both studies provide a promising step towards the development of a
universal approach to parenting interventions for adolescent body image.
In contrast to parent only interventions, dual-component universal body image interventions
(e.g. delivered to both parents and children/adolescents) have reported minimal impacts (Bruning
Brown et al., 2004; Sniezek, 2006). Bruning Brown et al.’s (2004) examination of an intervention
involving both parents and children involved students participating in an 8-session CBT based
program for an hour each week, while their parents were offered a web-based intervention focusing
on communication, weight and shape attitudes and behaviours. While participation in the student
program resulted in positive outcomes for students, and parent findings indicated significant
reductions in attitudes and criticisms directed towards children, there did not appear to be any impact
on daughters of parents participating in the parental program (Bruning Brown et al., 2004). The study
was replicated by Sniezek (2006) using a paper version of the materials, and again the findings
suggested that parental involvement did not produce positive body image outcomes for daughters.
The Current Study
Adopting a pragmatic perspective, the current study seeks to understand whether schools
should invest time and resources in parent interventions. Raising Confident Girls (RCG) was designed
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to address the scarcity of interventions available for parents of adolescents and to overcome the
obstacle of low parental engagement. Findings detailed in Chapter 4 suggested that RCG was
successful in increasing parental uptake, improving body image outcomes of mothers, and enhancing
their confidence and skills in parenting adolescent girls. While promising, the reality is that for
schools, the primary focus must be student outcomes, and it is yet to be determined whether the RCG
intervention has a positive effect on daughters. As the project adopted a multi-informant approach,
obtaining measures from both mothers and daughters, the current chapter aims to determine whether
the positive outcomes reported by mothers following participation in RCG, extended to positive
outcomes for their daughters.
Specifically, this Chapter will concentrate on responding to the following research question:
1. Are the outcomes from Dove Confident Me enhanced in participants whose mothers attended the
school-based intervention Raising Confident Girls?
Hypotheses
1. Hypothesis 1 –At post-test, Year 8 students completing DCM, whose mothers attended RCG,
compared to Year 8 students completing DCM whose mothers did not attend RCG, will report
significant increases in body esteem, body appreciation and self-esteem, alongside significant
decreases in internalization of thin-ideal, maternal pressure, social comparison, appearance
conversations and dietary restraint.
2. Hypothesis 2- These results will be maintained at 3-month follow-up.

METHOD
Participants
Participants comprised of Year 8 (n=201) girls attending the intervention school. All students
were aged 11-14 years and participated in Dove Confident Me (DCM) during wellbeing lessons. Of
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the 201 student participants, 67 had mothers attending RCG (Mo-Yes RCG) and 135 had mothers who
did not attend RCG (Mo-No RCG). The remaining students whose mothers comprised the RCGControl group (Mo- RCG Control) (n=40) were not included in the analysis. All analyses were
conducted at the group level and there was no dyad identification or analysis as it was felt this may
inhibit recruitment within the school setting. Table 5.1 provides details of the student groups used in
the current analysis.

Table 5.1
Details of student intervention and control groups used in current analysis
Students

n

Current Study

Students with mothers in RCG Intervention Group
(Mo-Yes RCG)

67

Intervention
Group

Students with mothers in RCG– Control Group
(Mo- RCG Control)

40

Excluded

Students whose mothers not involved in RCG
intervention/control group
(Mo-No RCG)

135

Control Group

Procedures
During Term 2, 2018 at the intervention school all Year 8 students participated in the DCM
program. Students completed surveys at pre, post and 3-month follow-up. Details regarding survey
administration for both mothers participating in RCG and students participating in DCM are provided
in Table 5.2.
Data Collection
The school provided the researcher with a list of de-identified email addresses for students whose
mothers had registered for the RCG intervention and control group. An ID code was assigned to each
email address to identify condition. Email addresses were uploaded to the Qualtrics software system and a
link to access the survey was sent to each student. At the start of each survey participants were asked to
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create a unique code using their names, birth date and eye colour in order to match surveys between each
data collection period. All student responses to the survey were anonymized via the Qualtrics system and
participants were identified via the anonymous code.

Table 5.2
Details of intervention and survey administration for mothers and students.
RCG Intervention- Mothers

DCM InterventionStudents

Pre-test Survey

Term 2- Week 3

Term 2- Week 3

Session 1

Term 2- Week 4

Term 2- Week 4

Session 2

Term 2- Week 6

Term 2- Week 6

Session 3

Term 2- Week 8

Term 2- Week 8

Session 4

n/a

Term 2- Week 10

Post-test Survey

Term 2- Week 9

Term 2- Week 10

3-mth F/U Survey

Term 3- Week 6

Term 3- Week 9

Measures
All measures are standardized and have been validated and widely used with adults and
adolescents. Table 5.3 outlines the measures students completed including internal consistencies on
each measure for the current sample and details describing each measure is available in Chapter 3.
Chapter 4 outlines the measures completed by RCG participants and the internal consistencies for
each measure for the mother’s sample.
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Table 5.3
Self-reported student measures and cronbach’s alpha for each scale
Outcome

Measures/Scales

Participant characteristics

Self-reported age, country of birth, language other than English
spoken at home and ethnicity

Cronbach's
alphas

Body Image
Body esteem

Body Esteem Scale for Adolescents & Adults (Mendelson et al.,
2001), Weight and appearance subscales combined, 18 items, mean
score range 1-5

.96

Body satisfaction

Body Appreciation Scale (Avalos et al., 2005). 8 items, mean score
range 1-5

.90

Internalization of appearance
ideals

Ideal-Body Stereotype Scale – Revised (IBSS-R; Stice et al., 1996)
8 items, mean score range 1-5.

.93

Sociocultural pressures

Purpose-built measure derived from existing scales of sociocultural
pressures (Stice & Bearman, 2001a; Thompson et al., 2004), 12
items, mean score range 1-5.

.93

Perceived maternal pressure

Maternal Pressure Scale (Corning et al., 2010). 9 items, mean score
range 1-4.

.79

Social comparisons

Social Comparison to Models and Peers Scale (Jones, 2001), 8
items, mean score range 1-5.

.90

Appearance conversations

Appearance Conversation Scale (Jones et al., 2004), 5 items, mean
score range 1-5.

.90

Risk factors

Psychosocial & disordered eating related measures
Self-esteem

Rosenberg Self-esteem Scale shortened (Neumark-Sztainer et al.,
2007; Rosenberg, 1965), 6 items, mean score range 1-4.

.82

Dietary restraint

Dutch Eating Behaviour Questionnaire, (van Strien et al., 1986),
Restraint subscale, 10 items, mean score range 1-5.

.94

Data Analysis and Preparation
Initial data preparation and analyses were conducted using SPSS (Version 24). A series of
independent t-tests were conducted on the baseline measures between the group of students whose
mothers did not attend RCG and the group of students whose mothers volunteered to be in the RCG
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control group (also not participating in RCG seminar). This was done to determine whether both
groups of students could be combined together to act as the control group for the current analysis. It
was found that the group of students whose mothers comprised the control group for RCG had
significantly higher self-esteem, body esteem and body appreciation at baseline compared to the
group of students whose mothers were not involved in RCG. Given the two groups had significant
differences, it was decided to not combine them and to only use the students whose mothers were not
involved in RCG (either as an intervention or control) as the control groups for the current analysis.
Descriptive analyses were used to screen for outliers and normality. One outlier was removed
from the student Mo-RCG group due to the participant answering “1” on all questions on the Time 3
survey. Of the dependent variables, self-esteem, body-esteem, body appreciation and internalization
of thin-ideal appeared to be normally distributed. The remaining variables appeared positively
skewed, thus square root transformations and log transformations were applied to improve normality.
An analysis of intervention effects was conducted on both the transformed and untransformed data
and there were no differences in the outcomes. Results are presented using transformed data.
Intervention effects were analysed using longitudinal mixed models (LMM). LMM was
selected due to the model’s four principal strengths: (1) accommodating missing data points often
encountered in longitudinal datasets; (2) not requiring the same number of observations per subject;
(3) allowing time to be continuous rather than a fixed; and (4) increased flexibility regarding the
covariance structure (Chakraborty & Gu, 2009). Furthermore, when dealing with large amounts of
missing data (10-20%), LMM is considered a more precise approach than multiple imputation or
expectation-maximization (EM) algorithm (Von Hippel, 2007).
Preliminary analyses were conducted to determine the most appropriate LMM for each
outcome variable. Four different models were considered for best fit, including: (1) no random
effects; (2) random effect intercept and slope; (3) random effect slope; and (4) random effect for
intercept. The best model, according to Akaike Information Criterion (AIC) (Hastie et al., 2009), was
the model with the random effect for intercept. Thus, intervention effects were analysed using a
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mixed effects model that predicted each outcome as a function of Group (intervention and control)
and Time (pretest, post-test and three-month follow-up), and the interaction between Group x Time.
The control group and the pretest measure were chosen as the reference category in order to compare
the effects of intervention across time.
Sample size was determined according to Twisk (2003) using the Excel document created for
Study 1. Similar to Chapter 4, the current study included participants from the one school and did not
involve clusters. There were 201 participants (intervention group = 66 and control group = 135). The
sample size required to detect a moderate effect size (Cohen’s d =.5) was 47 participants per group,
and to detect small effects (Cohen’s d =.2), was 294 participants per group. Therefore, the study was
underpowered to detect small effects but well powered to detect moderate effects.

RESULTS
Characteristics of Participants
There were 66 students with mothers attending RCG (Mo-Yes RCG) and 135 students whose
mothers did not attend RCG (Mo-No RCG). Student participants were aged an average of 12.8-years
(SD=.39). Most students (84.5%) were born in Australia and 19% indicated that their family spoke a
language other than English at home.

Attrition
As shown in Table 5.4 there was 3.5% (n= 7) of student missing data observed across the
groups at pre-test. Student missing data at post-test was 18.9% (n= 36), and 19.9% (n= 38) at the 3month follow-up. Data was assumed to be missing due to student absence from school on the day of
assessment, or a student deciding they did not wish to complete the survey/participate in the research
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study. Missing data were examined using Little’s Missing Completely (MCAR; Little, 1988) and
results indicated that the data was completely missing at random, x2 (256) = 288.77, p=.078.
For RCG participants, no missing data was observed across groups at pre-test. RCG missing
data at post-test was 8% (n=10), which increased to 14% (n=118) at the 3-month follow-up. Missing
data were examined using Little’s Missing Completely at Random test (MCAR; Little, 1988) and
results indicated the data was completely missing at random, x2 (123) = 131.01, p = .290.

Table 5.4
Frequency of students completing data collection and attrition rates at each time-period for Mo-Yes
RCG and Mo-No RCG
n

Pre-Test

Post-Test

3-mth Follow-Up

Mo-Yes RCG

66

66

55 (16.7%)

55 (16.7%)

Mo-No RCG

135

128 (5.2%)

108 (20%)

106 (21.5%)

Total

201

194 (3.5%)

163(18.9%)

161 (19.9%)

Comparison of Scores of Intervention and Control Groups at Pre-test
Table 5.5 displays the means and standard deviations on untransformed data at pre-test, post-test and
3-month follow-up time points for participants whose mothers attended RCG (Mo-Yes RCG) and
those whose mothers did not attend the program (Mo-No RCG). A series of independent t-tests found
a significant difference between the two groups for self-esteem and body appreciation. Specifically,
the students whose mothers attended RCG had significantly higher self-esteem and body appreciation
at baseline compared to the control group.
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Table 5.5
Means, standard deviation, minimum and maximum of outcome variables by time and group for
students in Mo-Yes RCG and Mo-No RCG
Participant with Mo-Yes RCG

Participant with Mo-No RCG

n

M

SD

Min

Max

n

M

SD

Min

Max

Pre-test

66

2.78

.59

1.33

4.00

128

2.61

.62

1.33

4.00

Post-test

55

2.90

.68

1.17

4.00

108

2.70

.64

1.17

4.00

3-mth

55

2.91

.68

1.50

4.00

106

2.66

.66

1.33

4.00

Pre-test

66

3.49

.91

1.33

4.94

128

3.27

.87

1.00

5.00

Post-test

55

3.67

.88

1.44

5.00

108

3.34

.82

1.72

4.94

3-mth

55

3.57

.98

1.33

5.00

103

3.35

.87

1.00

5.00

t(df)p

Self esteem
-2.06(190), p=<.05

Body esteem
-1.57(190), p=.12

Body appreciation
Pre-test

66

3.85

.78

1.63

5.00

126

3.62

.75

2.13

5.00

Post-test

55

3.84

.92

1.50

5.00

108

3.60

.84

1.50

5.00

3-mth

55

3.75

.93

1.50

5.00

102

3.60

.83

1.50

5.00

-2.17(190), p=<.05

Internalization
Pre-test

66

2.69

.97

1.00

4.50

126

2.80

.80

1.00

4.75

Post-test

55

2.70

.98

1.00

5.00

108

2.91

.86

1.00

5.00

3-mth

55

2.71

.98

1.00

4.63

102

2.93

.89

1.00

5.00

.17(118.12), p=.48

Maternal pressure
Pre-test

66

1.63

.53

1.00

3.11

127

1.77

.53

1.00

3.00

Post-test

55

1.59

.55

1.00

3.44

108

1.84

.59

1.00

3.22

3-mth

55

1.70

.61

1.00

3.11

103

1.84

.62

1.00

4.00

1.38(190), p=.17

Social comparison
Pre-test

66

2.19

.75

1.00

4.08

126

2.31

.76

1.00

4.25

Post-test

55

2.18

.76

1.00

3.83

108

2.33

.74

1.00

3.92

3-mth

55

2.26

1.00

1.00

5.00

102

2.34

.86

1.00

5.00

1.81(190), p=.24

Appearance conversations
Pre-test

66

1.87

.96

1.00

4.60

126

1.89

.91

1.00

5.00

Post-test

55

1.85

.80

1.00

4.00

108

1.92

.87

1.00

4.80

3-mth

55

1.86

.96

1.00

5.00

101

2.05

1.0

1.00

5.00

.24(190), p=.81

Dietary restraint
Pre-test

66

2.12

.88

1.00

4.90

125

2.25

.97

1.00

4.90

Post-test

55

2.16

.84

1.00

4.40

108

2.15

.95

1.00

4.60

.96(190), p=.34
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3-mth

55

2.11

.94

1.00

4.80

100

2.13

.97

1.00

5.00

Sociocultural pressure
Pre-test

66

1.75

80

1.00

4.80

125

1.92

.83

1.00

5.00

Post-test

55

1.70

.71

1.00

3.17

108

1.95

.78

1.00

4.50

3-mth

55

1.90

1.03

1.00

5.00

100

1.91

.96

1.00

5.00

1.44(190), p=.15

Testing the Effects of the Intervention
Body Image and Self-esteem. Final model results comparing the body image and self-esteem
outcomes between students whose mothers participated in RCG (Mo-Yes RCG) and students whose
mothers were not involved in RCG (Mo-No RCG) are reported below in Table 5.6. There was a
significant difference across Group for the self-esteem variable. Specifically, self-esteem was
significantly greater in the Mo-Yes RCG group pre-test compared with the Mo-No RCG group. No
other Group, Time, or Time x Group interactions reached significance for any of the body image or
self-esteem outcome variables, meaning that there were no improvements for student participants on
these variables, irrespective of whether their mothers completed the RCG program.

Table 5.6
Effects of Group on self-esteem and body image outcomes across Time for students in Mo-Yes RCG
and Mo-No RCG
Self-esteem

Body esteem

Body appreciation

Predictors

𝛽

SE

p

𝛽

SE

p

𝛽

SE

p

Intercept

2.60

.05

<.001

3.28

.08

<.001

3.62

07

<.001

Group (Treatment)a

.22

.09

<.05

.18

.13

.169

.21

.12

.100

(Post)b

.08

.04

.068

.09

.05

.077

-.01

.05

.786

Time (Follow-up)b

.05

.04

.301

.01

.05

.756

-.04

.05

.404

Group x Time (Treatment x Post)ab

-.01

.08

.934

.01

.08

.925

-.06

.08

.445

Group x Time (Treatment x Followup)ab

.08

.08

.257

.03

.08

.661

-.12

.08

.147

Random effect for intercept (Variance)

.29

.03

.68

.07

.56

.06

Time

Note: Reference categorya = Control, Reference categoryb = Pre-Test

245
Table 5.7
Effects of Group on body image risk factors across Time for students in Mo-Yes RCG and Mo-No RCG
Social comparison

Sociocultural Pressure

Internalization

Predictors

𝛽

SE

P

𝛽

SE

p

𝛽

SE

p

Intercept

1.49

.02

<.001

1.35

.03

<.001

2.82

.08

<.001

Group (Treatment)a

-.03

.04

.495

-.04

.04

.364

-.11

.14

.399

Time (Post)b

.02

.02

.235

.03

.02

.193

.10

.07

.167

Time (Follow-up)b

.02

.02

.377

.01

.02

.549

.12

.08

.109

Group x Time (Treatment x Post)ab

-.02

.03

.497

-.02

.03

.565

-.08

.13

.538

Follow-up)ab

-.01

.03

.676

.02

.03

.590

-.06

.13

.615

Random effect for intercept (Variance)

.05

.01

.07

.01

.50

.06

Group x Time (Treatment x

Appearance talk

Dietary restraint

Maternal Pressure

Predictors

𝛽

SE

p

𝛽

SE

p

𝛽

SE

p

Intercept

1.34

.03

<.001

1.46

.03

<.001

.23

.01

<.001

Group (Treatment)a
Time (Post)b

.01
.03

.05
.03

.991
.312

-.02
-.02

.05
.02

.619
.306

-.04
.01

.02
.01

.084
.295

.07

.03

<.05

-.02

.02

.275

.01

.01

.256

-.04

.05

.438

.01

.03

.642

-.02

.02

.166

Group x Time (Treatment x Follow-up)ab

-.09

.05

<.05

.02

.03

.551

.01

.02

.741

Random effect for intercept (Variance)

