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Abstract
Objective—To explore associations between specific interpersonal constructs and the
developmental progression of behaviors leading to binge eating disorder (BED).

Method—Eighty-four consecutively evaluated, treatment-seeking obese (BMI ≥ 30) men and
women with BED were assessed with structured diagnostic and clinical interviews and completed
a battery of established measures to assess the current and developmental eating- and weight-
related variables as well as interpersonal functioning.

Results—Using the interpersonal circumplex structural summary method, amplitude, elevation,
the affiliation dimension, and the quadratic coefficient for the dominance dimension were
associated with eating and weight-related developmental variables. The amplitude coefficient and
more extreme interpersonal problems on the dominance dimension (quadratic)—i.e., problems
with being extremely high (domineering) or low in dominance (submissive)—were significantly
associated with ayounger age at onset of binge eating, BED, and overweight as well as accounted
for significant variance in age at binge eating, BED, and overweight onset. Greater interpersonal
problems with having an overly affiliative interpersonal style were significantly associated with,
and accounted for significant variance in, ayounger age at diet onset.

Discussion—Findings provide further support for the importance of interpersonal problems
among adults with BED and converge with recent work highlighting the importance of specific
types of interpersonal problems for understanding heterogeneity and different developmental
trajectories of individuals with BED.

Binge eating disorder (BED) is defined bythe recurrent consumption of unusually large
amounts of food in a discrete period of time with a sense of loss of control without
inappropriate weight-compensatory (e.g., purging) behaviors. BED affects 2-3.5% of the
population [1] and is strongly associated with obesity, weight-related medical problems, and
heightened eating disorder and general psychopathology [1,2]. Relatively little is known
about risk factors and the development of BED. In contrast to restraint models posited
initially for bulimia nervosa, it appears that a sizeable proportion of patients with BED
report an onset of binge eating prior to dieting[3,4].
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Initial research has suggested that differences in the developmental trajectories—timing and
sequence of binge eating onset—may reflect significant differences in etiological or
maintenance factors for BED [4,5]. Research has found that when binge eating onset
precedes dieting, individuals report a younger age at binge onset [3,5,6], a younger age at
BED onset [7], a younger age when first overweight [7], more psychiatric problems, and
more family members with psychological difficulties [5]. In contrast, Manwaring et al [3]
found that those who dieted first reported more eating disorder pathology and higher rates of
substance use disorders than those who binged first. Manwaring et al [3] did not find any
differences between individuals who binged first versus those who dieted first on eating
disorder risk factors, including mental health, physical health, environmental experiences,
family weight and eating concerns, quality of parenting, and parental psychopathology.

Wilfley and colleagues [8]proposed an interpersonal model of binge eating, which specifies
an etiological course of BED development. This model posits that interpersonal problems
lead to low self-esteem and negative affect, which in turn lead to binge eating as a way of
coping with the low self-esteem and negative affect. Preliminary research has supported
various aspects ofWilfley’s interpersonal model[8,9].Cross-sectional studies have found that
interpersonal problems are associated with disordered eating, including binge eating
[10,11,12,13]. Elliott and colleagues [14] found that negative affect mediated the relation
between interpersonal problems and binge eating in youth. In a longitudinal study, Stice and
colleagues [15] found that problematic social interactions were associated with increased
disordered eating in adolescent girls over the course of two years. Two controlled treatment
trials found that interpersonal psychotherapy (IPT) effectively reduced binge frequency as
well as decreased interpersonal problems suggesting that social interactions may mediate the
relationship with binge eating [16,17].

