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Hypotheses 1 through Hypothesis 7 

Paired t-tests were conducted to evaluate change from Time 1 to Time 2 where Time 2 

was used as the comparison point. See Table 15 for means and standard deviations, p-values, and 

effect sizes for all t-tests. Hypothesis 1, that self-compassion would significantly improve from 

Time 1 to Time 2 was supported t(76) = 2.44, p = .017, d = 0.28. Hypothesis 2, that participants 

would report an increase in body appreciation was supported, t(75) = 3.47, p = .001, d = 0.40. 

Participants reported higher body appreciation at Time 2 compared to Time 1. Hypothesis 3, that 

participants would report greater mindfulness from Time 1 to Time 2 was not supported, t(74) = 

0.229, p = .82, d = 0.04. Participants did not report differences in mindfulness from Time 1 to 

Time 2. Hypothesis 4 was also supported, t(68) = 2.76, p = .007, d = 0.44. Participants reported 

greater knowledge and confidence in their yoga skills at Time 2 compared to Time 1. In 

evaluating changes in body dissatisfaction, Hypothesis 5, participants did not report 

improvements in body dissatisfaction (Appearance Evaluation (AE)), t(75) = 1.349, p = .181, d = 

0.10. However, participants did report less investment in their appearance (Appearance 

Orientation (AO)), t(75) = -3.007, p = .004, d = 0.14 from Time 1 to Time 2. They also reported 

less overweight preoccupation at Time 2 compared to Time 1, t(75) = -2.379, p = .020, d = 0.26. 

In evaluating hypothesis 6, participants also reported significantly less disordered eating 

behaviors as measured by the Global EDE-Q score at Time 2 than Time 1, t(68) = -2.391, p = 

.020, d = 0.23. Lastly, Hypothesis 7 was not supported such that, participants did not report a 

significant improvement from Time 1 to Time 2 in experiential avoidance, t(73) = 0.215, p = .83, 

d = 0.02. See Table 16 for means and standard deviations for Time 1 and Time 2. 
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Table 16: Means and Standard Deviations for Dependent Variables at Time 1 and Time 2 

Variable Time 1 
M (SD) 

Time 2 
M (SD) p Cohen’s d 

SCS 2.96 (0.57) 3.06 (0.65) .017 0.28 
BAS-2 35.70 (6.80) 37.42 (7.50) .001 0.40 
FFMQ 3.24 (0.42) 3.25 (0.47) .829 0.04 
YSES 72.66 (14.41) 78.09 (14.36) .007 0.44 

AE 3.49 (0.61) 3.53 (0.66) .181 0.10 
AO 3.49 (0.56) 3.37 (0.55) .004 0.14 
OP 2.73 (0.93) 2.60 (0.93) .020 0.26 

Global EDE-Q 1.47 (1.14) 1.36 (1.28) .020 0.23 
EA 28.76 (9.49) 28.89 (10.86) .830 0.02 

SCS = Self-compassion, BAS-2 = Body Appreciation, FFMQ = Mindfulness, YSES = Yoga Self-
Efficacy, AE = Appearance Evaluation, AO = Appearance Orientation, OP = Overweight Preoccupation, 
Global EDE-Q = Total EDE-Q score, EA = Experiential Avoidance 

Given that women and men were included in analyses in Study 2, and the established 

relationship between BMI and many of the variables, Repeated Measures ANCOVAs were 

conducted to assess changes further to evaluate whether there were differences related to gender 

and reduce the potential confound of BMI. As such, repeated measures ANCOVA’s (univariate) 

were conducted with time as the within subjects variable, gender as the between subjects factor, 

and BMI was included as a covariate.  

Repeated Measures assessment 
 

Further assessing Hypothesis 1 (that SC would improve from Time 1 to Time 2), which 

was supported by the t-test, a repeated measures ANCOVA was run. Time was the within 

subjects variable, gender – the between subjects variable, and BMI was entered as a covariate. 

There were no significant interactions between BMI and SCS, F(1,74) = .008, p = .931, η2
p < 

.000, or Gender and SCS, F(1,74) = 0.984, p = .324, η2
p = .013. There was no between subjects 

effect of gender, F(1,74) = 0.447, p = .506, η2
p = .006. There was a significant main effect for 

time, F(1,73) = 6.426, p = .013,  η2
p = .081 supporting t-test analyses since self-compassion was 

higher at Time 2 than Time 1. See Table 16.  
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To assess Hypothesis 2, one-way repeated measures ANCOVA were run to assess 

changes in BAS-2 over time with BMI as a covariate and gender as the between subjects factor. 

There were no significant interactions effects between BMI and BAS-2, F(1,73) = 0.088, p = 

.768, η2
p = .001 nor gender and BAS-2, F(1,73) = 2.865, p = .095, η2

p = .038. There was not a 

main effect for gender on BAS-2, F(1,73) = 3.416, p = .069, η2
p = .045, although the p-value was 

marginal. There was a main effect for time confirming the t-test analyses, F(1,73) = 14.979, p < 

.001, η2
p = .170 such that participants reported higher BAS-2 at Time 2 than Time 1. Confirming 

the significant t-test and hypothesis 3. 

To further assess Hypothesis 3 (Mindfulness), which was not supported during the t-test 

analysis, Repeated Measures ANCOVA were run with gender as the between-subjects factor and 

BMI as a covariate. Interactions between BMI and FFMQ, F(1,72) = 0.145, p = .705, η2
p = .002 

or gender and FFMQ, F(1,72) = 1.606, p = .209, η2
p = .022 were not significant. There was also 

no main between subject effect for gender, F(1,72) = 0.358, p = .358, η2
p = .012, or main effect 

for time, F(1,72) = 0.901, p = .346, η2
p = .012 which supported the t-test analyses. 

To assess Hypothesis 4, one-way repeated measures ANCOVA were run to assess 

changes in YSES over time with BMI as a covariate and gender as the between subject factor. 

There were no significant interactions between BMI and YSES, F(1,65) = 0.109, p = .742, η2
p = 

.002 or Gender and YSES, F(1,65) = 0.193, p = .662, η2
p = .003. There was not a significant 

main effect for gender on YSES, F(1,65) = 0.966, p = .329, η2
p = .015. There was a main effect 

of time, F(1,65) = 8.450, p = .005, η2
p = .115; participants reported higher YSES at Time 2 than 

Time 1. 
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In assessing Hypothesis 5, one-way repeated measures ANCOVA were run to assess 

changes in body dissatisfaction over time with BMI as a covariate and gender as the between 

subjects factor. First, Appearance Evaluation (AE) was assessed. There was not a significant 

interaction between BMI and AE, F(1,73) = 0.141, p = .709, η2
p = .002. However, there was a 

main effect for Gender and AE, F(1,73) = 11.045, p = .001, η2
p = .131. There was also a main 

effect for gender on AE, F(1,73) = 4.431, p = .039,  η2
p = .057. Women participants reported 

lower AE, worse body image (M = 3.40, SE = .089) than men (M = 3.76, SE = .160). T-tests were 

calculated to assess changes based on gender. Women did not report a significant change in AE 

over time, t(57) = -0.387, p = .700, Time 1 (M = 3.39, SD = 0.75) versus Time 2 (M = 3.36, SD = 

0.79)  while men did, t(17) = 3.579, p = .002, Time 1 (M = 3.59, SD = 0.70) versus Time 2 (M = 

3.90, SD = 0.34).  

