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Abstract

Objective—To examine weight changes in obese patients with binge eating disorder (BED)
during the year prior to seeking treatment and to explore correlates of weight changes.

Method—Seventy-eight consecutive, treatment-seeking, obese BED patients were assessed with
structured interviews and self-report questionnaires.

Results—Overall, participants reported a mean weight gain of 15.1 pounds during the 12 months
prior to treatment. This overall weight gain comprised remarkable heterogeneity, ranging from a
30-pound loss to a 53-pound gain. The subgroup of participants who reported gaining weight
(76% of sample) reported gaining an average of 22.2 pounds during the 12 months prior to
treatment. Weight change was associated with significantly more frequent binge eating and
overeating during breakfasts.

Discussion—Treatment-seeking obese patients with BED reported having gained substantial
amounts of weight during the previous year. These findings provide an important context for
interpreting the modest weight losses typically reported by treatment studies of BED.

Binge Eating Disorder (BED) is characterized by recurrent binge eating (i.e., the
consumption of an unusually large amount of food in a discrete period of time while
experiencing a subjective sense of loss of control) in the absence of compensatory
behaviors. Binge eating disorder currently affects approximately 3.5% of adult women and
is strongly associated with obesity and increased morbidity.1 Although some treatments
have efficacy for reducing binge eating, most are largely ineffective in producing significant
weight losses.2:3 There is a clear need for understanding why weight losses tend to be so
limited in light of substantial reductions or even remission of binge eating in treatment
studies. One clinical hypothesis is that treatments for BED may stabilize or prevent further
weight gain.4 On average, American adults gain approximately two pounds per year. In a
sample of 48 women with BED, Fairburn and colleagues5 found an average weight gain of
9.2 Ibs (SD=21.6) with an increase in obesity rates from 22% to 39% over the course of 5
years. However, this sample was much younger and thinner than patients with BED in most
treatment studies.2 The present investigation aimed to examine weight changes in obese
patients with BED during the year prior to seeking treatment and to explore correlates of
weight changes with a focus on historical obesity/dieting variables and recent disordered
eating behaviors.

Correspondence: Kerstin Blomquist, Ph.D., Yale University School of Medicine, P.O. Box 208098, New Haven, CT 06520-8098.
kerstin.blomquist@yale.edu.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Blomquist et al.

Method

Participants

Page 2

Participants were 78 consecutively evaluated, treatment-seeking obese individuals who met
full research diagnostic criteria for BED. Participants were recruited via newspaper
advertisements seeking obese men and women who eat “out of control” and “want to lose
weight” for treatment studies at a medical school-based specialty clinic. Participants were
aged 29 to 64 years (M = 47.3, SD = 8.0), 69.2% (n = 54) were female, 79.5% (n = 62) were
Caucasian, 15.4% (n = 12) were Black/African-American, 3.8% (n = 3) were Hispanic, and
1.3% (n = 1) self-described as “Other.” Mean BMI was 40.1 (SD = 6.5) and ranged from
29.5 to 54.7. Educationally, 85.7% (n = 66) reported at least some college.

Assessment and Measures

The study received full review and approval by the Yale Human Investigation Committee
and all participants provided informed-written consents. Assessment procedures were
performed by trained doctoral-level research-clinicians. BED diagnosis was based on the
Structured Clinical Interview for DSM-IV Axis | Disorders (SCID-1/P)6 and confirmed with
the Eating Disorder Examination interview (EDE).7 Participants also completed the self-
report questionnaires described below. Participants' height and weight were measured at the
initial assessment appointment using a medical balance beam scale.