The majority of research examining the development of BED psychopathology has typically
employed a global assessment of interpersonal problems (interpersonal distress) with little
exploration of the types of interpersonal problems (e.g., [9,14,16]).Furthermore, there is
little research examining the role of interpersonal factors in the developmental course of
BED. Fairburn et al [18] investigated risk factors associated with BED development and
found that, compared to healthy controls, individuals with BED were more likely to report a
history of sexual and physical abuse, bullying, parental criticism, parental neglect, low
parental affection and maternal over protection. Stice and colleagues [15] found that
perceptions of low peer social support were significantly associated with the development of
binge eating in adolescent girls. Womble et al [19] found that a history of weight-related
teasing was significantly associated with BED in a sample of 808 obese men and women. In
contrast, in a four-year longitudinal study, Killen et al [20] found that interpersonal distrust
was not significantly associated with the development of disordered eating in adolescent
girls. Similarly, Paxton et al [21] did not find that friendship quality was associated with
binge eating in a sample of 523 adolescent girls. No known studies have examined how
specific interpersonal styles may contribute to the development of BED.

Examining specific interpersonal problems associated with the development of BED
psychopathology may help to further refine the interpersonal model of BED as well as to
identify specific risk and maintenance factors to address in prevention and treatment
interventions. The Interpersonal Circumplex (IPC) model [22] (see Figures 1 and 2) may be
particularly useful in elucidating interpersonal styles associated with the development of
eating disorder pathology. The IPC is comprised of two orthogonal dimensions, dominance
and affiliation. The dominance dimension ranges from dominant to submissive (e.g.,
controlling or demanding versus passive or submissive in relationships). The affiliation
dimension ranges from warm to cold: “warm[ing] up to others too quickly, and [feeling] as
though relationships are closer than perceived by others” [10] (p. 248) versus distancing
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oneself from others[23].Thus, the two orthogonal dimensions can be oriented in two-
dimensional space with eight octants representing different blends of dominance and
affiliation: dominant, dominant-warm, warm, submissive-warm, submissive, submissive-
cold, cold, and dominant-cold (see Figure 1). Using interpersonal circumplex assessment
measures also allows for the computation of an interpersonal profile using the structural
summary approach[24,25,26]. This approach models an interpersonal profile of octant
scores with a cosine-curve function. As Figure 2 shows, the parameters of this curve are its
(a) angular displacement; (b) amplitude; and (c) elevation. The amplitude coefficient reflects
the peakness of the individual’s profile and has been interpreted in some research as an
indicator of interpersonal rigidity or maladaptive behaviors [24,25,27] (see Figure 2). The
elevation coefficient refers to the general interpersonal distress an individual is
experiencing. This approach also produces a score for each of the underlying dimensions
(dominance and affiliation), which can be examined within quadratic functions to ascertain
whether extremity on either end of a single dimension is associated with maladaptive
outcomes.

There is no known research examining associations between specific interpersonal
constructs using the IPC model and the development of BED. However, there is some
research exploring specific interpersonal constructs in eating disorder pathology. For
example, Eldredge, Locke, and Horowitz[28] examined interpersonal octants in a sample of
individuals with BED and found that there were fewer problems in the cold-dominant or
vindictive octant in BED patients relative to psychiatric norms. Constantino & Smith-
Hansen [27] found that interpersonal distress, interpersonal rigidity, and dominant and
affiliative interpersonal styles were significantly associated with therapeutic alliance in the
treatment of women with bulimia nervosa. Most recently, Ansell, Grilo, and White [29]
tested an elaborated interpersonal model, examining the effect of specific interpersonal
factors on binge eating and found that negative affect mediated the effect of low affiliation
on binge eating. These earlier studies as well as Ansell et al.’s [29] findings demonstrate the
relevance of examining the parameters of interpersonal functioning among individuals with
binge eating. These findings highlight the need to investigate associations between specific
interpersonal constructs and BED development.

Research exploring associations between specific interpersonal problems using the IPC
model and the timing and sequencing of BED development may shed light on hypotheses
posited by Reiger’s [9] IPT-ED model. Reiger’s [9] model proposes that individuals are
more likely to develop disordered eating behaviors during adolescence and early adulthood
because during this period of development self-esteem becomes more influenced by peer
social approval (versus parental approval) and physical appearance is a prominent influence
on peer social approval. That is, disordered eating may develop as a way to achieve peer
approval and reduce negative affect.