.06

.01

.08

.01

.01

.01

Time (Follow-up)b
Group x Time (Treatment x

Post)ab

Note: Reference categorya = Control, Reference categoryb = Pre-Test

Risk Factors. As shown in Table 5.7 there was a significant change across Time for the
appearance-based talk variable. Specifically, both groups reported significantly less appearance-based
talk at the 3-month follow-up compared to pre-test. Further, there was a significant Time x Group
interaction for appearance-based talk between pre-test and 3-month follow-up. Specifically, the MoYes RCG group had less appearance-based talk compared to the Mo-No RCG group between pre-test
and 3-month follow-up. The effect size for this outcome was small (d =.20). No further changes
across Time or Time x Group reached significance for any of the other body image risk factor
outcomes. There were no significant changes across Group for any of the body image risk factor
outcomes.
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DISCUSSION
The present study examined whether, following participation in DCM, Year 8 students whose
mothers attended RCG reported enhanced body image outcomes at post-test, compared to Year 8
students whose mothers did not participate in RCG. The results revealed a significant difference in
appareance-based talk from pre-test to 3-month follow-up between daughters whose mothers attended
the RCG intervention and daughters whose mothers were not involved. Further, students whose
mothers attended RCG had increased body esteem and self-esteem, along with decreased maternal
pressure, sociocultural pressure and dietary restraint from pre-test to post-test. However, none of these
differences reached significance.
The significant change in appearance-based talk at 3-month follow-up between the groups is
novel compared to previous parenting research. Studies examining parenting interventions designed to
improve adolescent body image (Bruning Brown et al., 2004; Trost, 2006; Sniezek, 2006), reduce
adolescent risk of depression and anxiety (Yap et al., 2019) and improve adolescent behavior (Leijten
et al., 2012;) have not reported any significant benefits for the adolescents involved. Further, the delay
in detecting change in appearance-based talk at the 3-month follow-up point has similarly been
reported by previous research where outcomes extending to children have not been detected until
follow-up (Chu et al., 2015; Diedrichs et al., 2016).
In contrast, studies including mothers of daughters with pre-existing body dissatisfaction have
reported significant outcomes for daughters (Corning et al., 2010; Deidrichs et al., 2016). Corning et
al. (2010) revealed that daughters of mothers attending a small group intensive intervention focused
on reducing the thin-ideal, reported less perceived pressure to be thin at post-test and 3-month followup, and lower drive for thinness at 3-month follow-up compared to control. Similarly, Deidrichs et al.
(2016) reported that daughters of mothers viewing a web-based intervention demonstrated less
negative affect and higher self-esteem at the 6-week follow-up compared to control. Unlike the
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current study, both the Corning et al (2010) and Deidrichs et al. (2016) studies did not include a
complementary intervention provided to the daughters alongside the parent intervention.
Explanation of Findings
The current study demonstrated that the RCG intervention engaged mothers, and effectively
improved their body image, positive role modeling, parenting knowledge, and parenting skills and
confidence. Further, RCG demonstrated a delayed benefit for daughters by reducing appearancebased talk at 3-months. There are several possible reasons for this result. First, while the Appearance
Conversation Scale (Jones et al., 2004) measures frequency of appearance related talk among peers, it
is possible that, following RCG, mothers engaged in less appearance-based talk with their daughters,
and that this contributed to the finding. Daughters did not report a significant reduction in maternal
pressure, yet the outcomes from mothers attending RCG indicated that they demonstrated a significant
improvement in positive parent role modelling. The positive parent role modelling scale comprises
questions regarding how much a mother engages in appearance-based talk to or around her daughter.
Therefore, it is likely that following participation in RCG, mothers reduced their levels of appearancebased talk at home. Further, mothers may have explicitly encouraged their daughters to avoid
appearance-based talk, and this too may have contributed to girls engaging in less talk with their
peers. The findings could further be explained by considering whether the students, whose mothers
attended RCG together, were in the same friendship group. Some of the mothers registering for RCG
may have done so along with another mother whom they were friendly with via their daughters.
Research has shown that cliques of female friends share similarities in regards to body dissatisfaction
and dietary restraint (Paxton et al., 1999). According to social identity theory, conversations between
friendship peers play a key role in communicating group norms and behaviours (Webb & ZimmerGembeck, 2013). Thus, if the students with mothers attending RCG were within the same friendship
group, then the social relationship they shared with each other may have contributed to the change in
appearance-based talk in this group.
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Unfortunately, the remaining body image variables failed to improve. While this is
disappointing, there are a number of possible explanations for the null results including restricted
follow-up time, limited statistical power and likely floor effects. The current study utilized data from
the student DCM investigation outlined in Chapter 3. Accordingly, the student post-test data was
collected 2-weeks after the final RCG session and the follow-up measurement data was limited to 14weeks post RCG. This may have proved insufficient to detect transmission of outcomes from RCG to
daughters as the post-test period only allowed 2-weeks for mothers to use the learning from RCG with
their daughters. Highlighting the importance of long-term follow-up measures, Wilksch (2014)
suggests that low baseline scores, often evident in eating disorder prevention studies, means program
effects may not be captured unless the follow-up measure extends across the entire peak risk period
for development of an eating disorder. Feedback comments from RCG participants revealed that a
number of mothers felt their daughters were too young for the DCM intervention, yet indicated that
the intervention had equipped them with skills to navigate the challenges laying ahead. Chu et al.
(2015) have suggested that parenting skills learnt during an intervention require at least a 6-month
follow-up measure in order to have a detectable effect on adolescents. The researchers found that
mothers participating in the Group Teen Triple P parent program reported significant improvements
in their adolescent’s behavior and difficulties at post-test, yet the adolescents themselves did not
report these findings until the 6-month follow-up measurement (Chu et al., 2015). Sandler et al.
(2011) theorized that parental interventions improve child outcomes, firstly because of improved
parenting skills, enhanced parental efficacy and reduced parental psychopathology. Following these
improvements, a child can begin to experience improvements within themselves (e.g. enhanced
emotional regulation), followed by improved relationships with their peers (Sandler et al., 2011). Due
to the length of time this process may require, it is likely that the 3-month follow-up measure in the
current study did not accurately capture the latent effect of the RCG intervention on daughters.
The students in the current study represented a selective sample, as girls are at greater risk of
body dissatisfaction compared to boys (Carlisle et al., 2019) however, examination of the baseline
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scores revealed many students scored within the normal range on a number of the body image
measures. Consequently, there may have been a floor effect occurring, meaning participants had little
scope to improve their scores. Chapter 3 revealed that approximately 10% of student feedback
comments included participants saying they were not conscious of their body image prior to the DCM
intervention, with similar sentiments echoed by some mothers in the RCG participant feedback
outlined in Chapter 4. Comparatively, the two studies reporting positive outcomes extending from
parental intervention to daughters (Corning et al., 2010 & Deidrichs et al., 2016), both involved
daughters identified to have pre-existing body dissatisfaction. As evidence supports that universal or
selective programs are more effective when participants have higher baseline levels of pathology
(Stice et al., 2007; Yap et al., 2016; Wilksch, 2014), the lack of pre-existing body dissatisfaction and
prospective floor effects, could be a further explanation why the outcomes failed to reach
significance.
Finally, limited statistical power and the decision to analyze findings at a group level rather
than within dyads may have had an impact on the findings. The study was well powered to detect
moderate effects, however the sample was undersized to detect small effects. Results revealed an
improvement from pre-test to post-test for a number of variables within the intervention group,
however they failed to reach significance. Had the study involved a larger sample size, these findings
may have reached significance. Studies reporting positive outcomes on daughters have analyzed
outcomes via mother-daughter dyads (Corning et al., 2010 & Deidrichs et al., 2016). However, the
current study, similar to Bruning Brown et al. (2004) and Sniezek (2006), adopted a group design for
the analysis. This was done as it was thought that the group design would provide a greater sense of
anonymity for mothers participating in the school-based research, compared to using a motherdaughter dyads design, and would encourage more mothers to participate in the research. The group
design was also considered a simpler approach to use within the school environment. Future work,
examining RCG with mother-dyads is needed in order to determine whether this design has any
impact on the results.
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Implications
Despite abundant agreement regarding the influence of parents on the developing body image
of daughters, and a call some 25-years ago by Graber and Brooks-Gunn (1996) for parents to be
included in eating disorder prevention research, there is still a dearth of empirically evaluated
parenting programs available, particularly for parents of adolescents. Further, while interventions
directed at parents, or interventions directed at young people, demonstrate preventative effects for
internalizing problems, dual-component programs (parent interventions with an added child
component or child intervention with an added parent component) have not demonstrated addition
benefits (Yap et al., 2016). Consequently, the process of transfer between parental intervention
outcomes and child outcomes remains unclear. The current study sought to fill some of the research
gaps regarding parental interventions, to provide additional insight and knowledge to the field, as well
as inform school-level decision making about parent information programs.
Firstly, the participant feedback, high acceptability ratings and low attrition rates, indicated
that the RCG intervention was a valuable and enjoyable experience for most of the mothers who
attended. Further, the outcomes detailed in Chapter 4, demonstrate that the program was effective in
improving parenting outcomes, as well as enhancing participants body image. These findings are
positive and provide support for the recommendations made by Hart et al. (2015) regarding designing
parental interventions that are engaging for participants. Encouragingly, the outcomes of the RCG
program did extend to daughters in regards to reduced appearance-based talk, offering an important
contribution to understanding the positive transfer of parent intervention to adolescent daughters. The
appearance-based talk finding is important, as engagement in appearance-based talk has been
associated with increased body dissatisfaction (Lawler & Nixon, 2011), eating pathology and
depressive symptoms in adolescent girls (Chow & Tan, 2018). Further, daughters whose mothers
reciprocate appearance-based talk are more at risk of experiencing eating disordered attitudes and
behaviours (Chow & Tan, 2018). Although participation in DCM did not result in a significant
reduction in appearance-based talk, there was a difference when DCM was coupled with the RCG
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intervention for mothers. Therefore, overall the study endorses extending school-based resources to
include parents in body image interventions
However, it is also important to consider whether the RCG program requires modification in
order to extend the effect on daughters beyond improving appearance-based talk. The RCG
intervention adopted an experiential approach to both improve the body image of mothers while
providing skills and education to mothers regarding improving the body image of daughters.
Participants were invited to consider how they themselves engage with body comparison, the
appearance-ideal, appearance-based talk and socio-cultural pressure. Thus, there was less content
outlining explicit advice and guidance around what mothers should do to improve their daughter’s
body image. Accordingly, while the experiential focus successfully improved a mother’s body image,
it may not have been potent enough to impact broadly on daughter’s body image. Although some
research has found that mothers’ own body image is critical in facilitating more effective role
modelling of positive body image (Damiano et al., 2019), more explicit advice and intervention
content might be needed to ensure that the intervention effects are transferred. The findings of the
current study suggest that eating disorder risk factors can be reduced in adolescent girls, following a
dual-component intervention delivered to both mothers and daughters. Nonetheless, it is likely that
mothers of adolescent daughters require additional skills and an increased focus on specific strategies
to use with adolescent daughters, rather than an emphasis on their own body image, in order for
successful transmission of broader body image outcomes to daughters.
Strengths, Limitations and Recommendations
There are a number of strengths evident in the current study. Firstly, utilizing the available
data from Chapter 3, the study took the next step by conducting an analysis of RCG outcomes for
daughters, thereby contributing to the paucity of research within the field of body image interventions
for parents of adolescents. Compared to previous body image programs for parents (Bruning Brown et
al., 2004; McVey et al., 2007), the current study demonstrates strong engagement by mothers and low
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attrition rates. Secondly, the adoption of a multi-informant approach and dual-component design,
evidenced by the examination of an intervention for mothers alongside an intervention for adolescents
and obtaining measurements from both mothers and daughters, is in keeping with research
recommendations (Yap et al., 2016) and demonstrates a significant strength in regards to research
design.
However, certain limitations must be acknowledged. As this was not the primary analyses
planned for this data, this particular study was underpowered to detect small effects and was limited
to a 3-month follow-up period. The generalisability of the results may also be limited. The population
involved students from a private, independent girls’ school, possessing a strong academic focus and
mothers who mostly held tertiary qualifications. Thus, the sample was within a high socio-economic
bracket and valued education. Given evidence suggests parents in the high socio-economic bracket are
more likely to engage with parenting programs (Baker et al., 2010), the findings of the current study
may be limited to this population.
Conclusion
Given the dearth of research regarding transfer of body image education and intervention from
mothers to children, the examination of whether RCG outcomes extend to daughters provides an
important contribution to the research field. The current study demonstrated that positive outcomes,
reported by mothers following participation in RCG, did transfer to daughters. Specifically, daughters
whose mothers attended RCG reported a significant decrease in appearance-based talk at the 3-month
follow-up, compared to daughters whose mothers were not involved.
In order to determine whether broader body image outcomes extend from mothers to daughters
additional research is needed. Firstly, refinement of RCG content and inclusion of specific strategies
for mothers may result in improved outcomes for daughters. Secondly, a longer follow-up
measurement time would likely provide valuable insight regarding the long-term outcomes of RCG
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on daughters. Overall, the findings support extending classroom-based body image programs to
include parents, because not does this assist parents, but further, it enhances outcomes for students.
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CHAPTER 6
CONCLUSION AND RECOMMENDATIONS
Initially, this thesis evolved from a pragmatic perspective. Specifically, the guiding aim was
to understand what would work to improve the body image of adolescent girls attending an
independent girl’s school in Queensland, Australia. Holding the position of school psychologist for
15-years, the researcher felt behooved to investigate effective intervention approaches for the students
under her care. Moreover, as the project evolved, it has been the researcher’s role within the school,
necessitating the need to navigate research requirements with real-life constraints, which afforded
unique insights and information to the study. Across 7-years, the research project progressed to
incorporate both practical and theoretical perspectives, expanded to include two studies and extended
from a focus primarily on students to include mothers. This final chapter will conclude the thesis by
providing a summary of the research project, identify key findings, and note a number of practical
considerations for schools intending to implement body image interventions for students and parents,
in addition to outlining implications for future research.
The project began with Study 1, a replication of Dove Confident Me (DCM) with Year 8
students attending a single-sex independent school. Developed for universal co-education populations,
the classroom-based DCM program focuses on reducing known causal risk factors for body
dissatisfaction including internalization of the appearance-ideal, appearance-based comparison and
appearance-focused conversations/teasing. The intervention had been trialed in the UK and was
intended for global dissemination. Thus, as the first evaluation of DCM outside of the UK, Study 1
aimed to examine whether the intervention was effective under diverse conditions and to determine its
robustness with a selective group of Australian adolescent girls. Further, Study 1 sought to add to the
expanding field of research involving teacher-led delivery of school-based body image programs.
Specifically the research aims for Study 1 included:
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1. Evaluate the effectiveness of the universal school-based body image program Dove
Confident Me in improving participants’ body image and reducing eating disorder risk
factor outcomes, when delivered by teachers to a selective population of Year 8 girls
attending an independent girls’ school in Australia.
2. Examine participant and teacher feedback, and participant ratings of acceptability of
DCM.
Overall, the findings from Study 1 found that DCM did not effectively improve body image or
eating disorder risk factor outcomes for Year 8 participants compared to a control group. There
appeared to be a lack of student engagement with the intervention, issues regarding student-teacher
relationship, and concerns with teacher fidelity to program due to a lack of time and complexity of the
manual. The findings, while discouraging, provide deeper insight into the complexities regarding
wide-scale dissemination of universal prevention programs in the real-world setting.
Study 2 extended and expanded upon Study 1. First, Study 2 rectified a number of design
limitations and conducted a second replication of a modified version of DCM, to determine its
effectiveness and acceptability with a second sample of Year 8 students attending the same Australian
girls’ school. The modifications made to DCM were in alignment with the usual adaptations that
teachers and school psychologists might make to programs prior to implementation in order to appeal to
students and focused on making the content more relevant for Australian girls. The research aims
examined in Study 2 included:
1. Evaluate the effectiveness of a modified version of the universal school-based body image
program Dove Confident Me in improving participants’ body image and reducing eating
disorder risk factor outcomes when delivered by teachers to a selective population of Year
8 girls attending an independent girls’ school in Australia.
2. Examine participants’ feedback and acceptability ratings of the modified version of DCM.
The findings demonstrated significant improvements regarding acceptability and engagement,
however contrary to expectations, there were no significant improvement in body image outcomes or
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eating disorder risk variables following participation in the modified DCM intervention compared to the
control group. A number of possible explanations for the null findings were proposed including, the
universal DCM intervention being ineffective for single-sex settings or a selective group, the
modification of DCM rendering the intervention less effective, or the high intellect levels of the
students resulting in the intervention proving too simplistic for them.
Study 2 also adopted an ecological approach by expanding the research project to develop and
evaluate Raising Confident Girls (RCG), a 3-session intervention provided to mothers of Year 8
students, alongside student participation in the modified version of DCM. The RCG intervention was
novel, in that it sought to both improve the body image of mothers in addition to providing skills and
education to assist mothers to enhance the body image of their daughters. Specifically, the expanded
research project aimed to:
1. Evaluate the effectiveness of Raising Confident Girls in improving participant’s body
image, parenting knowledge, parent role modelling and parenting skills and confidence.
2. Examine participant feedback and ratings of acceptability on Raising Confident Girls.
3. Explore whether it is beneficial for schools to target resources towards parental
interventions.
In line with the hypotheses, mothers who attended RCG reported significantly greater body
esteem and body appreciation than those mothers in the control group. Further, as predicted,
participation in RCG improved a mother’s knowledge, confidence and skills in parenting an adolescent
girl, and improved her positive role modeling for her daughter with respect to body image. Receiving
both high acceptability ratings and attendance, the RCG program appeared successful in overcoming
difficulties with engaging parents in body image interventions. Further, the findings suggest that RCG
may be the first face-face, school-based intervention delivered to a large group of mothers, to
demonstrate a significant improvement in the body appreciation and body esteem of participants.

257
Finally, Study 2 examined whether students completing DCM benefited from having their mother
attend RCG. A re-examination of the student data from Chapter 3 aimed to:
1. Examine whether the outcomes from Dove Confident Me are significantly enhanced in
students whose mothers attended the school-based intervention Raising Confident Girls.
The findings indicated that the frequency of appearance-based talk from pre-test to 3-month followup was significantly less for students whose mothers participated in RCG compared to students whose
mothers were not involved in RCG. This is a novel finding for a universal school-based body image
parent intervention, and promising. Further, there were noticeable improvements in a number of body
image and eating disorder risk factor outcomes from pre-test to post-test for the group of students whose
mothers attended RCG, however the findings did not reach significance. Overall, the results support
extending body image intervention from the classroom to parents and adopting a multi-informant
approach to determine transfer of outcomes from parenting programs to children. However, it was
suggested that a longer follow-up measure would be more successful in determining transmission of
broader outcomes to daughters.
Recommendations for Schools
The practical insights gained from the project may be of assistance for schools intending to
implement body image interventions. The examination of acceptability ratings, student and teacher
feedback comments, and comparison between Study 1 and Study 2, contribute to understanding how
relationships, timing and perception can affect engagement with classroom-based body image
interventions. While the findings add to the growing body of research supporting task-shifting
facilitation of body image programs to endogenous providers such as teachers, feedback comments
highlighted the importance of a strong student-teacher relationship. Further, credibility and expertise
of facilitator appeared as essential as content of program. Finally, there was feedback to indicate that
some students felt more comfortable participating with their pastoral classes compared to their
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academic core class, and teachers suggested that delivery in Term 4 was an unsettling time of the
year. Together, the above findings suggest the following practical recommendations for schools.
Reduce the time between facilitator training and intervention delivery
Teacher feedback comments revealed that DCM facilitator training was scheduled too far
apart from the implementation of the intervention. Thus, it is recommended that facilitator training for
teachers be provided as close to the commencement of the intervention as possible. Further, providing
ongoing support and monitoring to ensure teachers understand the etiological theory underpinning the
intervention is important. Experts within the field have recognized this need. For example, Diedrichs
et al. (2020) described that since their trial of DCM, a series of videos have been produced to assist
ongoing teacher training throughout delivery of the DCM intervention.
Ensure grouping of familiar peers and teachers for intervention delivery
The research findings from this study indicate that students receiving body image content feel
more comfortable when they are in classes comprising of a familiar teacher and peers who are known
to them. Therefore it is recommended that Schools use teachers who are familiar to students to
facilitate body image interventions, rather than teachers new to the class. This finding encourages
Schools to carefully consider plans for managing teacher absence during a scheduled DCM lesson.
Substitute teachers, who are not adequately trained, are unable to teach a DCM lesson. In the event of
asking a trained DCM substitute teacher to conduct the lesson, one must be mindful of a possible lack
of relationship and trust between this teacher and the class. However, the alternative can often be that
the class forgoes the entire DCM session due to timetable restrictions not providing time for a makeup lesson. Undoubtedly, schools attempt to solve such complexities as best they can, usually in the
frantic hour before classes commence at 8am. Nonetheless, wellbeing lessons, particularly including
body-image content, must be managed carefully. Given the risks of a substitute teacher inadvertently
doing harm, it is likely better for the class to miss the session entirely in the event of teacher absence.
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Further, it is recommended that classes comprise students who are known to each other.
Where this is not possible, Schools are encouraged to allow time prior to commencing a body image
intervention in order to develop rapport and trust between classmates, and between students and
teachers. Thus, implementing such an intervention in Term 1 of the school year would not be ideal.
Plan timing of intervention delivery within student contexts
Facilitator feedback suggested that student restless contributed to a lack of engagement with
the intervention. As such, there is value in considering what time of the year body image intervention
programs are implemented within schools. Specifically, it is important to identify when students are
the most receptive, and which term is the longest and the least disrupted by public holidays and other
school activities. Whilst many of these practical considerations are implemented by schools via
careful timetable planning, as was the case in Study 2, this required at least 12-months preparation
and entailed rescheduling the entire Year 8 camp program for 2018. Thus, while the thesis project
provides insight into how practical factors can affect engagement and enjoyment of classroom-based
body image programs, it further highlights the reality timetable pressures have regarding the
effectiveness of school-based intervention programs.
Align parental interventions with parental needs
The research demonstrated enhanced parental engagement with a school-based body image
intervention when investing in the process as much as the content. Specifically, the findings
recommended Schools consider their parent community and tailor the intervention experience to meet
parental needs. For example, investing in providing opportunities for parents to build relationships
with each other and have an enjoyable experience when attending a school-based intervention. The
findings on Study 2 indicated that creating an atmosphere in which a large group felt cozy and
welcome, and making learning about body image feel enjoyable and fun, increased participant
engagement. An opportunity to socialize with other participants up to 30-mins prior to each session,
provision of refreshments, careful selection of a comfortable venue, seating in table groups,
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welcoming each participant upon arrival and commencing the intervention with viewing the Embrace
documentary further contributed to creating a sense of group cohesion and making participants feel
relaxed and engaged. Although, Session 2 was experiential, mothers also reported to enjoy developing
insight regarding their daughter’s wellbeing curriculum and appeared to feel empowered by this
knowledge. Thus, Schools are recommended to embed a parent intervention within the context of
their daughters curriculum. Finally, providing the supplementary booklet for each session, and
ensuring that it was mailed to any participant who missed a session, contributed towards the low
attrition rates and sustained engagement across the entire three sessions.
Recommendations for Research
The findings propose a number of future directions for research regarding global dissemination
of universal interventions.
Develop multiple interventions for diverse populations or malleable interventions that sustain
effectiveness when adapted.
The findings acknowledge the limitations of using selective and universal programs
interchangeably. Further, the project provided insight into the reality of how school personnel
typically engage with globally disseminated intervention programs. Due to both real-life constraints
and the embedded teaching practice of differentiating curriculum to suit students, strict adherence to
manualized programs within the school setting is somewhat rare. Thus, expecting one universal
intervention to be the panacea for global dissemination may be unrealistic. As such, outcomes from
the thesis encourage future researchers to consider developing multiple interventions, or malleable
interventions that can readily be adapted to suit diverse populations in regards to age, gender or
culture. As the thesis involved marrying etiological theory with real life needs, the findings revealed
that while modifying an intervention can increase engagement, it also risks reducing potency.
Consequently, in order to ensure that interventions are flexible enough to endure malleability in both
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content and design, while robust enough to sustain effectiveness, increased collaboration between
researchers and school personnel is recommended.
Increase the collaboration between researchers and school personnel when developing interventions.
This research highlights that, while researchers are experts in etiological theory, school
personnel are experts regarding their community. The high acceptability ratings received by both
RCG and the modified version of DCM suggest that both benefited from the researcher’s position
within the school. Understanding the dynamics of the participant group allowed the interventions to
be tailored specifically for the intended audience and as a result, increased participant engagement.
Yet, removal of certain aspects from the DCM intervention may have reduced the effectiveness.
Increased collaboration between researchers and school personnel when developing or modifying
intervention programs, may be one way of preventing this. Such collaboration may be particularly
pertinent when developing parental interventions. Given the consistent issues with engaging parents
in prevention programs, the current investigation provides insight into ways to address this problem.
Utilising evidence based resources and tailoring an intervention specifically to suit the intended
population, RCG demonstrates high acceptability ratings and high engagement. Further, mothers in
the study responded well to a design embedding the intervention within an experience offering
entertainment, socialization and information regarding their daughter’s curriculum. Had the researcher
not dually been a member of school personnel, then RCG would likely have been designed
differently, may have experienced the ubiquitous difficulties of low parental uptake, as have other
parental interventions (Hart et al., 2015).
Improve parental uptake by utilizing the expertise of school personnel regarding specific parental
needs and embed body image content in general parenting interventions
Theoretical implications from the thesis corroborate recommendations proposed by Hart et al.
(2015) in regards to effectively engaging parents in body image prevention. Specifically, the findings
strengthen Hart et al.’s (2015) recommendations to develop engaging programs designed to suit the
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particular needs of parents and embedding eating disorder prevention programs within general
parenting and relationship building interventions. Overall, the thesis has provided a deeper insight
into how to improve parental uptake and engagement in body image interventions delivered within the
school context, first, by adhering to the recommendations as outlined by Hart et al. (2015), and
second, by utilizing the existing expertise of the school personnel to tailor the intervention to
specifically appeal to the parent population.
Adopt a body positive approach
Finally, the original question underpinning the thesis, what would work to improve the body
image of adolescent girls attending an independent single-sex school in Australia, while clearer, is
still not resolved. One concept that would be useful to explore further is whether a positive body
image approach is more effective with this population than targeting eating disorder risk factors. In
the 7-years since the thesis was initially designed, increasingly the body image field has expanded
from a focus on reducing eating disorder risk factors to consider a body appreciation approach.
Further, a positive body image approach supports contemporary approaches within the field of
women’s body image interventions (Alleva et al., 2015a; Alleva et al., 2018; Albertson et al., 2014;
Mulgrew et al., 2017; Guest et al. 2019), and is also in keeping with feedback received from student
participants within the study. Interestingly, since the thesis project commenced, the intervention
school has established a significant commitment to mindfulness via embedding a whole school
framework and training a specialized team of mindfulness teaching staff. So too has the concept of
self-compassion and gratitude been increasingly incorporated into the wellbeing curriculum and daily
habits of the student body. Thus, students regularly practice acceptance, compassion and appreciation.
Therefore, intervention approaches focusing on body appreciation, self-compassion and body
functionality may appeal more to these students, than the reduction of body dissatisfaction risk
factors. Further, as body appreciation and body dissatisfaction are considered distinct constructs
(Tylka & Wood-Barcalow, 2015b), it would be interesting to examine whether adolescent girls can
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experience both positive and negative body image simultaneously, as is thought the case for women
(Bailey et al., 2016; Tiggemann & McCourt, 2013; Tiggemann, 2015). Given the research suggesting
body appreciation increases as a women ages, while body dissatisfaction remains stable (Tiggemann
& McCourt, 2013), perhaps the next direction for future research involves identifying effective
approaches, not only to reduce body dissatisfaction, but to promote body appreciation, in early
adolescence.
Conclusion
The thesis provides valuable insights regarding global dissemination of etiologically based body
image interventions and the real-life reality of how such interventions are utilised by schools. Further, the
study supports extending body image interventions from the classroom to the home, and provides
practical suggestion to enhance parental engagement and participation. The study possess a number of
strengths, including substantial participant feedback, a multi-informant assessment approach, and the
researcher’s employment at the intervention school providing unique insights in regards to embedding
etiological interventions in the real-life setting.
A number of practical implications have been outlined, in addition to recommended future
directions for research. Firstly, for schools, familiar facilitators enhances student-teacher relationships,
careful teacher training and ongoing monitoring improves fidelity to the etiological theory underpinning
interventions, and careful consideration and planning regarding the timing of program delivery will
prevent unnecessary disruptions. In regards to parenting interventions, schools are encouraged to
prioritise both the content and the process by aiming to create opportunities for parents to attend
interventions that they find appealing and will enjoy. Secondly, researchers are encouraged to develop
multiple interventions for diverse populations or malleable interventions that sustain effectiveness when
adapted, engage in increased collaboration with school personnel to develop appropriately tailored
interventions for both students and parents, and examine the effectiveness of a positive body image
approach with adolescents.
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Overall, the thesis project suggests that within the 3-month follow-up period examined, the
school-based universal DCM intervention did not significantly improving body image outcomes nor
reducing eating disorder risk factors, for the selective population of adolescent girls attending a single-sex
school. However, the RCG intervention was successful in improving mothers body image and parenting
skills, knowledge, confidence and positive role-modelling. Although the outcomes for mothers did extend
to daughters, specifically in regards to appearance-based talk, the improvements were limited, thus longer
follow-up measures are recommended.

265
References
Abramovitz., B. A., & Birch, L. L. (2000). Five-year-old girls’ ideas about dieting are predicted by their mothers’
dieting. Journal of the American Dietetic Association, 100(10), 1157- 1163.https://doi.org/10.1016/S00028223(00)00339-4
Ackard, D.M., Richter, S., Egan, A., & Cronemeyer, C. (2014). What does remission tell us about women with
eating disorders? Investigating applications of various remission definitions and their associations with quality
of life. Journal of Psychosomatic Research. 76, 12-8, https://doi.org/10.1016/j.jpsychores.2013.10.002
Ackard, D.M., Richter, S., Frisch, M.J., Mangham, D., & Cronemeyer, C.L. (2013). Eating disorder treatment
among women forty and older: Increases in prevalence over time and comparisons to young adult patients,
Journal of Psychosomatic Research, 74(2), 175-178, https://doi.org/10.1016/j.jpsychores.2012.10.014.
Agam-Bitton, R., Abu Ahmad, W., & Golan, M. (2018). Girls-only vs. mixed-gender groups in the delivery of a
universal wellness programme among adolescents: A cluster-randomized controlled trial. PLoS ONE 13(6),
e0198872.https://doi.org/10.1371/journal.pone.0198872
Albertson, E.R., Neff, K.D., & Dill-Shackleford, K, E. (2014). Self-compassion and body dissatisfaction in women:
A randomized controlled trial of a brief meditation intervention. Mindfulness, 6(3), 444-454.
https://psycnet.apa.org/doi/10.1007/s12671-014-0277-3
Albers, W., Roeg, D., Nijssen, Y., Bongers, I., & van Weeghel, J. (2018). Effectiveness of an intervention for
managing victimization risks related to societal participation for persons with severe mental illness: a cluster
RCT study protocol. BMC psychiatry, 18(1), 247. https://doi.org/10.1186/s12888-018-1831-7
Albrecht, N. J., Albrecht, P. M., & Cohen, M. (2012). Mindfully Teaching in the Classroom: a Literature Review.
Australian Journal of Teacher Education, 37(12).http://dx.doi.org/10.14221/ajte.2012v37n12.2
Alfredsson, E. K., Thorvaldsson, V., Axberg, U. & Broberg, A. G. (2018). Parenting programs during adolescence:
Outcomes from universal and targeted interventions offered in real-world settings. Scandinavian Journal of
Psychology, 59, 378– 391.
Allaz, A.F., Berstein, M., Rouget, P., Archinard, M., & Morabia, A. (1998). Body weight preoccupation in middleage and ageing women: A general population survey. International Journal of Eating Disorders, 23, 287-294.
https://doi.org/10.1002/(SICI)1098-108X(199804)23:3<287::AID-EAT6>3.0.CO;2-F

266
Allen K., Byrne S., & McLean, N. (2012). The dual-pathway and cognitive-behavioural models of binge eating:
prospective evaluation and comparison. European Child & Adolescent Psychiatry, 21(1):51-62.
http://dx.doi.org/10.1007/s00787-011-0231-z
Alleva, J., Diedrichs, P., Halliwell, E., Martijn, C., Stuijfzand, B., Treneman-Evans, G., & Rumsey, N. (2018). A
randomised-controlled trial investigating potential underlying mechanisms of a functionality-based approach to
improving women’s body image. Body Image. 25. 85-96. https://doi.org/10.1016/j.bodyim.2018.02.009
Alleva, J., Martijn, C., Breukelen, G., & Jansen, A., & Karos, K. (2015). Expand Your Horizon: A programme that
improves body image and reduces self-objectification by training women to focus on body functionality. Body
image. 10. https://doi.org/10.1016/j.bodyim.2015.07.001
Alleva, J.M., Sheeran, P., Webb, T.L., Martijn, C., & Miles, E. (2015) A Meta-Analytic Review of Stand-Alone
Interventions to Improve Body Image. PLoS ONE 10(9) https://doi.org/10.1371/journal.pone.0139177
American Psychological Association. (2007). Report of the APA Task Force of the Sexualisation of Girls. Retrieved
09 August 2020, from https://www.apa.org/pi/women/programs/girls/report-summary.pdf
Anderson, M., & Jiang, J. (2018). Teens, social media & technology 2018. Retrieved 09 August 2020,
from http://www.pewinternet.org/2018/05/31/teens-social-media-technology-2018/.
Arcelus, J., Mitchell, A. J., Wales, J., & Nielsen, S. (2011). Mortality rates in patients with anorexia nervosa and
other eating disorders. A meta-analysis of 36 studies. Archives of General Psychiatry, 68(7), 724-731.
https://doi.org/10.1001/archgenpsychiatry.2011.74
Arroyo, A., & Andersen, K. K. (2016). The relationship between mother-daughter self-objectification: Identifying
direct, indirect, and conditional direct effects. Sex Roles, 74(5-6), 231-24.https://doi.org/10.1007/s11199-0150554-1
Arroyo, A., & Harwood, J. (2012). Exploring the Causes and Consequences of Engaging in Fat Talk.
Journal of Applied Communication Research. 40 https://doi.org/10.1080/00909882.2012.654500.
Arroyo, A., Segrin, C., & Andersen, K. K. (2017). Intergenerational transmission of disordered eating: Direct and
indirect maternal communication among grandmothers, mothers, and daughters. Body Image, 20, 107-115.
http://dx.doi.org/10.1016/j.bodyim.2017.01.001
Atkinson, M. J., Diedrichs, P. C., & Garbett, K. M (2017). Evaluating a School-Based Intervention for Body Image
(‘Dove Confident Me: 5-Part Body Confidence Workshops for Schools’) Among Adolescent Girls and Boys:

267
Results from a Cluster Randomized Controlled Effectiveness Trial, Journal of Adolescent Health, 60(2),
Supplement 1.
Atkinson, M.J., Parnell, J., Treneman-Evans, G., & Diedrichs, P. (2021, July 13-15) Universal school-based body
image intervention: Findings from pilot and cluster randomized effectiveness trials of three teacher-led
programmes. Oral presentation. Centre for Appearance Matters 9 On-line Conference.
Atkinson, M. J. and Wade, T. D. (2015), Mindfulness‐based prevention for eating disorders: A school‐based cluster
randomized controlled study. International Journal of Eating Disorders 48, 1024-1037. 10.1002/eat.22416
Attie, I., & Brookes-Gunn, J. (1986). Development of eating problems in adolescent girls: A longitudinal study.
Developmental Psychology, 25, 70-79.https://doi.org/10.1037/0012-1649.25.1.70
Australian Psychological Society. (2017). Media Release 11 November 2017 retrieved from:
https://www.psychology.org.au/About-Us/news-and-media/Media-releases/2017/Australians-now-heavilyreliant-on-social-media,-p
Austin, S.B., Richmond, T.K., Spadano-Gasbarro, J., Greaney, M.L., Blood, E.A., Walls, C., Wang, M.L., Mezgebu,
S., Osganian, S.K., & Peterson, K.E. (2013) The Contribution of School Environmental Factors to Individual
and School Variation in Disordered Weight Control Behaviors in a Statewide Sample of Middle Schools, Eating
Disorders, 21(2), 91-108, DOI: 10.1080/10640266.2013.761080
Avalos, L., Tylka, T. L., & Wood-Barcalow, N. (2005). The Body Appreciation Scale: Development and
psychometric evaluation. Body Image, 2(3), 285–297.https://doi.org/10.1016/j.bodyim.2005.06.002
Baker, C.N., Arnold, D.H., & Meagher, S. (2010). Enrollment and Attendance in a Parent Training Prevention
Program for Conduct Problems. Society for Prevention Research, 126-138. https://doi.org/10.1007/s11121-0100187-0
Bagaric, M., Touyz, S., Heriseanu, A., Conti, J., & Hay, P. (2020). Are bulimia nervosa and binge eating disorder
increasing? Results of a population‐based study of lifetime prevalence and lifetime prevalence by age in South
Australia. European Eating Disorders Review, 28, 60– 268. https://doi.org/10.1002/erv.2726
Bailey, A., Cline, L., & Gammage, K. (2016). Exploring the complexities of body image experiences in middle age
and older adult women within an exercise context: The simultaneous existence of negative and positive body
images. Body Image, 17, 88-99. https://doi.org/10.1016/j.bodyim.2016.02.007

268
Balantekin, K.N., Savage, J.S., Marini, M.E, & Birch, L.L. (2014). Parental encouragement of dieting promotes
daughters’ early dieting. Appetite, 80, 190–196. https://doi.org/10.1111/jora.12560
Bandura, A. (1977). Social learning theory. Englewood Cliffs, NJ: Prentice Hall.
Bandura, A. (1986). Social foundations of thought and action: A social cognitive theory. Prentice-Hall.
Baranowski, M. J., & Hetherington, M. M. (2001). Testing the efficacy of an eating disorder prevention
program. International Journal of Eating Disorders, 29(2), 119–124. https://doi.org/10.1002/1098108X(200103)29:2<119::AID-EAT1001>3.0.CO;2-U
Barker, E. T., & Galambos, N. L. (2003). Body dissatisfaction of adolescent girls and boys: Risk and resource
factors. The Journal of Early Adolescence, 23(2), 141-165.https://doi.org/10.1177/0272431603023002002
Barrett, P. (2005). FRIENDS for Life: Group leaders' manual for children. Barrett Research Resources Pty Ltd.
Baskin, M. L., Ard, J., Franklin, F., & Allison, D. B. (2005). Prevalence of obesity in the United States. Obesity
Reviews, 6(1), 5‐7. https://doi.org/10.1111/j.1467-789X.2005.00165.x
Bauer, K.W., Bucchianeri, M.M., & Neumark-Sztainer, D. (2013). Mother-reported parental weight talk and
adolescent girls’ emotional health, weight control attempts, and disordered eating behaviors. Journal of Eating
Disorders, 1(1), 45. https://doi.org/10.1186/2050-2974-1-45
Bearman, S., Martinez, E., Stice, E., & Presnell, K. (2006). The skinny on body dissatisfaction: A longitudinal study
of adolescent girls and boys. Journal of Youth and Adolescence, 35, 217–229. 10.1007/s10964-005-9010-9
Becker, C. B., & Stice, E. (2017). From efficacy to effectiveness to broad implementation: Evolution of the Body
Project. Journal of Consulting and Clinical Psychology, 85(8), 767–782. https://doi.org/10.1037/ccp0000204
Becker, C.B., Wilson, C., Williams, A., Kelly, M., McDaniel, L., & Elmquist, J. (2010). Peer-facilitated cognitive
dissonance versus healthy weight eating disorders prevention: A randomized comparison. Body Image, 7(4),
280-8. https://doi.org/10.1016/j.bodyim.2010.06.004
Becker, C. B., Verzijl, C. L., Kilpela, L. S., Wilfred, S. A., & Stewart, T. (2019). Body image in adult women:
Associations with health behaviors, quality of life, and functional impairment. Journal of health
psychology, 24(11), 1536–1547. https://doi.org/10.1177/1359105317710815
Benedikt, R., Wertheim, E.H., & Love, A. (1998). Eating attitudes and weight loss-loss attempts in female
adolescents and their mothers. Journal of Youth and Adolescence, 27, 43-57.
https://doi.org/10.1023/A:1022876715005

269
Berends, T., van Meijel, B., Nugteren, W., Deen, M., Danner, U. N., Hoek, H. W., & van Elburg, A. A. (2016).
Rate, timing and predictors of relapse in patients with anorexia nervosa following a relapse prevention program:
a cohort study. BMC Psychiatry, 16(1), 316. https://doi.org/10.1186/s12888-016-1019-y
Berge, J.M., Hanson-Bradley, C., Tate, A., & Neumark-Sztainer, D. (2016). Do parents or siblings engage in more
negative weight-based talk with children and what does it sound like? A mixed-methods study.
Body Image, 18, 27-33, ISSN 1740-1445, https://doi.org/10.1016/j.bodyim.2016.04.008
Berge, J.M., Maclehose, R., Loth, K.A., Eisenberg, M., Bucchianeri, M.M., & Neumark-Sztainer, D. (2013). Parent
conversations about healthful eating and weight: associations with adolescent disordered eating behaviors.
JAMA Pediatrics 167(8), 746–753. https://doi.org/10.1001/jamapediatrics.2013.78
Berge, J.M., Winkler, M.R., Larson, N., et al. (2018). Intergenerational transmission of parent encouragement to diet
from adolescence into adulthood. Pediatrics 141(4), https://doi.org/10.1542/peds.2017-2955
Bird, E., Halliwell, E., Diedrichs, P.C., & Harcourt, D. (2013). Happy being me in the UK: A controlled evaluation
of a school-based body image intervention with pre-adolescent children. Body Image: An International Journal
of Research. ISSN 1740-1445 10.1016/j.bodyim.2013.02.008
Biolcati, R., Mancini, G., & Villano, P. (2020) ‘And yet I’m an adult now’. The influence of parental criticism on
women’s body satisfaction/dissatisfaction during emerging adulthood. International Journal of Adolescence and
Youth, 25(1), 599-608, DOI: 10.1080/02673843.2019.1699433
Blowers, L., Loxton, N., Flesser, M., Occhipinti, S., & Dawe, S. (2003). The relationship between sociocultural
pressure to be thin and body dissatisfaction in preadolescent girls. Eating behaviors, 4, 229-444.
https://doi.org/10.1016/S1471-0153(03)00018-7.
Booker, C. L., Kelly, Y. J., & Sacker, A. (2018). Gender differences in the associations between age trends of social
media interaction and well-being among 10-15 year olds in the UK. BMC public health, 18(1), 321.
https://doi.org/10.1186/s12889-018-5220-4
Bornioli, A., Lewis-Smith, H., Smith, A., Slater, A., & Bray, I. (2019). Adolescent body dissatisfaction and
disordered eating: Predictors of later risky health behaviours. Social Science & Medicine, 238,
https://doi.org/10.1016/j.socscimed.2019.112458.

270
Bould, H., De Stavola, B., Magnusson, C., Micali, N., Dal, H., Evans, J., Dalman, C., & Lewis, C. (2016). The
influence of school on whether girls develop eating disorders. International Journal of Epidemiology 45(2),
480–488. https://doi.org/10.1093/ije/dyw037
Bould, H., De Stavola, B., Lewis, G., & Micali, N. (2018). Do disordered eating behaviours in girls vary by school
characteristics? A UK cohort study. European Child & Adolescent Psychiatry, 27(11), 1473.
https://doi.org/10.1007/s00787-018-1133-0
Bowlby, J. (1969). Attachment. Attachment and loss: Vol. 1. Loss. New York: Basic Books.
Bozsik, F., Whisenhunt, B.L., Hudson, D.L. et al. (2018). Thin is in? Think again: The Rising importance of
muscularity in the thin ideal female body. Sex Roles 79, 609–615. https://doi.org/10.1007/s11199-017-0886-0
Braun, T., Park, C., & Gorin, A. (2016). Self-compassion, body image, and disordered eating: A review of the
literature. Body Image, 17. 117-131. https://doi.org/10.1016/j.bodyim.2016.03.003
Brausch, A.M., & Muehlenkamp, J.J. (2007). Body image and suicidal ideation in adolescents. Body Image. 4(2),
207-212.https://doi.org/10.1016/j.bodyim.2007.02.001
Brumfitt, T. (2016). Embrace: One woman’s journey to inspire everybody. Transmission Films
Bruning Brown, J.D., Winzelberg, A.J., Abascal, L.B., & Taylor, C.B. (2004). An evaluation of an internet delivered
eating disorder prevention program, for adolescents and their parents. Journal of Adolescent Health, 35: 290296, 10.1016/j.jadohealth.2003.10.010
Bucchianeri, M. M., Fernandes, N., Loth, K., Hannan, P.J., Eisenberg, M.E., & Neumark-Sztainer, D. (2016). Body
dissatisfaction: Do associations with disordered eating and psychological well-being differ across race/ethnicity
in adolescent girls and boys? Cultural Diversity and Ethnic Minority Psychology, 22(1), 137-146,
10.1037/cdp0000036
Budd, G.M., & Hayman, L.L. (2008). Addressing the childhood obesity crisis: a call to action. MCN American
Journal of Maternity Child Nursing, 33(2), 111-120. https://doi.org/10.1097/01.NMC.0000313419.51495.ce
Buerger, A., Ernst, V., Wolter, V., Huss, M., Kaess, M., & Hammerle, F. (2019). Treating eating disorders in the
real world -MaiStep: A skill-based universal prevention for schools. Preventive Medicine, 123, 324-332.
https://doi.org/10.1016/j.ypmed.2019.04.008

271
Burke, K., Brennan, L., & Cann, W. (2012). Promoting protective factors for young adolescents: Outcomes from a
randomised controlled trial of the ABCD parenting young adolescents program. Journal of Adolescence, 35,
1315- 1328, https://psycnet.apa.org/doi/10.1016/j.adolescence.2012.05.002
Butler, A. M., & Titus, C. (2015). Systematic review of engagement in culturally adapted parent training for
disruptive behavior. Journal of Early Intervention, 37, 300–318.
Cafri, G., Thompson, J. K., Ricciardelli, L., McCabe, M., Smolak, L., & Yesalis, C. (2005). Pursuit of the muscular
ideal: Physical and psychological consequences and putative risk factors. Clinical Psychology Review, 25(2),
215–239. https://doi.org/10.1016/j.cpr.2004.09.003
Cafri, G., Yamamiya, Y., Brannick, M., & Thompson, J. K. (2005a). The influence of sociocultural factors on body
image: A meta-analysis. Clinical Psychology: Science and Practice, 12, 421-433.
https://doi.org/10.1093/clipsy/bpi053
Calam, R., Waller, G., Slade, P. D., & Newton, T. (1990). Eating disorders and perceived relationships with
parents. International Journal of Eating Disorders, 9(5), 479–485.
https://doi.org/10.1002/1098-108X(199009)9:5<479::AID-EAT2260090502>3.0.CO;2-I
Carey, R. N., Donaghue, N., & Broderick, P. (2011). ‘What you look like is such a big factor’: Girls’ own
reflections about the appearance culture in an all-girls’ school. Feminism & Psychology, 21, 299-316.
10.1177/0959353510369893
Carey, R. N., Donaghue, N., & Broderick, P. (2013). Peer culture and body image concerns among Australian
adolescent girls: A hierarchical linear modelling analysis. Sex Roles, 69, 250-263.
https://doi.org/10.1007/s11199-013-0305-0
Carey, R. N., Donaghue, N., & Broderick, P. (2014). Body image concern among Australian adolescent girls: The
role of body comparisons with models and peers. Body Image, 11, 81–84.
https://doi.org/10.1016/j.bodyim.2013.09.006
Carlisle, E., Fildes, J., Hall, S., Perrens, B., Perdriau, A., & Plummer, J. (2019), Youth Survey Report 2019, Sydney,
NSW: Mission Australia.
Carter, J.C., Stewart, D.A., & Fairburn, C.G. (1998) Response to Editorial Primary Prevention of Eating Disorders:
The Dilemma and Its Denial. Eating Disorders, 6(3), 213-215, DOI: 10.1080/10640269808249255

272
Cash, T. F. (2002). Women's body images. In G. M. Wingood & R. J. Di Clemente (Eds.). Issues in women health:
Handbook of women's sexual and reproductive health (pp. 175–194). Kluwer Academic/Plenum
Publishers. https://doi.org/10.1007/978-1-4615-0689-8_10
Chakraborty, H., & Gu, H. (2009). A mixed model approach for intent-to-treat analysis in longitudinal clinical trials
with missing values. RTI Press. RTI Press Publication No. MR-0009-0903
https://doi.org/10.3768/rtipress.2009.mr.0009.0903
Chan, C. Y., Lee, A. M., Koh, Y. W., Lam, S. K., Lee, C. P., Leung, K. Y., & Tang, C. (2020). Associations of body
dissatisfaction with anxiety and depression in the pregnancy and postpartum periods: A longitudinal
study. Journal of affective disorders, 263, 582–592. https://doi.org/10.1016/j.jad.2019.11.032
Chand, N. L., Farruggia, S. P., Dittman, C. K., Chu, J. T. W., & Sanders, M. R. (2013). Positive youth development
and Teen Triple P: Promoting positive youth development through a brief parenting intervention programme.
Youth Studies Australia, 32, 29–36.
Chang, L., Li, P., Loh, R.R.M., & Chua, T.H.H. (2019). A study of Singapore adolescent girls' selfie practices, peer
appearance comparisons, and body esteem on Instagram. Body Image, 29, 90-99.
Charles, C. (2010). Raunch culture goes to school? Young women, normative femininities and elite education.
Media International Australia, 135, 61-70.https://doi.org/10.1177/1329878X1013500109
Chongwatpol, P., & Gates, G. (2016). Differences in body dissatisfaction, weight-management practices and food
choices of high-school students in the Bangkok metropolitan region by gender and school type. Public Health
Nutrition, 19(7), 1222-1232. https://doi.org/10.1017/S1368980016000100
Chow, C.M., & Tan, C.C. (2014) Weight status and depression: Moderating role of fat talk between female friends.
Journal of Health Psychology, 19(10), 1320-1328https://doi.org/10.1177%2F1359105313488982
Chow, C.M., & Tan, C.C. (2018). The role of fat talk in eating pathology and depressive symptoms among motherdaughter dyads. Body Image, 24, 36-43. https://doi.org/10.1016/j.bodyim.2017.11.003.
Chu, J.., Farruggia, S.P., Sanders, M.R., & Ralph, A. (2012) Towards a public health approach to parenting
programs for parents of adolescents, Journal of Public Health, 34(1), i41–i47.
https://doi.org/10.1093/pubmed/fdr123

273
Chu, J., Bullen, P., Farruggia, S., Dittman, C., & Sanders, M. (2015). Parent and Adolescent Effects of a Universal
Group Program for the Parenting of Adolescents. Prevention Science: The Official Journal of the Society for
Prevention Research, 16. https://doi.org/10.1007/s11121-014-0516-9
Ciao, A.C., Loth, K. & Neumark-Sztainer, D. (2014). Preventing Eating Disorder Pathology: Common and unique
features of successful eating disorders prevention programs. Current Psychiatry Reports 16, 453.
Clark, L.S., & Tiggemann, M. (2006). Appearance culture in 9 to 12 year old girls: Media and peer influences on
body dissatisfaction. Social Development, 15, 628-643.
https://doi.org/10.1111/j.1467-9507.2006.00361.x
Cohen, R., Newton-John, T., & Slater, A (2018). ‘Selfie’-objectification: The role of selfies in self-objectification
and disordered eating in young women. Computers in Human Behavior, 79, 86-74.
https://doi.org/10.1016/j.chb.2017.10.027
Cohn, L., & Maine, M. (1998). More harm than good. Eating Disorders: The Journal of Treatment and Prevention,
6, 93-95.
Corning, A. F., Gondoli, D. M., Bucchianeri, M. M., & Blodgett Salafia, E. H. (2010). Preventing the development
of body issues in adolescent girls through intervention with their mothers. Body Image, 7, 289-295.
https://doi.org/10.1016/j.bodyim.2010.08.001
Costa, J., & Pinto-Gouveia, J. (2011). Acceptance of pain, self-compassion and psychopathology: Using the chronic
pain acceptance questionnaire to identify patients’ subgroups. Clinical Psychology and Psychotherapy, 18, 292–
302. https://doi.org/10.1002/cpp.718
Coy, M. (2009), Milkshakes, lady lumps and growing up to want boobies: how the sexualisation of popular culture
limits girls' horizons. Child Abuse Review, 18, 372-383. https://doi.org/10.1002/car.1094
Cribb, V. L., & Haase, A. M. (2016). Girls feeling good at school: School gender environment, internalization and
awareness of socio-cultural attitudes associations with self-esteem in adolescent girls. Journal of Adolescence,
46, 107-114.http://dx.doi.org/10.1016/j.adolescence.2015.10.019
Cruwys, T., Leverington, C.T., & Sheldon, A.M. ( 2016). An experimental investigation of the consequences and
social functions of fat talk in friendship groups. International Journal of Eating Disorders 49(1), 84–91.
https://doi.org/10.1002/eat.22446

274
Dakanalis, A., Clerici, M., & Stice, E. (2019). Prevention of eating disorders: current evidence-base for dissonancebased programmes and future directions. Eating and Weight Disorders 24(4), 597-603.
https://doi.org/10.1007/s40519-019-00719-3
Dakanalis, A., Timko, A., Serino, S., Riva, G., Clerici, M., & Carra, G. (2016). Prospective psychosocial predictors
of onset and cessation of eating pathology amongst college women. European Eating Disorders Review, 24,
251-256. https://psycnet.apa.org/doi/10.1002/erv.2433
Damiano, S.R., Paxton, S.J., Wertheim, E.H., McLean, S.A., & Gregg, K.J. (2015). Dietary restraint of 5-year-old
girls: Associations with internalization of the thin-ideal and maternal, media, and peer influences. International
Journal of Eating Disorders, 48, 1166-1169. https://doi.org/10.1002/eat.22432
Damiano, S. R., Yager, Z., Prichard, I., & Hart, L. M. (2019). Leading by example: Development of a maternal
modelling of positive body image scale and relationships to body image attitudes. Body Image, 29, 132–139.
https://doi.org/10.1016/j.bodyim.2019.03.006
Davey, Z., Jones, M.K., & Harris, L.M. (2011). A comparison of eating disorder symptomology, role concerns,
figure preference and social comparison between women who have attended single sex and coeducational
schools. Sex Roles, 65, 751-759. https://psycnet.apa.org/doi/10.1007/s11199-011-9942-3
Davison, K.K., Earnest, M.B., & Birch, L.L. (2002). Participation in aesthetic sports and girls’ weight concerns at
ages 5 and 7 years. International Journal of Eating Disorders, 31, 312-317.
https://dx.doi.org/10.1002%2Feat.10043
Davison, K.K., Markey, C.N., & Birch, L.L. (2000). Five-year-old girls’ ideas about dieting are predicted by
mothers’ dieting. Journal of the American Dietetic Association, 100, 1157-1163.
Davison, K. K., Markey, C. N., & Birch, L. L. (2003). A longitudinal examination of patterns in girls' weight
concerns and body dissatisfaction from ages 5 to 9 years. The International journal of eating disorders, 33(3),
320–332. https://doi.org/10.1002/eat.10142
Davison, T. E., & McCabe, M. P. (2005). Relationships between men's and women's body image and their
psychological, social, and sexual functioning. Sex Roles: A Journal of Research, 52(7-8), 463–475.
https://doi.org/10.1007/s11199-005-3712-z
Delfabbro, P. H., Winefield, A. H., Anderson, S., Hammarström, A., Winefield, H. (2011). Body Image

275
& psychological well-Being in adolescents: The Relationship between gender and school type. Journal of
Genetic Psychology, 172(1), 67-83.https://psycnet.apa.org/doi/10.1080/00221325.2010.517812
De Los Reyes, A., & Kazdin, A.E. (2005). Informant discrepancies in the assessment of childhood psychopathology:
a critical review, theoretical framework, and recommendations for further study. Psychology Bulletin, 131(4),
483-509. https://doi.org/10.1037/0033-2909.131.4.483
de Vries, D.A., Peter, J., de Graaf, H. et al. (2016) Adolescents’ Social Network Site Use, Peer Appearance-Related
Feedback, and Body Dissatisfaction: Testing a Mediation Model. Journal of Youth Adolescence 45, 211–224.
https://doi.org/10.1007/s10964-015-0266-4
de Vries, D. A., Peter, J., Nikken, P., & de Graaf, H. (2014). The effect of social network site use on appearance
investment and desire for cosmetic surgery among adolescent boys and girls. Sex Roles, 71(9–10), 283–295.
https://doi.org/10.1007/s11199-014-0412-6
Diedrichs, P.C., Atkinson, M.J., Garbett, K.M., Leckie, G. (2020). Evaluating the “Dove Confident Me” FiveSession Body Image Intervention Delivered by Teachers in Schools: A Cluster Randomized Controlled
Effectiveness Trial. Journal of Adolescent Health, 68(2), 331–341.
https://doi.org/10.1016/j.jadohealth.2020.10.001
Diedrichs, P C., Atkinson, M.J., Garbett, K.M., Williamson, H., Halliwell, E., Rumsey, N., Barlow, F. (2016).
Randomized Controlled Trial of an Online Mother-Daughter Body Image and Well-Being Intervention. Health
Psychology, 35(9), 996–1006.https://doi.org/10.1037/hea0000361
Diedrichs, P.C., Atkinson, M.J., Steer, R., Garbett, K., Rumsey, N. and Halliwell, E. (2015). Effectiveness of a brief
school-based body image intervention Dove Confident Me: Single Session when delivered by teachers and
researchers: Results from a cluster randomized controlled trial. Behaviour Research and Therapy, 74, 94-104.
https://doi.org/10.1016/j.brat.2015.09.004
Dittman, C., Burke, K., & Hodges, J. (2020). Brief Parenting Support for Parents of Teenagers Dealing with Family
Conflict: A Pilot Randomized Controlled Trial. Child & Youth Care Forum, 49. https://doi.org/10.1007/s10566020-09557-2
Dixon, R., Adair, V., & O’Connor, S. (1996). Parental influences on the dieting behaviours of adolescent girls.
Eating Disorders, 11, 39-50.