Eating Disorder Examination (EDE).7—The EDE is a well-established investigator-
based interview method for assessing eating disorder psychopathology8:9 with established
reliability.10 Except for diagnostic items which are rated according to the appropriate
duration stipulations, the EDE focuses on the previous 28 days. The EDE assesses the
frequency of different forms of overeating, including objective bulimic episodes (OBEs; i.e.,
binge eating defined as unusually large quantities of food with a subjective sense of loss of
control), objective overeating episodes (OOEs; i.e., unusually large quantities of food
without a subjective sense of loss of control) and subjective bulimic episodes (SBEs; i.e.,
subjective sense of loss of control but a normal or small amount of food). The EDE also
assesses participants' meal patterning by asking how many times in the past 28 days they
have eaten specific meals and snacks. In addition, we expanded the EDE interview to assess
participants' perception of overeating at meals and snacks by asking them to rate, in their
opinion, how many of the meals or snacks comprised too much food or too many calories.
This assessment was added in light of our clinical observations that overeating may occur
but not be reported as OOEs (described above) because of the EDE interview threshold
requiring “unusually large” quantities.

Weight and Eating History Interview (WEH)—The WEH is a structured clinical
interview, developed for this current study, which assesses current and historical obesity-
related variables of interest. Dieting frequency was assessed with the following question:
“Approximately how many diets, which have lasted at least three consecutive days, have
you been on, whether or not you have succeeded?” Age of binge eating onset was assessed
with the following question: “At what age do you remember first binge eating on a regular
basis—at least one time per week?” Participants were asked to report their weight at three
time points: 12 months ago, 6 months ago, and 3 months ago.

Questionnaire for Eating and Weight Patterns-Revised (QEWP-R).11—The
QEWP is a self-report measure that assessed participants' current height and weight, age at
which first overweight, weight cycling (number of times lost and regained 20+ pounds), and
highest weight.
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Statistical Analyses

Results

To examine participants' pre-treatment weight gain trajectories, Weight Change was
calculated by subtracting participants' weight 12 months ago from their current weight:
[current weight - weight 12 months ago]. Weight Change frequencies were examined and
participants were categorized into two groups: Weight Gainers and Weight Non-Gainers.
Weight Gainers (75.6% of sample; n = 59) were those who gained 5 or more pounds in the
past 12 months. Weight Non-Gainers (24.4% of sample; n = 19) were those who lost weight
or stayed the same weight (gained no more than 4 pounds) in the past 12 months. Pearson's
bivariate correlations, with Kendall's tau-b correction for nonparametric variables, assessed
associations between Weight Change and historical obesity/dieting variables and recent
disordered eating behaviors. Since the study group consisted of men and women, a parallel
series of analyses were performed using BMI.

Accuracy of Self-Report Weight

Participants' self-reported and actual measured current weight at baseline assessment were
highly and significantly correlated (r = 0.98, p < 0.0001). A paired-samples t-test revealed
that the mean difference between self-reported and actual measured weight was significant (t
(77) =-2.30, p = 0.02). The mean weight discrepancy (measured weight minus self-reported
weight), however, was modest (3.0 pounds, SD = 7.6); on average, participants reported a
lower current weight (M = 243.7, SD = 47.3) than their actual measured weight (M = 246.5,
SD = 48.9). These findings suggest that this participant group was quite accurate in their
self-reporting of weight. Moreover, participants' weight discrepancy scores were not
significantly correlated with their self-reported weight changes (Kendall's tau-b = -0.08, p =
0.34).

Participants' self-reported and measured BMI at baseline assessment were significantly
correlated (r = 0.96, p < 0.0001). A paired-samples t-test revealed that the mean difference
between self-reported and measured BMI was significant (t (77) = 2.34, p = 0.02). The mean
BMI discrepancy (measured BMI minus self-reported BMI), however, was modest (0.46, SD
= 1.73). On average, participants reported a lower current BMI (M = 39.7, SD = 6.3) than
their measured BMI (M = 40.1, SD = 6.5). These findings suggest that this participant group
was quite accurate in their self-reporting. Moreover, participants' BMI discrepancy scores
were not significantly correlated with their self-reported BMI changes (Kendall's tau-b =
-0.06, p = 0.45).