The current study addresses a gap in the literature by examining interpersonal problems
using the IPC model and its associations with the timing and sequencing of BED
development. Further research is needed to examine factors potentially associated with these
developmental aspects of binge eating (and dieting) to inform our conceptual models
regarding the etiology, maintenance, and treatment for binge eating and other disordered
eating behaviors. The current investigation explores the developmental trajectory of binge
eating, dieting, and obesity onset and their relation to interpersonal functioning in BED. We
hypothesized that greater interpersonal distress and interpersonal rigidity would be
associated with earlier onsets of binge eating, dieting, and overweight. Associations between
interpersonal styles from the IPC model and developmental histories of dieting, binge eating
and overweight were explored.

Blomquist et al. Page 3

Compr Psychiatry. Author manuscript; available in PMC 2013 November 01.

$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text



METHODS
Participants

Participants were 84 (29 men, 55 women) consecutively evaluated, treatment-seeking obese
(BMI ≥ 30) adults who met full DSM-IV research diagnostic criteria for BED. Participants
were recruited via newspaper advertisements to participate in a treatment research study to
help people “stop binge eating” and “lose weight” at a medical school based specialty clinic.
Participants’ mean age was 47.3 (SD=8.1) and mean BMI was 40.4 (SD=6.8). Participants
were 15.5% Black, 78.6% White, 4.8% Hispanic, and 1.2% classified as
“other.”Educationally, 80.9% (n=68) reported at least some college. Participants provided
informed written consent prior to study procedures, which had received full review and
approval by the Yale Human Investigation Committee.

Procedures and Assessments
BED diagnosis and age at BED onset were based on the Structured Clinical Interview for
DSM-IV Axis I Disorders (SCID-I/P)[30] and the diagnosis was confirmed with findings
from the Eating Disorder Examination interview (EDE) [31]. Participants completed a
battery of measures including the Questionnaire for Eating and Weight Patterns-Revised
(QEWP) [32], the Inventory of Interpersonal Problems-Short Circumplex (IIP-SC) [23,33]
as well as a weight and eating history interview, which assessed the onset age of binge
eating and dieting. Participants’ height and weight were measured at intake assessment using
a medical balance beam scale.

Eating Disorder Examination interview (EDE) [31]—The EDE is a well-established
investigator-based interview method for assessing eating disorder psychopathology[34,35]
with established reliability[36]. The EDE focuses primarily on the previous 28 days, except
for diagnostic items which are rated according to the duration stipulations in the DSM-IV.

The developmental trajectory variables in this study are age at first binge, age at BED onset,
age at dieting onset, and age at overweight onset. These variables were assessed with the
following self-report measure and interview. The Questionnaire for Eating and Weight
Patterns-Revised (QEWP-R)[32] is a 28-item measure that assesses participants’ age at first
binge and age at overweight onset (10 pounds overweight as a child, 15 pounds overweight
as an adult). The Weight and Eating History Interview (WEH), developed for the current
research study, is a structured clinical interview that assesses current and historical obesity-
related variables of interest. Age at dieting onset was assessed with the following question:
“At what age do you remember first going on a diet?”Individuals were categorized as either
binge-first or diet-first. Binge-first refers to participants whose binge eating onset preceded
their dieting onset. Diet-first refers to participants whose dieting onset preceded their binge
eating onset. Participants who reported same-age binge and diet onset (n=6; 7.1%) were
excluded from these analyses.

Inventory of Interpersonal Problems-Short Circumplex (IIP-SC; see Figure 1)
[23,33]—The IIP-SC is a32-item measure, with each item rated on a scale from 0-not at all
to 4-extremely, that assesses interpersonal problems within eight domains (dominant,
dominant-warm, warm, submissive-warm, submissive, submissive-cold, cold, and dominant-
cold) within the framework of the Interpersonal Circumplex (IPC). In the current sample,
Cronbach alphas for the eight interpersonal problem domains ranged from .62 to .88. Using
the structural summary method for analyzing IPC data[24,25], the angular location,
amplitude, and elevation were computed for each individual. In addition dimensional scores
on dominance and affiliation were computed. We also explored whether extremity on a
specific interpersonal style was important by computing quadratic variables for each

Blomquist et al. Page 4

Compr Psychiatry. Author manuscript; available in PMC 2013 November 01.

