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Abstract

Background: Yoga is a popular adjunct therapy for eating dis-
orders (EDs). A systematic review and synthesis of the yoga lit-
erature is needed to guide treatment recommendations and
future research. This article provides a review of studies that
used yoga for preventing and treating EDs. Method: Databases
were searched for peer-reviewed articles about yoga practice
and ED symptoms and correlates. Results: Of the 14 articles
reviewed, 40% used cross-sectional designs to examine risk and
protective factors for EDs among yoga practitioners, and 60%
used longitudinal designs to assess the effectiveness of yoga
interventions for preventing and treating EDs. Yoga practition-
ers were reported to be at decreased risk for EDs, and ED risk
and symptoms were reduced or unchanged after yoga interven-
tions. Conclusions: Well-controlled studies are needed to
understand whether the positive effects of yoga on ED symp-
toms and correlates are related to the type of yoga practiced, the
amount/frequency of practice, and/or other variables.
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Eating disorders (EDs) comprise a class of psychopathology
marked by problematic food-related attitudes, emotions, and
behaviors (National Eating Disorder Association, 2012). They
are diagn osed using the American Psychiatric Association’s
(APA) Diagnostic and Statistical Manual of Mental Disorders
(DSM). The DSM fourth edition includes three categories of
EDs: (a) anorexia nervosa (AN; refusal to ma intain recom-
mended body weight), (b) bulimia nervosa (BN; a cycle of binge
eating and compensatory behaviors), and (c) EDs not otherwise
specified (EDNOS; APA, 2000). Binge eating disorder (BED) is
a type of EDNOS marked by the binge eating associated with
BN but without compensatory behaviors. The search for effec-
tive ED interventions is ongoing; EDs were introduced relative-
ly recently in the DSM third edition, and currently recom-
mended treatments are only moderately effective (APA, 1980;
Crow & Nyman, 2004). Of the 14 million Americans suffering
from AN or BN, 2.8 million will never fully recover and 400,000
will die prematurely from ED-related causes (APA, 2000; Keel
& Brown, 2010; Steinhausen & Weber, 2009). This article pro-

vides a systematic review of the extant literature regarding yoga
in the context of EDs, with the intention of encouraging empir-
ically rigorous research regarding the use of yoga interventions
for individuals with EDs.

Yoga is increasingly recommended and implemented to
address ED concerns (Boudette, 2006; Douglass, 2009). It can
feasibly be integrated into currently recommended treatments
and used as a mind-body practice to improve conditions char-
acterized by a disordered mind-body relationship. Yoga has
been recommended to address ED symptoms and correlates or
the risk, protective, and maintenance factors implicated in the
etiology and maintenance of EDs (see Stice, 2002, for a review).
Outside of the context of treating EDs, yoga practice has been
shown to improve self-esteem and body awareness, two ED
protective factors (Elavsky & McAuley, 2007; Littleton &
Ollendick, 2003; Myers & Crowther, 2008; Rani & Rao, 1994).

EDs often co-occur with anxiety, depression, obsessive-
compulsive disorder, and posttraumatic stress disorder (Altman
& Shankman, 2009; Brewerton, 2007; Hudson, Hiripi, Pope, &
Kessler, 2007; Polivy & Herman, 2002). In samples without EDs,
yoga has been shown to have therapeutic effects on these con-
ditions (Brown & Gerbarg, 2005; Ross & Thomas, 2010;
Shannahoff-Khalsa, 2004; Uebelacker et al., 2010). Given the
association between yoga practice and improvements in comor-
bid symptoms and disorders, yoga is a viable option to address
food-related and body image concerns (see Douglass, 2011)
and is increasingly considered to be an adjunct therapy for indi-
viduals with EDs.

Although yoga has been integrated into ED treatment for
many years, empirical data regarding the effectiveness of this
approach are in the formative stages. Nevertheless, it is impor-
tant to review and synthesize what is known about yoga as a
potential adjunct treatment for EDs to guide treatment recom-
mendations and to identify future directions for research. In
this article we systematically review, summarize, and synthesize
the existing empirical literature about the use of yoga in the
context of EDs. Limitations regarding the current evidence base
are examined and suggestions for further study are offered.

Methods

Electronic Searches
Peer-reviewed articles published since 1980, when EDs were
identified as a diagnostic category in the DSM, were searched in

December 2012. Databases used included PsychINFO,
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PsychARTICLES, Psychological and Behavioral Sciences
Collection, Alt HealthWatch, MEDLINE, and CINHAL Plus.
Searches used the key term yoga in combination with each of
the following keywords: eating disorders, disordered eating, and
body image. References from selected articles were also
explored.

Article Selection

In our search, 115 unique citations were identified.
Corresponding titles and abstracts were reviewed to assess rel-
evance. Methods sections were examined to ensure that two
inclusion criteria were met: (a) study methodology explored at
least one yoga element (i.e., breath manipulation [pranayamal,
physical postures [asana], relaxation, and meditation;
Anderson & Sovik, 2008), and (b) data were collected about at
least one ED outcome. Studies that met inclusion criteria were
reviewed regardless of research design.