276
Dohnt, H. K., & Tiggemann, M. (2004). The development of perceived body size and dieting awareness in young
girls. Perceptual and Motor Skills, 99, 790–792. https://psycnet.apa.org/doi/10.2466/PMS.99.7.790-792
Dohnt, H. K., & Tiggemann, M. (2005). Peer influences on body dissatisfaction and dieting awareness in young
girls. British Journal of Developmental Psychology, 23, 103-116.
https://psycnet.apa.org/doi/10.1348/026151004X20658
Dohnt, H. K & Tiggemann, M. (2006a). The Contribution of peer and media influences to the development of body
satisfaction and self-esteem in young girls: A prospective study. Developmental Psychology, 42(5), 929–
936.https://doi.org/10.1037/0012-1649.42.5.929
Dohnt, H. K., & Tiggemann, M. (2006b). Body image concerns in young girls: The role of peers and media prior to
adolescence. Journal of Youth and Adolescence, 35, 141-151.
https://psycnet.apa.org/doi/10.1007/s10964-005-9020-7
Dozier, M., Stovall-McClough, K. C., & Albus, K. E. (2008). Attachment and psychopathology in adulthood. In J.
Cassidy & P. R. Shaver (Eds.), Handbook of attachment: Theory, research, and clinical applications (p.718–
744). The Guilford Press.
Drury, K., Bukowski, W. M., Velasquez, A. M., & Stella-Lopez, L. (2012). Victimization and gender identity in
single-sex and mixed-sex schools: Examining contextual variations in pressure to conform to gender norms. Sex
Roles. https://doi.org/10.1007/s11199-012-0118-6
Duemm, I., Adams, G.R., & Keating. L. (2003). The addition of sociotrophy to the dual pathway model of bulimia.
Canadian Journal of Behavioural Science, 35(4), 281-291. https://psycnet.apa.org/doi/10.1037/h0087208
Dunkley, T., Wertheim, E., & Paxton, S. (2001). Examination of model of multiple sociocultural influences on
adolescent girls' body dissatisfaction and dietary restraint. Adolescence, 36, 265-79.
Dunstan, C.J., Paxton, S.J., & McLean, S.A. (2017). An evaluation of a body image intervention in adolescent girls
delivered in single-sex versus co-educational classroom settings. Eating Behaviors, 25, 23-31.
https://doi.org/10.1016/j.eatbeh.2016.03.016
Durkin, S.J., Paxton, S.J., & Sorbella, M. (2007). An integrative model of the impact of exposure to idealized female
images on adolescent girls’ body satisfaction. Journal of Applied Social Psychology, 37, 1092-1117.
https://psycnet.apa.org/doi/10.1111/j.1559-1816.2007.00201.x

277
Durlak, J.A., Weissberg, R.P., Dymnicki, A.B., Taylor, R.D., & Schellinger, K.B. (2011). The impact of enhancing
students’ social and emotional learning: A meta-analysis of school-based universal interventions. Child
Development, 82(1), 405-432. https://doi.org/10.1111/j.1467-8624.2010.01564.x
Dyer, G., & Tiggemann, M. (1996). The effect of school environment on body concerns in adolescent women. Sex
Roles, 34, 127-138.https://psycnet.apa.org/doi/10.1007/BF01544800
Eating Disorders Association and Lever Faberge Limited (2006). BodyThink building body confidence: Self-esteem
and body image workshop guide. Author, Melbourne
Ebesutani, C., Regan, J., Smith, A., Reise, S., Higa-Millan, C., & Chorpita, B. F. (2012). The 10-item positive and
negative affect schedule for children, child and parent shortened versions: application of item response theory
for more efficient assessment. Journal of Psychopathology and Behavioral Assessment, 34, 191-203.
https://doi.org/10.1007/S10862-011-9273-2
Eisenberg, M. E., & Neumark-Sztainer, D. (2010). Friends’ dieting and disordered eating behaviors among
adolescents five years later: Findings from Project EAT. Journal of Adolescent Health, 47, 67–73.
https://doi.org/10.1016/j.jadohealth.2009.12.030
Eisenberg, M.E., Neumark-Sztainer, D., Haines, J. & Wall, M. (2006). Weight-teasing and emotional well-being in
adolescents: Longitudinal findings from Project EAT. Journal of Adolescent Health, 38, 675–683.
https://doi.org/10.1016/j.jadohealth.2005.07.002
Eisenberg, M. E., & Neumark-Sztainer, D., & Story, M. (2003). Associations of Weight-Based Teasing and
Emotional Well-being Among Adolescents. Archives of Pediatric Adolescent Medicine, 157(8), 733–738.
https://doi.org/10.1001/archpedi.157.8.733
Ennett, S. T., Jackson, C., Choi, S., Hayes, K. A., Dickinson, D. M., & Bowling, J. M. (2016). A Parenting Program
to Promote an Alcohol-Free Childhood: Influence on Parents' Readiness to Prevent Child Sipping. Journal of
studies on alcohol and drugs, 77(2), 327–336. https://doi.org/10.15288/jsad.2016.77.327
Erikson, E. (1968). Identity: Youth and crisis. New York: W. W. Norton & Company.
Espinoza, Paola & Penelo, Eva & Raich, Rosa. (2012). Prevention programme for eating disturbances in
adolescents. Is their effect on body image maintained at 30 months later? Body image, 10.
https://doi.org/10.1016/j.bodyim.2012.11.004

278
Evans, E.H., Tovée, M.J., Boothroyd, L.G., & Drewett, R.F. (2012). Body dissatisfaction and disordered eating
attitudes in 7- to 11-year-old girls: Testing a sociocultural model. Body Image, 10, 8-15.
10.1016/j.bodyim.2012.10.001
Fairweather-Schmidt, A. K., Lee, C., & Wade, T. D. (2015). A longitudinal study of mid-age women with indicators
of disordered eating. Developmental Psychology, 51(5), 722–729. https://doi.org/10.1037/dev0000011
Falconer, C.J., Rovira, A., King, J.A., Gilbert, P., Antley, A., Fearon, P., Ralph, N., Slater, M., & Brewin, C.R.
(2016). Embodying self-compassion within virtual reality and its effects on patients with depression. British
Journal of Psychiatry Open 2, 74–80. https://doi.org/10.1192/bjpo.bp.115.002147
Fallon, E.A., Harris, B.S., & Johnson, P. (2014). Prevalence of body dissatisfaction among a United States adult
sample. Eating Behaviors, 15(1), 51-158. https://doi.org/10.1016/j.eatbeh.2013.11.007.
Fardouly, J., Diedrichs, P.C., Vartanian, L.R., & Halliwell, E. (2015a). The mediating role of appearance
comparisons in the relationship between media usage and self-objectification in young women. Psychology of
Women Quarterly, 1-11. https://doi.org/10.1177/0361684315581841
Fardouly, J., Diedrichs, P.C., Vartanian, L.R., & Halliwell, E. (2015b). Social comparisons on social media: The
impact of Facebook on young women’s body image concerns and mood. Body Image, 13, 38-45.
https://doi.org/10.1016/j.bodyim.2014.12.002
Fardouly, J., Magson, N.R., Johnco, C.J. et al. (2018). Parental control of the time preadolescents spend on social
media: Links with preadolescents’ social media appearance comparisons and mental health. Journal of Youth
Adolescence 47, 1456–1468. https://doi.org/10.1007/s10964-018-0870-1
Fardouly, R., Pinkus, T., & Vartanian, L.R. (2017). The impact of appearance comparisons made through social
media, traditional media, and in person in women’s everyday lives. Body Image, 20, 31-39,
https://doi.org/10.1016/j.bodyim.2016.11.002
Fardouly, J., & Vartanian, L.R. (2015). Negative comparisons about one’s appearance mediate the relationship
between Facebook usage and body image concerns. Body Image, 12, 82–88.
https://doi.org/10.1016/j.bodyim.2014.10.004
Fardouly, J., & Vartanian, L.R. (2016). Social media and body image concerns: Current research and future
directions. Current Opinion in Psychology, 9, 1-5, https://doi.org/10.1016/j.copsyc.2015.09.005

279
Ferreiro, F., Seoane, G., & Senra, C. (2012). Gender-related risk and protective factors for depressive symptoms and
disordered eating in adolescence: A 4-year longitudinal study. Journal of Youth and Adolescence, 41, 607–622.
https://doi.org/10.1007/s10964-011-9718-7
Festinger, L. (1954). A theory of social comparison processes. Human Relations, 7, 117–140.
Festinger, L. (1957). A Theory of cognitive dissonance. Stanford, CA: Stanford University Press.
Field, A. E., Austin, S. B., Striegel-Moore, R., Taylor, C. B., Camargo, C. A., Laird, N. (2005). Weight concerns
and weight control behaviors of adolescents and their mothers. Archives of Pediatrics & Adolescent Medicine,
159, 1121–1126. https://doi.org/10.1001/archpedi.159.12.1121
Field, A. E, Camargo, C. A, Taylor, C.B, Berkey, C.S, Roberts, S.B., & Colditz, G.A. (2001). Peer, parent, and
media influences on the development of weight concerns and frequent dieting among preadolescent and
adolescent girls and boys. Pediatrics, 107, 54-60.
https://www.researchgate.net/deref/http%3A%2F%2Fdx.doi.org%2F10.1542%2Fpeds.107.1.54
Fitzsimmons-Craft, E. E., Bardone-Cone, A. M., Bulik, C. M., Wonderlich, S. A., Crosby, R. D., & Engel, S. E.
(2014). Examining an elaborated sociocultural model of disordered eating among college women: The role of
social comparison and body surveillance. Body Image, 11, 488-500.
https://dx.doi.org/10.1016%2Fj.bodyim.2014.07.012
Fitzsimmons-Craft, E. E., Bardone-Cone A.M, Kelly K.A. (2011). Objectified body consciousness in relation to
recovery from an eating disorder. Eating Behaviors, 12(4), 302-308.
https://dx.doi.org/10.1016/j.eatbeh.2011.09.001
Fitzsimmons-Craft, E. E., Harney, M. B., Koehler, L. G., Danzi, L. E., Riddell, M. K., & Bardone-Cone, A. M.
(2012). Explaining the relation between thin ideal internalization and body dissatisfaction among college
women: The roles of social comparison and body surveillance. Body Image, 9, 43–49.
http://dx.doi.org/10.1016/j.bodyim.2011.09.002
Florin, T.A., Sjults, J., & Stettler, N. (2011). Perception of overweight is associated with poor academic
performance in US adolescents. Journal of School Health, 81(11), 663-670. https://doi.org/10.1111/j.17461561.2011.00642.x
Fredrickson, B. L., & Roberts, T.-A. (1997). Objectification theory: Toward understanding women's lived
experiences and mental health risks. Psychology of Women Quarterly, 21(2), 173–206.

280
https://doi.org/10.1111/j.1471-6402.1997.tb00108.x
Fredrickson, B. L, Roberts, T, Noll, S. M, Quinn, D. M., & Twenge, J. M. (1998). That swimsuit becomes you: Sex
differences in self-objectification, restrained eating, and math performance. Journal of Personality and Social
Psychology, 75, 269-284. https://psycnet.apa.org/doi/10.1037/0022-3514.75.1.269
Gagne, D.A., Von Holle, A., Brownley, K.A., Runfola, C.D., Hofmeier, S., Branch, K.E et al. (2012). Eating
disorder symptoms and weight shape concerns in a large web-based convenience sample of women ages 50 and
above: Results of the Gender and Body Image (GABI) study. International Journal of Eating Disorders, 45,
832-844. https://doi.org/10.1002/eat.22030
Garbett, K.M., & Diedrichs, P.C. (2016). Improving uptake and engagement with child body image interventions
delivered to mothers: Understanding mother and daughter preferences for intervention content. Body Image, 19,
24-27. https://doi.org/10.1016/j.bodyim.2016.07.004
Gattario, K.H., Frisen, A., Fuller-Tyszkiewicz, M., Ricciardelli, L.A., Diedrichs, P.C., Yager, Z., & Smolack, L.
(2015). How is men’s conformity to masculine norms related to their body image? Masculinity and muscularity
across Western countries. Psychology of Men & Masculinity, 16(3), 337.
https://psycnet.apa.org/doi/10.1037/a0038494
Ghaderi, A., Martensson, M., & Schwan, H. (2005). ‘‘Everybody’s Different’’: a primary prevention program
among fifth grade school children. Eating Disorders, 13, 245–59.
Gill, R. (2017) in Matos, C. O. (2017). Rosalind Gill: “We don’t just want more cake, we want the whole
bakery!”.MATRIZes, 11(2), 137-160. https://doi.org/10.11606/issn.1982-8160.v11i2p137-160
Golan, M., Hagay, N., & Tamir, S. (2014). Gender related differences in response to “In favor of myself” wellness
program to enhance positive self & body image among adolescents. PLOS ONE 9(3), e91778.
https://doi.org/10.1371/journal.pone.0091778
Goldschmidt, A. B., Wall, M., Choo, T-H. J., Becker, C., & Nuemark-Sztainer, D. (2016). Shared risk factors for
mood, eating, and weight-related health outcomes. Health Psychology, 35(3), 245-252.
https://dx.doi.org/10.1037%2Fhea0000283
Goldschmidt, A. B., Wall, M., Loth, K. A., & Neumark-Sztainer, D. (2015). Risk Factors for Disordered Eating in
Overweight Adolescents and Young Adults, Journal of Pediatric Psychology, 40(10) 1048–1055.
https://dx.doi.org/10.1093%2Fjpepsy%2Fjsv053

281
Gondoli, D.M., Corning, A., Blodgett-Salafia, E., Bucchianeri, M., Fitzsimmons, E. (2011). Heterosocial
involvement, peer pressure for thinness, and body dissatisfaction among young adolescent girls. Body Image, 8,
143-148. https://dx.doi.org/10.1016%2Fj.bodyim.2010.12.005
González, M., Penelo, E., Gutiérrez, T., & Raich, R.M. (2011). Disordered eating prevention programme in schools:
A 30-month follow-up. European Eating Disorders Review, 19, 349–56. https://doi.org/10.1002/erv.1102
Goodman, E., Huang, B., Wade, T. J., & Kahn, R. S. (2003). A multilevel analysis of the relation of socioeconomic
status to adolescent depressive symptoms: does school context matter? The Journal of Pediatrics, 143(4), 451456. https://doi.org/10.1067/S0022-3476(03)00456-6
Gordon, R. (1983). An operational classification of disease prevention. Public Health Reports; 98, 107–109.
Grabe, S., & Hyde, J. S. (2009). Body objectification and psychological outcomes among female adolescents.
Journal of Applied Social Psychology, 29, 2840-2858. https://doi.org/10.1111/j.1559-1816.2009.00552.x
Grabe, S., Hyde, J. S., & Lindberg, S. (2007). Body objectification and depression in adolescence: The role of
gender, shame and rumination. Psychology of Women Quarterly, 31, 164-175.
https://psycnet.apa.org/doi/10.1111/j.1471-6402.2007.00350.x
Grabe, S., Ward, L. M., & Hyde, S. J. (2008). The role of the media in body image concerns among women: A
meta-analysis of experimental and correlational studies. Psychological Bulletin, 134, 460-476.
https://doi.org/10.1037/0033-2909.134.3.460
Graber, J. A., & Brooks-Gunn, J. (1996). Prevention of eating problems and disorders: including parents. Eating
Disorders 4, 346-363.
Graber, J. A., Brooks-Gunn, J., Paikoff, R. L., & Warren, M. P. (1994). Prediction of eating problems: An 8-year
study of adolescent girls. Developmental Psychology, 30, 823-834.
Graeff‐Martins, A. S., Flament, M. F., Fayyad, J., Tyano, S., Jensen, P. and Rohde, L. A. (2008), Diffusion of
efficacious interventions for children and adolescents with mental health problems. Journal of Child Psychology
and Psychiatry, 49, 335-352. 10.1111/j.1469-7610.2007.01827.x
Granleese, J., & Joseph, S (1993). Self-perception profile of adolescent girls at a single-sex and mixed-sex school.
Journal of Genetic Psychology, 154, 525-530.

282
Gravener, J. A., Haedt, A. A., Heatherton, T. F., & Keel, P. K. (2008). Gender and age differences in associations
between peer dieting and drive for thinness. International Journal of Eating Disorders, 41(1), 57–
63. https://doi.org/10.1002/eat.20438
Guest, E., Costa, B., Williamson, H., Meyrick, J., Halliwell, E., & Harcourt, D. (2019). The effectiveness of
interventions aiming to promote positive body image in adults: A systematic review. Body Image, 30, 10–
25. https://doi.org/10.1016/j.bodyim.2019.04.002
Halliwell, E., & Diedrichs, P.C (2014). Testing a dissonance body image intervention among young girls. Health
Psychology 33(2), 201–204. https://psycnet.apa.org/doi/10.1037/a0032585
Halliwell, E., Diedrichs, P., & Orbach, S. (2014). Costing the invisible: A review of the evidence examining the
links between body image, aspirations, education and workplace confidence.
https://doi.org/10.13140/2.1.4751.0082.
Halliwell, E., & Dittmar, H. (2005). The role of self-improvement and self-evaluation motives in social comparisons
with idealised female bodies in the media. Body Image, 2, 249-261.
https://psycnet.apa.org/doi/10.1016/j.bodyim.2005.05.001
Halliwell, E., Jarman, H., Tylka, T., & Slater, A. (2017). Adapting the Body Appreciation Scale-2 for Children: A
psychometric analysis of the BAS-2C. Body Image, 21, 97-102, https://doi.org/10.1016/j.bodyim.2017.03.005.
Handford, C.M., Rapee, R.M., & Fardouly, J. (2018). The influence of maternal modeling on body image concerns
and eating disturbances in preadolescent girls. Behavior Research Therapy, 100, 17-23.
https://doi.org/doi:10.1016/j.brat.2017.11.001
Harmon, J., & Rudd, N. A. (2019). Friending Ana: Investigating the prominence and characteristics of pro-anorexia
communities on social media. Fashion, Style & Popular Culture, 6(2), 243-259
Harper, B., & Tiggemann, M. (2008). The effect of thin ideal media images on women’s self-objectification, mood,
and body image. Sex Roles, 58, 649–657. https://psycnet.apa.org/doi/10.1007/s11199-007-9379-x
Harriger, J.A. (2015). Age differences in body size stereotyping in a sample of preschool girls. Eating Disorders:
The Journal of Treatment and Prevention, 23, 177-190. https://doi.org/10.1080/10640266.2014.964610
Harriger, J.A., Calogero, R.M., Witherington, D.C., & Smith J.E. (2010). Body size stereotyping and internalization
of the thin-ideal in preschool-age girls. Sex Roles, 63, 609-620. https://doi.org/10.1007/s11199-010-9868-1

283
Harriger, J.A. & Thompson, J.K. (2012). Psychological consequences of obesity: Weight bias and its relationship to
body image in youth. International Review of Psychiatry, 24, 247-253.
https://doi.org/10.3109/09540261.2012.678817
Harrison, K. (2003). Television Viewers' Ideal Body Proportions: The Case of the Curvaceously Thin Woman. Sex
Roles, 48, 255-264. https://doi.org/10.1023/A:1022825421647
Hart, L.M., Cornell, C., Damiano, S. R., & Paxton, S. J. (2015). Parents and prevention: A systematic review of
interventions involving parents that aim to prevent body dissatisfaction or eating disorders. International
Journal of Eating Disorders, 48(2), 157-169. https://doi.org/10.1002/eat.22284
Hastie, T., Tibshirani, R., & Friedman, J. H. (2009). The elements of statistical learning: data mining, inference, and
prediction. 2nd Ed. New York: Springer.
Hattie, J. A. C. (2009). Visible learning: A synthesis of over 800 meta-analyses relating to achievement. London,
UK: Routledge.
Haukaas, R.B., Gjerde, I.B., Varting, G., Hallan, H.E., & Solem, S. (2018) A Randomized Controlled Trial
Comparing the Attention Training Technique and Mindful Self-Compassion for Students With Symptoms of
Depression and Anxiety. Frontier Psychology, 9, 827. https://doi:10.3389/fpsyg.2018.00827
Hay, P.J., Mond, J., Buttner, P., & Darby, A. (2008). Eating disorder behaviors are increasing: findings from two
sequential community surveys in South Australia. PLoS One, 3(2):e1541.
https://doi.org/10.1371/journal.pone.0001541
Helfert, S., & Warschburger, P. (2011) A prospective study on the impact of peer and parental pressure on body
dissatisfaction in adolescent girls and boys. Body Image. 8(2), 101-109.
https://doi.org/10.1016/j.bodyim.2011.01.004
Hess, A. (2015). The selfie assemblage. International Journal of Communication, 9, 1629–1646. – in Ho, Shirley &
Lee, Edmund & Liao, Youqing. (2016). Social Network Sites, Friends, and Celebrities: The Roles of Social
Comparison and Celebrity Involvement in Adolescents Body Image Dissatisfaction. Social Media + Society, 2.
https://doi.org/10.1177/2056305116664216
Hetman, I., Klomek, A.B., Goldzweig, G., Hadas, A., Horwitz, M., & Fennig, S. (2017.) Percentage from target
weight (PFTW) predicts re-hospitalization in adolescent anorexia nervosa. Israel Journal of Psychiatry, 54 (3),
28-34.

284
Hill, A. J., Weaver, C. and Blundell, J. E. (1990). Dieting concerns of 10-year-old girls and their mothers. British
Journal of Clinical Psychology, 29, 346–348. https://doi.org/10.1111/j.2044-8260.1990.tb00894.x
Ho, S., Lee, E., & Liao, Y. (2016). Social Network Sites, Friends, and Celebrities: The Roles of Social Comparison
and Celebrity Involvement in Adolescents Body Image Dissatisfaction. Social Media + Society, 2.
https://doi.org/10.1177/2056305116664216
Holland, G. & Tiggemann, M. (2016). A systematic review of the impact of the use of social networking sites on
body image and disordered eating outcomes. Body image, 17, 100-110.
https://doi.org/10.1016/j.bodyim.2016.02.008
Holt, K. E & Ricciardelli,L. A. (2008). Weight concerns among elementary school children: A review of prevention
programs, Body Image, 5(3), 233-243. https://psycnet.apa.org/doi/10.1016/j.bodyim.2008.02.002
Homan, K. J., & Tylka, T. L. (2015). Self-compassion moderates body comparison and appearance self-worth's
inverse relationships with body appreciation. Body Image, 15, 1–7.
https://doi.org/10.1016/j.bodyim.2015.04.007
Hutchinson, D. M., & Rapee, R. M. (2007). Do friends share similar body image and eating problems? The role of
social networks and peer influences in early adolescence. Behaviour Research and Therapy, 45, 1557-1577.
https://doi.org/10.1016/j.brat.2006.11.007
Ioannidis, J. P., Munafò, M. R., Fusar-Poli, P., Nosek, B. A., & David, S. P. (2014). Publication and other reporting
biases in cognitive sciences: detection, prevalence, and prevention. Trends in Cognitive Sciences, 18(5), 235–
241. https://doi.org/10.1016/j.tics.2014.02.010
Izydorczyk, B., Sitnik-Warchulska, K., Ostrowska, K., & Starosta, J. (2019) Self-Assessment of the Body and Social
Competences in the Group of Mothers and Their Adult Daughters. International Journal of Environmental
Research and Public Health, 16(16), 2824. https://dx.doi.org/10.3390%2Fijerph16162824
Jackson K.L., Janssen, I., Appelhans, B.M., Kazlauskaite, R., Karavolos, K., Dugan, S.A et al. (2014). Body image
satisfaction and depression in midlife women: The study of women’s’ health across the nation (SWAN).
Archives of Women Mental Health, 17, 177-187. https://dx.doi.org/10.1007%2Fs00737-014-0416-9
Jassogne, C., & Zdanowicz, N. (2018). Management of adult patients with anorexia nervosa: a literature
review. Psychiatria Danubina, 30(Suppl 7), 533–536.

285
Jones, A. M., & Buckingham, J. T. (2005). Self-esteem as a moderator of the effect of social comparison on
women’s body image. Journal of Social and Clinical Psychology, 24(8), 1164-1187.
https://psycnet.apa.org/doi/10.1521/jscp.2005.24.8.1164
Jones, D. C. (2001). Social comparison and body image: Attractiveness comparisons to models and peers among
adolescent girls and boys. Sex Roles, 45, 645–664. https://psycnet.apa.org/doi/10.1023/A:1014815725852
Jones, D. C. (2004). Body image among adolescent girls and boys: A longitudinal study. Developmental
Psychology, 40, 823-835. https://psycnet.apa.org/doi/10.1037/0012-1649.40.5.823
Jones, D. C., & Crawford, J. K. (2006). The Peer Appearance Culture During Adolescence: Gender and Body Mass
Variations. Journal of Youth and Adolescence, 35(2), 257–269. https://doi.org/10.1007/s10964-005-9006-5
Jones, D. C., Vigfusdottir, T. H., & Lee, Y. (2004). Body image and the appearance culture among adolescent girls
and boys: An examination of friend conversations, peer criticism, appearance magazines, and the internalization
of appearance ideals. Journal of Adolescent Research, 19, 323-339.
https://psycnet.apa.org/doi/10.1177/0743558403258847
Kabat-Zinn, Jon. (2013). Full catastrophe living: using the wisdom of your body and mind to face stress, pain, and
illness. New York: Bantam Books,
Kanakis, D.M., & Thelen, N.H. (1995) Parental variables associated with bulimia nervosa. Addictive Behaviour, 20,
491-500.
Katz-Wise, S. L., Budge, S. L., Lindberg, S. M., & Hyde, J. S. (2012). Individuation or identification? Selfobjectification and the mother-adolescent relationship. Psychology of Women Quarterly, 37(3), 366-380.
https://doi.org/10.1177%2F0361684312468425
Keel, P.K., Gravener, J.A., Joiner, T.E., Jr., & Haedt, A.A. (2010). Twenty‐year follow‐up of bulimia nervosa and
related eating disorders not otherwise specified. International Journal of Eating Disorders, 43, 492-497.
doi:10.1002/eat.20743
Keery, H., Boutelle. K., van den Berg, P., & Thompson, J.K. (2005). The impact of appearance-related teasing by
family members. Journal of Adolescent Health, 37, 120-127.
https://psycnet.apa.org/doi/10.1016/j.jadohealth.2004.08.015

286
Keery, H., Eisenberg, M. E., Boutelle, K., Neumark-Sztainer, D., & Story, M. (2006). Relationships between
maternal and adolescent weight-related behaviors and concerns: The role of perception. Journal of
Psychosomatic Research, 61(1), 105-111. https://psycnet.apa.org/doi/10.1016/j.jpsychores.2006.01.011
Keery, H., van den Berg, P., & Thompson, J. K. (2004). An evaluation of the tripartite model of body dissatisfaction
and eating disturbance with adolescent girls. Body Image, 1, 237–251.
https://psycnet.apa.org/doi/10.1016/j.bodyim.2004.03.001
Keles, S., & Idsoe, T. (2018). A meta-analysis of group Cognitive Behavioral Therapy (CBT): Interventions for
adolescents with depression. Journal of Adolescence, 67, 129-139,
https://doi.org/10.1016/j.adolescence.2018.05.011.
Kelly, Y., Zilanawala, A., Booker, C., & Sacker, A. (2018). Social Media Use and Adolescent Mental Health:
Findings from the UK Millennium Cohort Study. E Clinical Medicine. 6.
https://doi.org/10.1016/j.eclinm.2018.12.005
Kelly, A.C., & Carter, J.C. (2015). Self-compassion training for binge eating disorder: a pilot randomized controlled
trial. Psychology & Psychotherapy, 88(3), 285-303. https://doi.org/10.1111/papt.12044
Kelly, A. C., Carter, J. C., & Borairi, S. (2014). Are improvements in shame and self-compassion early in eating
disorders treatment associated with better patient outcomes? International Journal of Eating Disorders, 47, 54–
64. http://dx.doi.org/10.1002/eat.22196
Kelly, A.C., Zuroff, D.C., & Foa, C. L., & Gilbert, P. (2010). Who Benefits from Training in Self-Compassionate
Self-Regulation? A Study of Smoking Reduction. Journal of Social and Clinical Psychology, 29 (7), 727-755.
https://doi.org/10.1521/jscp.2010.29.7.727
Kenny, U., OMalley-Keighran, M. P., Molcho, M., & Kelly, C. (2016). Peer Influences on Adolescent Body Image:
Friends or Foes? Journal of Adolescent Research. 32. https://doi.org/10.1177/0743558416665478
Kichler, J. C., & Crowther, J. H. (2001). The effects of maternal modeling and negative familial communication on
women's eating attitudes and body image. Behavior Therapy, 32(3), 443–457. https://doi.org/10.1016/S00057894(01)80030-7
Kilpela, L.S., Blomquist, K., Verzijl, C., Wilfred, S., Beyl, R. and Becker, C.B. (2016). The body project 4 all: A
pilot randomized controlled trial of a mixed‐gender dissonance‐based body image program. International
Journal of Eating Disorders, 49, 591-602. 10.1002/eat.22562