$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text



interpersonal dimensions. That is, the quadratic variable, dominance × dominance (dom ×
dom), represents extremity in dominance (extremely high or low dominance). Similarly,
affiliation × affiliation (affil × affil) represents extremity in affiliation (either high or low
affiliation).

Statistical Analyses
Pearson’s bivariate correlations assessed associations between interpersonal variables and
the developmental variables (e.g., age of onset variables).Based on which variables were
significantly correlated, a series of hierarchical regressions explored whether interpersonal
styles and extremity on a specific interpersonal style accounted for significant variance in
age of first binge, BED, diet, or overweight onset. Analyses of variance (ANOVAs) assessed
differences between individuals with a binge-first versus diet-first onset on interpersonal
distress, interpersonal rigidity, interpersonal styles, and extremity of specific interpersonal
styles.

RESULTS
Participants’ mean age at their first binge was 23.4 years old (SD=12.9), and their mean age
at BED onset (full criteria for BED diagnosis) was 28.2 years old (SD=13.7). Participants’
mean age at diet onset was 20.2 years old (SD=10.3), and their mean age at overweight
onset was 17.5 years old (SD=11.1).There were no significant gender differences on any of
the interpersonal variables, BMI, or age at overweight onset. Women reported a younger age
at first binge (women: M=20.9, SD=11.4; men: M=28.4, SD=14.6; F(1,77)=6.175, p=0.015),
BED onset (women: M=25.6, SD=13.4; men: M=32.8, SD=13.2; F(1,77)=5.206, p=0.025),
and dieting onset (women: M=16.6, SD=8.0; men: M=26.9, SD=11.0; F(1,83)=23.691,
p≤0.0001) than men. Participants’ current BMIand weekly mean binge frequency over the
past 6 months were not significantly associated with any interpersonal variables.

Table 1 summarizes the Pearson bivariate correlations between the developmental trajectory
variables and the interpersonal variables—elevation (global interpersonal distress),
amplitude (interpersonal rigidity), and interpersonal dimensions (linear and quadratic:
dominance, affiliation). Elevation, or the global interpersonal distress, was significantly and
negatively correlated with participants’ age at first binge. Thus, participants who reported
more interpersonal problems overall reported a younger age at their first binge. Amplitude
and extremity as measured by the quadratic dominance dimension were significantly and
negatively correlated with participants’ age at their first binge, age at BED onset, and age at
overweight onset. Thus, participants who reported a more narrow range of interpersonal
problems and more extreme interpersonal problems with being either overly dominant or
overly submissive in interpersonal interactions reported a younger age at first binge, a
younger age when met full criteria for BED and a younger age when first became
overweight. Affiliation was significantly and negatively correlated with participants’ age at
dieting onset. More interpersonal problems with being overly affiliative was significantly
associated with a younger age at dieting onset.

Table 2 summarizes the hierarchical regressions examining whether interpersonal styles and
extremity (quadratic) of an interpersonal style accounted for significant variance in age at
first binge, BED, diet, and overweight onset. Extremity on either end of the dominance
dimension was significantly associated with age at first binge, age at BED onset, as well as
age at overweight onset. That is, more extreme problems with either high dominance (overly
assertive or hostile) or low dominance (overly submissive or passive) in interpersonal
interactions was associated with a younger age at first binge, a younger age at meeting full
BED criteria, and a younger age at first becoming overweight. In contrast, an overly
affiliative interpersonal style was significantly associated with age at diet onset. That is,
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more problems with being overly affiliative in interpersonal interactions were associated
with a younger age at dieting onset. Extremity on the affiliation dimension was not
significant in any of the regressions.