Similar analyses were conducted looking at AO with gender as the between subject factor 

and BMI as a covariate. There was not a significant interaction between AO and Gender, F(1,73) 

= 0.242, p = .624, η2
p = .003, nor BMI and AO F(1,73) = 0.001, p = .977, η2

p < .001. 

Furthermore, there was not a significant main effect for gender (between subjects effect) on AO, 

F(1,73) = 2.543, p = .115, η2
p = .115. There was a significant main effect of time, F (1,73) = 

7.573, p = .007, η2
p = .094. Participants reported improvements in AO from Time 1 to Time 2 

confirming the t-test analyses.  

Next, repeated measures ANCOVA were run assessing overweight preoccupation (OP) 

with gender as a between subject factor and BMI as a covariate. While there was not a significant 

interaction between BMI and OP, F(1,73) = 0.460, p = .500, η2
p = .006, there was a significant 

interaction between gender and OP F(1,73) = 4.090, p = .047, η2
p = .053 even though the 
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between subjects effect of gender was not significant, F(1,73) = 3.199, p = .078, η2
p = .042. In 

further assessing the interaction of gender and OP, it appears that overweight preoccupation 

decreased significantly from Time 1 (M = 2.46, SD = 0.61) to Time 2 (M = 2.13, SD = 0.62), 

t(17) = -3.599. p = .002 among men, while there was no significant change over time among 

women, t(57) = -1.066, p = .291 with Time 1 (M = 2.75, SD = 0.98) not significantly different 

from Time 2 (M = 2.69, SD = 0.97).  

To assess Hypothesis 6, one-way-repeated measures ANCOVA were run to assess 

changes in Global EDE-Q over time with BMI as a covariate and gender as the between subjects 

factor. In completing this analyses there were no significant interactions noted between EDE-Q 

and gender, F(1.66) = 0.140, p = .309, η2
p = .016 nor EDE-Q and BMI, F(1,66) = 1.052, p = 

.608, η2
p = .004. There was not a significant effect of time, F(1,66) = 0.404, p = .527, η2

p = .006, 

however there was a significant main effect for gender, F(1,66) = 9.277, p = .003, η2
p = .123. 

Men reported lower Global EDE-Q scores (M = 0.649, SE = 0.285) than women (M = 1.646, SE 

= 0.154). This counters the significant findings noted in the t-test. While there could be 

significant changes in the subscales of the EDE-Q, further analyses were not conducted given the 

many analyses performed to protect against Type II error. 

As such the individual factors of the EDE-Q were assessed to address specific changes 

that could have occurred over time. First changes over time in Restraint were assessed with time 

as the within subjects variable, gender as the between subjects factor and BMI as a covariate. 

There was not a significant interaction between BMI and Restraint, F(1,72) = 0.114, p = .738, η2
p 

= .002. However there was a significant interaction between gender and Restraint, F(1,72) = 

4.125, p = .046, η2
p = .055 while there was not an overall between subjects effect of gender, 
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F(1,72) = 1.207, p = .276, η2
p = .017. In conducting further t-tests looking at changes separately 

for gender, while the interaction was significant, there were no significant changes in restraint for 

women at Time 1 (M = 1.22, SD = 1.30) to Time 2 (M = 1.25, SD = 1.36), t(57) -0.358, p = .722 

or men from Time 1 (M = 1.07, SD = 0.85) to Time 2 (M = 0.66, SD = 0.67), t(17) = 1.53, p = 

.145.  

Changes over time with gender as a between subjects factor and BMI as covariate were 

also assessed using ANCOVA evaluating eating concern, another factor of the EDE-Q. There 

were no significant interactions between gender and eating concern, F(1,68) = 0.025, p = .676, 

η2
p = .003 or BMI and eating concern, F(1,68) = 0.654, p = .421, η2

p = .010, nor was there a 

main effect for time, F(1,68) = 0.574, p = .451, η2
p = .008. There was also not a significant 

between subjects effect overall, F(1,68) = 1.956, p = .168, η2
p = .028. 

Next changes in shape concern from Time 1 to Time 2 (within subjects) was assessed 

with BMI as a covariate and gender as a between subjects factor. There were no interactions 

effects noted between gender and shape concern, F(1,68) = 0.001, p = .974, η2
p < .001 or BMI 

and shape concern, F(1,68) = 0.197, p = .659, η2
p = .003. There was also no significant main 

effect for time, F(1,68) = 0.488, p = .487, η2
p = .007. However, there was a significant between 

subjects effect, F(1,68) = 13.696, p < .0001, η2
p = .168 with men reporting less shape concern at 

Time 1 (M = 1.13, SD = 1.04) and Time 2 (M = 0.93, SD = 0.69) compared to women at Time 

1(M = 2.44, SD = 1.79) and Time 2 (M = 2.22, SD = 1.86). 

Lastly, changes in weight concern from Time 1 and Time 2 were assessed with BMI as a 

covariate and gender as a between subjects factor. There were no interaction effects for gender 

and weight concern, F(1,69) = 0.00, p = .993, η2
p < .001 or BMI and weight concern, F(1,69) = 
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0.213, p = .646, η2
p = .003. There was also a between subject effect of gender, F(1,69) = 9.412, p 

= .003, η2
p = .120 where men reported less weight concern at both time points, then women. 

However, there was a significant main effect of time, F(1,69) = 4.548, p = .037, η2
p = .062 

suggesting that there was a significant change in weight concern from Time 1 to Time 2. 

Participants reported less shape concern at Time 2 than at Time 1. 

To assess Hypothesis 7, one-way-repeated measures ANCOVA were run to assess 

changes in AAQ-II over time with BMI as a covariate and gender as the between subject factor. 

It was expected that there would be not significant main effects or interactions. Indeed, there 

were no interaction effects between gender and AAQ-II, F(1,71) = 0.001, p = .970, η2
p < .001 

nor AAQ-II and BMI, F(1,71) = 0.969, p = .328, η2
p = .013. There were also no main effects for 

gender, F(1,68) = 1.859, p = .177, η2
p = .026 nor time, F(1,68) = 0.00, p = .999, η2

p < .001 which 

supports the t-test analyses.
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CHAPTER IX 

STUDY TWO DISCUSSION 

 Study Two was designed as a quasi-experimental study evaluating changes in body 

dissatisfaction, disordered eating, self-compassion, mindfulness, body appreciation, and 

experiential avoidance over an 8-week period of regular and frequent yoga practice (50-minute 

classes, three times a week). Participants from a Midwestern university completed measures at 

two time points. The first time point, Time 1, occurred on the first day of class. The second time 

point, Time 2, occurred on either the last day of class or the second to last day of class (2 days 

apart) eight weeks after Time 1. While participants completed different courses, both instructors 

focused on teaching yoga philosophy, poses, and breath-work.  