Investigations using mindfulness-based therapies for eat-
ing and other disorders (e.g, Dialectic Behavior Therapy,
Mindfulness-Based Eating Awareness Training) were excluded
from our review. These practices emphasize awareness training
and may incorporate breath work, relaxation, formal medita-
tion, and cognitive-behavioral interventions, but they are not
labeled or presented to consumers as “yoga” Consequently,
they were viewed as qualitatively distinct programs that have
been reviewed previously (see Wanden-Berghe, Sanz-Valero, &
Wanden-Berghe, 2011).

Fourteen studies were considered for this review on the
basis of the above-referenced criteria.

Data Collection

Sample characteristics, type and dosage of yoga, ED-related
outcomes, and methodology were evaluated for each study.
Reviewer bias was reduced, and study quality was determined
by following the PRISMA Group’s and Jadad et al’s (1998) rec-
ommendations for methodologically rigorous reviews. Each
author and a graduate student independently scored each of the
14 studies by using Sackett’s Levels of Evidence, a categorization
system for evaluating the quality of research. Levels range from
1 to 5 and signify high to low methodological rigor. Levels cor-
respond with the following study designs: Level 1, randomized
controlled trials (RCTs); Level 2, low-quality RCTs and individ-
ual cohort studies; Level 3, case-controlled studies; Level 4, case
series and poor-quality case-control studies; and Level 5, expert
opinion. Specifiers “A” or “B” accompany Levels 1 to 3 to distin-
guish systematic reviews and original studies, respectively.
Sackett’s original levels do not specifically classify cross-sec-
tional designs. This review classified cross-sectional research as
Level 4, considering that these designs provide stronger evi-
dence than expert opinion but are less methodologically rigor-
ous than case-controlled and longitudinal designs.

Revi ewers record ed whe ther each study reported (a) appro-
priate random assignment, (b) thorough desc ription of blinded
outcome assessment, (c) sample size justification (statistical
power), (d) adequate desc ription and acceptable levels of attri-
tion, (e) an intention-to-treat analysis, (f) acceptable treatment
adherence, (g) intervention manual/ protocol, (h) measured and

adequate treatment integrity, (i) well-descrbed outcome meas-
ures, and (j) acceptable reliability. Reviewers compared inde-
pendent assessments of these me thodological characteristics
and discussed inconsistencies until consensus was reached.

Results

Study characteristics are delineated and findings are explicated
according to outcome type. Study characteristics and method-
ological rigor are then summarized. These data are detailed in
Tables 1 and 2, respectively. Note that in Table 2 studies are
organized based on research design: cross-sectional designs or
longitudinal designs examining a researcher-manipulated yoga
intervention.

Methodology of Reviewed Studies

Studies were assigned Sackett Levels of either 4 or 2B, indicative
of low and moderate methodological rigor, respectively. It is
important to note that several of the studies that met criteria for
Sackett’s Level 2B varied substantially in terms of methodolog-
ical rigor (see Table 1). Therefore, it is recommended that Table
2 be used for a more detailed explication of research design.

Level 4 studies. These studies include cross-sectional
investigations of yoga practitioners’ ED-related characteristics
and do not involve administration of a proscribed yoga inter-
vention (Daubenmier, 2005; Delaney & Anthis, 2009; Dittmann
& Freedman, 2009; Neumark-Sztainer, Eisenberg, & Loth, 2011;
Prichard & Tiggemann, 2008; Zajac & Schier, 2011). One study
used correlational analyses (Prichard & Tiggemann, 2008). The
remaining five cross-sectional studies used a between-subjects
design in which yoga practitioners were compared with indi-
viduals who did not practice yoga or practiced a different type
of yoga (Daubenmier, 2005; Delaney & Anthis, 2010; Dittmann
& Freedman, 2009; Neumark-Sztainer et al., 2010; Zajac &
Schier, 2011).

Level 2B studies. These studies include longitudinal inves-
tigations in which a yoga-based intervention was administered
as prevention or treatment for EDs or ED-related factors (Carei,
Fyfe-Johnson, Breuner, & Brown, 2010; Cook-Cottone, Beck &
Kane, 2008; Cook-Cottone, Jones, & Haugli, 2010; Dale et al.,
2009; Mclver, O’Halloran, & McGartland, 2009; Mitchell,
Mazzeo, Rausch, & Cooke, 2007; Scime & Cook-Cottone, 2008;
Scime, Cook-Cottone, Kane, & Watson, 2006). Four of these
studies used an uncontrolled within-subjects approach in
which all participants received yoga instruction and their base-
line and postintervention ED characteristics were compared
(Cook-Cottone et al., 2008; Cook-Cottone et al., 2010; Dale et
al., 2009; Scime et al., 2006). Another study used a poorly con-
trolled quasiexperimental design with an untreated comparison
group (Scime & Cook-Cottone, 2008). Three Level 2B studies
included random assignment to yoga treatment and control
groups and baseline and postintervention between-groups
comparisons (Carei et al., 2009; Mclver et al., 2009; Mitchell et
al., 2007). Several of these studies had one or more minor
methodological flaws, including poorly described method of
randomization, no intention-to-treat analysis, and no interven-
tion manual (see Table 1).
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Yoga types. All studies included asana practice, but most
did not specify whether other elements of yoga were practiced
(e.g., pranayama, meditation). Participants engaged in an array
of yoga styles. Unspecified or mixed forms of yoga were prac-
ticed in 36% of the studies (Delaney & Anthis, 2010; Dittmann
& Freedman, 2009; Neumark-Sztainer et al., 2010; Prichard &
Tiggemann, 2008; Zajac & Schier, 2011), and one study com-
bined yoga practice and Pilates (Neumark-Sztainer et al., 2010).
Hatha yoga was practiced in 29% of studies. The remaining arti-
cles either did not report a specific yoga style (7%; Mclver et al.,
2009) or used one of the following traditions: Iyengar or
Ashtanga (7%), Forrest (7%), Integral (7%), and Viniyoga (7%).

