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Chapter
Chapter I. Introduction

This dissertation examines binge eating disorder (BED) in an underserved community.
Data from ethnically and socioeconomically diverse women were collected to answer questions
about BED recognition as a barrier to care, attitudes toward binge eating treatment options, and
feasibility of self-help binge eating treatment in a sample of black American, lower
socioeconomic status (SES) women. Data collection occurred in two phases. In the first study,
Recognition of Binge Eating Disorder, equal numbers of black and white American women
completed a computerized experiment yielding information about how BED recognition relates
to the ethnicity and SES of community observers and of those with the disorder. They also
reported eating disorder symptoms and other health and demographic characteristics. The
second study, Feasibility of Self-Help Treatment for Binge Eating, recruited black American
women who binge eat with a focus on including those of lower SES. In addition to completing
the BED recognition experiment, half of participants in the second study were randomized to
guided self-help (GSH) cognitive behavioral therapy (CBT) based on the widely studied
treatment manual, Overcoming Binge Eating (Fairburn, 2013) and encouraged to use the
Recovery Record mobile application ("Recovery Record," 2014) for self-monitoring of eating
disorder behaviors. Additionally, participants in the second study rated the acceptability of
evidence-based binge eating treatments and modes of delivery. This paper provides background
information regarding barriers to care for BED, then examines these newly collected data
regarding BED recognition, treatment preferences, and treatment feasibility in an underserved

population.



Chapter II. Background

Eating disorders are psychiatric conditions that result in excess mortality and morbidity
for millions of people worldwide, though most never receive treatment (Arcelus, Mitchell,
Wales, & Nielsen, 2011; S. J. Crow et al., 2009; Kessler et al., 2013). In the United States (US),
approximately 13 million women and men have binge eating disorder (BED), bulimia nervosa
(BN), or anorexia nervosa (AN) during their lifetimes, with many others affected by atypical,
subclinical, or less well understood presentations, some of which are described in the diagnostic
category of Other Specified Feeding or Eating Disorders (American Psychiatric Association,
2013; Hudson, Hiripi, Pope, & Kessler, 2007; United States Census Bureau, 2010). BED is the
most common eating disorder, with 12-month US prevalence of 1.2%, followed by BN at 0.3%.
Low AN base rates make its 12-month prevalence difficult to measure, but lifetime AN
prevalence is 0.6%, relative to 2.6% for BED and 1% for BN (Hudson et al., 2007). Eating
disorders affect more women than men, though sex differences are less pronounced in BED than
in AN or BN (Hudson et al., 2007).

Most individuals with eating disorders engage in binge eating, which is the experience of
losing control over the consumption of unambiguously large amounts of food in a discrete period
of time (American Psychiatric Association, 2013). In full-syndrome BED, binge eating causes
marked distress and often occurs rapidly, to the point of physical discomfort, in the absence of
hunger, and accompanied by negative emotions and cognitions (American Psychiatric
Association, 2013).

In the US, up to 70% of individuals with active BED do not receive eating disorder
treatment (Hudson et al., 2010; Marques et al., 2011). Despite low eating disorder treatment

rates, individuals with BED tend to be frequent consumers of services for other mental health



concerns and physical problems (Mond, Hay, Rodgers, & Owen, 2007; Mond, Myers, Crosby,
Hay, & Mitchell, 2010; Striegel-Moore et al., 2008; Striegel-Moore et al., 2004), pointing to
costly inefficiencies in health care utilization. Comorbidity is common for all major forms of
anxiety, mood, impulse control, and substance use disorders, meaning that individuals with a
primary diagnosis of BED usually present with multiple symptoms of psychopathology (Hudson

et al., 2007).

Disproportionate sectors of the ethnic minority and lower socioeconomic (SES)
population experience the 70% deficit in care for BED (Franko et al., 2012; Marques et al., 2011;
Thompson-Brenner et al., 2013), despite the fact that BED occurs at comparable rates across US
ethnic groups (Marques et al., 2011). In addition to psychosocial morbidity, BED frequently is
comorbid with prevalent and costly public health problems, including obesity (Hudson et al.,
2007; Kessler et al., 2013; Pike, Dohm, Striegel-Moore, Wilfley, & Fairburn, 2001; Striegel-
Moore et al., 2005), metabolic syndrome (Barnes et al., 2011; Blomquist et al., 2012;
Guerdjikova, SL, Kotwal, & Keck, 2007; Hudson et al., 2010; Roehrig, Masheb, White, & Grilo,
2009), and type two diabetes mellitus (T2DM) (Allison et al., 2007; S. Crow, Kendall, Praus, &
Thuras, 2001; Gorin, 2008; Herpertz et al., 2000; Kenardy et al., 2001; Mannucci et al., 2002;
Meneghini, Spadola, & Florez, 2006; Webb, Applegate, & Grant, 2011), conditions for which
US ethnic minorities already are at increased risk (Centers for Disease Control and Prevention,
2011; Flegal, Carroll, Ogden, & Curtin, 2010; Ford, Giles, & Dietz, 2002).