 To assess change over time, two sets of analyses were run. The primary analyses that 

were conducted were paired samples t-tests to assess change in variables over time. However, 

given the correlation between BMI and many of the independent variables and research 

indicating that BMI predicts eating disorder pathology and body dissatisfaction (Striegel-Moore 

et al., 2007), and that there are significant gender differences in reported eating disorder 

symptomology and body dissatisfaction, further evaluation including BMI and gender was 

warranted. To address this, repeated measures ANCOVAs were also run to evaluate changes 

over time controlling for BMI while assessing gender differences. Prior to assessing whether 

there were significant changes over time in all variables, analyses comparing instructors and 

level of enjoyment of the courses were conducted to assess how such variables might impact 
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change. In all, minimal differences in yoga engagement, missed classes, yoga knowledge, or 

enjoyment were reported between individuals taking courses with either of the two instructors. A 

majority of the participants reported they enjoyed the class, would recommend it to a friend, and 

would consider taking yoga further in the future. The number of missed courses reported did not 

predict differences in enjoyment of the courses or yoga knowledge. Of note, only about half of 

the sample reported trying yoga prior to the yoga course. Similar to Study One, there were no 

significant differences noted between individuals who have practiced yoga prior to the course or 

were trying yoga for the first time although yoga frequency was considered to be much more 

infrequent than among participants in other studies reporting less body dissatisfaction 

(Daubenmeier, 2005; Mahlo & Tiggerman, 2016). 

 Overlapping findings from Study Two (t-test and repeated measures ANCOVA) indicate 

support for Hypothesis 1, 2, 4, and partially for hypothesis 5. For instance, even when including 

gender as a between subject factor, both genders reported increases in self-compassion, 

regardless of BMI. Additionally, all participants reported improvements in body appreciation 

over the course of 8 weeks. Most importantly, participants regardless of the yoga course that they 

took or BMI status reported improvements in their yoga knowledge and skills (Hypothesis 4). 

Finally, both t-tests and repeated measures ANCOVA supported that participants reported less 

focus on body image from Time 1 to Time 2 (Appearance Orientation). 

However, there were significant interactions noted between gender and time, specifically 

for overweight preoccupation and appearance evaluation. While women did not report any 

significant changes in overweight preoccupation over time, men in Study Two (n = 17) reported 

significant improvements (a decrease) in overweight preoccupation from Time 1 to Time 2 while 
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women did not report significant change. Additionally, men reported improvements in 

appearance evaluation, the tendency to report satisfaction with one’s body image from Time 1 to 

Time 2, while results suggest that there was not a reported change over time reported by women 

from Time 1 to Time 2. Thus, males in the study reported improvements in fear of being 

overweight and less concern about their body appearance supporting the one previous research 

study evaluating differences in body dissatisfaction among male yoga practitioners (Flaherty, 

2014).  

Men in general reported lower overweight preoccupation than women in Study Two, 

supporting previous research that males report lower body dissatisfaction then women (Furnham 

& Calnam, 1998). The original t-test indicating significant decreases in eating disorder 

symptoms over time was not supported by the repeated measures ANCOVA. When controlling 

for BMI and evaluating gender differences, there was no longer a significant change noted in 

disordered eating over time among either gender. However, there was a significant difference in 

eating disorder symptoms reported between men and women. Men reported significantly less 

eating disorder symptoms than women – also corroborating previous research findings 

(Lavender, De Young, & Anderson, 2010). After further evaluating the subscales of the EDE-Q, 

it appears that participants did report less shape concern over time, while men generally reported 

lower shape concern overall.  

 Intriguingly, there were no significant changes over time reported for mindfulness or 

experiential avoidance. Such findings were supported by the t-test and repeated measures 

ANCOVA. This is intriguing since experiential avoidance was negatively correlated with yoga 

self-efficacy at Time 1 and Time 2, body appreciation, and self-compassion and positively 
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related to eating disorder symptoms. Mindfulness was also significantly correlated with self-

compassion, yoga self-efficacy, and body appreciation at both time points. However, it may be 

that mindfulness is a trait that requires greater practice which is often why DBT mindfulness 

skills are repeated twice during the DBT skills course (Welch, Rizvi, & Dimidjian, 2006) or that 

the yoga courses focused less on improvements in mindfulness and more on improving body 

appreciation and self-compassion (asanas). This study did not assess which part of yoga 

participants focused on the most throughout the eight-week period, making conclusions about 

lack of change in mindfulness complicated.  

Participants also did not report significant changes in experiential avoidance from Time 1 

and Time 2. However, experiential avoidance was significantly lower in this sample than in 

eating disorder samples (Juarascio et al., 2013) which may suggest a floor effect. Additionally, 

the Acceptance and Action Questionnaire-II (AAQ-II, Bond et al., 2010) is assigned to address 

general avoidance of aversive stimuli rather than evaluating specific avoidance behaviors, e.g. 

body sensations, body image, and eating behavior. Thus it may be that yoga is only beneficial in 

decreasing specific avoidance behaviors. It is also likely that yoga (or eight weeks of regular 

yoga) does not improve the general tendency to avoid aversive stimuli but rather body-related 

sensations, awareness, etc.   

 Overall, it appears that participants reported changes in self-compassion and yoga skills 

from Time 1 to Time 2. Participants also reported improvements in body appreciation such that 

participants reported feeling greater confidence in their bodies’ abilities and appreciation for 

what their body can do. Yoga also lead to changes in the degree of focus participants reported 

they placed on their bodily appearance (appearance orientation). These quasi-experimental 



	

	 134 

results corroborate correlational findings suggesting that frequency of yoga practice relates to 

improved body awareness, body appreciation, and self-compassion (Daubenmeir, 2005; Gard et 

al., 2012; Mahlo & Tiggerman, 2016). While research suggests that yoga relates to 

improvements in eating disorder symptoms during inpatient treatment (Carei et al., 2010; 

Pacanowski et al., 2017) and outpatient treatment (Hall et al., 2016), the college sample did not 

report significant changes in disordered eating over time, with the exception of body 

dissatisfaction, specifically shape concern and appearance orientation. This partially contradicts 

previous findings that yoga does not lead to changes in body dissatisfaction (Mitchell et al., 

2017). Participants in Mitchell and colleagues’ study (2007) only participated in six weeks of 

yoga, which may suggest that frequency of yoga predicts greater body dissatisfaction changes, 

even among samples at risk for eating disorder symptomology versus clinical samples (Klein & 

Cook-Cottone, 2013; Pacanowski et al., 2017). Men appeared to report more changes in 

overweight preoccupation and body dissatisfaction which provides further support for the 

assessment of yoga as an intervention among males to target body dissatisfaction more 

specifically.  