Yoga dosage. The duration and frequency of yoga prac-
ticed (dosage) varied across studies. Average time spent practic-
ing yoga per week ranged from 25 to 300 minutes. Most yoga
sessions ranged from 45 to 120 minutes. Administered yoga
interventions lasted 8 to 12 weeks, with the exception of one
that entailed 1,170 minutes of practice during the course of a 6-
day workshop (Dale et al, 2009). Yoga sessions were generally
offered 1 time per week except in one study that involved twice-
weekly yoga instruction (Carei et al., 2009). Two studies did not
report yoga dosage (Dittmann & Freedman, 2009; Zajac &
Schier, 2011).

Study Outcomes

The following subsections present each study and correspon-
ding results grouped by ED risk or protective factors, and symp-
toms.

Body dissatisfaction. Negative body image has consistent-
ly been identified as a risk and maintenance factor for EDs
(Stice, 2002). It often triggers dieting, which has causal implica-
tions for pathological eating. ED prevention and treatment
efforts often aim to improve body satisfaction (Littleton &
Ollendick, 2003). Nine studies have considered whether body
image concerns are differentially related to engagement in yoga
versus other forms of physical activity, as well as why individu-
als select particular forms of exercise.

Zajac and Schier (2011) surveyed adult female yoga (type
unspecified) and aerobics practitioners in Poland (yoga, n = 30;
aerobics, n = 40) and Canada (yoga, n = 30; aerobics, n = 38) to
assess body image distress and motivation for exercising by
using a cross-sectional design. Participants were recruited from
yoga studios and fitness centers. Comparisons of Polish and
Canadian yoga and aerobics practitioners revealed that Polish
yoga practitioners had significantly lower average body image
distress scores than did Polish aerobics practitioners and
Canadian yoga or aerobics practitioners. Canadian yoga practi-
tioners had comparatively but not significantly lower body
image distress ratings than did their aerobics-practicing coun-
terparts. Correlational analyses found that yoga practitioners
were less motivated by weight management and more motivat-
ed by health/stress management than were aerobics practition-
ers, regardless of nationality.

Daubenmier (2005) used a cross-sectional design to com-
pare body image ratings among yoga practitioners (n = 51), aer-
obics practitioners (n = 45), and those who did neither yoga nor
aerobics (n = 51). Participants were asked to complete surveys

regarding their physical activity and ED characteristics. Yoga
practitioners reported engaging in an average of 300 minutes of
Iyengar or Ashtanga yoga per week for approximately 6 years.
Aerobics practitioners participated in 45- to 60-minute step
classes for roughly 6 years. Yoga practitioners were found to
have higher levels of body satisfaction than any of the other par-
ticipants, and more yoga experience was associated with higher
body satisfaction.

Dittman and Freedman (2009) assessed whether the asso-
ciation between yoga practice and ED risk factors is influenced
by motivation for practicing. This cross-sectional study sur-
veyed female yoga practitioners about their reasons for doing
yoga and their experience of ED factors. Participants reported
practicing an unspecified amount of various types of yoga at
least 1 time per week. They were classified as having spiritual (n
= 99) or physical/appearance motivations (n = 30). The overall
sample exhibited high levels (scores > 3 on a 1-5, low-high
Likert scale) of body satisfaction. Spiritually motivated practi-
tioners reported higher levels of body satisfaction than did
those with physical motivations. Many participants in this sam-
ple were experienced practitioners with practice histories rang-
ing from 4 to 40 years (average = 12 years).

Other research suggests that type of yoga practiced is
important (Delaney & Anthis, 2010). Distinct schools of yoga
are thought to differentially emphasize elements of yoga prac-
tice and philosophy, with some forms of yoga being character-
ized by fast movements synchronized with breath (e.g.,
Vinyasa) and others by postures being held for longer periods
of time (e.g., Hatha).

Delaney and Anthis (2010) conducted a cross-sectional
survey of female yoga practitioners to assess whether different
types of yoga vary in their therapeutic utility for those with ED
concerns. Participants were classified as having a low (n = 42),
medium (n = 30), or high (n = 20) level of emphasis on the
mind-body relationship with respect to which yoga classes they
attended. High mind-body classes tended to be physically
demanding, requiring precise control of the body, and included
emphasis on the nonphysical self through activities such as
studying yogic texts. These classes included Jivamukti,
Ashtanga, Kripalu, Iyengar, and Kundalini traditions. The
medium mind-body category consisted of lower physical
demand, less intense spiritual elements, and an emphasis on
breath, and included only Hatha yoga. The low mind-body
group focused on asana and poses and minimized spiritual ele-
ments. The authors described these classes as those typically
taught in health clubs, including Vinyasa, Power Vinyasa,
Gentle Yoga, Yoga Sculpt, and Bikram Yoga.