Table 3 summarizes the ANOVAs comparing participants whose binge eating onset
preceded (binge-first) or followed (diet-first) their dieting onset on interpersonal variables.
Individuals whose binge eating preceded their dieting reported greater global interpersonal
distress, greater interpersonal rigidity, as well as more extremity on either end of the
dominance dimension (more interpersonal problems with being overly dominant or overly
submissive) compared to those whose dieting preceded their binge eating onset. Total IIP-
SC mean scores for those with binge-first were M=40.7 (SD=18.7) and for those with diet-
first were M=2.7 (SD=17.2).

DISCUSSION
The current study explored associations between interpersonal problem profiles and the
developmental trajectories of binge eating to elaborate on specific aspects of the
interpersonal model of BED. Our primary findings revealed that individuals with greater
interpersonal problems reported a younger age at their first binge. Individuals with a more
narrow range or rigid interpersonal style (amplitude) as well as individuals with greater
problems with being extremely dominant or submissive in interpersonal interactions
(interpersonal extremity or quadratic) reported a younger age at their first binge, a younger
age when first met full BED criteria, and a younger age at overweight onset. In contrast,
being overly affiliative in interpersonal interactions was significantly associated with a
younger age at dieting onset. Individuals with more global interpersonal distress (elevation),
greater interpersonal rigidity (amplitude), and more interpersonal problems with being
extremely submissive or dominant(quadratic) were more likely to have their binge eating
onset precede their dieting onset. Furthermore, no interpersonal variable was significantly
correlated with BMI and, therefore, BMI did not influence or confound our findings.

Binge eating onset was related to several aspects of the interpersonal profiles: interpersonal
distress (elevation), interpersonal rigidity (amplitude), and extreme submissiveness or
dominance (quadratic). Diagnostic onset of BED was related to interpersonal rigidity and
extreme dominance or submissiveness extremity (quadratic). These findings suggest that
individuals who have more problems with flexibility of interpersonal style across
interpersonal contexts may be more likely to develop binge eating at a younger age.
Individuals who develop binge eating at a younger age may also persist in relating with
others in an ineffective interpersonal style and not change their interpersonal approach when
it would be helpful and effective to do so. This seems to be particularly true for problems
with being overly dominant or overly submissive—too assertive or not assertive enough in
interpersonal interactions. It may be that, consistent with interpersonal theories on loss of
control [8,9], these problematic interpersonal styles result in negative social evaluation
leading to low self-esteem and emotion dysregulation and/or negative affect that trigger
maladaptive eating patterns to cope with the negative affect. In addition, Reiger’s IPT-ED
model [9] highlights cognitive dysfunction as an important construct associated with
disordered eating development and proposes rejection sensitivity and sensitivity to negative
self-evaluation as factors associated with cognitive dysfunction. Interpersonal rigidity may
be associated with the construct of cognitive rigidity, which has been examined in
individuals with anorexia nervosa [37,38]. Given our findings that interpersonal rigidity and
interpersonal extremity of submissive or dominant behaviors are associated with disordered
eating developmentas well as previous research indicating that individuals with anorexia
nervosa tend to have more cognitive rigidity, interpersonal rigidity may be an important
addition to the cognitive dysfunction construct within the IPT-ED model.
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Interestingly, interpersonal rigidity and interpersonal distress were not associated with age at
dieting onset. However, results revealed that a more affiliative interpersonal stylewas
significantly correlated witha younger age at dieting onset. That is, although more global
interpersonal distress may not contribute to a younger age at dieting onset, it appears that
interpersonal problems with feeling too close to others may contribute to a younger age at
dieting onset. It is possible that those who feel too close with others may begin dieting at a
young age in order to gain social approval [9]. Conversely, individuals with younger age at
dieting onset may be using dieting to cope with the negative affect associated with being too
close and not setting appropriate boundaries with others. These findings may reflect attempts
to diet to alter one’s shape in order to please others or as a means of coping with weight-
related teasing as a child[39].