Also, Study Two participants reported similar eating disorder pathology to community 

samples and lower eating disorder pathology than individuals seeking eating disorder treatment 

who report EDE-Q global scores around 4 (Mond et al., 2004). It may be that there was a floor 

effect and that changes in eating disorder pathology are unlikely in the community sample. 

While there was no comparison to eating disorder samples, researchers have noted significant 

reductions in body dissatisfaction and eating disorder features among participants practicing 

yoga during formal eating disorder treatment (Carei et al., 2010; Hall et al., 2016; McIver et al., 
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2009; Pacanowski et al., 2017). This may also suggest that individuals who are reporting greater 

body dissatisfaction and disordered eating would benefit more from yoga as an intervention than 

individuals who are reported lower levels of distress related to body image and disordered eating 

behaviors. 
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CHAPTER X 

DISCUSSION 

This dissertation had many aims and utilized a two-study design to assess potential 

relationships among variables related to eating disorder pathology, yoga, and body image and to 

address changes in these variables due to regular yoga practice. Study One consisted of 150 

undergraduate women who completed self-report measures evaluating eating disorder pathology, 

body dissatisfaction and appreciation, self-compassion, mindfulness, experiential avoidance, and 

perceived yoga knowledge and skill. Study Two was a quasi-experimental study that recruited 

participants from yoga courses meeting three times a week for 50-minutes over eight weeks. 

Changes in eating disorder pathology, body dissatisfaction and appreciation, self-compassion, 

mindfulness, experiential avoidance, and perceived yoga skill and knowledge were assessed 

from Time 1 to Time 2 (first and last days of class) while controlling for BMI and assessing for 

gender differences.  

Study One provided further support for the relationship between body dissatisfaction and 

eating disorder pathology. Strong positive correlations and regression results indicated that 

participants reporting higher body dissatisfaction, particularly a preoccupation with being 

overweight, body dissatisfaction, and focus on one’s body image, reported greater eating 

disorder pathology (Stice & Shaw, 2002; Fairbun & Beglin, 2008). Body dissatisfaction and 

disordered eating were also related to experiential avoidance, which is a relationship previously 

established in the literature (Della Longa & De Young, 2018; Hayaki, 2009). The tendency



	

	 137 

avoid aversive stimuli (negative emotions, thoughts, or uncomfortable physical sensations) 

significantly predicted body dissatisfaction and eating disorder pathology (Heatherton & 

Baumeister, 1991; Lavender et al., 2009; Jurascio et al., 2013). BMI was also supported as a 

factor that positively relates to eating disorder symptoms (including body dissatisfaction), 

avoidance of aversive stimuli and negatively with self-compassion, and mindfulness. Higher 

BMI was associated with higher reports of eating disorder symptoms, body dissatisfaction, and 

avoidance of aversive stimuli and lower self-acceptance and mindfulness (Kelly et al., 2014). 

Self-compassion was negatively related to disordered eating behaviors and body 

dissatisfaction (Albertson et al., 2014; Breines et al., 2014; Pidgeon & Appleby, 2013; Prowse et 

al., 2013). Participants who reported higher self-compassion reported lower eating disorder 

symptoms including dietary restraint and concern with what they are eating. Participants who 

reported higher self-compassion also reported lower concern and fear of being overweight, less 

focus on the appearance of their body and higher levels of body appreciation. This further 

supported research findings that individuals who report greater self-acceptance report lower body 

image disturbance and eating disorder pathology (Breines et al., 2015; Webb & Forman, 2013). 

Furthermore, individuals who reported greater self- reported less engagement in avoidance of 

difficult or unpleasant feelings, thoughts, and physical sensations, which is a promising and 

novel contribution to the extent literature.  

Mindfulness has been associated with lower eating disordered symptoms, particularly 

binge eating and purging behavior (Lavender et at., 2010). Mindfulness-based treatments have 

also been associated with significant improvements in eating disorder symptoms (Kristeller et al., 

2006) specifically binges. Study One results indicated that mindfulness was positively related 
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with body appreciation and self-compassion supporting previous research suggesting that 

individuals higher in trait mindfulness report less body image perseveration (Pidgeon & 

Appleby, 2014) and negatively related to body dissatisfaction and eating disorder behaviors. 

Mindfulness was also correlated negatively with experiential avoidance which was also expected 

as mindfulness is considered to enable individuals to observe without becoming fused or 

ruminative about the thought, feeling, sensation etc. (Alberts et al., 2012; Baer et al., 2005). 

However, when mindfulness was added to regression analyses with self-compassion included 

(given significant correlation between the variables) self-compassion and not mindfulness 

explained unique variance in explaining eating disorder pathology and body dissatisfaction. 

Study One also suggested a positive relationship between yoga skills, self-compassion, 

and mindfulness such that as one reports higher degrees of mindfulness and self-compassion the 

participants also reported higher yoga self-efficacy. Higher yoga self-efficacy was also related to 

higher body appreciation and negatively related to experiential avoidance. Participants who 

reported greater yoga knowledge and skill reported lower levels of avoidance of aversive stimuli. 

Reported yoga knowledge and skills was also associated with lower eating disorder pathology, 

particularly body image disturbance supporting previous research suggesting that yoga practice 

relates to lower body dissatisfaction and disordered eating (Daubenmeir, 2005; Delaney & 

Anthis, 2010; Gard et al., 2012; Impett et al., 2006; Mahlo & Tiggerman, 2016).  

More specifically, Study One provided support that self-compassion may relate and even 

explain the relationship between body dissatisfaction, specifically overweight preoccupation, and 

eating disorder pathology. Body dissatisfaction often results in significant perseveration about 

one’s body weight and shape and has been associated with depressed mood (Wierdman & Pryer, 
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1999) and disordered eating (Stice & Shaw, 2002). Individuals reporting greater self-compassion 

often report less body shame and fear of loss of control while eating (Breines et al., 2014) and 

less exercise because they are worried about their weight and shape (Magnus et al., 2010) which 

are typically factors exhibited in individuals with eating disorder diagnoses (APA, 2013). Self-

compassion has moderated the relationship between BMI and disordered eating (Kelly et al., 

2014) such that even among individuals with higher BMIs (at greater risk for eating disorder 

symptoms) self-compassion may act as a buffer against this established relationships. Individuals 

with greater self-compassion are less likely to engage in eating disorder behavior, even if they 

are further from the thin idea and reporting body dissatisfaction. This was also noted in Study 

One. Even when BMI explained significant variance in disordered eating and body 

dissatisfaction, self-compassion still contributed significantly in explaining body dissatisfaction 

and disordered eating among the sample of college women. It appears that individuals reporting 

greater overweight preoccupation likely report lower self-compassion and then greater eating 

disorder symptoms as a result. 