Participants reported yoga practices ranging from 207 to
253 minutes per week and had practiced for 6.64 to 9.57 years.
Those in the medium and high mind-body groups reported
higher levels of body awareness and body part satisfaction,
compared with those in the low mind-body group, with differ-
ences between the medium and low groups being statistically
significant. It is unclear why high mind-body yoga was associ-
ated with slightly less body satisfaction compared with medium
mind-body yoga. The small group size and the coding of class
type using class descriptions rather than direct observation of

classes decreased the ability to detect meaningful effects.
www.JAYT.org
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Although these studies suggest that yoga practitioners are
relatively satisfied with their bodies, it is unclear whether yoga
practice or other extraneous variables may be responsible for
these effects. A longitudinal study of diet, exercise, and related
outcome variables (Project Eating and Activity in Teens and
Young Adults IIT) found female yoga/Pilates practitioners and
nonpractitioners to be equally dissatisfied with their bodies,
after controlling for body mass index (BMI) and physical activ-
ity level (Neumark-Sztainer et al., 2010). Participants were
grouped based on whether they reported participating in yoga
and/or Pilates at least 1 time per week (practitioners, n = 274;
nonpractitioners, n = 2,013). Practitioners were predominantly
female (81%) and practiced an average of 122 minutes of
unspecified forms of yoga/Pilates per week. Considering yoga
and Pilates practitioners together is problematic, however,
because they are distinct practices (Kristal, 2009).

Several longitudinal studies of yoga-based interventions
have also been conducted. A multicomponent ED prevention
program involving 8 to 12 weekly sessions of Hatha yoga (45
minutes long), psychoeducation, journaling, and group discus-
sion has been the subject of several pre-post intervention eval-
uations. The first found that fifth-grade females (n = 45)
recruited from public schools in western New York reported
significantly lower levels of body dissatisfaction following 10
weeks of the program (Scime et al., 2006). This finding was
replicated in a sample of fifth-grade females that included
minority (n = 25) and White participants (n = 25) matched on
the basis of BMI and socioeconomic status (Cook-Cottone et
al., 2010). These findings were supported by a study in which
outcomes of intervention participants (n = 75) were compared
with those of untreated controls (n = 69). Significant pre- to
posttest decreases in body dissatisfaction were also found when
an 8-week version of the program was used as relapse preven-
tion for ED outpatients (N = 24) recruited from local ED treat-
ment providers (Cook-Cottone et al., 2008).

Mitchell et al. (2007) recruited a sample of college women
to explore the impact of yoga on body image and other ED out-
comes. Women dissatistfied with their bodies were randomly
assigned to 1 of 3 groups: integral yoga (n = 33), cognitive dis-
sonance discussion (n = 30), or no treatment (n = 30). The yoga
and cognitive dissonance groups met 1 time per week for 6
weeks, for 45 minutes each. Participants completed a variety of
pre- and postintervention measures. Significantly lower body
dissatisfaction scores were reported for the dissonance group
compared with the no-treatment controls. No significant body
dissatisfaction decreases were found for the yoga group relative
to the dissonance and control groups.

Self-objectification. Self-objectification refers to the per-
ception of oneself as an object rather than a person as the result
of focusing on one’s outward appearance to the exclusion of
internal aspects (Fredrickson & Roberts, 1997). As such, an
individual experiences him- or herself as the object of another’s
gaze rather than possessing a subjective sense of self. Self-objec-
tification is predictive of eating pathology and other ED risk
factors and is a common target for ED interventions (Augustus-
Horvath & Tylka, 2005).

Surveys were used to explore self-objectification among
yoga practitioners in two cross-sectional studies. Prichard and

Tiggeman (2008) compared correlations between self-objectifi-
cation, additional ED outcomes, motivations for exercise, and
types of physical activity for a group of adult female yoga and
aerobics practitioners (N = 570). Yoga practitioners reported an
average of 25 minutes of unspecified forms of yoga per week.
Aerobics practitioners reported 152 minutes of aerobics per
week. Yoga practice was found to be positively correlated with
health-based exercise motivations and negatively correlated
with both appearance-based motivation and self-objectifica-
tion. Aerobics was associated with higher levels of self-objecti-
fication and ED behaviors and lower body esteem. For aerobics
practitioners, the relationship between self-objectification and
physical activity was mediated by participants’ exercise-based
motivations. This relationship was only partially mediated by
yoga practitioners’ motivations. Investigators posited that yoga
practitioners who do yoga to enhance appearance may not
experience the potential protective quality of yoga for decreas-
ing ED susceptibility.

Daubenmier (2005) also observed a relationship between
self-objectification and type of physical activity. Levels of self-
objectification among yoga practitioners were compared with
levels among aerobics practitioners. Yoga practitioners had sig-
nificantly lower levels of self-objectification than did aerobics
practitioners, with greater yoga experience associated with less
self-objectification.