Greater amplitude in interpersonal problems, or interpersonal rigidity as it has been
interpreted [27] was significantly correlated with a younger age at overweight onset.
Although individuals with more overall interpersonal distress did not reporta younger age at
overweight onset, those who reported more problems with being too dominant or too
submissive in interpersonal interactions were more likely to report a younger age at
overweight onset. It is possible that extreme dominance or submission in interpersonal
interactions results in negative affect which leads to binge eating, or simply overeating, to
cope with the negative affect and consequently becoming overweight at a younger age. In
this sample, the mean age at becoming overweight was about 17.5 years old about 6 years
younger than the mean age at binge onset (23.4 years old). Since this study was not
prospective, it is not possible to draw temporal or causal inferences. However, perhaps being
overweight at a young age results in specific negative interpersonal interactions (e.g.,
weight-related teasing) by peers and family members that, in the presence of a rigid and/or
overly dominant or submissive interpersonal style, leads to lower self-esteem and/or
negative effect and then binge eating to cope.

Individuals whose binge eating preceded dieting were characterized by greater interpersonal
rigidity, higher overall interpersonal distress, and significantly more interpersonal problems
in being overly dominant or overly submissive in interpersonal interactions than individuals
whose dieting preceded binge eating. Our findings are consistent with previous research
indicating that the sequencing of binge eating and dieting onset may reflect distinct
pathways in BED development [4,5,6,7,40]. In a sample of women with BED, Manwaring et
al [3] found that there were no significant differences in reported risk factors between those
who binged first versus dieted first and concluded that these two developmental trajectories
do not differ in etiology or risk factors. In contrast, we found significant interpersonal style
differences between those who binged first versus dieted first; those whose binge eating
preceded dieting were much more likely to report interpersonal distress, rigidity and
extremity on the dominance dimension than those whose dieting preceded binge eating.
These findings are consistent with the IPT-ED model proposing that interpersonal problems
are associated with the etiology of disordered eating behaviors [9]. Perhaps the IPC model of
interpersonal variables and the IIP-SC more accurately captures and measures interpersonal
problems associated with disordered eating development than the RFI factors[3,18].
Furthermore, a recent family history study found that a parental history of substance use
disorders was associated with binge eating onset preceding dieting onset [40] whereas
Manwaring et al [3] found that those who dieted first were more likely to have a history of
substance use disorders. These discrepancies highlight the need for more research to
elucidate risk factors associated with different developmental trajectories.

Collectively, our findings regarding the timing of binge eating, BED, dieting, and
overweight onset suggest that individuals who are engaging in persistent, yet ineffective
interpersonal styles and, in particular, exhibiting interpersonal problems in the too warm and
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too dominant or too submissive domains overweight may be more at risk for binge eating
and dieting at a younger age. Our findings that specific interpersonal problems are
associated with younger ages at binge eating and dieting onset are consistent with Reiger’s
[9] IPT-ED model, which posits that negative social evaluation during adolescence and early
adulthood may be associated with the development of disordered eating behaviors. That is,
specific interpersonal styles may be more likely to contribute to negative social evaluation
from peers which results in low self-esteem and negative affect and triggers binge eating
and/or dieting as a way of coping with the negative affect or as a way to obtain peer
approval, which is strongly influenced by physical appearance during adolescence and early
adulthood. Prospective research is needed to examine the timing and sequencing of
interpersonal styles and disordered eating development.

There are several strengths and limitations to our studies. Strengths include the consecutive
ascertainment of obese men and women with BED assessed by doctoral clinicians using
reliable and validated structured interviews and associated measures. It is noteworthy that
the current investigation employed a sophisticated analysis of specific interpersonal problem
variables derived from the IPC model using the IIP-SC and is one of very few studies to
investigate these specific interpersonal variables in the context of BED development.
Generalizability to non-treatment-seeking obese persons with BED or to community
samples of obese binge eaters is uncertain; it is possible, for example, that such groups may
differ in their developmental trajectories and the severity of the interpersonal difficulties.