Self-compassion may reduce the impact of individuals’ perseveration on weight or shape, 

perfectionism, and self-criticalness and lead to decreases in eating disorder pathology. Indeed, 

early changes in self-compassion have been found to relate to significant decreases in shame and 

more rapid decreases in disordered eating behaviors during eating disorder treatment (Kelly et al, 

2014). Conversely, in the same study, individuals who reported a fear of being self-

compassionate reported significantly greater eating disorder symptoms (Kelly et al., 2014). Gale 

and colleagues (2014) have demonstrated that adding Compassion focused therapy (CFT), a 

therapy that targets self-compassion, to the “gold standard” of eating disorder treatment, 
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Cognitive Behavioral Therapy-Enhanced (CBT-E) relates to significantly improved treatment 

outcomes (Gale et al., 2014).  

Study One also provided further support that experiential avoidance predicts both eating 

disorder symptoms and body dissatisfaction even when accounting for BMI. As such, it supports 

the idea that individuals who are more prone to avoiding aversive stimuli (in the form of 

thoughts, emotions, physical sensations) may be more likely to engage in disordered eating or 

experience body dissatisfaction (Della Longa & De Young, 2018; Hayaki, 2009; Serpell et al., 

1999). Research supports that patient’s diagnosed with eating disorders exhibit extreme 

avoidance behaviors in the form of body avoidance (Shafran et al., 2004), restriction and 

compensatory behaviors because they fear weight gain and experiencing fullness (APA, 2013). 

These behaviors help to maintain the eating disorder through negative reinforcement (Heatherton 

& Baumeister, 1991). Indeed, many researchers have aimed to assess whether exposure to 

interoceptive cues, and other features that patients have avoided (e.g. their body image and fear 

foods) relates to improvements in treatment (Fairburn, 2008; Waller et al., 2007). Self-

compassion also explained the relationship between experiential avoidance and eating disorder 

pathology and disordered eating. Individuals who report greater experiential avoidance will 

likely report less self-acceptance, which contributes to higher levels of eating disorder pathology.   

 Given that self-compassion has also been associated with goal-driven behavior, less 

avoidance, and anxiety-related behavior and less rumination and conversely greater body image 

flexibility (Breines et al., 2014; Neff & Vonk, 2009; Tylka et al., 2015; Schoenefeld & Webb, 

2013), it was also assumed that self-compassion may explain the relationship between 

experiential avoidance and disordered eating and/or body dissatisfaction. Even with BMI as a 



	

	 141 

significant predictor in the relationship, self-compassion was a significant causal factor 

(mediator) noted in the relationship between experiential avoidance and overweight 

preoccupation, experiential avoidance and appearance orientation (body dissatisfaction), and 

experiential avoidance and disordered eating.  

As such, in evaluating how self-compassion may explain the relationship between 

maintenance factors in the transdiagnostic, affect and escape models of eating disorder 

pathology, self-compassion was noted to explain the relationship between the major contributing 

factors in all models (Fairburn, Cooper, & Shaw, 2003; Heatherton & Baumeister, 1991; 

Schmidt & Treasure, 2006; Wildes et al., 2010). This provides further support that designing 

interventions that enhance self-compassion may engender ameliorations in disordered eating and 

body dissatisfaction regardless of whether a CBT, transdiagnostic, or emotion and behaviorally 

focused treatment (DBT) is utilized. Researchers have begun to evaluate this. Kelly and 

colleagues (2014) noted that early changes in self-compassion related to greater reductions in 

shame and eating disorder symptoms during treatment. Furthermore, CFT added to CBT-E lead 

to greater reductions in eating disorder symptoms during treatment than for participants in TAU 

(CBT-E) alone (Gale et al., 2014). Yoga, a mind-body practice that involves listening to one’s 

body, accepting what one’s body can do, and mindfulness may be another approach that may be 

beneficial. Yoga has already been implemented frequently in eating disorder treatment (Frisch et 

al., 2006) and as a prevention method for eating disorder pathology, including body 

dissatisfaction (Cook-Cottone et al., 2008; Mitchell et al., 2007). 

While yoga may be a promising method to decrease body dissatisfaction and disordered 

eating (eating disorder pathology), to date there are only a few empirical studies evaluating yoga 
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as a treatment and prevention method (Carei et al., 2010; Cook-Cottone et al. 2008; Hall et al., 

2016; Impett et al., 2006; McIver et al., 2009; Mitchell et al., 2007; Pacanowski et al. 2017). 

While these studies provided promising results, they did not assess changes in mindfulness, self-

compassion, or experiential avoidance but merely eating disorder symptoms and related 

psychopathology (e.g. depression and anxiety).  

 As such, Study Two was designed to attempt to examine not only if yoga improves body 

dissatisfaction or eating disorder symptoms, but factors that may be the active ingredient in 

facilitating such changes. It was hypothesized that self-compassion, mindfulness, and 

experiential avoidance may be major contributing factors in explaining why yoga main relate to 

changes in body dissatisfaction and eating disorder symptoms during treatment. Study Two 

because it was not an RCT or comparative study was designed not to draw conclusions about 

which variables explained change, but initially just to evaluate which factors change over 8-

weeks of 50-minute yoga courses where participants attended three times a week. Similar to one 

other study assessing changes in self-compassion over time (Gard et al., 2012), Study Two 

provided support that men and women reported significant improvements in self-compassion 

after 8 weeks of regular yoga practice, although the effect was small.  

All participants also reported improvements in body appreciation from Time 1 and Time 

2 suggesting that after eight weeks of yoga participation, individuals reported greater esteem and 

admiration for what their bodies can do. This improvement is promising in that researchers have 

noted that greater appreciation of bodily functions are protective and related to lower body 

dissatisfaction and disordered eating (Frederickson & Roberts; Mahlo & Tiggerman, 2016; Tylka 

et al., 2015).  
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It was important in this study to also ensure participation in the yoga class resulted in 

actual perceived improvement of knowledge and practice of yoga poses. At best, researchers 

have evaluated perceived skill level where participates indicate if they are novice practitioners 

versus experts (Neumark-Sztainer et al., 2011), while most researchers have only assessed the 

frequency or period of time that participants have practiced yoga (Daubenmeir, 2005; Impett et 

al., 2006). This makes drawing conclusions about the benefits of yoga on body dissatisfaction 

and disordered eating difficult. Study One and Study Two included participants who did not 

report very frequent yoga practice which makes assessing whether yoga practice generally 

predicts body dissatisfaction of disordered eating (negatively) difficult. One factor that might 

explain this is that yoga is not a common exercise course offered at gyms in the area and there 

were no yoga studios in the area until 2016 with the first studio opening in East Grand Forks, 

MN. However, Study Two provided evidence that yoga skills and self-efficacy increased from 

Time 1 and Time 2.  

Changes in body dissatisfaction and eating disorder symptoms  upon completion of the 8-

week yoga study were variable and not consistent with research conducted in clinical samples. 