Drive for thinness. ED inventories typically measure drive
for thinness, or the motivation to lose weight, because this fac-
tor predicts ED risk and relates to the two key features of AN
and BN: fear of gaining weight and behaviors intended to pre-
vent weight gain (APA, 2000; Garner, 1991; Tylka, 2004). Five
longitudinal studies compared levels of drive for thinness
before and after yoga interventions. Four studies reported com-
pletion of a yoga program to be associated with significant pre-
to postintervention reductions in drive for thinness among
samples of fifth-grade White and minority girls (Cook-Cottone
et al., 2010; Scime et al., 2006; Scime & Cook-Cottone, 2008),
and adult females with EDs (Cook-Cottone et al., 2008). Yoga-
treated participants were less susceptible to the media influ-
ences thought to encourage individuals to strive to attain an
unrealistic physique (Fredrickson & Roberts, 1997; Scime et al.,
2006). Drive for thinness was unchanged from pre- to posttest
among fifth-grade girls who did not complete the program
(Scime & Cook-Cottone, 2008).

Mitchell et al. (2007) found that drive for thinness scores
increased from pre- to posttest among untreated control partic-
ipants and decreased for yoga-treated participants; however,
these differential response patterns were not statistically signif-
icant. Only dissonance-treated participants exhibited a signifi-
cant pre-post reduction in drive for thinness.

Body and emotional awareness. The extreme eating and
exercising behaviors that mark EDs require individuals to
ignore internal cues such as hunger, satiety, fatigue, and associ-
ated affect. Not surprisingly, alexithymia (impaired emotion
recognition), poor interoceptive awareness, and poor body
awareness and responsiveness correlate with ED behaviors and
attitudes (Daubenmier, 2005; Myers & Crowther, 2008; Taylor,
Parker, Bagby, & Bourkes, 1996).

www.JAYT.org
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Five studies explored associations between yoga and ED-
related mind-body disconnectedness. Dittmann and Freedman
(2009) reported that yoga practitioners have high levels of body
awareness and responsiveness. Yoga practitioners exhibited
high levels of intuitive eating indicative of their awareness and
responsiveness to hunger and satiety. Yoga practitioners were
also found to have higher levels of body awareness and respon-
siveness than did nonpractitioners (Daubenmier, 2005).

Delaney and Anthis (2010) detected significantly higher
levels of body awareness among yoga practitioners whose prac-
tices place a moderate as opposed to a low level of emphasis on
the mind-body relationship. The type of yoga influenced the
relationship between yoga practice and body awareness.
Dittmann and Freedman (2009) found yoga practitioners
motivation for practicing to be important. Specifically, practi-
tioners with spiritual motivations for doing yoga had greater
body awareness, body responsiveness, and intuitive eating com-
pared with those with appearance-related motivations.

Longitudinal studies suggest a relationship between yoga
practice and body awareness. Dale et al. (2009) administered a
6-day Forrest yoga workshop (1,170 minutes of yoga instruc-
tion supplemented with cooking classes, nutrition education,
and group discussion) to a group of 5 adult females with a his-
tory of ED. Interoceptive awareness and other ED outcomes
were measured before and after the workshop. Reported postin-
tervention levels of interoception were significantly higher
compared with baseline reports. The fact that this workshop
entailed multiple components and no comparison group ren-
ders it difficult to discern whether improvements were attribut-
able to yoga or to another aspect of the intervention.

Mitchell et al. (2007) reported statistically significant
improvement in the related construct of alexithymia for the dis-
sonance group in their study. However, only nonsignificant
change was detected for those assigned to the yoga intervention
and control groups.

ED protective factors. Research supports the notion of
maximizing protective factors, such as sdf-competence and self-
esteem, to mitigate the effects of ED risk (O'Dea, & Abraham,
2000; Peck & Li ght sey, 2008; Stice, 2002). Several studies su ggest
that a yoga-based intervention for ED served as a protective fac-
tor for fifth-grade girls, who re ported signifi cant improvements
in self-competence (Cook - Cottone et al., 2010) and physicd and
social self-concepts after completion of this program (Cook-
Cottone et al., 2010; Scime & Cook - Cottone, 2008).

Emotion regulation is also considered a protective factor
against EDs given that ED symptoms are thought to be coping
strategies for tolerating negative affect (Soukup, Beiler, &
Terrell, 1998; Stice, 2002). The ability to self-regulate affect may
be a functional alternative to disordered eating. Findings from
the 6-day yoga workshop (Dale et al., 2009) revealed that work-
shop completion was associated with improved emotion regu-
lation and reduced affect problems among participants with a
history of EDs.

ED symptoms and characteristics of yoga practitioners.
Findings from cross-sectional studies on yoga practitioners’
ED-related characteristics are mixed. Daubenmier (2005)
found adult female yoga practitioners to be less likely to engage
in disordered eating than were their non-yoga practicing coun-

terparts. Yoga and Pilates practitioners considered as a single
group were found to engage in some forms of weight manage-
ment. The small sample of male practitioners in this study was
found to engage in significantly more unhealthy weight man-
agement behaviors (e.g., fasting, laxative use) and binge eating
than were female participants (Neunmark-Sztainer et al., 2010).
Gender differences are difficult to explain given the lack of
comparable studies. It is possible that males and females
respond differently to yoga, or plausible that men who partici-
pate in yoga and Pilates may be at increased risk for EDs. These
questions require further study.