287
Klein, K. M., Brown, T. A., Kennedy, G. A., & Keel, P. K. (2016). Examination of parental dieting and comments
as risk factors for increased drive for thinness in men and women at 20‐year follow‐up. International Journal of
Eating Disorders, 50(5), 490–497. https://doi.org/10.1002/eat.22599
Kluck, A.S. (2010). Family influence of disordered eating: The role of body image dissatisfaction. Body Image, 7, 814. https://doi.org/10.1016/j.bodyim.2009.09.009
Knauss, C., Paxton, S. J., & Alasker, F. D. (2008). Body dissatisfaction in adolescent boys and girls: Objectified
body consciousness, internalization of the media body ideal and perceived pressure from media. Sex Roles, 59,
633-643. https://psycnet.apa.org/doi/10.1007/s11199-008-9474-7
Kumar, R., O'Malley, P.M., Johnston, L.D, Schulenberg, J.E., & Bachman, J.G. (2002). Effects of school-level
norms on student substance use. Prevention Science, 3(2),105-124. https://doi.org/10.1023/a:1015431300471
Kumpfer, K. L., Whiteside, H. O., Greene, J. A., & Allen, K. C. (2010). Effectiveness outcomes of four age versions
of the Strengthening Families Program in statewide field sites. Group Dynamics: Theory, Research, and
Practice, 14(3), 211–229. https://doi.org/10.1037/a0020602
Kusina, J.R., & Exline, J.J. (2019). Beyond Body Image: A Systematic Review of Classroom-Based Interventions
Targeting Body Image of Adolescents. Adolescent Research Review 4, 293–311.
https://doi.org/10.1007/s40894-019-00121-1
Labre, M. P., & Walsh-Childers, K. (2003). Friendly advice? Beauty messages in Web sites of teen magazines. Mass
Communication and Society, 6, 379-396. https://psycnet.apa.org/doi/10.1207/S15327825MCS0604_3
Lacroix, E., Atkinson, M.J., Garbett, K.M., & Diedrichs, P.C. (2020). One size does not fit all: Trajectories of body
image development and their predictors in early adolescence. Developmental Psychopathology, 15, 1-10.
https://doi.org/10.1017/S095457942000097
Lampard, A. M., MacLehose, R. F., Eisenberg, M. E., Neumark-Sztainer, D., & Davison, K. K. (2014). Weightrelated teasing in the school environment: Associations with psychosocial health and weight control practices
among adolescent boys and girls. Journal of Youth and Adolescence, 43, 1770–1780.
http://dx.doi.org/10.1007/s10964-013-0086-3
Lawler, M., & Nixon, E. (2011). Body dissatisfaction among adolescent boys and girls: The effects of body mass,
peer appearance culture and internalization of appearance ideals. Journal of Youth and Adolescence, 40, 59-7.
https://doi.org/10.1007/s10964-009-9500-2

288
Le, L. K. D., Barendregt, J. J., Hay, P., & Mihalopoulos, C. (2017). Prevention of eating disorders: A systematic
review and meta-analysis. Clinical Psychology Review, 53, 46–58. https://doi.org/10.1016/j.cpr.2017.02.001
Leahey, T., Crowther, J., & Mickelson, K. (2007). The frequency, nature, and effects of naturally occurring
appearance-focused social comparisons. Behavior Therapy, 38, 132–143.
https://doi.org/10.1016/j.beth.2006.06.004
Leijten, P., Overbeek, G., & Janssens, J. (2011). Effectiveness of a parent training program in (pre)adolescence:
Evidence from a randomized controlled trial. Journal of Adolescence. 35. 833-42.
https://doi.org/10.1016/j.adolescence.2011.11.009
Levine, M. P., & Murnen, S. K. (2009). Everybody knows that mass media are/are not [pick one] a cause of eating
disorders: A critical review of evidence for a causal link between media, negative body image, and disordered
eating in females. Journal of Social and Clinical Psychology, 28, 9-42. https://doi.org/10.1521/jscp.2009.28.1.9
Levine, M. P., & Smolak, L. (2006). The prevention of eating problems and eating disorders: Theory, research, and
practice. Lawrence Erlbaum Associates Publishers.
Levine, M. P., Smolak, L., & Hayden, H. (1994). The relation of sociocultural factors to eating attitudes and
behaviors among middle school girls. The Journal of Early Adolescence, 14(4), 471-490.
https://doi.org/10.1177/02724316940140040044
Lewis-Smith, H., Diedrichs, P.C., Rumsey, N., & Harcourt, D. (2015). A systematic review of interventions on body
image and disordered eating outcomes among women in midlife. International Journal of Eating Disorders,
49(1), 5-18.https://doi.org/10.1002/eat.22480
Linville, D., Stice, E., Gau, J., & O’Neil, M. (2011). Predictive effects of mother and peer influences on increases in
adolescent eating disorder risk factors and symptoms: A 3-year longitudinal study. International Journal of
Eating Disorders, 44(8), 745-751. https://dx.doi.org/10.1002%2Feat.20907
Little, R. J. A. (1988). A test of missing completely at random for multivariate data with missing values. Journal of
the American Statistical Association 83, 1198–1202.
Lovegrove, E., & Rumsey, N. (2005). Ignoring it doesn't make it stop: adolescents, appearance, and bullying. Cleft
Palate Craniofac Journal, 42(1), 33-44. https://doi.org/10.1597/03-097.5.1

289
Lovering, M. E., Rodgers, R.F., George, J. E & Franko, D. L. (2018). Exploring the Tripartite Influence Model of
body dissatisfaction in postpartum women, Body Image, 24, 44-54,
https://doi.org/10.1016/j.bodyim.2017.12.001.
Lowes, J., & Tiggemann, M. (2003). Body dissatisfaction, dieting awareness and the impact of parental influence in
young children. British Journal of Health Psychology, 8(2), 135-147.
https://psycnet.apa.org/doi/10.1348/135910703321649123
Lowry-Webster, H., Barrett, P.M., & Dadds, M.R. (2001). A universal prevention trial of anxiety and depressive
symptomatology in childhood: Preliminary data from an Australian study. Behaviour Change, 18, 36-50.
http://dx.doi.org/10.1375/bech.18.1.36
Luenendonk, M. (2020, October 15). “Affluence in marketing” https://www.cleverism.com/emotional-advertisinghow-brands-use-feelings-to-get-people-to-buy/
Lydecker, J.A., Riley, K.E., & Grilo, C.M. (2018). Associations of parents’ self, child, and other “fat talk” with
child eating behaviours and weight. International Journal of Eating Disorders, 51(6), 59-71.
Mabe, A. G., Forney, K. J., & Keel, P. K. (2014). Do you “like” my photo? Facebook use maintains eating disorder
risk. International Journal of Eating Disorders, 47, 516–523. https://doi.org/10.1002/eat.22254
Mangweth-Matzek, B., Hoek, H. W., Rupp, C. I., Lackner-Seifert, K., Frey, N., Whitworth, A. B., Pope, H. G., &
Kinzl, J. (2014). Prevalence of eating disorders in middle-aged women. The International journal of eating
disorders, 47(3), 320–324. https://doi.org/10.1002/eat.22232
Mann, T., & Burgard, D. (1998). Primary prevention of eating disorders: What we don’t know can hurt us. Eating
Disorders: The Journal of Treatment and Prevention, 6, 101-103.
Marchand, E., Stice, E., Rohde, P., & Becker, C.B. (2011). Moving from efficacy to effectiveness trials in
prevention research. Behaviour Research Therapy, 49, 32–41. https://doi.org/10.1016/j.brat.2010.10.008
Marcus, M.D., Bromberger, J.T., Wei, H.L., Brown, C., & Kravitz, H.M. (2007). Prevalence and selected correlates
of eating disorder symptoms among a multiethnic community sample of midlife women. Annals of Behavioral
Medicine, 33, 269-277. https://doi.org/10.1007/bf02879909
Martin, A., & Collie, R. (2016). ‘The role of teacher-student relationships in unlocking students’ academic potential:
Exploring motivation, engagement, resilience, adaptability, goals, and instruction’ in Wentzel, K.R., & Ramani,

290
G.B. (ed.), Handbook of Social Influences in School Contexts Social-Emotional, Motivation, and Cognitive
Outcomes, Routledge, New York, pp. 158 - 177, http://dx.doi.org/10.4324/9781315769929
Matsumoto, S., Kumano, H., & Sakano, Y. (1999). Investigation of social influence on eating disorder tendencies
and dieting behavior among female students. Japanese Journal of Behavior Therapy, 25(2), 11–23.
Martz, D., Curtin, L., & Bazzini, D. (2012). Body image and "fat talk". Encyclopedia of Body Image and Human
Appearance, 1, 120-127. http://dx.doi.org/10.1016/B978-0-12-384925-0.00017-1
Mendelson, B. K., Mendelson, M. J., & White, D. R. (2001). Body-esteem scale for adolescents and adults. Journal
of Personality Assessment, 76(1), 90-106. https://doi.org/10.1207/s15327752jpa7601_6
Mensinger, J. (2001). Conflicting gender role prescriptions and disordered eating in single-sex and coeducational
school environments. Gender and Education, 13, 417–429. https://doi.org/10.1080/09540250120081760
Mensinger, J. (2005). Disordered eating and gender socialization in independent-school environments: A multilevel
mediation model. The Journal of Ambulatory Care Management, 28, 30–40. https://doi.org/10.1097/00004479200501000-00005
Mensinger, J. L., Bonifazi, D. Z., & LaRosa, J. (2007). Perceived gender role prescriptions in schools, the
superwoman ideal, and disordered eating among adolescent girls. Sex Roles, 57, 557–568.
https://psycnet.apa.org/doi/10.1007/s11199-007-9281-6
McCabe, M.P., Connaughton, C., Tatangelo, G., Mellor, D., & Busija, L. (2017). Healthy me: A gender-specific
program to address body image concerns and risk factors among preadolescents. Body Image, 20, 20-30.
https://doi.org/10.1016/j.bodyim.2016.10.007
McCabe, M.P., & Ricciardelli LA. (2003). Sociocultural influences on body image and body changes among
adolescent boys and girls. Journal of Social Psychology, 143, 5-26.
https://doi.org/10.1080/00224540309598428
McCabe, M.P., Ricciardelli, L.A., & Ridge, D. (2006). “Who thinks I need a perfect body?” Perceptions and internal
dialogue among adolescents about their bodies. Sex Roles, 409-419. http://dx.doi.org/10.1007/s11199-0069093-0
McFarland, B., & Baker-Baumann, T. (1990). Shame and Body Image: Culture and the compulsive eater. Bennett
Books Ltd: San Diego

291
McKinley, N. M. (1999). Women and objectified body consciousness: Mothers' and daughters' body experience in
cultural, developmental, and familial context. Developmental Psychology, 35(3), 760–769.
https://doi.org/10.1037/0012-1649.35.3.760
McKinley, N. M., & Hyde, J. S. (1996). The Objectified Body Consciousness Scale: Development and validation.
Psychology of Women Quarterly, 20, 181-215.
McLean, S. A., Jarman, H. K., & Rodgers, R. F. (2019). How do "selfies" impact adolescents' well-being and body
confidence? A narrative review. Psychology Research and Behavior Management, 12, 513–521.
https://doi.org/10.2147/PRBM.S177834
McLean, S.A., Paxton, S.J., & Wertheim, E.H. (2010). Factors associated with body dissatisfaction and disordered
eating in women in midlife. International Journal of Eating Disorders, 43(6), 527-536.
https://doi.org/10.1002/eat.20737
McLean, S. A., Paxton, S. J., & Wertheim, E. H. (2011), A Body Image and Disordered Eating Intervention for
Women in Midlife: A Randomized Controlled Trial. Journal of Consulting and Clinical Psychology, 79(6), 751758. https://doi.org/10.1037/a0026094
McLean, S. A., Paxton, S. J., & Wertheim, E. H. (2013). Mediators of the relationship between media literacy and
body dissatisfaction in early adolescent girls: Implications for prevention. Body Image, 10, 282-289.
https://doi.org/10.1016/j.bodyim.2013.01.009
McLean, S. A., Paxton, S. J., & Wertheim, E. H., & Masters, J. (2015). Photoshopping the selfie: Self photo editing
and photo investment are associated with body dissatisfaction in adolescent girls. International Journal of
Eating Disorders, 48(8), 1132-40. https://doi.org/10.1002/eat.22449
McVey, G., Lieberman, M., Voorberg, N., Wardrope, D., & Blackmore, E. (2003a) School-Based Peer Support
Groups: A New Approach to the Prevention of Disordered Eating. Eating Disorders, 11(3), 169185, DOI: 10.1080/10640260390218297
McVey, G., Lieberman, M., Voorberg, N., Wardrope, D., Blackmore, E., & Tweed, S. (2003b) Replication of a Peer
Support Program Designed to Prevent Disordered Eating: Is a Life Skills Approach Sufficient for all Middle
School Students? Eating Disorders, 11(3), 187-195, DOI: 10.1080/10640260390218639

292
McVey, G., Tweed, S., & Blackmore, E. (2007). Healthy Schools-Healthy Kids: a controlled evaluation of a
comprehensive universal eating disorder prevention program. Body image, 4(2), 115–136.
https://doi.org/10.1016/j.bodyim.2007.01.004
Meier, E. P., & Gray, J. (2014). Facebook photo activity associated with body image disturbance in adolescent girls.
Cyberpsychology, Behavior, and Social Networking, 4, 199–206. https://doi.org/10.1089/cyber.2013.0305
Midlarsky, E., & Nitzburg, G. (2008). Eating disorders in middle-aged women. The Journal of General
Psychology, 135, 393-407. https://doi.org/10.3200/genp.135.4.393-408
Mikkila,V., Lahti-Koski, M., Pietinen, P., Virtanen, S.M., & Rimpela, M. (2003). Associates of obesity and weight
dissatisfaction among Finnish adolescents. Public Health Nutrition, 6(1), 49-56.
https://doi.org/10.1079/phn2002352
Mills, J., & Fuller-Tyszkiewicz, M. (2016). Fat talk and its relationship with body image disturbance. Body
image, 18, 61–64. https://doi.org/10.1016/j.bodyim.2016.05.001
Mills, J. S., Polivy, J., Herman, C. P., & Tiggemann, M. (2002). Effects of exposure to thin media images: Evidence
of self-enhancement among restrained eaters. Personality and Social Psychology Bulletin, 28, 1687-1699.
http://dx.doi.org/10.1177/014616702237650
Modica, C. (2019). Facebook, body esteem, and body surveillance in adult women: The moderating role of selfcompassion and appearance-contingent self-worth. Body Image, 29, 17-30.
https://doi.org/10.1016/j.bodyim.2019.02.002
Morgan, J. F., Reid, F., & Lacey, J. H. (1999). The SCOFF questionnaire: assessment of a new screening tool for
eating disorders. British Medical Journal, 319, 1467-1468.
Mulgrew, K., Stalley, N., & Tiggemann, M. (2017). Positive appearance and functionality reflections can improve
body satisfaction but do not protect against idealised media exposure. Body image, 23, 126-134.
https://doi.org/10.1016/j.bodyim.2017.09.002
Murnen, S. K. (2011). Gender and body images. In T. F. Cash & L. Smolak (Eds.), Body image: A handbook of
science, practice, and prevention (2nd ed., pp. 173–179). New York, NY: Guilford Press.
Myers, T., & Crowther, J. (2009). Social comparison as a predictor of body dissatisfaction: A meta-analytic review.
Journal of Abnormal Psychology, 118, 683–698. https://doi.org/10.1037/a0016763

293
NEDC (2013) “Eating Disorders in Australia” https://www.nedc.com.au/assets/Fact-Sheets/Eating-Disorders-inAustralia-ENG.pdf
NEDC (n.d) “What is bulimia nervosa” https://www.eatingdisorders.org.au/wp-content/uploads/2019/04/BulimiaNervosa-Fact-Sheet.pdf
Neff, K. (2003). Self-compassion: An alternative conceptualization of a healthy attitude towards oneself. Self and
Identity, 2(2), 85-102. https://doi.org/10.1080/15298860309032
Neumark-Sztainer, D., Bauer, K.W., Friend, S., Hannan, P.J., Story, M., & Berge, J.M. (2010a). Family weight talk
and dieting: how much do they matter for body dissatisfaction and disordered eating behaviors in adolescent
girls? Journal of Adolescent Health, 47(3), 270–276. https://doi.org/10.1016/j.jadohealth.2010.02.001
Neumark-Sztainer, D., Friend, S.E., Flattum, C.F., Hannan, P.J., Story, M.T., Bauer, K.W., Feldman, S.B., &
Petrich, C.A. (2010). New moves-preventing weight-related problems in adolescent girls: A group- randomized
study. American Journal of Preventative Medicine, 39(5):421–432.
https://doi.org/10.1016/j.amepre.2010.07.017
Neumark-Sztainer, D., Levine, M.P., Paxton, S.J., Smolak, L., Piran, N., & Wertheim, E.H. (2006a). Prevention of
body dissatisfaction and disordered eating: What next? Eating Disorders, 14, 265–285.
https://doi.org/10.1080/10640260600796184
Neumark-Sztainer, D., Paxton, S., Hannan, P. J., Haines, J., & Story, M. (2006). Does body satisfaction matter?
Five-year longitudinal associations between body satisfaction and health behaviors in adolescent females and
males. Journal of Adolescent Health, 39, 244-251. https://doi.org/10.1016/j.jadohealth.2005.12.001
Neumark-Sztainer, D., Wall, M., Haines, J., Story, M., Sherwood, N. E., & van den Berg, P. (2007). Shared risk and
protective factors for overweight and disordered eating in adolescents. Journal of Preventive Medicine, 33, 359369. https://doi.org/10.1016/j.amepre.2007.07.031
Neumark-Sztainer, D., Wall, M., Larson, N.I., Eisenberg, M.E., & Loth, K. (2011). Dieting and disordered eating
behaviours from adolescence to young adulthood: Findings from a 10-year longitudinal study. Journal of the
American Dietetic Association, 111, 1004-1011. https://dx.doi.org/10.1016%2Fj.jada.2011.04.012
Neumark-Sztainer, D., Wall, M., Story, M., & van den Berg, P. (2008). Accurate parental classification of
overweight adolescents’ weight status: does it matter? Paediatrics. 121(6). https://doi.org/10.1542/peds.20072642

294
Nichols, T.E., Damiano, S.R., Gregg, K., Wertheim, E.H., & Paxton,S.J. (2018). Psychological predictors of body
image attitudes and concerns in young children. Body Image, 27, 10-20,
https://doi.org/10.1016/j.bodyim.2018.08.005
Nowell L.S., Norris J.M., White D.E., & Moules N.J. (2017). Thematic analysis: Striving to meet the
trustworthiness criteria. International Journal of Qualitative Methods,16.
https://doi.org/10.1177/160940691773384710.1177/160940691773384710.1177/1609406917733847
Nunez, D., & Tantleff-Dunn, S. (2016) “Hot Moms”: Sexual Objectification and Motherhood. Journal of
Psychological and Clinical Psychiatry, 6(1), https://doi.org/10.15406/JPCPY.2016.06.00318
Oar, E. L., Johnco, C., & Ollendick, T. H. (2017). Cognitive behavioral therapy for anxiety and depression in
children and adolescents. Psychiatric Clinics of North America, 40(4), 661–674.
https://doi.org/10.1016/j.psc.2017.08.0022
O'Dea, J. (2007). Everybody's Different: A positive approach to teaching about health, puberty, body image,
nutrition, self-esteem and obesity prevention. Camberwell, Australia: Australian Council for Educational
Research Limited.
Ogden, J., & Stewart, J. (2000). The role of the mother-daughter relationship in explaining weight concerns.
International Journal of Eating Disorders, 23, 309-316. https://doi.org/10.1002/(sici)1098108x(200007)28:1%3C78::aid-eat9%3E3.0.co;2-n
Ohring, R., Graber, J. A., & Brooks-Gunn, J. (2002). Girls' recurrent and concurrent body dissatisfaction: correlates
and consequences over 8 years. The International journal of eating disorders, 31(4), 404–415.
https://doi.org/10.1002/eat.10049
Olmstead, T., Carroll, K.M., Canning-Ball, M., & Martino, S. (2011) Cost and cost effectiveness of three strategies
for training clinicians in motivational interviewing. Drug and Alcohol Dependence, 16. 195–202.
https://doi.org/10.1016/j.drugalcdep.2010.12.015
O'Malley, P.M., Johnston, L.D., Bachman, J. G., Schulenberg, J.E., & Kumar, R. (2006). How substance use differs
among American secondary schools. Prevention Science, 7(4), 409-420. https://doi.org/10.1007/s11121-0060050-5
Omer, H. and Lebowitz, E. R. (2016). Nonviolent resistance: Helping caregivers reduce problematic behaviors in
children and adolescents. Journal of Marital and Family Therapy, 42, 688– 700. 10.1111/jmft.12168

295
Ottowa Citizen (2014, September 14) “Doctors struggle to cope with soaring numbers of eating disorders among
girls”. https://ottawacitizen.com/news/local-news/doctors-struggle-cope-with-soaring-number-eating-disordersamong-girls
Ousley, L., Cordero, E., & White, S. (2007). Fat Talk among College Students: How Undergraduates Communicate
Regarding Food and Body Weight, Shape & Appearance. Eating disorders, 16, 73-84.
https://doi.org/10.1080/10640260701773546
Ozbek, A., Gencer, O., & Mustan, A. (2018). Which parents dropout from an evidence-based parenting programme (TripleP) at CAMHS? Comparison of programme-completing and dropout parents. Clinical Child Psychology and Psychiatry,
24. https://doi.org/10.1177/1359104518792294
Paxton, S. J., Eisenberg, M. E., & Neumark-Sztainer, D. (2006). Prospective predictors of body dissatisfaction in
adolescent girls and boys: A five-year longitudinal study. Developmental Psychology, 42, 888-899.
https://doi.org/10.1037/0012-1649.42.5.888
Paxton S.J., McLean S.A. (2017) Peer Interactions and Relationships. In: Wade T. (Eds) Encyclopedia of
Feeding and Eating Disorders. Springer: Singapore. https://doi.org/10.1007/978-981-287-104-6_148
Paxton, S. J., Neumark-Sztainer, D., Hannan, P. J., & Eisenberg, M. E. (2006). Body dissatisfaction prospectively
predicts depressive mood and low self-esteem in adolescent girls and boys. Journal of Clinical Child &
Adolescent Psychology, 35, 539-549. https://doi.org/10.1207/s15374424jccp3504_5
Paxton, S. J., Norris, M., Wertheim, E. H., Durkin, S. J., & Anderson, J. (2005). Body dissatisfaction, dating, and
importance of thinness to attractiveness in adolescent girls. Sex Roles: A Journal of Research, 53(9-10), 663–
675. https://doi.org/10.1007/s11199-005-7732-5
Paxton, S. J., Schultz, H. K., Wertheim, E. H., & Muir, S. L. (1999). Friendship clique and peer influences on body
image attitudes, dietary restraint, extreme weight loss behaviors, and binge eating in adolescent girls. Journal of
Abnormal Psychology, 108, 255-266. https://doi.org/10.1037//0021-843x.108.2.255
Pearson, A. N., Follette, V. M., & Hayes, S. C. (2012). A pilot study of acceptance and commitment therapy as a
workshop intervention for body dissatisfaction and disordered eating attitudes. Cognitive and Behavioral
Practice, 19(1), 181–197. https://doi.org/10.1016/j.cbpra.2011.03.001

296
Perez, M., Kroon Van Diest, A. M., Smith, H., Sladek, M. R. ( 2018). Body dissatisfaction and its correlates in 5- to
7-year-old girls: A social learning experiment. Journal of Clinical Child & Adolescent Psychology, 47(5), 757–
769. https://doi.org/10.1080/15374416.2016.1157758
Phares, V., Steinberg, A.R., & Thompson, J.K. (2004). Gender differences in peer and parental influences: Body
image disturbance, self-worth, and psychological functioning in preadolescent children. Journal of Youth and
Adolescence, 33, 421-29. http://dx.doi.org/10.1023/B:JOYO.0000037634.18749.20
Phelps, L., Dempsey, M., Sapia J., & Nelson, L. (1999). The efficacy of a school-based eating disorder prevention
program: Building physical self-esteem and personal competencies. In N. Piran, M.P. Levine, C. SteinerAdair (Eds.), Preventing eating disorders: A handbook of interventions and special challenges.
Brunner/Mazel, New York
Phelps, L., Sapia, J., Nathanson, D., & Nelson, L. (2000). An empirically supported eating disorder prevention
program. Psychology in the Schools, 37, 443–52. https://doi.org/10.1002/1520-6807(200009)37:5<443::AIDPITS4>3.0.CO;2-8
Prado, G., Pantin, H., Briones, E., Schwartz, S. J., Feaster, D., Huang, S., Sullivan, S., Tapia, M. I., Sabillon, E.,
Lopez, B., & Szapocznik, J. (2007). A randomized controlled trial of a parent-centered intervention in
preventing substance use and HIV risk behaviors in Hispanic adolescents. Journal of Consulting and Clinical
Psychology, 75(6), 914–926. https://doi.org/10.1037/0022-006X.75.6.914
Prichard, I., & Tiggemann, M. (2012). The effect of simultaneous exercise and exposure to thin-ideal music videos
on women’s state self-objectification, mood and body satisfaction. Sex Roles, 67, 201–210.
https://psycnet.apa.org/doi/10.1007/s11199-012-0167-x
Puhl, R. M. & Latner, J. D. (2007). Stigma, obesity, and the health of the nation's children. Psychological Bulletin,
133, 557–580. https://doi.org/10.1037/0033-2909.133.4.557
Puhl, R. M., Latner, J. D., O’Brien, K., Luedicke, J., Forhan, M., & Danielsdottir, S. (2016). Cross-national
perspectives about weight-based bullying in youth: Nature, extent and remedies. Pediatric Obesity, 11, 241–
250. http://dx.doi.org/10.1111/ijpo.12051
Raich, R. M., Portell, M., & Peláez-Fernández, M. A. (2010). Evaluation of a school-based programme of universal
eating disorders prevention: is it more effective in girls at risk? European eating disorders review: the journal of
the Eating Disorders Association, 18(1), 49–57. https://doi.org/10.1002/erv.968