For instance, Carei and colleagues (2010) and Hall and colleagues (2016) noted that individuals 

in inpatient and outpatient treatment reported reductions in eating disorder symptoms using the 

same scale as the current dissertation (EDE-Q). While paired samples t-tests were promising, 

when a repeated measures ANOVA was conducted controlling for BMI and including gender as 

a between factors variable, only appearance orientation changed significantly from Time 1 to 

Time 2 in the current sample. In evaluating changes in the specific factors of the EDE-Q, it 
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appears that shape concern reduced after 8 weeks of yoga in Study Two corroborating findings 

from out outpatient eating disorder sample over a longer period of time (Hall et al., 2016).  

However, women did not report amelioration of overweight preoccupation and 

appearance evaluation over 8 weeks, while the male participants did. There were no significant 

changes in restrictive food intake (restraint), eating concern, and weight concern over the course 

of the 8-week yoga course, although men generally endorsed less eating disorder symptoms – a 

relationship clearly established in previous research (Striegel-Moore et al., 2009; Lavender, De 

Young, Anderson, 2010). Flaherty (2014) reported that men participating in yoga more 

frequently reported lower body dissatisfaction than individuals who were engaging in other 

physical activities or just starting yoga practice. Therefore, further research could evaluate the 

impact of yoga participation and body dissatisfaction and eating disorder behaviors among men.  

Participants did not report any changes in experiential avoidance over the course of yoga 

practice, nor did they report changes in mindfulness. Only one other study has evaluated changes 

in experiential avoidance due to yoga practice in a sample of women veterans seeking treatment 

for PTSD (Dick et al., 2014). Their results also indicated that there were not significant changes 

in experiential avoidance over time. This is intriguing in that yoga is a practice that emphasizing 

a focus on one’s body while engaging in yoga poses in addition to pairing movement with one’s 

breath. However, it is important to note that participants reported lower experiential avoidance 

than clinical patients (Juarascio et al., 2013), which may suggest there was a floor effect. 

Furthermore, it may be that yoga does not improve experiential avoidance generally, but may 

improve specific avoidance behaviors related to body image or eating disorder symptoms not 

assessed by the Acceptance and Action Questionnaire-II (AAQ-II; Bond et al., 2011). For 
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instance, Rani and Rao (1994) provide support that yoga practice leads to greater body 

awareness and attunement. Regardless, the results suggest that experiential avoidance did not 

significantly improve over the eight weeks of yoga practice.  

The fact that there were no significant changes in mindfulness over time was more 

surprising given that yoga was expected to improve mindfulness as well and is a practice that is 

associated with improvements in yoga in many studies (Field, 2011; Rani & Rao, 1994; Salmon 

et al., 2009). Indeed, other interventions incorporating yoga for 8 weeks have indicated changes 

in mindfulness using the same measure (Curtis, Osadchuk, & Katz, 2011) in clinical and non-

clinical samples (Saucer-Zavala, Walsh, Eisenhohr-Moul, & Lyskins, 2013). It may be that these 

yoga courses focused more on asana practice versus mindfulness or that participants enrolled 

were less focused on learning mindfulness versus the physical components of yoga practice. 

However, participants did report greater yoga self-efficacy on the Yoga Self-Efficacy Scale 

(YSES; Birdee et al., 2015), which assesses changes in breath, ability to focus one’s mind, and 

meditate.  

Men and women equally reported significant improvements in self-compassion and body 

appreciation from Time 1 to Time 2. Participants reported that they were more accepting of 

perceived flaws and reported a greater tendency to be kind towards themselves, acknowledge 

that others may experience similar distress, and respond without judgment while trying to remain 

present and connected with the current moment. Additionally, participants reported significant 

improvements in perceived yoga skills and knowledge. These results are promising since they 

provide some support that participants were engaged, participated in courses, and contribute to 
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some confidence that participation may relate to other changes in variables such as self-

compassion, body appreciation, and appearance orientation. 

Given the lack of changes from Time 1 to Time 2 in experiential avoidance, eating 

disorder behaviors, and some body dissatisfaction factors that related to Study One, further 

mediation analyses were not addressed at Study Two to address longitudinal causal explanations. 

The only significant changes over time in body dissatisfaction that were noted for both genders 

was appearance orientation, which was the one mediation analysis that was not significant. As 

such, it is unclear whether improvements following 8 weeks of yoga in self-compassion and 

body appreciation will eventually causally lead to changes in disordered eating or other body 

image factors through a reduction in experiential avoidance in a college (at risk) sample.  

Regardless, the results of Study Two suggest that yoga is not detrimental as there were no 

changes towards greater eating disorder pathology noted over time. Study Two results somewhat 

contradict the findings by Mitchell and colleagues (2009) who also used a college sample. In 

comparing a dissonance-based body image group to a yoga group, Mitchell and colleagues 

(2009) only noted significant changes in body image disturbance in the dissonance-based body 

image group and not the yoga or control group. Researchers (Klein & Cook-Cottone, 2013; 

Pacanowski et al., 2017) claim that the lack of changes may have resulted from a dosage effect 

since the study had participants practice yoga only once a week for six weeks. In Study Two, 

participants practiced yoga three times a week for eight weeks. While there were no significant 

changes in disordered eating, participants reported greater body appreciation and improvements 

in shape concern. Individuals also reported decreased focus and attention on looks over time 

(appearance orientation). However, only male participants reported decreases in overweight 
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preoccupation and appearance evaluation from Time 1 to Time 2. Therefore, results are mixed 

but support claims that minimal findings in amelioration of body dissatisfaction in Mitchell and 

colleague’s research (2009) may have resulted from a dosage effect (Klien & Cook-Cottone, 

2013; Pacanowski et al., 2017).  

Study Two is one of the first studies to assess change in positive or protective factors of 

body dissatisfaction and disordered eating (self-compassion, mindfulness, and experiential 

avoidance) and the first to include males in the repeated measures design. Furthermore, it is also 

one of the first few studies to assess participants’ perceptions of changes in yoga skills and 

knowledge over time. Many of the studies assumed that changes (even when conducting RCTs) 

were related to the yoga condition without addressing perceived competence or understanding of 

yoga (Carei et al., 2010; Hall et al., 2016; Mitchell et al., 2006; Pacanowski et al., 2017). In sum, 

Study Two provided some support for the use of yoga as a method of improving body image 

related factors as a preventative method among college students. Yoga practice over eight weeks 

was associated with amelioration in body appreciation and self-compassion as well as perceived 

yoga skills and knowledge self-compassion and body appreciation, which are both factors 

associated with eating disorder pathology and body dissatisfaction (Breines et al., 2014; Kelly et 

al., 2014; Wasylkiw et al., 2012). Additionally participants reported lower concern with their 

body shape (shape concern) and focus on body image (appearance orientation) supporting 

previous findings among patients in treatment for eating disorders attending yoga courses once a 

week (Hall et al., 2016). However, participants did not report changes in eating related factors 

associated with eating disorder pathology (restraint or eating concern). Intriguingly male 

participants reported significant changes in overweight preoccupation and body dissatisfaction 
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from Time 1 to Time 2 (although the sample was small) suggesting that yoga may be particularly 

beneficial as a preventative method in college males. 