ED symptoms and yoga interventions. Some pre—post-
test studies of yoga interventions suggest that yoga has no effect
on ED symptoms. Mitchell et al. (2007) reported no difference
in caloric restraint or binge eating behaviors between body-dis-
satisfied females treated with a yoga intervention and their
untreated counterparts. Bulimia symptoms also persisted
among a sample of eating-disordered females despite their par-
ticipation in a yoga ED prevention program (Cook-Cottone et
al., 2008). Other research suggests that completion of a preven-
tative yoga program for fifth-grade females without EDs was
associated with pre-post decreases in bulimia symptoms
(Cook-Cottone et al., 2010; Scime & Cook-Cottone, 2008).

Two RCTs support the therapeutic utility of yoga for indi-
viduals with existing ED symptoms. McIver et al. (2009) ran-
domly assigned a community sample of women with self-
reported BED to an unspecified yoga condition (n = 45) or a
wait-list control group (n = 45). An assessment of ED outcomes
occurred before and after participants completed 12 weeks of
once weekly, 1-hour yoga sessions. Those in the intervention
group reported significantly less binge eating following the yoga
treatment, compared with baseline, and improvement was sus-
tained at 3-month follow-up. No change was observed for the
wait-list control group throughout the course of the study.

Carei et al. (2009) examined the effects of a yoga interven-
tion for individuals with clinical-level EDs. Fifty young adults
(93% female) with a diagnosis of AN, BN, or EDNOS were
recruited from outpatient ED treatment programs through
which they continued receiving weekly nutritional counseling
and physical examinations. Participants were randomly
assigned to a yoga group (n = 24) or a wait-list control group (n
= 26). The yoga intervention involved 60 minutes of Viniyoga
instruction 2 times per week for 8 weeks. ED outcome data were
collected at baseline, 9 weeks, and 12 weeks. ED symptoms,
depression, and anxiety significantly decreased from baseline to
9 weeks for both groups. The yoga group reported continued
reductions in ED symptoms at 12 weeks and controls reported
an increase in symptoms. Preoccupation with food was meas-
ured before and after each yoga session. These data were com-
bined for both groups after the wait-list controls received the
yoga intervention. Preoccupation with food significantly
decreased for the entire sample after each yoga session, com-
pared with presession ratings.

It is somewhat controversial to offer interventions involv-
ing physical activity to individuals with AN, because activities
may lead to weight loss—an adverse effect for individuals
already at an unhealthily low weight. The fact that Carei et al’s

(2010) intervention did not affect BMI suggests that Viniyoga
www.JAYT.org



47

Yoga for Eating Disorders Review

(8% a3vd uo panuju0)
UOTJBOYT}23(qO-J[3S JO S[OAI] JOMO]
‘suoryeAr}ow paje[aI-souereadde 1omdJ OS1010Xd (9¢) (1£6) s1ouonnoeid (8002)
10J SUOTJEAT)OUI [[J[BAT] IO YIIM PaJeId0sse e30x PIXIIA ST 1 $21q0I9® 10 B304 19JUdD SSAUIL] [eUOTIB[2110D) preyoLid
Ayanoe TeorsAyd pue A Jo ssafpIedar
SIOTABYAQ [OIJU0D JYSTOM SWIIXD 210U UT dFedud
szouonnoeld JA ‘paf[o1Iu0d [2A3] A)1ATIOR TeOISAYd (0102)
pue [INg uaym s1ouonnoeiduou woIj JUSISPIp ou | saje[id X (¢10°7) s1ouonnoerduou g | (e3oduou 'sa e3oA) IaUTRIZS
nq uonoejsnesstp Apoq ssay 110dax s1ouonnoerd ;] | e30L paxiy 0c1 (S7) I8N (F£7) s1ouonnoeld sajeqid/edox s109(qns-usamiag SIewnaN
(Apoq-purr mo|
dnoi3 mor uety) vonoesiyes/ssouareme Apoq (s¥) e304 Lpoq-purw (z¥) mo[ 3 (0¢) “powr ‘y3ry) (0102)
1918213 )M pajerdosse B304 Apoq-purta wnipajy POXIA €67-L0¢ 1 wnipaw (0g) YSIy jo s1ouonnoeld | s302(qns—-usomiaqg Aouepg
uoTnoeJsnes
Apoq “Guryes 2ATIINIUT ‘sSoUAISUOSI/SSOU (N urur) (%) suonjearjows (o¢) Temrnds 10 (66) | ([emytards ‘sa Teorsyd) (6002)
-areme £poq Jo s[oad] Y31y aaey sxouonnoeid eSox PaXIN  [Yeam/owiny 1< d reorsAyd yym s1ouonmoerd eSox s109(qns-usamiag uuwewNIq
uotoeJsIes
Apoq 1918013 “‘WONIEIYTII3[(qO-J[3S SSI IIM PIJRId0SSe
souarradxa 304 Jo s[ead] 1oy31y 3uryes paropIosIp
pue Uonedy1123(qo-J[as 19Mo] ‘uondesiyes £poq (ToroU
‘ssouaAIsuodsai/ssouareme Apoq 10jeard pey | eduejysy (£€) (TS) IoIIaU J0 (GF)SOIqOId. | "SA SIIQOIdE "SA B30A) (5002)
szouonoeld eSoL ‘sdnoid e3oduou yym paredwo)) | g reSuad] 00§ R ‘(¢%) ©30£ Jo s1ouonnoeIg $309(qns-usamiog pruuaqned
ssaxstp adewr Apoq jsamof pey dnoid eSo4 ystjoq (0¥ % 0€)
guoweSeuews Jy3rom £q ss9] pue juswoSeurwr (82) pueod % (8¢ % 0¢) epeue) |  (sdo1qoide ‘sa e30A) (1102)
ssaxs/yireat] 4q pajeanowr arowr dnoid e3ox PoxIN | paymadsun d woij s1ouonmoeid sorqoise x3 e3ox s109(qns-usamiag oefez
STPN)S [BUOT)IS-SSOID)
symsay adfy edox | yoam/eSof |(aSerone) (u) syuredonreg udrsop Apmig (1e24)
JO SaNUTN | JopuaDn IOYINe ISI1,]