297
Raich, R.M., Sánchez-Carracedo, D., López-Guimerà, G., Portell, M., Moncada, A., & Fauquet, J A. (2008).
Controlled assessment of school-based preventive programs for reducing eating disorder risk factors in
adolescent Spanish girls. Eating Disorders, 16, 255–272. https://doi.org/10.1080/10640260802016852
Rallis, S Helen Skouteris PhD, Eleanor H. Wertheim PhD & Susan J. Paxton PhD (2007) Predictors of Body Image
During the First Year Postpartum: A Prospective Study. Women & Health, 45(1), 87-104.
https://doi.org/10.1300/J013v45n01_06
Rapee, M.R. (2013). The preventative effects of a brief, early intervention for preschool-aged children at risk for
internalising: Follow-up into middle adolescence, Journal of Child Psychology and Psychiatry, 54(7), 780788, 10.1111/jcpp.12048
Raviola, G., Naslund, J.A., Smith, S.L., &Patel, V. (2019) Innovative Models in Mental Health Delivery Systems:
Task Sharing Care with Non-specialist Providers to Close the Mental Health Treatment Gap. Current Psychiatry
Reports 21, 44 https://doi.org/10.1007/s11920-019-1028-x
Rayner, K. E., Schniering, C. A., Rapee, R. M., Taylor, A., & Hutchinson, D. M. (2013). Adolescent girls'
friendship networks, body dissatisfaction, and disordered eating: Examining selection and socialization
processes. Journal of Abnormal Psychology, 122(1), 93–104. https://doi.org/10.1037/a0029304
Ricciardelli, L., & McCabe, M. (2001). Dietary restraint and negative affect as mediators of body dissatisfaction and
bulimic behavior in adolescent girls and boys. Behaviour Research and Therapy, 39, 1317–1328.
https://doi.org/10.1016/s0005-7967(00)00097-8
Ricciardelli, L., McCabe, M., Holt, K., & Finemore, J. (2003). A biopsychosocial model for understanding body
image and body change strategies among children. Journal of Applied Developmental Psychology, 24(4), 475495, https://doi.org/10.1016/S0193-3973(03)00070-4.
Richardson, S., Durkin, S., & S. Paxton (2007) Happy Being Me. Melbourne: School of Psychological Science,
LaTrobe University.
Richardson, S & Paxton, S. J. (2010). An evaluation of a body image intervention based on risk factors for body
dissatisfaction: A controlled study with adolescent girls. International Journal of Eating Disorders, 43(2), 112122. https://doi.org/10.1002/eat.20682

298
Richardson, S., & Paxton, S. J., & Thomson, J. S. (2009). Is BodyThink an efficacious body image and self-esteem
program? A controlled evaluation with adolescents. Body Image, 6, 75-82.
https://doi.org/10.1016/j.bodyim.2008.11.001
Rodin, J., Silberstein, L., & Striegel-Moore, R. (1984). Women and weight: A normative discontent. Nebraska
Symposium on Motivation, 32, 267–307.
Rodgers, R. (2012). Body Image: Familial Influences, Editor(s): Thomas Cash, Encyclopedia of Body Image and
Human Appearance, Academic Press, 2012, Pages 219-225, https://doi.org/10.1016/B978-0-12-3849250.00040-7.
Rodgers, R. (2016). The Relationship Between Body Image Concerns, Eating Disorders and Internet Use, Part II:
An Integrated Theoretical Model. Adolescent Research Review. 1. https://doi.org/10.1007/s40894-015-0017-5
Rodgers, R. F., Chabrol, H., & Paxton, S. J. (2011). An exploration of the tripartite influence model of body
dissatisfaction and disordered eating among Australian and French college women. Body Image, 8(3), 208–215.
https://doi.org/10.1016/j.bodyim.2011.04.009
Rodgers, R.F., Faure, K. & Chabrol, H. (2009). Gender Differences in Parental Influences on Adolescent Body
Dissatisfaction and Disordered Eating. Sex Roles 61, 837–849 https://doi.org/10.1007/s11199-009-9690-9
Rodgers, R.F. McLean, S.A. & Paxton, S.J. (2015). Longitudinal relationships among internalization of the media
ideal, peer social comparison, and body dissatisfaction: implications for the Tripartite Influence Model.
Developmental Psychology, 51, 706-713. https://psycnet.apa.org/doi/10.1037/dev0000013
Rodgers, R.F., & Melioli, T. (2016). The relationship between body image concerns, eating disorders and internet
use, Part I: A review of empirical support. Adolescent Research Review 1, 95–119,
https://doi.org/10.1007/s40894-015-0016-6
Rodgers, R. F., O'Flynn, J. L., Bourdeau, A., & Zimmerman, E. (2018). A biopsychosocial model of body image,
disordered eating, and breastfeeding among postpartum women. Appetite, 126, 163–168.
https://doi.org/10.1016/j.appet.2018.04.007
Rodgers, R. F., Paxton, S. J., & McLean, S. A. (2014). A biopsychosocial model of body image concerns and
disordered eating in early adolescent girls. Journal of Youth & Adolescence, 43, 814- 823.
https://psycnet.apa.org/doi/10.1007/s10964-013-0013-7

299
Rodgers, R.F., Slater, A., Gordon, C.S. McLean, S.A., Jarman, H.K., & Paxton, S.J (2020). A Biopsychosocial
Model of Social Media Use and Body Image Concerns, Disordered Eating, and Muscle-Building Behaviors
among Adolescent Girls and Boys. Journal of Youth Adolescence 49, 399–409, https://doi.org/10.1007/s10964019-01190-0
Rodgers, R.F., Wertheim, E.H., Damiano, S. R., & Paxton, S. J. (2019). Maternal influences on body image and
eating concerns among 7 and 8 year old boys and girls: Cross-sectional and prospective relations. International
Journal of Eating Disorders, 53, 79-84. https://doi.org/10.1002/eat.23166
Rodríguez-Cano T., Beato-Fernández, L., & Llario, A.B. (2006). Body dissatisfaction as a predictor of self-reported
suicide attempts in adolescents: a Spanish community prospective study. Journal of Adolescent Health, 38(6),
684-688.https://doi.org/10.1016/j.jadohealth.2005.08.003
Rogers, C., Martz, D., Webb, R., & Galloway, A. (2017). Everyone else is doing it (I think): The power of
perception in fat talk. Body image, 20, 116-119. https://doi.org/10.1016/j.bodyim.2017.01.004.
Rose, G. (1992). The strategy of preventive medicine. Oxford, UK: Oxford University Press
Rosenberg, M. (1965). Society and the adolescent self-image. Princeton: Princeton University Press
Roth, H., Homer, C., & Fenwick, J. (2012). “Bouncing back”: How Australia's leading women's magazines portray
the postpartum ‘body’. Women and Birth, 25(3), 128-134. ,https://doi.org/10.1016/j.wombi.2011.08.004.
Russell-Mayhew, S., Arthur, N., & Ewashen, C. (2007). Targeting students, teachers and parents in a wellness-based
prevention program in schools. Eating Disorders, 15(2), 59-181.https://doi.org/10.1080/10640260701190709
Sahoo, K., Sahoo, B., Choudhury, A. K., Sofi, N. Y., Kumar, R., & Bhadoria, A. S. (2015). Childhood obesity:
causes and consequences. Journal of Family Medicine and Primary Care, 4(2), 187–192.
https://doi.org/10.4103/2249-4863.154628
Salari, R., Ralph, A., & Sanders, M. (2014). An Efficacy Trial: Positive Parenting Program for Parents of Teenagers.
Behaviour Change, 31. 34-52. https://doi.org/10.1017/bec.2013.31
Salci, L.E., Paxton, S.J. (2017). Parent Influences on Body Image Attitudes and Eating Patterns in Early Childhood.
In: Wade T. (Eds). Encyclopedia of Feeding and Eating Disorders. Springer: Singapore.
https://doi.org/10.1007/978-981-287-104-6_56

300
Salk, R., & Engeln- Maddox, R. (2011). If you’re fat, then I’m humongous! Frequency, content, and impact of fat
talk among college women. Psychology of Women Quarterly, 35(1), 18-28.
https://psycnet.apa.org/doi/10.1177/0361684310384107
Sands, E. R., & Wardle, J. (2003). Internalization of the ideal body shapes in 9-12 year-olds girls. International
Journal of Eating Disorders, 27, 74-82. https://doi.org/10.1002/eat.10121
Sanders, M.R. (1999). Triple P-Positive Parenting Program: Towards an Empirically Validated Multilevel Parenting
and Family Support Strategy for the Prevention of Behavior and Emotional Problems in Children. Clinical
Child & Family Psychology Review 2, 71–90. https://doi.org/10.1023/A:1021843613840
Sanders, M.R., Kirby, J.N., Tellegen, C.L. & Day, J.J. (2014). The Triple P-Positive Parenting Program: A
Systematic Review and Meta-Analysis of a Multi-Level System of Parenting Support. Clinical Psychology
Review. https://doi.org/10.1016/j.cpr.2014.04.00
Sandler, I.N., Schoenfelder, E.N, Wolchik, S.A., & MacKinnon, D.P. (2011). Long-term impact of prevention
programs to promote effective parenting: Lasting effects but uncertain processes. Annual Review of Psychology,
62(1), 299-329, 10.1146/annurev.psych.121208.131619
Schaefer, M., & Salafia, E. (2014). The connection of teasing by parents, siblings, and peers with girls’ body
dissatisfaction and boys’ drive for muscularity: The role of social comparison as a mediator. Eating
Behaviors, 15, 599-608, 10.1016/j.eatbeh.2014.08.018
Schmidt, S. (2016). Shall we really do it again? The powerful concept of replication is neglected in the social
sciences. In A. E. Kazdin (Ed.), Methodological issues and strategies in clinical research (pp. 581–596).
American Psychological Association. https://doi.org/10.1037/14805-036
Schutz, H., Paxton, A. S., & Wertheim, E. H. (2002). Investigation of body comparison among adolescent girls.
Journal of Applied Social Psychology, 32, 1906–1937.
Schwartza, C., Drexla, K., Fischera, A., Fumib, M., Lowec, B., Naabb, S., & Voderholzerb, U. (2019). Universal
prevention in eating disorders: A systematic narrative review of recent studies Mental Health & Prevention,
14.https://doi.org/10.1016/j.mph.2019.200162
Sebastian, C., Burnett, S., & Blakemore, S-J. (2008). Development of the self-concept during adolescence. Trends in
Cognitive Sciences, 12(11), 441-446, ISSN 1364-6613. https://doi.org/10.1016/j.tics.2008.07.008

301
Sharpe, H., Patalay, P., Choo, T. H., Wall, M., Mason, S. M., Goldschmidt, A. B., & Neumark-Sztainer, D. (2018).
Bidirectional associations between body dissatisfaction and depressive symptoms from adolescence through
early adulthood. Development and Psychopathology, 30(4), 1447-1458.
https://doi.org/10.1017/s0954579417001663
Sharpe, H., Schober, I., Treasure, J., & Schmidt, U. (2013). Feasibility, acceptability and efficacy of a school-based
prevention programme for eating disorders: Cluster randomised controlled trial. British Journal of
Psychiatry, 203(6), 428-435. https://doi.org/10.1192/bjp.bp.113.128199
Sharp, G., Tiggemann, M. & Mattiske, J. (2014). The role of media and peer influences in Australian women’s
attitudes towards cosmetic surgery. Body Image, 11, 482-487. https://doi.org/10.1016/j.bodyim.2014.07.009
Shenaar-Golan, V., Walter, O. (2015). Mother-daughter relationship and daughter’s body image. Health, 7, 547559. http://dx.doi.org/10.4236/health.2015.75065
Shisslak, C. M., Crago, M., McKnight, K. M., Estes, L. S., Gray, N., & Parnaby, O. G. (1998). Potential risk factors
associated with weight control behaviors in elementary and middle school girls. Journal of Psychosomatic
Research, 44((3), 301–313. https://doi.org/10.1016/s0022-3999(97)00256-0
Shochet, I., Dadds, M., Holland, D., Whitefield, K., Harnett, P., & Osgarby, S. (2001). The Efficacy of a Universal
School-Based Program to Prevent Adolescent Depression. Journal of Clinical Child Psychology, 30, 303-15.
https://doi.org/10.1207/S15374424JCCP3003_3.
Shomaker, B. & Furman, W. (2007). Same-sex peers’ influence on young women’s body image: An experimental
manipulation. Journal of Social and Clinical Psychology, 26, 871-895.
http://dx.doi.org/10.1521/jscp.2007.26.8.871
Shroff, H., & Thompson, J. K. (2006a). The tripartite influence model of body image and eating disturbance: A
replication with adolescent girls. Body Image, 3, 17–23. http://dx.doi.org/10.1016/j.bodyim.2005.10.004
Shroff, H & Thompson, J. K. (2006b). Peer influences, body dissatisfaction, eating dysfunction and self-esteem in
adolescent girls. Journal of Health Psychology, 11(4), 533-551. https://doi.org/10.1177/1359105306065015
Siegel, J.A., Huellemann, K.L., Hillier, C.C., & Campbell, L. (2020). The protective role of self-compassion for
women’s positive body image: an open replication and extension, Body Image, 32, 136-144.
https://doi.org/10.1016/j.bodyim.2019.12.003

302
Silverblatt, A. (2001). Media literacy: Keys to interpreting media messages (2nd ed.). Westport, CT: Praeger
Publishers.
Sim, L., Zeman, J. The Contribution of Emotion Regulation to Body Dissatisfaction and Disordered Eating in Early
Adolescent Girls. Journal of Youth Adolescence 35, 207–216 (2006). https://doi.org/10.1007/s10964-005-90038
Skouteris, H., Carr, R., Wertheim, E.H., Paxton, S.J., & Duncombe, D. (2005) A prospective study of factors that
lead to body dissatisfaction during pregnancy. Body Image 2(4): 347-361.
https://doi.org/10.1016/j.bodyim.2005.09.002
Slater, A., & Tiggemann, M. (2002). A test of objectification theory in adolescent girls. Sex Roles, 46, 343-349.
https://psycnet.apa.org/doi/10.1023/A:1020232714705
Slater, A., & Tiggemann, M. (2015). Media exposure, extracurricular activities and appearance-related comments as
predictors of female adolescents’ self-objectification. Psychology or Women Quarterly, 39(3), 375-389.
https://doi.org/10.1177%2F0361684314554606
Slater, A., & Tiggemann, M. (2016). Little girls in a grown up world: Exposure to sexualized media, internalization
of sexualized messages, and body image in 6-9 year-old girls. Body Image, 18, 19-22.
https://doi.org/10.1016/j.bodyim.2016.04.004
Slater, A., Tiggemann, M., Hawkins, K., & Werchon, D. (2012). Just one click: A content of advertisements on teen
websites. Journal of Adolescent Health, 50, 339-345.https://doi.org/10.1016/j.jadohealth.2011.08.003
Slevec, J.H., & Tiggemann, M. (2011). Predictors of body dissatisfaction and disordered eating in middle-aged
women, Clinical Psychology Review, 31(4), 515-524, https://doi.org/10.1016/j.cpr.2010.12.002.
Smetana, J.G. (1988). Adolescents' and parents' conceptions of parental authority. Child Development, 59(2), 321335. https://psycnet.apa.org/doi/10.2307/1130313
Smith, J. E., Erickson, S. J., Austin, J. L., Winn, J. L., Lash, D. N., & Amrhein, P.C.(2016). Mother daughter
relationship quality and body image in preadolescent girls. Journal of Child and Family Studies, 25(9), 26832694. https://doi.org/10.1007/s10826- 016-0452-3
Smith, J. E., Wolfe, B. L., & Laframboise, D. E. (2001). Body treatment for a community sample of obligatory and
nonobligatory exercisers. International Journal of Eating Disorders, 30(4), 375–388.
https://doi.org/10.1002/eat.1099

303
Smolak, L. (2011). Body image development in childhood. In T. F. Cash & L. Smolak (Eds.), Body image: A
handbook of science, practice and prevention (pp. 67–75). New York, London: Guilford Press
Smolak, L. (2012). Risk and protective factors in body image problems: Implications for prevention. In G. L.
McVey, M. P. Levine, N. Piran, & H. B. Ferguson (Eds.), Preventing eating-related and weight-related
disorders: Collaborative research, advocacy, and policy change (pp. 199–222). Waterloo, Canada: Wilfrid
Laurier University Press.
Smolak, L., Levine, M.P., & Schermer, F. (1999). Parental input and weight concerns among elementary school
children. International Journal of Eating Disorders, 25, 263-71 https://doi.org/10.1002/(sici)1098108x(199904)25:3%3C263::aid-eat3%3E3.0.co;2-v
Smolak, L., Levine, M. P., & Thompson, J. K. (2001). The use of the sociocultural attitudes towards appearance
questionnaire with middle school boys and girls. The International journal of eating disorders, 29(2), 216–223.
https://doi.org/10.1002/1098-108x(200103)29:2<216::aid-eat1011>3.0.co;2-v
Smolak, L., Levine, M. P. and Schermer, F. (1998a). A controlled evaluation of an elementary school primary
prevention program. Journal of Psychosomatic Research, 44: 339–354. https://doi.org/10.1016/s00223999(97)00259-6
Smolak, L., Levine, M. P. and Schermer, F. 1998b. “Lessons from lessons: An evaluation of an elementary school
prevention program”. In The prevention of eating disorders, Edited by: Noordenbos, G., and Vandereycken, W.
137–172. London: Athlone.
Smolak, L., & Levine, M. P. (2001). “Body image in children”. In Body image, eating disorders, and obesity in
youth: Theory, assessment, treatment, and prevention, Edited by: Thompson, J. K. and Smolak, L. 41–
66. Washington, DC: American Psychological Association.
Smolak, L., & Thompson, J. K. (Eds.). (2009). Body image, eating disorders, and obesity in youth: Assessment,
prevention, and treatment (2nd ed.). American Psychological Association. https://doi.org/10.1037/11860-000
Sniezek, R. (2006). Parental criticism and eating disturbance in adolescent females: Implications for a multifaceted
eating disorder prevention program. Dissertation Abstracts International: Section B: The Sciences and
Engineering, 67(6-B), 3467. https://search.proquest.com/openview/b676987ef6ef7aa812eb47ce7ecc40a6/1?pqorigsite=gscholar&cbl=18750&diss=y

304
Sparti, C., Santomauro, D., Cruwys, T., Burgess, P. & Harris, M. (2019). Disordered eating among Australian
adolescents: Prevalence, functioning, and help received. International Journal of Eating Disorders, 52, 246254. https://doi.org/10.1002/eat.23032
Spencer, B., Barrett, C., Storti, G., & Cole, M. (2013). “Only girls who want fat legs take the elevator”. Body image
in single-sex and mixed-sex colleges. Sex Roles 69, 250-253.
Spiel, E. C., Paxton, S. J., & Yager, Z. (2012). Weight attitudes in 3- to 5-year-old children: age differences and
cross-sectional predictors. Body image, 9(4), 524–527. https://doi.org/10.1016/j.bodyim.2012.07.006
Spiel, E. C., Rodgers, R. F., Paxton, S. J., Wertheim, E. H., Damiano, S. R., Gregg, K. J., & McLean, S. A. (2016).
‘He's got his father's bias’: Parental influence on weight bias in young children. British Journal of
Developmental Psychology, 34(2), 198–211. https://psycnet.apa.org/doi/10.1111/bjdp.12123
Spoth, R., Clair, S., & Greenberg, M., et al. (2007). Toward dissemination of evidence-based family interventions:
maintenance of community based partnership recruitment results and associated factors. Journal of Family
Psychology, 21, 137–146. https://doi:10.1037/0893-3200.21.2.137
Spoth, R., Redmond, C., & Shin, C. (2000). Modeling factors influencing enrollment in family-focused preventive
intervention research. Prevention Science, 1, 213–225. https://doi.org/10.1023/A:1026551229118
Steiger, H., Stotland, S., Trottier, J., & Ghadirian, A.M. (1996). Familial eating concerns and psychopathological
traits: Causal implications of transgenerational effects. International Journal of Eating Disorders, 19, 147-57
Steiner-Adair C. (1986). The body politic: normal female adolescent development and the development of eating
disorders. The Journal of the American Academy of Psychoanalysis, 14(1), 95–114.
https://doi.org/10.1521/jaap.1.1986.14.1.95
Steinhausen, H.C. (2002). The outcome of anorexia nervosa in the 20th century. American Journal of Psychiatry,
59(8), 1284-1293. https://doi:10.1176/appi.ajp.159.8.1284
Stewart, D. A., Carter, J.C., Drinkwater, J., Hainsworth, J., & Fairburn, C.G. (2001). Modification of eating attitudes
and behavior in adolescent girls: A controlled study. International Journal of Eating Disorders, 29, 107–18.
https://doi.org/10.1002/1098-108x(200103)29:2%3C107::aid-eat1000%3E3.0.co;2-1
Stice, E. (1998). Modeling of eating pathology and social reinforcement of the thin-ideal predict onset of bulimic
symptoms. Behaviour Research and Therapy, 36(10), 931-944, https://doi.org/10.1016/S0005-7967(98)00074-6

305
Stice, E. (1994). Review of the evidence for a sociocultural model of bulimia nervosa and an exploration of the
mechanisms of action. Clinical Psychology Review, 14, 633-661. https://psycnet.apa.org/doi/10.1016/02727358(94)90002-7
Stice, E. (2001). A prospective test of the dual pathway model of bulimic pathology: Mediating effects of dieting
and negative affect. Journal of Abnormal Psychology, 110, 124-135. https://doi.org/10.1037//0021843x.110.1.124
Stice, E. (2002). Risk and maintenance factors for eating pathology: A meta-analytic review. Psychological Bulletin,
128, 825-848. https://doi.org/10.1037/0033-2909.128.5.825
Stice, E., & Agras, W. S. (1998). Predicting onset and cessation of bulimic behavior during adolescence: A
longitudinal grouping analysis. Behaviour Therapy, 29, 257-276. https://doi.org/10.1016/S0005-7894(98)800063
Stice, E., & Bearman, S. K. (2001). Body image and eating disturbances prospectively predict increases in
depressive symptoms in adolescent girls: A growth curve analysis. Developmental Psychology, 37, 597-607.
https://doi.org/10.1037//0012-1649.37.5.597
Stice, E., Chase, A., Stormer, S., & Appel, A. (2001b). A randomized trial of dissonance based eating disorder
prevention program. International Journal of Eating Disorders, 29, 247-262.
https://psycnet.apa.org/doi/10.1002/eat.1016
Stice, E., Marti, C.N., & Durant, S. (2011). Risk factors for onset of eating disorders: Evidence of multiple risk
pathways from an 8-year prospective study. Behaviour Research and Therapy, 49, 622-627.
https://dx.doi.org/10.1016%2Fj.brat.2011.06.009
Stice, E, Marti, C.N., Rohde, P. (2013c). Prevalence, incidence, impairment, and course of the proposed DSM-5
eating disorder diagnoses in an 8-year prospective community study of young women. Journal of Abnormal
Psychology 122(2), 445-57. https://doi.10.1037/a0030679
Stice, E., Marti, C. N., Spoor, S., Presnell, K., & Shaw, H. (2008). Dissonance and healthy weight eating disorder
prevention programs: Long-term effects from a randomized efficacy trial. Journal of Consulting and Clinical
Psychology, 76(2), 329–340. https://doi.org/10.1037/0022-006x.76.2.329

306
Stice, E., Maxfield, J., & Wells, T. (2003). Adverse effects of social pressure to be thin on young women: An
experimental investigation of the effect of “fat talk”. International Journal of Eating Disorders, 34, 108-117
https://doi.org/10.1002/eat.10171
Stice, E., Ng, J., & Shaw, H. (2010). Risk factors and prodromal eating pathology. Journal of Child Psychology and
Psychiatry, 51, 518–25. https://doi.org/10.1111/j.1469-7610.2010.02212.x
Stice, E., Rohde, P., Butryn, M.L., Shaw, H., & Marti, C.N. (2015a) Effectiveness trial of a selective dissonancebased eating disorder prevention program with female college students: effects at 2-and 3-year follow-up.
Behaviour and Research Therapy, 71, 20–26. https://doi.org/10.1016/j.brat.2015.05.012
Stice, E., Rohde, P., Durant, S., Shaw, H., & Wade, E. (2013b) Effectiveness of peer-led dissonance eating disorder
prevention groups: results from two randomized trials. Behaviour Research and Therapy, 51, 197– 206.
https://doi.org/10.1016/j.brat.2013.01.004
Stice, E., Rohde, P., & Shaw, H. (2012). The Body Project Manual.
http://www.bodyprojectsupport.org/assets/pdf/materials/bodyproject4sessionscriptandhandouts.pdf
Stice, E., Rohde, P., & Shaw, H. (2012a). The Body Project: A Dissonance-Based Eating Disorder Prevention
Intervention (Programs That Work). 2nd Edition. Oxford: Oxford University Press.
Stice, E., & Shaw, H. E. (1994). Adverse effects of the media portrayed thin-ideal on women and linkages to
bulimic symptomatology. Journal of Social and Clinical Psychology, 13, 288-308.
https://doi.org/10.1521/jscp.1994.13.3.288
Stice, E., & Shaw, H. (2002). Role of body dissatisfaction in the onset and maintenance of eating pathology: A
synthesis of research findings, Journal of Psychosomatic Research, 53(5), 985-993,
https://doi.org/10.1016/S0022-3999(02)00488-9
Stice, E., & Shaw, H. (2004). Eating disorder prevention programs: A meta-analytic review. Psychological
Bulletin, 130(2) 10.1037/0033-2909.130.2.206
Stice, E., Shaw, H., Bohon, C., Marti, N.C., & Rohde, P. (2009). A meta-analytic review of depression prevention
programs for children and adolescents: Factors that predict magnitude of intervention effects. Journal of
Consulting & Clinical Psychology, 77, 486-503 https://doi.org/10.1037/a0015168