Our study was cross-sectional thus precluding any causal statements, which would require
prospective and experimental manipulation designs. Retrospective recall of data regarding
the onset of binge eating and obesity variables may be inaccurate or potentially biased.
Previous studies of obese patients with BED have found that this patient group is reasonably
accurate in their self-report of weight and height and that the degree of misreport (i.e.,
inaccuracy) is unrelated to demographic or clinical variables such as current BMI, eating
disorder psychopathology, body image, or current distress[41,42]. Longitudinal studies,
which can prospectively assess the developmental trajectory variables, will also allow for
formal meditational analyses to test the hypothesized IIP mechanisms leading to binge
eating and unhealthy dieting onset.

With these limitations in mind, our findings provide preliminary support for examining
specific interpersonal variables with regard to the developmental progression of binge
eating. Specifically, we found significant associations between interpersonal rigidity, overall
distress, and specific interpersonal styles with younger onset of binge eating, dieting, and
becoming overweight. These findings suggest the importance of specific interpersonal
problems in the development of BED and shed light on potential developmental differences
in this population. Research has established that there is considerable heterogeneity within
diagnostic categories and interpersonal problems have been useful in eating disorders and
other diagnostic categories for understanding this heterogeneity (e.g., [43]). The current
study expands upon this prior research by looking at the etiology of a disorder and how
differences in interpersonal problems may also be relevant to explaining diversity in
developmental course of a disorder. Future research should continue to explore this
heterogeneity in individuals with BED. Our findings also highlight the heterogeneity of this
population and suggest more fine-grained understanding of interpersonal areas, which can
be used to elaborate upon the interpersonal model as well as to enhance the use of IPT with
this population [16,17]. These findings relate to Constantino and Smith-Hansen’s [27]
findings that interpersonal rigidity moderated the therapeutic alliance at different points of
treatment for bulimia nervosa. Future research could explore the effectiveness of tailoring a
treatment approach to those high in interpersonal rigidity, perhaps in a fashion similar to
recent promising developments emerging from the integration of cognitive remediation and
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flexibility for the treatment of anorexia nervosa (e.g., [37,38]). Lastly, our findings highlight
the usefulness of the interpersonal circumplex to elucidate interpersonal problems in the
context of psychiatric disorders, and our analyses may support a useful model for clinicians
and researchers attempting to more deeply explore interpersonal problems in the
development and maintenance of psychopathology to further refine prevention and treatment
interventions.
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Figure 1. Interpersonal Problems Circumplex and Eight Interpersonal Problem Octants
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Figure 2. Interpersonal Circumplex Structural Summary Model
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Table 1
Correlations between Developmental Trajectory Variables and Interpersonal Profile
Variables

Age First
Binge

Age BED
Onset

Age Diet
Onset

Age Overweight
Onset

Amplitude −0.29* −0.24* −0.19 −0.25*

Elevation −0.31** −0.19 −0.15 −0.20

Dominance 0.03 0.03 0.10 0.10

Affiliation −0.16 −0.06 −0.22* −0.07

Note. Dom=dominant interpersonal problems. Affil=affiliative interpersonal problems.

*
p≤0.05

**
p≤0.01.
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Table 3
Binge-First versus Diet-First on Amplitude, Elevation, and Interpersonal Problems

Binge-First:
Mean (SD)

Diet-First:
Mean (SD) F P

Amplitude 0.97(0.57) 0.52(0.36) 13.012 0.001**

Elevation 0.20(0.70) −0.47(0.65) 14.531 0.000**

Dominance −0.11 (0.85) 0.02 (0.38) 0.555 0.459

Affiliation 0.20 (0.73) 0.06 (0.50) 0.773 0.383

Dom × Dom 0.71 (0.92) 0.14 (0.19) 10.311 0.002**

Affil × Affil 0.56 (0.84) 0.25 (0.46) 3.218 0.078

Note. Dom=dominant interpersonal style. Affil=affiliative interpersonal style. Dom × Dom=extremity on dominant dimension. Affil ×
Affil=extremity on affiliative dimension. Binge-First=age at binge eating onset precedes age at dieting onset; Diet-First=age at dieting onset
precedes age at binge eating onset.

*
p≤0.05.

**
p≤;0.01.
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