SIIPMIS PIMIIAIY JO Arewruing

"C9Iq8L

www.JAYT.org



International Journal of Yoga Therapy — No. 23 (2) 2013

48

"PIIOU ISIMIIYIO SSA[UN GO° > d Je JUOYIUSIS JSBI[ J© oI SINSAL, Pa310dat Jou= YN, O[RWJ/[eW = J/IA, 2ION

(8- =p)

uorssas 304 Yoed I9)Jk 0] 910Joq WOIJ PISEIIIIP
uonednoooaid pooj (08’ 03 91° woy Tented W)
dn-moroy 03 3s91350d UOI} PIssaIZaI S[OIIUOD A[TYM
sjuedonred eSo4 10] panunuod puar) Suraoxdur jnq

(97) 1817 11BM IO

‘sdnoig jonyuoo pue e3o4 yjoq 10y uonuaaIaunsod (L1) (¥7) eS04 03 pauSisse A[wopuer (60027)
03 durpeseq woiy 21008 O [eqo[S ur sjuowaroxdwy | eSoAturp | syeam §/071 ININ | 44 % ‘Ng NV Pim sjuanedinQ 104 218D
(%) dnoid jonyuoo
(19) 10 (6¥) eSo4 ur swojdwids (6002)
(77 = p) 304 10)3e Sunjes a8urq poonpay | payroadsun)| SYIM ZT/SF q g pm opdures Lyrunwruro)) 104 I2ATOIN
erwdyyrxae Gunes ourq guresax (0€) yuauIeaI) OU IO
UOT)ORJSIIeSSIP APOQ ‘SSIUUTY) J0J SALIP UT sofueyd (02) «(0¢) @oueuossip (¢¢) S04 uoard (£007)
jueoyrudrs ou pajiqryxs sdnoid oryuoo pue efox [exSojul | Syoam 9/G¥ q sojenperdiopun paysnessip-Apog 10 TPYOIIA
dn-moroj
Jjuow-| je paurejurewt sjuawaroxdur pue (16’ (%)
0} 98" woy rented ) 3sapsod je swajqoid aanoagze skep 9 (0€) swoydwds (7 Jo £103sTY pajrodar 1sod-axd (6002)
‘uotje[ngar uorjours ‘wondadoIajur ur syudTIRA0IdI] 1S9110] Juraa 0Z1°1 ki -Js m s1ouonoerd eSox s302(qns-uTyITpm oreq
(zz1° 03 €0 woiy Tenred L)
3doouoo-J7as Teroos ‘swojdwiAs erurng ‘SSaUUTY) 10§
SATIP “UOTIORJSTIBSSIP APOQq UT SJUSTdA0IdT 19813 (o1) (69) dnoi3 joryuoo 10 | (wosrreduroo ‘sa e304) (8002)
panqryxa syuedpnred e3o4 ‘sjonuod Yym pareduron) BUIRH | SYoom QT/S¥ 1 (52) e3o4 ur s1opeId Yig $309(qns-uoomiog awIog
(9£8-8S" = p)
swoydwAs erungq ut afueyd ou Inq 3s933sod e (02) 3sod-axd (8002)
UOT)ORJSTIeSSIp APOq PUE SSOUUTY) 0] JALIP Paonpay eyye] SYOIM 8/SF q (¥2) syuenzedino qag % ‘Ng ‘NV s302(qns-urmpIpy - [9U0330D)-00D)
90®lI JO ssa[pIedal
9say3s0d je 3doouoo-Jas [eros 9daouod-jas [esrsdyd
9ouajaduwiod paaradiad ‘erung ‘UOrORJSIIRSSIP (o1) (£y1I0UTWN GT CUEISEONE)) G7) 3sod-axd (0102)
Apoq ‘ssauuTy) J0J SALIP UT syudtaAoIdy BYIR | SYPOM OT/S¥ q dnoa8 ssoujpem ur siopeis yig spa(qns-urpIpy - [9U0130D)-00D)
(zS'1-7¢ = p) 15o13s0d Je 2d0UIN[JUT BIPIW PUE (o1) ysod-axd (9002)
‘SSOUUTY) J0J JALIP “UOT)ORJSIIeSSIP APOq paseardo eYIR] | SYPOM OT/S¥ q (%) dnoid ssouypom ur s1opersd g s302(qns-uTypIpm awIdg
SaTpN)s JeurpnIIduo
s)nsay odfyeSox | >oom/eSof |(aSeroae) (1) syuedionreq udrsap Apmnig (1e24)
JO soINUIA] | I9pUID) JOUINE JSIL]