307
Stice, E., Shaw, H., Burton, E., & Wade, E. (2006). Dissonance and healthy weight eating disorders prevention
programs: A randomized efficacy trial. Journal of Consulting and Clinical Psychology, 74, 263–275.
https://doi.org/10.1037/0022-006X.74.2.263
Stice, E., Shaw, H., & Marti, C.N. (2006b). A meta-analytic review of obesity prevention programs for children and
adolescents: the skinny on interventions that work. Psychological Bulletin, 132(5), 667-91.
https://doi:10.1037/0033-2909.132.5.667
Stice, E., Shaw, H., & Marti, C. N. (2007). A meta-analytic review of eating disorder prevention programs:
Encouraging findings. Annual Review of Clinical Psychology, 3, 207–231.
https://doi.org/10.1146/annurev.clinpsy.3.022806.091447
Stice, E., Trost, A., & Chase, A. (2003b). Healthy weight control and dissonance-based eating disorder prevention
programs: results from a controlled trial. International Journal of Eating Disorders. 33(1), 10-21.
https://doi.org/10.1002/eat.10109
Stice, E., & Van Ryzin, M.J. (2019) A Prospective Test of the Temporal Sequencing of Risk Factor Emergence in
the Dual Pathway Model of Eating Disorders. Journal of Abnormal Psychology, 128(2), 119 –128
http://dx.doi.org/10.1037/abn0000400
Stice, E., & Whitenton, K. (2002). Risk factors for body dissatisfaction in adolescent girls: A longitudinal
investigation. Developmental Psychology, 38, 669-678. https://psycnet.apa.org/doi/10.1037/0012-1649.38.5.669
Stice, E., Yokum, S., & Waters, A. (2015b) Dissonance-based eating disorder prevention program reduces reward
region response to thin models: how actions shape valuation. PLoS One 10(12)
https://doi.org/10.1371/journal.pone.0144530
Stice, E., & Ziemba, C., Margolis, J., & Flick, P. (1996). The dual pathway model differentiates bulimics,
subclinical bulimics, and controls: Testing the continuity hypothesis. Behavior Therapy. 27, 531-549.
https://psycnet.apa.org/doi/10.1016/S0005-7894(96)80042-6
Stormshak, E.A., & Dishion, T.J. (2009) A School-Based, Family-Centered Intervention to Prevent Substance Use:
The Family Check-Up. The American Journal of Drug and Alcohol Abuse, 35(4), 227-232,

DOI: 10.1080/00952990903005908
Strasburger, V. C. (2005). Adolescents, sex and the media: Ooooo, baby, baby – a Q & A. Adolescent Medicine
Clinics, 16, 269-288. https://doi.org/10.1016/j.admecli.2005.02.009

308
Striegel-Moore, R. H., & Bulik, C. M. (2007). Risk factors for eating disorders. The American psychologist, 62(3),
181–198. https://doi.org/10.1037/0003-066X.62.3.181
Sundgot-Borgen, C, et al., (2019). The healthy body image (HBI) intervention: Effects of a school-based clusterrandomized controlled trial with 12-months follow-up. Body Image, 29, 122-131,
https://doi.org/10.1016/j.bodyim.2019.03.007
Swarr, A.E., & Richards M.H. (1996). Longitudinal effects of adolescent girls’ pubertal development, perceptions of
pubertal timing, and parental relations on eating problems. Developmental Psychology, 32, 636-646.
https://psycnet.apa.org/doi/10.1037/0012-1649.32.4.636
Szymanski, D.M., Moffitt, L.B., & Carr. E.R. (2011). Sexual Objectification of Women: Advances to Theory and
Research. The Counselling Psychologist 39(1), 6-38. https://psycnet.apa.org/doi/10.1177/0011000010378402
Taniguchi, E., & Aune, R. K. (2013). Communication with parents and body satisfaction in college
students. Journal of American College Health, 61(7), 387–396. https://doi.org/10.1080/07448481.2013.820189
Taniguchi, E & Thompson, C.M. (2015) Family Communication and Body Dissatisfaction among Young Adult
Females: Mediating Effects of Social Competence, Journal of Family Communication, 15(4), 410-427.
https://doi.org/10.1080/15267431.2015.10768233
Tasca, G.A (2019). Attachment and eating disorders: a research update, Current Opinion in Psychology, 25, 59-64,
https://doi.org/10.1016/j.copsyc.2018.03.003
Tatangelo, G., & Ricciardelli, L. (2013). A qualitative study of preadolescent boys' and girls' body image: Gendered
ideals and sociocultural influences. Body image, 10. https://doi.org/10.1016/j.bodyim.2013.07.006
Thelen, M.H., Cormier, J.F. (1995). Desire to be thinner and weight control among children and their parents.
Behavior Therapy, 26, 85-89.
Thompson, J. K., Heinberg, L. J., Altabe, M. N., & Tantleff-Duff, S. (1999). Exacting beauty: Theory, assessment
and treatment of body image disturbance. Washington, DC: American Psychological Association.
Thompson, J. K., Schaefer, L. M., & Dedrick, R. F. (2018). On the measurement of thin-ideal internalization:
Implications for interpretation of risk factors and treatment outcome in eating disorders research. The
International journal of eating disorders, 51(4), 363–367. https://doi.org/10.1002/eat.22839
Thompson, J.K., Shroff, H., Herbozo, S., Cafri, C., Rodriguez, J., & Rodriguez, M. (2007). Relations amoung
multiple peer influences, body dissatisfaction, eating disturbance, and self-esteem: A comparison of average

309
weight, at risk of overweight, and overweight adolescent girls. Journal of Paediatric Psychology, 3(1), 24-29.
https://doi.org/10.1093/jpepsy/jsl022
Thompson, J. K., & Stice, E. (2001). Internalization of the thin-ideal: A potent risk factor for body image and eating
disturbances. Current Directions in Psychological Science, 10, 181-183.
Thompson, J. K., van den Berg, P., Roehrig, M., Guarda, A., & Heinberg, L. J (2004), The sociocultural attitudes
towards appearance scale- 3 (SATAQ-3): Development and validation. International Journal of Eating
Disorders, 35, 293-304. https://doi.org/10.1002/eat.10257
Tiggemann, M. (2001). The effect of gender composition of school on body concerns in adolescent women.
International Journal of Eating Disorders, 29, 239-243. https://psycnet.apa.org/doi/10.1002/1098108X(200103)29:2%3C239::AID-EAT1015%3E3.0.CO;2-A
Tiggemann, M. (2002). Media influences on body image development. In T. F. Cash & T. Pruzinsky (Eds), Body
Image: A handbook of theory, research, and clinical practice (pp. 91-98). New York: Guildford.
Tiggemann, M (2004) Body image across the adult life span: stability and change. Body Image, 1(1), 29-41.
https://doi.org/10.1016/S1740-1445(03)00002-0.
Tiggemann, M. (2005). Television and adolescent body image: The role of program content and viewing motivation.
Journal of Social and Clinical Psychology, 24(3), 361-381.
https://psycnet.apa.org/doi/10.1521/jscp.24.3.361.65623
Tiggemann, M. (2005a). Body dissatisfaction and adolescent self-esteem: Prospective findings. Body Image, 2, 129135. https://doi.org/10.1016/j.bodyim.2005.03.006
Tiggemann, M. (2013). Objectification theory: Of relevance for eating disorder researchers and clinicians? Clinical
Psychologist, 17, 35-45. https://psycnet.apa.org/doi/10.1111/cp.12010
Tiggemann, M., & Lynch, J.E. (2001). Body image across the life span in adult women: The role of selfobjectification. Developmental Psychology, 37(2), 243-253. https://doi.org/10.1037//0012-1649.37.2.243
Tiggemann, M., & McCourt, A. (2013). Body appreciation in adult women: Relationships with age and body
satisfaction, Body Image 10(4), 624-627. https://psycnet.apa.org/doi/10.1016/j.bodyim.2013.07.003
Tiggemann, M., & Miller, J. (2010). The Internet and adolescent girls’ weight satisfaction and drive for thinness.
Sex Roles, 63, 79–90. https://psycnet.apa.org/doi/10.1007/s11199-010-9789-z

310
Tiggemann, M., & Slater, A. (2001). A test of objectification theory in former dancers and non-dancers. Psychology
of Women Quarterly, 25(1), 57–64. https://doi.org/10.1111/1471-6402.00007
Tiggemann, M., & Slater, A. (2003). Thin ideals in music television: A source of social comparison and body
dissatisfaction. International Journal of Eating Disorders, 35, 48–58. https://doi.org/10.1002/eat.10214
Tiggemann, M., & Slater, A. (2013). NetGirls: The Internet, Facebook, and body image concern in adolescent girls.
International Journal of Eating Disorders, 46, 630–634. https://doi.org/10.1002/eat.22141
Tiggemann, M., & Slater, A. (2014). NetTweens: The Internet and body image concerns in preteenage girls. Journal
of Early Adolescence, 34, 606–620. https://psycnet.apa.org/doi/10.1177/0272431613501083
Tiggemann, M., & Slater, A. (2015). The role of self-objectification in the mental health of early adolescent girls:
Predictors and consequences. Journal of Pediatric Psychology, 40(7), 704-711.
https://doi.org/10.1093/jpepsy/jsv021
Tiggemann, M., & Slater, A. (2017). Facebook and body image concern in adolescent girls: a prospective study.
International Journal of Eating Disorders, 50(1), 80–83. https://doi.org/10.1002/eat.22640C.
Teubert, D., & Pinquart, M. (2011). A meta-analytic review on the prevention of symptoms of anxiety in children
and adolescents. Journal of Anxiety Disorders, 25(8), 1046–1059,
https://psycnet.apa.org/doi/10.1016/j.janxdis.2011.07.001
Torres, S., Vieira, F.M., Magalhaes, C., Campos, M., & Barbosa, R. (2018). Expanding the evidence-base of “Dove
Confident Me” programme: Preliminary results of an effectiveness trial in Portugal. Oral presentation. Centre
for Appearance Matters 8 Conference.
Torres, S., Barbosa, R., & Vieira, F.M. (2021, July 13-15). The “Dove Confident Me” programme: Gender and
year-level differential effects on outcomes. Oral presentation. Centre for Appearance Matters 9 On-line
Conference.
Trost, A. S. (2007). The Healthy Image Partnership (HIP) parents program: the role of parental involvement in
eating disorder prevention (PhD Thesis). Dissertation Abstract International. 68.
https://www.researchgate.net/publication/37256253_The_Healthy_Image_Partnership_HIP_parents_program_t
he_role_of_parental_involvement_in_eating_disorder_prevention_PhD_Thesis

311
Tully, L (2007). Early intervention strategies for children and young people 8 to 14 years: Literature review. Centre
for Parenting & Research. NSW Department of Community Services. Retrieved 26/1/15 from
http://www.community.nsw.gov.au/docswr/_assets/main/documents/research_ei_strategies_review.pdf
Twisk, J.W.R. (2003). Applied longitudinal data analysis for epidemiology: A practical guide. Cambridge, United
Kingdom: Cambridge University Press.
Tylka, T. L., & Wood-Barcalow, N. L. (2015a). The Body Appreciation Scale-2: Item refinement and psychometric
evaluation. Body Image, 12, 53-67, 10.1016/j.bodyim.2014.09.006
Tylka, T. L., & Wood-Barcalow, N. L. (2015b). What is and what is not positive body image? Conceptual
foundations and construct definition. Body Image, 14, 118–129. https://doi.org/10.1016/j.bodyim.2015.04.001
Unilever (2021a).https://www.dove.com/au/dove-self-esteem-project/our-mission.html
Unilever (2021). Self-esteem school resources: Confident Me 5 Sessions. https://www.dove.com/au/dove-selfesteem-project/school-workshops-on-body-image-confident-me/self-esteem-school-resources-confident-mefive-sessions.html
Valois, D.D., Davis, C.G., Buchholz, A., Obeid, N., Henderson, K., Flament, M., & Goldfield, G.S. (2019). Effects
of weight teasing and gender on body esteem in youth: A longitudinal analysis from the REAL study.
Body Image, 29, 65-73, https://doi.org/10.1016/j.bodyim.2019.02.009
Vandenbosch, L., & Eggermont, S. (2012). Understanding Sexual Objectification: A comprehensive approach
toward media exposure and girls' internalization of beauty ideals, self‐objectification, and body surveillance.
Journal of Communication, 62, 869-887. https://doi.org/10.1111/j.1460-2466.2012.01667.x
Van Elburg, A.A. (2007). Psychoneuroendrocrinological Aspects of Anorexia Nervosa: Predictors of Recovery. PhD
thesis. Enschede: Utrecht University.
Vannucci, A., & Ohannessian, C. M. (2018). Body image dissatisfaction and anxiety trajectories during adolescence.
Journal of Clinical Child & Adolescent Psychology, 47(5), 785-795
https://dx.doi.org/10.1080%2F15374416.2017.1390755
van Strien, T., Frijters, J. E. R., Bergers, G. P. A., & Defares, P. B. (1986). The Dutch Eating Behavior
Questionnaire (DEBQ) for assessment of restrained, emotional, and external eating behavior. International
Journal of Eating Disorders, 5(2), 295-315.

312
Vartanian, L.R. (2009). When the Body Defines the Self: Self-Concept Clarity, Internalization, and Body
Image. Journal of Social and Clinical Psychology, 28, Special Issue: Body Image and Eating Disorders, pp. 94126. http://www2.psy.unsw.edu.au/Users/lvartanian/Publications/Vartanian%20(2009).pdf
Vartanian, L.R., Froreich, F.V., & Smyth, J.M. (2016). A serial mediation model testing early adversity, selfconcept clarity, and thin-ideal internalization as predictors of body dissatisfaction, Body Image, 19, 98-103,
https://doi.org/10.1016/j.bodyim.2016.08.013
Verzijl, C.L., Duan, J., Wilfred, S.A., Becker, C.B., & Kilpela, L.S. (2021) Tailoring a dissonance-based body
image intervention for adult women in a proof of concept trial: The Women’s Body Initiative, Body Image, 36,
269-275, https://doi.org/10.1016/j.bodyim.2021.01.001
von Hippel, P. T. (2007). 4. Regression with Missing Ys: An Improved Strategy for Analyzing Multiply Imputed
Data. Sociological Methodology, 37(1), 83–117. https://doi.org/10.1111/j.1467-9531.2007.00180.x
Waldrona, S.M., Stallardb, P., Gristb, R., & Hamilton-Giachritsisa, C. (2018). The ‘long-term ’ effects of universal
school-based anxiety prevention trials : A systematic review. Mental Health & Prevention, 11, 8-115.
https://doi.org/10.1016/j.mhp.2018.04.003
Wang, S. B., Haynos, A. F., Wall, M. M., Chen, C., Eisenberg, M. E., & Newmark-Sztainer, D. (2019). Fifteen-year
prevalence, trajectories, and predictors of body dissatisfaction from adolescence to middle adulthood. Clinical
Psychological Science, 7, 1403–1415. https://doi:10.1177/2167702619859331
Wasylkiw, L., MacKinnon, A. L., & MacLellan, A. M. (2012). Exploring the link between self-compassion and
body image in university women. Body Image, 9, 236–245. https://doi.org/10.1016/j.bodyim.2012.01.0077
Watson, H. J., Joyce, T., French, E., Willan, V., Kane, R. T., Tanner-Smith, E., McCormback, J., Dawkins, H.,
Hoiles, K. J., & Egan, S. J. (2016). Prevention of eating disorders: A systematic review of randomized,
controlled trials. International Journal of Eating Disorders, 49(9), 833–862. https://doi.org/10.1002/eat.225777
Webb, J.B., & Forman, M.J., (2013). Evaluating the indirect effect of self-compassion on binge eating severity
through cognitive– affective self-regulatory pathways. Eating Behaviors
http://dx.doi.org/10.1016/j.eatbeh.2012.12.005
Webb, H.J., & Zimmer-Gembeck, M.J. (2013). The role of friends and peers in adolescent body dissatisfaction: A
review and critique on 15 years of research. Journal of Research on Adolescence. 24(4), 564-590

313
Weinstein, E. (2017). Adolescents' differential responses to social media browsing: Exploring causes and
consequences for intervention, Computers in Human Behavior, 76, 396-405.
https://doi.org/10.1016/j.chb.2017.07.038
Wertheim, E.H., Koerner, J., & Paxton, S.J. (2001). Longitudinal predictors of restrictive eating and bulimic
tendencies in three different age groups of adolescent girls. Journal of Youth Adolescence, 30, 69-81.
https://psycnet.apa.org/doi/10.1023/A:1005224921891
Wertheim, E.H., Martin, G., Prior, M., Sanson, A., & Smart, D. (2002). Parent influences in the transmission of
eating and weight related values and behaviours. Eating Disorders: The Journal of Treatment and Prevention,
10, 321-334. https://psycnet.apa.org/doi/10.1080/10640260214507
Wertheim, E.H., Mee, V., & Paxton, S.J. (1999). Relationships among adolescent girls’ eating behavior and their
parents’ weight-related attitudes and behaviours. Sex Roles, 41, 169-87
Wertheim, E.H., & Paxton, S.J. (2012) Body Image Development – Adolescent Girls. In Cash, T. (Ed).
Encyclopedia of Body Image and Human Appearance (pp 187-193) Academic Press.
https://doi.org/10.1016/B978-0-12-384925-0.00029-8
Wertheim, E H., Paxton, S.J., & Blaney, S. (2004). Risk factors for the development of body image disturbances. In
J. K. Thompson (Ed.), Handbook of eating disorders and obesity (pp. 463-494). New Jersey: John Wiley &
Sons, Inc.
Wertheim, E.H., Paxton, S J., & Blaney, S. (2008). Body image in girls. In L. Smolak & J. K. Thompson (Eds.),
Body image, eating disorders, and obesity in youth (pp. 47-76). Washington, DC: American Psychological
Association.
Wertheim, E. H., Paxton, S. J., Schutz, H. K., & Muir, S. L. (1997). Why do adolescent girls watch their weight? An
interview study examining sociocultural pressures to be thin. Journal of psychosomatic research, 42(4), 345–
355. https://doi.org/10.1016/s0022-3999(96)00368-6
Wilksch, S.M. (2014). Where did universal eating disorder prevention go? Eating Disorders, 22, 184-192
https://doi.org/10.1080/10640266.2013.864889
Wilksch, S.M. (2015). School-based eating disorder prevention: A pilot effectiveness trial of teacher-delivered
Media Smart intervention. Early Intervention in Psychiatry, 9(1), 21–28. https://doi.org/10.1111/eip.12070

314
Wilksch, S. M., O'Shea, A., Ho, P., Byrne, S., & Wade, T. D. (2020). The relationship between social media use and
disordered eating in young adolescents. International Journal of Eating Disorders, 53, 96-106.
https://doi.org/10.1002/eat.23198
Wilksch, S.M., Paxton, S.J., Byrne, S.M., Austin, S.B., McLean, S.A., Thompson, K.M., Dorairaj, K., & Wade, T.D.
(2015). Prevention across the spectrum: A randomized controlled trial of three programs to reduce risk factors
for both eating disorders and obesity. 45(9), 1811–1823. https://doi.org/10.1017/s003329171400289x
Wilksch, S.M., & Wade, T.D. (2009). Reduction of Shape and Weight Concern in Young Adolescents : A 30-Month
Controlled Evaluation of a Media Literacy Program. 48(6), 652–661.
https://doi.org/10.1097/chi.0b013e3181a1f559
Winkler, M.R., Berge, J.M., Larson, N., Loth, K.A., Wall, M., & Neumark-Sztainer, D. (2018). Parent-child healthand weight-focused conversations: Who is saying what and to whom?, Appetite, 126,114-120,
https://doi.org/10.1016/j.appet.2018.03.023
Woelders, L.C.S., Larsen, J.K., Scholte, R.H.J., Cillessen, A.H.N., & Engels, R.C.M.E.(2010). Friendship group
influences on body dissatisfaction and dieting among adolescent girls: A prospective study. Journal of
Adolescent Health, 47(5), 456-462 https://doi.org/10.1016/j.jadohealth.2010.03.006
Wojtowicz, A., & von Ranson, K. (2012) Weighing in on risk factors for body dissatisfaction: a one-year
prospective study of middle-adolescent girls. Body Image. 9(1), 20-30.
https://doi.org/10.1016/j.bodyim.2011.07.004
World Health Organization, (2020, October 19). “Non-communicable diseases: childhood overweight and obesity”.
https://www.who.int/dietphysicalactivity/childhood/en/
Yager, Z. (2007). What not to do when teaching about eating disorders. Journal of the Home Economics Institute of
Australia. 14(1), 28-33.
Yager, Z., Diedrichs, P.C., Ricciardelli., L.A & E. Halliwell. (2013). What works in secondary schools? A
systematic review of classroom-based body image programs. Body Image, 10, 271-281.
https://doi.org/10.1016/j.bodyim.2013.04.001
Yager, Z., Prichard, I. & Hart, L.M. (2020a). #Ihaveembraced: a pilot cross-sectional naturalistic evaluation of the
documentary film Embrace and its potential associations with body image in adult women. BMC Women's
Health 20, 18. https://doi.org/10.1186/s12905-019-0870-7

315
Yager, Z., Prichard, I., Hart, L., & Damiano, S. R. (2020b). Mumbod? A comparison of body image and dietary
restraint among women with younger, older, and no children. Journal of Health
Psychology. https://doi.org/10.1177/13591053209674222
Yap, M.B.H., Morgan, A.J, Cairns, K., Jorm, A.F., Hetrick, S.E., & Merry, S. (2016). Parents in prevention: A metaanalysis of randomized controlled trials of parenting interventions to prevent internalizing problems in children
from birth to age 18. Clinical Psychology Review 50, 138-158. https://doi.org/10.1016/j.cpr.2016.10.003
Yeo, M., & Hughes, E. (2011). Eating disorders - early identification in general practice. Australian family
physician, 40(3), 108–111.
Young, R., Sweeting, H., & Ellaway, A. (2011). Do schools differ in suicide risk? The influence of school and
neighbourhood on attempted suicide, suicidal ideation and self-harm among secondary school pupils. BMC
Public Health, 17. https://doi.org/10.1186/1471-2458-11-874
Younger, M. (2016) Effective pedagogies for girls learning: A review of recent research. Girls Day School Trust
retrieved 21/2: https://gsa.uk.com/wp-content/uploads/2016/10/Effective-Pedagogies-for-Girls-Learning-digitalGDST.pdf
Zaman, K., & Jami, H. (2016). Body image dissatisfaction and disordered eating behaviors in mothers during
lactation period. Pakistan Journal of Psychological Research, 31(2), 609-634. Retrieved from
https://search.proquest.com/docview/1890203701?accountid=14844
Zinovyeva, E.V., Kazantseva, T. V., & Nikonova, A.N. (2016). Self-esteem and loneliness in Russian adolescents
with body dissatisfaction. Social and Behavioural Sciences, 233, 367-371
http://dx.doi.org/10.1016/j.sbspro.2016.10.160

316
Appendices
Appendix A- Principal Information Sheet

PRINCIPAL INFORMATION SHEET
Invitation
Your School is being invited to participate in research evaluating the Dove Confident Me program. Dove
Confident Me is a 5 session program which aims to improve self-esteem and body image. The program
will be delivered by each Teacher to all Year 8 students during lessons in Term IV, 2016.
The research project is seeking to evaluate the impact of Dove Confident Me with an Australian Girls’
School. The project is being conducted by Dr Zali Yager from the College of Education at Victoria
University and Mrs Jody Forbes, Student Researcher.
All year 8 students XXXX School are being invited to participate in this research.
Project explanation
Dove Confident Me has been used in the United Kingdom with male and female students in secondary
schools. This research project aims to test the efficacy of this program in the Australian setting. All year 8
students will complete Dove Confident Me, and will be invited to participate in the research to evaluate
the impact of this program.
What will my students be asked to do?
Your students will be asked to complete a 15-20 minute questionnaire on three separate occasions (Week
1 & Week 9 in Term IV 2016, and Week 6 in Term I 2017). This survey asks questions about body
esteem, self-esteem, life engagement, negative feelings and appearance based
teasing/discussion/comparison. All items are standardised questionnaires that have been used around the
world with children and adolescents.
All students and their parents will be sent a similar information sheet to this one and advised to talk with
each other about the study and decide together whether this is something they wish to participate in.
Students who participate in this research may be contacted in the future to request some further follow-up
data. Again, this will be voluntary and both student and parent will be notified of this invitation.
What will my students gain from participating?
By participating in this study, your students may gain an increased awareness of her thoughts and feeling
about body image, and self-esteem.
The Dove Confident Me program has successfully improved body esteem, self-esteem and life
engagement among adolescents attending co-educational high schools in the United Kingdom.
Participation in this project will assist the researchers to determine whether the same benefits will occur as
a result of program implementation in Australian Girls’ schools. By participating in this study, your

317
School will be involved in important work that aims to improve body image among young female
adolescents around the world.
How will the information my child gives be used?
The information that is provided in the questionnaires will be anonymous, and treated with privacy and
respect. Each student will generate a unique participant code that will mean that she does not have to put
her name on the questionnaire. The information that your students provide will be entered into research
databases and both hard and soft copy data will be stored in secure locations. We will use the information
to do some statistical analyses, write a report, and present these findings to in scientific journal articles,
and at conferences. We will retain anonymous electronic databases for potential research and metaanalyses.
What are the potential risks of participating in this project?
There is a small chance that your students may feel some discomfort in responding to the questions that
ask about attitudes and beliefs relating to their body image and feelings. However, in our extensive
experience in this area, we have not had any students become upset by answering these questions. There is
no evidence to suggest that completing a questionnaire about body image does any harm to adolescent
girls. However, if any student does feel upset by these questions, she can choose to end completion of the
questionnaire at any time.
Teacher’s will be asked to follow up and pass on any concerns regarding students wellbeing to her
Teacher who will be responsible for organising any follow-up support required.
How will this project be conducted?
Students will be asked to complete a questionnaire three times. The surveys will be completed in private,
on-line, using each student’s electronic device. Students who do not consent to participate in this research
will remain in the lesson doing private work and being supervised by the Teacher.
Students who do not wish to be involved with the research will participate in the Dove Confident Me
program during lessons, but will not complete any of the questionnaires.
Who is conducting the study?
Dr Zali Yager, Phone: XXXXXXXXXX: zali.yager@vu.edu.au
Mrs Jody Forbes, Phone: XXXXXXXXXX, jody.forbes@live.vu.edu.au
Any queries about your participation in this project may be directed to Dr Zali Yager.
We thank you for allowing your School to participate in the research.
If you have any queries or complaints about the way you have been treated, you may contact the Ethics
Secretary, Victoria University Human Research Ethics Committee, Office for Research, Victoria
University, PO Box 14428, Melbourne, VIC, 8001, email researchethics@vu.edu.au or phone (03) 9919
4781 or 4461.
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Appendix B -Participant & Parent Information Sheets