Limitations 

While, there was an emphasis on statistically sound analyses, study design, and planned 

recruitment, there were several limitations that impacted the interpretability, generalizability, and 

overall quality of the current dissertation. For one, there was an uneven number of men and 

women in each study making it difficult to assess gender differences in Study One (89.9% were 

women) and Study Two (75.9%). This resulted in the exclusion of men in Study One which 

makes it difficult to conclude that the mediations noted in Study One are applicable among 

males. As such, it is only possible to conclude that self-compassion explains the relationship 

between body dissatisfaction and disordered eating or experiential avoidance and eating disorder 

pathology in women. It is only possible to conjecture that improving self-compassion would be 

beneficial for women.  

An additional limitation to Study One is that mindfulness was not included as concurrent 

or independent mediator in the model. While a preliminary analysis indicated that mindfulness 

and self-compassion predict each other, and that only self-compassion was a significant predictor 

of eating disorder symptoms or body dissatisfaction with mindfulness also included in the 

regression, it may have been beneficial to run separate mediations evaluating mindfulness as a 

mediator excluding self-compassion. However, correlations in Study One also suggested that 

there was a stronger relation between self-compassion, body dissatisfaction and eating disorder 

symptoms than mindfulness with each dependent variable in the mediation analyses.  
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In Study Two, there were more limitations in terms of the complications related 

recruitment and due to the repeated measures design. Some of these limitations relate to lost 

data. Some participants (n = 3) did not appear to remember the “password” identifiers they chose 

at Time 1 to Time 2. For these three participants, matches were made when comparing 

handwriting and noting at least one matching password. Two research assistants and the 

researcher agreed on all three matches (100%). Furthermore, some participants were absent on 

participation days making it more difficult to obtain full participation. As noted in Table 11, 83 

participants fully completed Time 1 and Time 2 while 20 participants (27%) of the total sample 

(n = 103) only completed one Time point. Eighteen participants (16%) only completed Time 1 

and twelve participants (11%) only completed Time 2. While there were minimal differences 

between individuals who did not complete the study, there were some missing demographics 

data making it impossible to fully conclude that there were not group differences between 

completers and non-completers. 

BMI was a significant variable relating to self-compassion, body dissatisfaction, eating 

disorder symptoms, experiential avoidance, mindfulness, and body appreciation. In Study Two, 

participants only completed information about their weight and height at Time 1. This may make 

drawing conclusions based on changes over time less clear as some of the changes may have also 

related to changes in BMI. However, it is unlikely that participants’ BMI changed drastically 

between the 8-week period from Time 1 to Time 2.  

Furthermore, two instructors taught the yoga courses as it was difficult to recruit the 

required number of participants from just one instructor (and only one course). As such analyses 
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comparing differences between instructor were necessary and fortunately led to no statistically 

different results (ps > .05) in any of the dependent or independent variables. 

Additionally, change was established through a within factor design. It is difficult to 

establish whether such changes were related to the yoga course or time since a control condition 

was not included in the sample. Future studies should include a control sample or a treatment 

group engaged in a different activity (dissonance based body image group) or different 

Kinesiology course meeting at the same frequency. 

Furthermore, the research was done in a non-clinical sample. While this research is 

imperative to understanding whether yoga is potentially beneficial as a preventative measure, 

participants self-selected to take yoga courses and were willing to practice yoga. While there are 

many reports that individuals in eating disorder treatment enjoy yoga (Braun, Siegel, & Lazar, 

2016) the comparison between clients seeking treatment for eating disorders and at risk sample 

may not be equivalent. However, yoga practice is continuously increasing and individuals 

reporting body dissatisfaction and disordered eating are often interested in exercise, which may 

support similar level of interest (Neumark-Sztainer et al., 2011). Furthermore, Study One and 

Two utilized non-clinical samples who reported lower body dissatisfaction, disordered eating, 

experiential avoidance than clinical samples (Lavender, De Young, & Anderson, 2010; Mond et 

al., 2010; Juarascio et al., 2013). Floor effects may have impacted why there were not significant 

changes in disordered eating or some aspects of negative body image. It may be that yoga is most 

beneficial in improving eating disorder pathology when it is run conjointly with treatment, with 

individuals reporting greater eating disorder pathology and distress, or with individuals who are 

comrades and supportive of one another. However, in the study by Hall and colleagues (2016), 
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participants went to courses of their choosing and with many yoga participants not seeking 

treatment for eating disorders. 

Future Directions 

Future research should compare yoga courses with other athletic courses to assess 

whether changes in body appreciation, self-compassion, etc. occurred because of yoga versus 

exercise alone. Deconstructive studies should assess which factors of yoga are most essential to 

engendering change (e.g. breathing, mindfulness, instructor’s discussion on self-acceptance, 

yoga poses) or whether the combination of all of such factors is essential, similar to research 

conducted assessing CBT and behavioral activation.  

It would be beneficial to standardize yoga protocol in order to control for external factors 

as did Pacanowski et al., (2017) although Hall et al. (2016) noted changes with participants 

engaging in different yoga courses without standardized format. Other beneficial research would 

include assessing body image, self-compassion, mindfulness in instructors versus students to 

assess whether teaching yoga and being more skilled relates to the established differences in self-

compassion, body appreciation, etc. It may be important to understand the body image and eating 

patterns of instructors as they often lead the classes and can impact students with their oral 

discussions during the course. Conducting a treatment acceptability studies would also be 

beneficial in evaluating whether to include yoga as a method for preventing eating disorders and 

body dissatisfaction or as an adjunct to eating disorder treatment.  There is minimal data about 

how individuals seeking eating disorder treatment or in prevention groups perceive yoga. While 

research suggests that there are many eating disorder facilities that offer yoga, it would also be 

advantageous to resurvey treatment centers about the amount of yoga offered in programs given 
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that the last research study documenting the use of yoga as an adjunct to treatment was published 

in 2006 (Frisch et al., 2006). 

While Pacanowski and colleagues (2017) and Carei et al. (2010) noted that there were 

state changes in mood and observed anxiety, the current research study assessed changes in trait-

based behaviors and self-perception. Participants did not participant in yoga on days that the 

assessments were provided (Time 1 and Time 2). It may be beneficial to assess state based 

changes in non-clinical samples as well to obtain a broader understanding of the benefits of yoga, 

especially given the increase in yoga practice in the United States (. 