(panuuod 7 21qvr)

www.IAYT.org



Yoga for Eating Disorders Review

49

may provide a safe approach for individuals with AN despite
the physicality of the practice. Further research is needed to
document the effects of various types of yoga practice on BMI
and to replicate the Carei et al. findings. It is critical that indi-
viduals with EDs be medically cleared and monitored during
any form of exercise.

Discussion

This review suggests a number of potential benefits of yoga
practice and yoga interventions for individuals with EDs and
their correlates. Given the absence of a pattern of worsening
symptoms or adverse effects for known risk and protective fac-
tors, yoga may be safe for most with regard to EDs. It is impor-
tant to interpret these findings with caution given the substan-
tial variation in study quality/rigor, design, participant charac-
teristics, and variations in types and dosage of yoga. There is
considerable need for additional, high-quality research that
provides specific information about the forms of yoga practiced
and dosage effects.

Of the 14 reviewed studies, 40% suggest that yoga practi-
tioners are less predisposed to EDs and ED risk factors, includ-
ing body dissatisfaction, self-objectification, drive for thinness,
poor body awareness, and responsiveness than are nonpracti-
tioners (Daubenmier, 2005; Dittmann & Freedman, 2009; Zajac
& Schier, 2011; and others). One cross-sectional study reported
seemingly discrepant findings when yoga and Pilates practi-
tioners were considered together.

Most yoga interventions were associated with fewer ED
risk factors and symptoms, such as body dissatisfaction, drive
for thinness, media influence, poor interoception, bulimic
behaviors, binge eating, and food preoccupation (Carei et al.,
2010; Cook-Cottone et al., 2008; Cook-Cottone et al., 2010;
Dale et al,, 2009; Mclver et al., 2009; Scime & Cook-Cottone,
2008; Scime et al., 2006) and higher levels of ED protective fac-
tors, including self-competence, positive physical and social
self-concepts, and emotion regulation (Cook-Cottone et al.,
2010; Dale et al., 2009; Scime & Cook-Cottone, 2008). Findings
from several controlled studies suggested yoga interventions
are preferred to no treatment (Carei et al., 2010; Mclver et al.,
2009; Scime & Cook-Cottone, 2008). One study reported no
significant effects of yoga on ED measures (Mitchell et al.,
2007). A comparatively low dosage of yoga was administered,
however, suggesting that a minimum dosage of practice may be
necessary for yoga to be beneficial.

Limitations and Directions for Future Research

The most salient limitation in the reviewed research involves
the absence of RCTs to test yoga interventions for the preven-
tion and treatment of EDs. Most studies used cross-sectional
designs and were hampered by the methodological weakness of
including small, predominantly female convenience samples.
Most intervention-based studies did not include control groups
and implemented multifaceted interventions from which the
specific effects of yoga practice could not be teased. Of the three
RCTs reviewed, two evidenced problems with treatment stan-
dardization (Mclver et al., 2010; Mitchell et al., 2007). Results
may have been unknowingly influenced by characteristics of

the yoga instructor, dynamics within group classes, and vari-
ability in yoga instruction. Carei et al. (2009) controlled for
these potential confounds by recording private sessions deliv-
ered by a single instructor and following a treatment manual.
Even with these precautions, the dosage yoga participants
received could not be rigidly controlled because participants
had the opportunity to practice yoga outside the context of the
intervention.

More research is needed to address the gaps, inconsisten-
cies, and limitations of the current knowledge base.
Investigations that include diverse, gender-balanced samples
will enable the exploration of potential gender-specific effects
(Neumark-Sztainer et al., 2010). RCTs with samples large
enough to compare effects of yoga across diagnoses (e.g., AN
versus BN) and severity levels (e.g., clinical versus subclinical)
are also needed.

It is prudent to identify which factors influence the effec-
tiveness of yoga interventions so that treatment can be pre-
scribed accordingly if yoga is to be considered an empirically
supported adjunct therapy for EDs. Treatment guidelines can
be informed by carefully designed research that addresses the
efficacy of yoga and the associated issues within ED interven-
tion practices. This research should include comparisons of
yoga to other physiological interventions, such as stretching
and walking. Finally, studies comparing various dosages of the
same form of yoga and investigations of different styles of yoga
are needed to discern whether a particular type and/or dosage
of yoga is associated with maximal ED-related benefits.
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