INTERVENTION- PARTICIPANT INFORMATION SHEET
Invitation
You are invited to participate in research evaluating the Dove Confident Me program, conducted by Dr
Zali Yager from the College of Education at Victoria University and Mrs Forbes, Student Researcher.
Dove Confident Me is a program for adolescents to help improve the way girls feel about themselves and
their bodies.
What is this project about?
Dove Confident Me has been used in the United Kingdom among male and female high school students. It
is a 5 session program which aims to improve self-esteem and body image. In this project, we aim to test
how well Dove Confident Me works in Australia within a girls’ school.
Teachers will be delivering Dove Confident Me to all Year 8 students at XXXX School during classes in
Term IV.
All Year 8 students are being invited to participate in the research to evaluate the impact of this program.
What will I be asked to do?
If you agree to participate in this research, we will ask you to complete a 15-20 minute questionnaire
during class on three separate occasions (Week 1 & Week 9 in Term IV, 2016 and Week 6 in Term I,
2017). This survey asks questions about the way that you feel about yourself and the way you look. The
questionnaire will be accessed on your laptop and your Teacher will provide instructions on how to
complete the questionnaire.
Your parent/guardian have been sent a similar information sheet to this one. You should talk with them
about the study and decide together whether this is something you want to participate in.
If you agree to participate in this research then we may contact you again in the future to request some
further follow-up data. Again, this will be voluntary and you will be notified of this invitation.
What will I gain from participating?
By participating in this study, you may become more aware of the way that you feel about yourself and the
way that you look. You will also be involved in important work that aims to improve body image among
young male and female adolescents around the world.
How will the information I give be used?
The information you provide in the questionnaires will be anonymous, and private. You do not write your
name anywhere on the questionnaire but instead generate a code so we can match your three
questionnaires with each other. The information that you provide in the questionnaires will not be shown
to your parents, teachers or any authorities. We will use the information to do some statistical analyses,

319
write a report, and present these findings in scientific journal articles, and at conferences. We will retain
anonymous electronic databases for future potential research.
Are there any risks to me by participating in this project?
There is a small chance that you may feel some discomfort in responding to the questions about your
attitudes/feelings relating to your body, and any behaviours you may use to try and change your body.
However, this questionnaire has been used with thousands of adolescents worldwide and there have been
no negative consequences reported. If you feel upset by the questions you may stop the questionnaire at
any time. Your Teacher will help you to withdraw from the research project any time you wish. If you feel
uncomfortable, or have any questions about the feelings or thoughts which may arise when completing the
questionnaires, then you are able to speak with your Teacher, or one of the School Counsellors.
How will this project be conducted?
You will be asked to complete a questionnaire three times, in class. Surveys will be completed in private
on your laptop. Students who do not want to participate in this research will still go to their class, but they
will not complete the questionnaires. All students will participate in Dove Confident Me during Ethics,
even if they do not wish to complete the questionnaires for the research project.
Who is conducting the study?
Dr Zali Yager, Phone: XXXXXXX, Email: zali.yager@vu.edu.au
Mrs Forbes Phone: XXXXXXXX Email jody.forbes@live.vu.edu.au
If you have any questions about this project then please phone or email Dr Yager.
We thank you for participating in this research. If you do not want to complete the questionnaire then
please inform your Teacher. Remember, you can change your mind and still withdraw from this study at
any time, even if you have already completed half of the questionnaire.
If you have any queries or complaints about the way you have been treated, you may contact the Ethics
Secretary, Victoria University Human Research Ethics Committee, Office for Research, Victoria
University, PO Box 14428, Melbourne, VIC, 8001, email researchethics@vu.edu.au or phone (03) 9919
4781.
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CONTROL- PARTICIPANT INFORMATION SHEET
Invitation
You are invited to participate in research evaluating the Dove Confident Me program, conducted by Dr
Zali Yager from the College of Education at Victoria University and Mrs Jody Forbes, Student
Researcher. Dove Confident Me is a program for adolescents to help improve the way girls feel about
themselves and their bodies.
What is this project about?
Dove Confident Me has been used in the United Kingdom among male and female high school students.
This project aims to test whether Dove Confident Me will help Australian adolescents attending a girls’
school. Your School Principal, XXXX, has provided consent for XXXX School to be involved with this
research. Your school will be acting as a Control Group. Dove Confident Me will be delivered to students
attending a similar school. The students at both schools will be asked to complete a questionnaire on three
separate occasions.
What will I be asked to do?
If you agree to participate in this research, we will ask you to complete a 15-20 minute questionnaire
during class time on three separate occasions – Week 1 & Week 9 in Term IV, 2016 and Week 6 in Term
I, 2017. This survey asks questions about the way that you feel about yourself and the way you look.
Your parent/guardian have been sent a similar information sheet to this one. You should talk with them
about the study and decide together whether this is something you want to participate in.
What will I gain from participating?
By participating in this study, you may become more aware of the way that you feel about yourself and the
way that you look. You will also be involved in important work that aims to improve body image among
young male and female adolescents around the world.
How will the information I give be used?
The information you provide in the questionnaires will be anonymous, and private. You do not write your
name anywhere on the questionnaire but instead generate a code so we can match your three
questionnaires with each other. The information that you provide in the questionnaires will not be shown
to your parents, teachers or any authorities. We will use the information to do some statistical analyses,
write a report, and present these findings in scientific journal articles, and at conferences. We will retain
anonymous electronic databases for future potential research.
Are there any risks to me by participating in this project?
There is a small chance that you may feel some discomfort in responding to the questions about your
attitudes/feelings relating to your body, and any behaviours you may use to try and change your body.
However, this questionnaire has been used with thousands of adolescents worldwide and there have been
no negative consequences reported. If you feel upset by the questions you may stop the questionnaire at
any time. Your Teacher will help you to withdraw from the research project any time you wish. If you feel
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uncomfortable, or have any questions about the feelings or thoughts which may arise when completing the
questionnaires, then you are able to speak with your Teacher, Head of House or one of the School
Counsellors.
How will this project be conducted?
You will be asked to complete a questionnaire three times, in class. Surveys will be completed in private.
Students who do not want to participate in this research will remain in the class and do private work while
others complete the questionnaires.
Who is conducting the study?
Dr Zali Yager, Phone: XXXXXXX, Email: zali.yager@vu.edu.au
Mrs Jody Forbes Phone: XXXXXXXX, Email: jody.forbes@live.vu.edu.au
If you have any questions about this project then please phone or email Dr Yager.
We thank you for participating in this research. If you do not want to complete the questionnaire then
please inform your Teacher. Remember, you can change your mind and still withdraw from this study at
any time, even if you have already completed half of the questionnaire.
If you have any queries or complaints about the way you have been treated, you may contact the Ethics
Secretary, Victoria University Human Research Ethics Committee, Office for Research, Victoria
University, PO Box 14428, Melbourne, VIC, 8001, email researchethics@vu.edu.au or phone (03) 9919
4781.
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INTERVENTION- PARENT/GUARDIAN INFORMATION SHEET
Invitation
Your daughter is being invited to participate in research evaluating the Dove Confident Me program.
Dove Confident Me is a 5-session program which aims to improve self-esteem and body image. The
program will be delivered by each Teacher to all Year 8 students during Ethics lessons in Term IV, 2016.
The research project is seeking to evaluate the impact of Dove Confident Me with an Australian Girls’
School. The project is being conducted by Dr Zali Yager from the College of Education at Victoria
University and Mrs Jody Forbes, Student Researcher.
All year 8 students at XXXX School are being invited to participate in this research.
Project explanation
Dove Confident Me has been used in the United Kingdom with male and female students in secondary
schools. This research project aims to test the efficacy of this program in the Australian setting. The
School Principal, has provided consent for the School to be involved with this research. All year 8
students will complete Dove Confident Me, and will be invited to participate in the research to evaluate
the impact of this program.
What will my child be asked to do?
Your daughter will be asked to complete a 15-20 minute questionnaire in class, on three separate
occasions (Week 1 & Week 9 in Term IV 2016, and Week 6 in Term I 2017). This survey asks questions
about body esteem, self-esteem, life engagement, negative feelings and appearance based
teasing/discussion/comparison. All items are standardised questionnaires that have been used around the
world with children and adolescents.
Your daughter has been sent a similar information sheet to this one. She has been advised to talk with you
about the study and decide together whether this is something she wants to participate in.
What will my child gain from participating?
By participating in this study, your daughter may gain an increased awareness of her thoughts and feeling
about body image, and self-esteem.
The Dove Confident Me program has successfully improved body esteem, self-esteem and life
engagement among adolescents attending co-educational high schools in the United Kingdom.
Participation in this project will assist the researchers to determine whether the same benefits will occur as
a result of program implementation in Australian Girls’ schools. By participating in this study, your
daughter will be involved in important work that aims to improve body image among young female
adolescents around the world.
How will the information my child gives be used?
The information that is provided in the questionnaires will be anonymous, and treated with privacy and
respect. Your daughter will generate a unique participant code that will mean that she does not have to put
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her name on the questionnaire. The information that your daughter provides will be entered into research
databases and both hard and soft copy data will be stored in secure locations. We will use the information
to do some statistical analyses, write a report, and present these findings to in scientific journal articles,
and at conferences. We will retain anonymous electronic databases for potential research and metaanalyses.
What are the potential risks of participating in this project?
There is a small chance that your child may feel some discomfort in responding to the questions that ask
about attitudes and beliefs relating to their body image and feelings. However, in our extensive experience
in this area, we have not had any students become upset by answering these questions. There is no
evidence to suggest that completing a questionnaire about body image does any harm to adolescent girls.
However, if your daughter does feel upset by these questions, she can choose to end completion of the
questionnaire at any time.
Your daughter’s Teacher will be asked to follow up and pass on any concerns regarding your daughter’s
wellbeing to her Teacher who will be responsible for organising any follow-up support required.
How will this project be conducted?
Your daughter will be asked to complete a questionnaire three times, during her lesson. The surveys will
be completed in private, on-line, using your daughters’ electronic device. Students who do not consent to
participate in this research will remain in the lesson doing private work and being supervised by the
Teacher.
Students who do not wish to be involved with the research will participate in the Dove Confident Me
program during Ethics lessons, but will not complete any of the questionnaires.
Who is conducting the study?
Dr Zali Yager, Phone: XXXXXXX, Email: zali.yager@vu.edu.au
Mrs Jody Forbes, Phone: XXXXXX, jody.forbes@live.vu.edu.au
Any queries about your participation in this project may be directed to Dr Zali Yager.
We thank you for allowing your daughter to participate in the research. If you have a concern about your
daughter completing the questionnaires you can elect for them not to take part by contacting her Teacher
or XXXXXXs.
If you have any queries or complaints about the way you have been treated, you may contact the Ethics
Secretary, Victoria University Human Research Ethics Committee, Office for Research, Victoria
University, PO Box 14428, Melbourne, VIC, 8001, email researchethics@vu.edu.au or phone (03) 9919
4781 or 4461.
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CONTROL - PARENT/GUARDIAN INFORMATION SHEET
Invitation
Your daughter is being invited to participate in research evaluating the Dove Confident Me program.
Dove Confident Me is a 5 session program which aims to improve self-esteem and body image. The
research project is seeking to evaluate the impact of Dove Confident Me with adolescents attending an
Australian girls’ school. The project is being conducted by Dr Zali Yager from the College of Education
at Victoria University and Mrs Jody Forbes, Student Researcher. All Year 8 students at XXXX School are
being invited to participate in this research.
Project explanation
Dove Confident Me has been used in the United Kingdom with male and female students in secondary
schools. This research project aims to test the efficacy of this program in the Australian setting. Your
School Principal, XXXX, has provided consent for XXXX School to be involved with this research. The
Year 8 students at XXXX School will be acting as a Control Group. Dove Confident Me will be delivered
to students attending a similar school. The students at both schools will be asked to complete a
questionnaire on three separate occasions.
What will my child be asked to do?
The study will have minimal interference with normal classes and comprises of three 15-20 minute
questionnaires completed on three separate occasions (Week 1 & Week 9 in Term IV 2016, and Week 6 in
Term I 2017). This survey asks questions about body esteem, self-esteem, life engagement, negative
feelings and appearance based teasing/discussion/comparison. All items are standardised questionnaires
that have been used around the world with children and adolescents.
Your daughter has been sent a similar information sheet to this one. She has been advised to talk with you
about the study and decide together whether this is something she wants to participate in.
If your daughter participates in this research then we may contact her in the future to request some further
follow-up data. Again, this will be voluntary and you will be notified of this invitation.
What will my child gain from participating?
By participating in this study, your daughter may gain an increased awareness of their attitudes and beliefs
about body image, and self-esteem. Participation in this project will assist the researchers to determine
whether the Dove Confident Me is as effective in Australian girls’ schools as it has been in UK coeducational schools. By participating in this study, your daughter will be involved in important work that
aims to improve body image among young female adolescents around the world.
How will the information my child gives be used?
The information that is provided in the questionnaires will be anonymous, and treated with privacy and
respect. Your child will generate a unique participant code that will mean that they do not have to put
their name on the questionnaire. The information that your child provides will be entered into research
databases and both hard and soft copy data will be stored in secure locations. We will use the information
to do some statistical analyses, write a report, and present these findings to in scientific journal articles,
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and at conferences. We will retain anonymous electronic databases for potential research and metaanalyses. Neither your child, nor her School will be identified in any of the information published after
the study.
What are the potential risks of participating in this project?
There is a small chance that your child may feel some discomfort in responding to the questions that ask
about attitudes and beliefs relating to their body image and feelings. However, in our extensive experience
in this area, we have not had any students become upset by answering these questions. There is no
evidence to suggest that completing a questionnaire about body image does any harm to adolescent girls.
However, if your daughter does feel upset by these questions, she can choose to end completion of the
questionnaire at any time, and will be offered debriefing and follow-up support by school personnel.
How will this project be conducted?
Your daughter will be asked to complete a questionnaire three times, during a lesson. Surveys will be
completed in private. Students who do not consent to participate in this research will participate will be
supervised in the class as usual.
Who is conducting the study?
Dr Zali Yager, Phone: XXXXXXX, zali.yager@vu.edu.au
Mrs Jody Forbes, Phone: XXXXXXXX, jody.forbes@live.vu.edu.au
Any queries about your participation in this project may be directed to Dr Yager or Mrs Forbes.
We thank you for allowing your daughter to participate in the research. If you have a concern about your
daughter completing the questionnaires, you can elect for her not to take part by contacting XXXX at your
school directly.
If you have any queries or complaints about the way you have been treated, you may contact the Ethics
Secretary, Victoria University Human Research Ethics Committee, Office for Research, Victoria
University, PO Box 14428, Melbourne, VIC, 8001, email researchethics@vu.edu.au or phone (03) 9919
4781 or 4461.
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Appendix C- Teacher Survey Instructions

Instructions for Survey Administration

All students are to complete this at the same time.

Staff: Please READ and be familiar with the script below in advance.

On arrival of all students to the roll call room:
Good morning,
Last Term you and your parents received an information sheet about the research project for Year 8’s.
Today those of you who have agreed to be involved in the research project will be completing an online
survey.
You will find an email in your inbox which has a link to the survey. If you do not have the email then this
means that you, and or your parents, have decided to not be involved with the research project. If you do
not have the email then please do some private study quietly for the remainder of the lesson.
When you click on the link in the email you will go to the survey. The survey will ask a number of
questions and you are required to select a response. You are to answer the questions by selecting the
response that best describes you. There may be times when no answer is perfect however select the
response that best reflects you. You can select any of the responses. There are no right or wrong answers
and this is not a test.
You will be asked to work through each of these on your own. Please do not discuss your answers with
anyone else. If you finish before others please wait quietly and do not disturb others.
The survey is confidential and you should not put your name anywhere on it. There is no way of knowing
which student completed which survey even though it has been emailed to you, because the computer has
created a confidential code for all your results. You will also be asked to create a special code at the start
of the survey.
There is a small chance that you may feel some discomfort in responding to the questions about your
attitudes/feelings relating to your body, and any behaviours you may use to try and change your body. If
you feel uncomfortable, or have any questions about the feelings or thoughts that may arise when
completing the questionnaires, then please speak with me, your Teacher or School Counsellor.
If you have a concern about completing the survey, or you have decided you do not wish to take part then
please click “No” at the question “Do you wish to complete the survey”, and/or let me know. Even after
you have started completing the survey, you can still change your mind and withdraw from this study at
any time. The survey is not compulsory and you will not be in any trouble if you decide you don’t wish to
participate.
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If you have any questions please raise your hand.
(If students are unfamiliar with a words meaning you can assist them with the meaning however do not
influence them by suggesting a choice).
The survey should take about 15 minutes, however there is no time limit. Do not spend too much time on
any question. If you are unsure pick the one that you think is best and move on to the next.
Are there any questions?
(Answer questions and then commence)
Ask students to begin.
When complete: Thank students and ask them if they have any additional questions. Advise that students
should not discuss the survey or their results with their peers.
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Appendix D -Teacher Fidelity Measures

Please indicate by ticking which topics you covered in the session. Once completed please place in box
provided in room to be collected.

Session 1 –Appearance Ideals
Topic

What do we mean by
appearance ideals?
What are today’s appearance
ideals?
How are appearance ideals
constantly changing?
Can we match appearance
ideals?
Where do we find out about
appearance ideals?
What appearance pressures
do we face?
What is the impact of these
appearance pressures?
What else can we value?

Student Activity
• Label & Costs
Student Activity
• What makes us unique

Tick if
completed

Comments
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Please indicate by ticking which topics you covered in the session. Once completed please place in box
provided in room to be collected.

Session 2- Media Messages
Topic

What do we mean by media?
How can images be
manipulated?
Why is professional media
created in this way?
How would it feel to have
your image manipulated?
What is the impact of media
messages?
What is the impact of
messages and images on
social media
How can we remix our
responses to media messages?
Student Activity
• How can images be
manipulated
Student Activity
• Can you decode
media messages

Tick if
completed

Comments
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Please indicate by ticking which topics you covered in the session. Once completed please place in box
provided in room to be collected.

Session 3 – Confront Comparisons
Topic

What ideals are portrayed in
the media?
How do we compare with
those around us?
How do we compare our
looks?
What happens when people
compare looks?
What is the impact of these
comparisons?
The ‘whirlpool of
comparisons’
What can we do instead?
How can we change our
script?
How will you change your
script?
Student Activity
• How do you confront
comparisons.
Student Activity
• Can you catch
yourself
Student Activity
• How will you change
your script

Tick if
completed

Comments
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Please indicate by ticking which topics you covered in the session. Once completed please place in box
provided in room to be collected.

Session 4 – Banish Body Talk
Topic

How do we talk about
appearance?
What is body talk?
How do we use body talk?
What is the impact of body
talk?
How can we challenge body
talk?
Student Activity
• How do we use body
talk
Student Activity
• How can we challenge
body talk

Tick if
completed

Comments
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Please indicate by ticking which topics you covered in the session. Once completed please place in box
provided in room to be collected.

Session 5 – Be the change
Topic

How can we celebrate
individuality?
Be a body confidence
champion
Champion change in our
world
Student Activity
• What makes us unique
Student Activity
• Be a body confidence
champion

Tick if
completed

Comments
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Appendix E -Teacher Time 2 Evaluation

How much do you agree with the following statements:
Strongly disagree neutral agree Strongly
disagree
agree
The training program was adequate in preparing me
to teach this program
Comments:
After the training program I felt confident in
delivering the lessons
Comments
The format of the lesson plans was easy to use
when teaching the program
Comments:
The materials were developmentally appropriate for
year 8 girls
Comments:
The program was engaging for the students
Comments:
I believe that the program was effective in
enhancing body image in the students in my class
Comments:
The program was an appropriate length
Comments:
I think that the school should implement this
program again
Comments:
I would teach this program again
Comments:
I would recommend this program to colleagues
Comments:
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Appendix F - Dove Confident Me modifications

Original DCM

Modified DCM
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Appendix G- Be Real, Get Real Video
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Appendix H- RCG Participant Information Sheets

INTERVENTION- PARTICIPANT INFORMATION SHEET
Invitation
You are invited to participate in research helping adolescent girls and their mothers feel more confident
about themselves. We are offering a 3-session workshop “Raising Confident Girls” for all mothers of
Year 8 students. The workshop will be delivered in Term II, 2018 at XXXX School. At the same time all
Year 8 students will be participating in a school-based program called Dove Confident Me delivered by
Teachers during Ethics lessons.
Dove Confident Me is a program for adolescents to help improve the way girls feel about themselves and
their bodies. The research project would like to know if this program helps girls in an Australian Girls’
School feel more positive about themselves. Mothers have a very important role in developing their
daughter’s self-confidence. The Raising Confident Girls workshop aims to provide mothers with
information and skills to understand and improve their own self-confidence as well as their daughters.
The project is being conducted by Dr Zali Yager from the College of Education at Victoria University and
Mrs Jody Forbes, Student Researcher. The School Principal, Ms XXX, has provided consent for the
School to be involved with this research.
What is Raising Confident Girls about?
The 3-session workshops will focus on developing positive body image, improving self-esteem and
increasing your confidence about how to empower your daughter to feel good about herself. One of the
main ways mothers can influence their daughters is to have a healthy self-confidence themselves.
Therefore, the workshop will also focus on developing your own self-confidence.
The workshops will include viewing the Embrace documentary as well as presentations, discussions,
handouts and homework. The program is based at XXX School, and will be delivered to a group of Year 8
Mothers on three separate evenings during Term II. Mrs Jody Forbes, School Psychologist & Director of
Student Counselling, will facilitate the workshop as part of her PhD research. Jody has worked at XXXX
for 13 years and has extensive experience with assisting adolescent girls and their parents during the
teenage years.
What will I be asked to do?
If you are interested in participating then we will ask you to attend all three evening sessions of the
workshop. You will also be asked to complete a 10 minute survey on three different occasions (prior to
Session 1, after Session 3 and finally at the end of Term III). This survey asks questions about the way you
feel about yourself and how confident you feel supporting your daughter. The survey will be accessed
electronically via your email, and completed in your own time. Alternatively, you will have the
opportunity to complete a paper version of the survey if you prefer.
What will I gain from participating?
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By participating in this project you may become more aware of your body image and self-confidence. You
may also develop a better understanding of the pressures facing your daughter and learn strategies to assist
build her self-confidence. You will also be involved in important work that aims to improve body image
among young female adolescents around the world.
How will the information I give be used?
The information you provide in the surveys will be anonymous, and private. You do not write your name
anywhere on the survey but instead create a code so we can match your three responses with each other.
Each survey is de-identified and there is no way for School personnel to access or identify the results you
provide.
We will use the de-identified information to do some statistical analyses, write a report, and present these
findings in scientific journal articles, and at conferences. We will retain anonymous electronic databases
for potential future research.
Are there any risks to me by participating in this project?
There is a small chance that you may feel some discomfort in responding to some of the questions on the
survey about your attitudes/feelings relating to your body, and any behaviours you may use to try and
change your body. However, this questionnaire has been used with thousands of adults and adolescents
worldwide and there have been no negative consequences reported.
If you feel upset by the questions you can simply stop the survey at any time, without consequence.
The workshop intends to be delivered in a friendly and comfortable environment. There will be no
expectation for any participant to engage in any discussion or activity unless she chooses to.
Who is conducting the study?
Dr Zali Yager, Phone: XXXXXX, Email: zali.yager@vu.edu.au
Mrs Forbes Phone: XXXXXX, Email jody.forbes@live.vu.edu.au
If you have any questions about this project then please phone or email Dr Yager.
If you have any queries or complaints about the way you have been treated, you may contact the Ethics
Secretary, Victoria University Human Research Ethics Committee, Office for Research, Victoria
University, PO Box 14428, Melbourne, VIC, 8001, email researchethics@vu.edu.au or phone (03) 9919
4781.
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CONTROL- PARTICIPANT INFORMATION SHEET
Invitation
You have been invited to participate as part of a Control Group in a research project that aims to help
adolescent girls and their mothers feel more confident. A seminar, “Raising Confident Girls” will be
delivered to a separate group of Year 8 Mothers (Intervention Group), and data collected from both groups
will be compared and evaluated.
Mothers have a very important role in developing their daughter’s self-confidence. The “Raising
Confident Girls” seminar aims to provide mothers with information and skills to understand and improve
their own self-confidence as well as their daughters. The research project will be evaluating the
effectiveness of the seminar by collecting and comparing data between the Control Group and
Intervention Group.
The project is being conducted by Dr Zali Yager from the College of Education at Victoria University and
Mrs Jody Forbes, Student Researcher. The School Principal, Ms XXX, has provided consent for the
School to be involved with this research.
What will I be asked to do?
If you are interested in participating then we will ask you to complete a 10-15 minute survey on three
different occasions (start of Term II, end of Term II and end of Term III).
This survey asks questions about the way you feel about yourself, your body, your appearance, your
relationship with your daughter, your communication with your daughter and how confident you
feel supporting your daughter.
The survey will be accessed electronically via your email. A link to the survey will be emailed to you and
you will then click on this link to access the survey. The survey will be completed in your own time on
your own electronic devise.
What will I gain from participating?
By participating in this project, you may become more aware of your body image and your selfconfidence. You will also be involved in important work that aims to improve body image and selfconfidence among young female adolescents around the world.
At the completion of the data collection (October 2018), you will be provided with the Raising
Confident Girls booklets. This valuable resource includes all the power point slides and accompanying
notes from the seminar. We hope this resource provides Year 8 mothers who were not able to attend
the seminar, the opportunity to develop a better understanding of the pressures facing your daughter
and learn strategies to assist build her self-confidence.
How will the information I give be used?
The information you provide in the surveys will be anonymous, and private. Participants do not put their
name anywhere on the questionnaire and each email address is de-identified by the Qualtrics survey
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software. Each participant creates a code so we can match your three responses with each other. The
researchers and school personnel cannot identifying which responses belong to which participant.
If your daughter is participating in the data collection then she too will be completing a similar survey.
However, the questions are suited to adolescents and are mostly different to the parent survey. Your
answers will not be linked, paired or compared with your daughters. All answers are compared as a whole
and there is no examination of mother-daughter responses.
We will use the de-identified information to do some statistical analyses, write a report, and present these
findings in scientific journal articles, and at conferences. We will retain anonymous electronic databases
for potential future research.
Are there any risks to me by participating in this project?
There is a chance that you may feel some discomfort in responding to some of the questions on the survey
about your •
•
•

attitudes/feelings relating to your body or appearance
how you communicate with your daughter
any behaviours you may use to try to change your body or appearance

If you feel upset by the questions, you can simply stop the survey at any time, without consequence.
It is possible to withdraw from the data collection if the survey questions or experience cause you
any distress. We will still provide you with the Raising Confident Girls resource in October.
Who is conducting the study?
Dr Zali Yager, Phone: XXXXXX, Email: zali.yager@vu.edu.au
Mrs Forbes Phone: XXXXXX, Email jody.forbes@live.vu.edu.au
If you have any questions about this project then please phone or email Dr Yager.
This study has been granted ethical approval – Application: HRE17-211. If you have any queries or
complaints about the way you have been treated, you may contact the Ethics Secretary, Victoria
University Human Research Ethics Committee, Office for Research, Victoria University, PO Box 14428,
Melbourne, VIC, 8001, email researchethics@vu.edu.au or phone (03) 9919 4781