Conclusions 

In sum, this research provides support that self-compassion and body appreciation are 

factors that are negatively related to eating disorder pathology and positively related to yoga 

skills and mindfulness. The research also provides support that experiential avoidance predicts 

eating disorder pathology and body dissatisfaction and likely explains lower self-compassion 

which in turn may increase body dissatisfaction and disordered eating. This study provides some 

support for the inclusion and focus on self-compassion as a factor contributing to improvements 

in eating disorder pathology, particularly with body dissatisfaction and preoccupation with 

weight, although the generalizability of the findings from this study may be limited to college 

students. Making conclusions that yoga is a beneficial adjunct to eating disorder treatment is not 

feasible given the non-clinical sample. However, participants did report significant amelioration 

in self-compassion, body appreciation, yoga self-efficacy, less perseveration over body image 

(appearance orientation) and shape concern over 8 weeks of yoga, although effect sizes were 

small. Regardless, this study provides further support for research on the benefits of yoga 
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practice as a prevention measure or adjunct to eating disorder treatment. No detrimental changes 

were noted as a result of yoga practice (e.g. increased body dissatisfaction or disordered eating). 

Additionally, participants reported some promising improvements in body appreciation, self-

compassion, perceived skills and knowledge of yoga, and decreases in shape concern from the 

first to last day of yoga. 
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APPENDIX A 
Demographics Questionnaire 

 
1. What is your date of birth? (MO/DAY/YEAR)  
2. What is your current age?     
3. What is your gender?     
4. What is your ethnicity?     
5. What is your sexual orientation?     
6. What year are you considered in school? (Please circle one)  

a. Freshman  
b. Sophomore  
c. Junior  
d. Senior  
e. graduate student   
f. other  

7. Have you ever been diagnosed with an eating disorder? (Please circle): YES NO  
a. If yes, which disorder?  
b. What was the duration of your eating disorder?  

8. Are you currently diagnosed with an eating disorder?  
a. If yes, which disorder?  
b. What was the duration of your eating disorder?  

9. What is your current height? feet inches  
10. What is your current weight? pounds  
11. Have you ever practiced yoga before? (Please circle): YES NO  

 
If you circled “YES,” please answer questions12-20. If you circled, “NO,” please answer 
21-23. Everyone will complete questions 24-31.  

If Yes:  
 

12. For how many years have you been practicing?     
13. What kind of yoga have you practiced?     
14. How many hours a week during the past month have you been practicing yoga? ________  
15. What do you like best about yoga     

  .  
16. What do you like least about yoga     

  . 
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17. How many days do you engage in yoga a week on average (in the past month? (Please 
circle): 1 2 3 4 5 6 7  

18. In the past month, how many hours a week did you practice yoga (on average)? ______ 
hours  

19. What types of yoga do you participate in? (Circle all that apply)  
Ashtanga     Flow        Jivamukti       Prenatal Viniyoga    Pilates  
Anusara      Forrest Kripalu   
Bikram        Iyengar   Kundalini      

Restorative      Vinyasa/Power   
Sivananda  Yin  

Other: _______  

 
20. On a scale from 0 to 10, 0= not at all, 10= a lot, how much do you enjoy the practice of 

yoga?   . 
	
If	NO:	

21. Why haven’t you practiced/tried yoga?    
  . 

22. How likely are you to try yoga if someone offered to pay for a class on campus (0 = not at 
all, 10 = definitely likely)?  . 

 
EVERYONE: Please respond to all questions below.  

 
23. How many days do you engage in physical activities a week on average? (Please 

circle): 1 2 3 4 5   6 7 
24. In the past month, how many hours a week did you exercise (on average)?

 hours 
25. Please circie: This is: 

a. Much more than usual 
b. More than usual 
c. About the same 
d. Less than usual 
e. Much less than usual 

26. What forms of exercise do you participate in?  
_______________________________________________________________________. 

27. What medication are you taking?    
28. What is your major in school?  . 
29. On a scale from 0 to 10, how would you rate your general level of anxiety? (0 = none at 

all, 10 = the most you could have).  . 
30. On a scale from 0 to 10, how would you rate your general mood from 0 being really 

depressed and poor motivation to 10, being rarely upset and usually content  . 
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31. On a scale from 0 to 10, (0=none at all, 10=teacher level), how would you rate your 
knowledge about yoga currently?  .
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APPENDIX B 
Post-Yoga Questionnaire 

 
1. How many days do you engage in physical activities (exercise) a week on average (over 

the past 8 weeks)? (Please circle): 1  2  3  4  5  6  7 
 

2. In the pasts eight weeks, how many hours a week did you exercise (on average)? _____ 
 

3. What forms of exercise did you participate in over the past 8 weeks? (List all) 
 

4. What medications are you taking? 
 

5. After completing the yoga course, how likely are you to continue to practice yoga? 
a. Definitely not going to practice 
b. Most likely not going to practice 
c. Probably not going to practice 
d. Neutral 
e. Probably will practice 
f. Most likely will practice 
g. Definitely will Practice 

 
6. How would you rate your professor’s knowledge of yoga (0 = no knowledge at all, 10 = 

most knowledge)? __________. 
 

7. How much did you enjoy class (0 = not at all, 10 = the most possible)? __________ 
 

8. What did you sign up to take yoga at the University of North Dakota (e.g. it worked with 
your schedule, recommendation from a friend, curious about yoga?) ________________     
_______________________________________________________________________. 

 
9. Who was your teacher? ______________________________________________ 

 
10. How often would you seek out information about yoga outside of class?  

a. Not at all 
b. Seldom/Rarely 
c. Sometimes 
d. Often 
e. A lot 

 
11. What were some things that you gained from practicing yoga? (Please be as detailed as 

possible). 
 
 

12. What did you not enjoy about yoga? (Please be as detailed as possible).
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13. How likely are you to recommend this course to a friend/peer? (0 = not at all, 10 = 

definitely)? ______________ 
 

14. How many classes did you miss? ____________ 
 

15. What grade do you expect to get for the class? _____________ 
 

16. On a scale from 0 to 10, how would you rate your general level of anxiety over the past 
month (0 = none at all, 10 = the most you could have). __________ 

 
17. On a scale from 0 to 10, how would you rate your general mood over the past month (0 = 

really depressed, 10 = rarely/never upset). __________
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APPENDIX C: 
PARTICIPANT PASSWORD/IDENTIFIES 

TIME 1: 
This study is a 2-part study. Agreeing to participate in one part does not require you to participate in the 
other. However, in order to track participants and make your responses as confidential as possible you will 
respond to 3 “Security questions” that will be used as a way to identify your responses. Please mark one 
answer for each question below that you will remember for both parts. Please try to remember these since 
you will be asked these questions again at the end of the study.  

  
  

1. The name of the street that I grew up on     
  
  

  
2. Favorite Pet’s name  .  

 
 

3. Favorite teacher in school  .  
 
 
TIME 2: 
This is part 2 of the study. You may have participated in part 1, in which you answered these 
three questions before. Please fill in the answers you used for part 1. This helps us identify your 
previous responses without identifying your identity. If this is the first time you are seeing this, 
please answer these questions. 
 
 

1. The name of the street that I grew up on _________________________________ 
 
 

 
2. Favorite Pet’s name __________________. 

 
 
 

3. Favorite teacher in school ________________________ 
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