Weight Trajectories during the Year Prior to Seeking Treatment

Figure 1 summarizes the distribution of different amounts of weight changes (i.e., gains and
losses) reported by participants during the 12 months prior to seeking treatment. Weight
changes ranged from a 30 pound weight loss to a 53.4 pound weight gain. On average,
participants reported a 15.1 pound (SD = 17.4) weight gain. BMI changes ranged from a
4.57 loss to a 9.85 gain. On average, participants reported a 2.51 (SD = 2.89) BMI gain.
Seventy-six percent (n = 59) of the 78 participants were Weight Gainers and 24% (n = 19)
were Weight Non-Gainers.

Figure 2 presents the mean self-reported weight for the overall sample (N = 78), Weight
Gainers (n = 59), and Weight Non-Gainers (n = 19) at 12 months, 6 months, and 3 months
prior to seeking treatment as well as at their baseline evaluation prior to initiating treatment.
Overall, participants gained weight during the year prior to treatment. On average,
participants weighed an average of 228.6 pounds (SD =52.3; BMI M =37.2, SD = 7.1) at 12
months prior, 234.4 pounds (SD = 49.2; BMI M = 38.1, SD = 6.5) at 6 months prior, 238.4
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pounds (SD = 48.1; BMI M = 38.8, SD = 6.3) at 3 months prior, and 243.7 pounds (SD =
47.3; BMI M = 39.7, SD = 6.3) at intake. However, these averages comprised remarkable
heterogeneity which is described below.

Weight Gainers gained an average of 22.2 pounds (SD = 12.7; BMIM =3.7,SD =2.2) in
the year prior to seeking treatment. On average, Weight Gainers weighed 220.4 pounds (SD
=46.2; BMI M =35.9, SD = 6.6) at 12 months prior, 229.5 pounds (SD = 46.0; BMI M =
37.4, SD = 6.6) at 6 months prior, 236.2 pounds (SD = 45.2; BMI M = 38.5, SD = 6.4) at 3
months prior, and 242.6 pounds (SD = 44.0; BMI M = 39.6, SD = 6.2) at intake. Weight
Non-Gainers lost an average of 6.8 pounds (SD = 10.2; BMI M = 1.1, SD = 1.5) in the year
prior to seeking treatment. On average, Weight Non-Gainers weighed 254.1 pounds (SD =
62.4; BMI M = 41.0, SD = 7.4) at 12 months prior, 249.5 pounds (SD = 57.0; BMI M = 40.2,
SD = 6.1) at 6 months prior, 245.3 pounds (SD =57.2; BMI M = 39.5, SD = 6.3) at 3 months
prior, and 247.3 pounds (SD =57.5; BMI M = 39.9, SD = 6.7) at intake. Although Weight
Non-Gainers lost weight from 12 months prior to 3 months prior, they gained an average of
2.0 pounds (SD = 9.5; BMI M = 0.4, SD = 1.6) in the 3 months immediately preceding
seeking treatment.

Historical and Recent Disordered Eating (EDE) Variables

Weight Change was not significantly correlated with current BMI or with historical obesity-
related variables including highest weight, age at which first overweight, age at binge-eating
onset, weight cycling, and number of times on a diet. In contrast, Weight Change was
significantly positively correlated with the average number of OBE days in the past 6
months (r = 0.23, p = 0.05). Weight Change was not, however, significantly correlated with
frequency of OBEs during the prior three months, nor with the frequency of OOEs or SBEs
during the prior three months. In terms of meal and eating patterns, Weight Change was
significantly positively correlated with overeating at breakfast meals (r = 0.28, p = 0.01).
Similarly, BMI Change was not significantly correlated with historical obesity-related
variables. However, BMI Change was significantly and positively correlated with the
average number of OBE days in the past 6 months (r = 0.20, p = 0.02), overeating at
breakfast meals (r = 0.27, p = 0.02), and overeating at double meals (Kendall's tau-b = 0.16,
p = 0.05).

Discussion

This is the first study, to our knowledge, to examine recent weight trajectories in obese men
and women with BED seeking treatment at medical-school-based specialty clinic. Our study
revealed several important findings. First, overall, participants reported gaining on average
15.1 pounds during the 12 months prior to seeking treatment. Second, this overall average
weight gain comprised remarkable heterogeneity in patterns of weight changes. The
majority of participants (76%) could be categorized as Weight Gainers, and those who
gained weight appeared to be on a steep weight gain trajectory (i.e., an average of 22.2
pounds during the 12 months prior to seeking treatment). Third, despite the absence of
significant associations between weight change and historical obesity/dieting variables,
greater weight gain during the year prior to seeking treatment was significantly associated
with higher frequency of binge eating during the previous six months and with overeating at
breakfast and double meals.

Our research findings should be interpreted in light of the study's strengths and limitations.
Strengths include a thorough assessment of BED with the administration of structured
interviews by specialist doctoral-level research-clinicians as well as the consecutive
assessment of men and women who were seeking treatment specifically for binge eating and
weight concerns. In terms of limitations, we note our relatively small sample size and
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limited power; however, there was significant range in the variables of interest, which
reduces the likelihood that small sample sizes obscured otherwise significant relationships.
It is possible that the use of the phrase “want to lose weight” in the recruitment ads may
have increased the likelihood of obtaining participants who had recently gained weight.
Thus, it is possible that we obtained a higher proportion of participants who were gaining
weight than if different ads had been used. These ads, however, are similar to those used in
other treatment studies12 as well as studies of treatment preferences and goals13 of obese
persons with BED. Nonetheless, it is unknown whether recent weight gain (versus binge
eating) is what motivated participants to seek treatment at this specific time. Since we did
not include a comparison group of treatment-seeking obese patients who do not binge eat, it
is not possible to directly compare weight trajectories of different obese groups prior to
starting treatments.

This investigation also relied on self-report data for weight trajectories in the 12 months
prior to seeking treatment. Such self-reports may be inaccurate. However, we emphasize
that, in this study, there was a high degree of accuracy between participants' self-reported
and measured weights at the time of evaluation and that previous research with this specific
patient group found that these patients tend to be accurate reporters of their weight.14
Nonetheless, prospective studies would be necessary to determine the accuracy of these
retrospective self-reported weights. Furthermore, since the data were collected
retrospectively and interviewers did not calculate the total calories consumed at meals, such
as breakfast, it is not entirely clear that participants' reports of “overeating” at breakfast
accurately reflects excessive calories consumed. It is possible that participants could
perceive “overeating” at breakfast to mean any eating at breakfast, given that a majority of
participants with BED report frequently skipping breakfast15 perhaps to prevent weight
gain.

With these strengths and weaknesses in mind, we offer several conclusions. The reported
overall mean weight gain for this sample (15.1 pounds) and the mean weight gain reported
by those on a pre-treatment weight gain trajectory (22.2 pounds) during the year prior to
seeking treatment provide a potential new context for interpreting both treatment-seeking
and weight-loss outcomes reported in treatment studies for BED. Our findings suggest the
possibility of two different pathways that lead to seeking treatment in this patient group.
Although Weight Gainers and Weight Non-Gainers had very similar weights at intake, these
two subgroups arrived at this point with different weight trajectories during the past year.
Weight Non-Gainers appeared to be close to their highest lifetime weight before seeking
treatment whereas a majority of Weight Gainers were currently at their highest lifetime
weight when they sought treatment. This sample's pre-treatment weight gain trajectory in
conjunction with previous research demonstrating a small amount of weight loss with
successful binge remission16:17 suggests that BED treatments achieving binge remission
may be important by reducing future weight gains.4 Future research should continue to
explore the predictive significance of pre-treatment weight gain trajectory on weight loss
treatment outcomes. Our findings suggest the potential importance of prevention and early
treatment interventions for BED to prevent excess weight gain.
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Categorization of participants based on weight trajectories (in pounds) during the year prior

to initiating treatment.
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Figure 2.

Participants' weight change trajectories during the year prior to initiating treatment are
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shown for the overall sample (N = 78) and separately for Weight Non-Gainers (n = 19) and

Weight-Gainers (n = 59).
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