Ethnic minority and lower SES individuals are underrepresented in BED treatment
(Franko et al., 2012; Thompson-Brenner et al., 2013) for reasons that are insufficiently
understood. Clinical and community recognition may play important roles. There is evidence

that general barriers to eating disorders treatment, such as proper diagnosis and referral in



clinical contexts, disproportionately affect ethnic minorities (Becker, Franko, Speck, & Herzog,
2003; Ham, lorio, & Sovinsky, 2012). Poor community recognition of BED, measuring as low
as 11.7% and 24.3%, also may be a culprit (Mond & Hay, 2008; Sala, Reyes-Rodriguez, Bulik,
& Bardone-Cone, 2013). Some studies have found evidence that ethnic stereotypes may
contribute to low community recognition of some types of eating disorders (Becker, Hadley
Arrindell, Perloe, Fay, & Striegel-Moore, 2010; Gordon, Perez, & Joiner Jr., 2002), though the
data are mixed (Sala et al., 2013). For example, one study found that undergraduates more
frequently recognized anorexia nervosa in a white girl (93%) relative to a black or Latina girl
(79%) (Gordon et al., 2002), though a more recent study with undergraduates did not find this
effect (Sala et al., 2013) and neither study reported an effect of the participant’s own ethnicity.
These studies were conducted in a college sample, making it unclear whether they apply to a
lower SES community population, and no studies to date have examined the relationship
between SES and eating disorder recognition.

Evidence indicates that BED is treated most successfully with cognitive-behavioral
therapy (CBT) or interpersonal psychotherapy (IPT), which reduce binge eating episodes and
core weight-and shape-psychopathology over the long-run (Wilfley et al., 2002; G. Terence
Wilson, Wilfley, Agras, & Bryson, 2010). CBT focuses on reducing dietary restraint as a trigger
for bingeing and on reshaping disordered cognitions around eating, weight, and shape (Fairburn,
1995, 2008). IPT identifies and manages interpersonal deficits, interpersonal role disputes, grief,
and role transitions that contribute to BED onset and maintenance (Wilfley et al., 2002). CBT
and IPT are more effective than behavioral weight loss in producing binge eating remission,
which is associated with greater likelihood of reducing body weight by five percent or more (G.

Terence Wilson et al., 2010). However, average weight loss in CBT and IPT typically is



statistically but not clinically significant (Wilfley et al., 2002; G. Terence Wilson et al., 2010).
Importantly, however, CBT and IPT appear to stabilize BMI over follow-up (Wilfley et al.,
2002), meaning that these treatments may effectively interrupt the progressive weight gain seen
in the natural course of BED (Fairburn, Cooper, Doll, Norman, & O'Connor, 2000).
Stabilization of or a modest decline in BMI likely has positive implications for reducing physical
morbidity associated with BED.

The guided self-help (GSH) version of CBT is considered a first-line BED treatment
because it is efficacious in treating individuals with less severe psychopathology, numerous
types of clinicians with relatively minimal training can facilitate use of a self-help manual, and it
may be amenable to technology-assisted dissemination (Shingleton, Richards, & Thompson-
Brenner, 2013; G. Terence Wilson et al., 2010; G. T. Wilson & Zandberg, 2012). In GSH CBT,
the patient follows a self-help manual while the therapist monitors progress, provides
encouragement, and helps identify solutions from within the program (Fairburn, 2013).

Overcoming Binge Eating is the most widely studied self-help / GSH CBT manual and
recently was updated to reflect new research (Fairburn, 2013). The first half of the manual offers
accessible psychoeducation about binge eating and the second half introduces steps for reducing
the behavior, specifically, self-monitoring and weighing, implementing regular eating and
alternatives to binge eating, practicing problem solving, and optional modules on dieting and
body image (Fairburn, 2013).

Several researchers have explored the use of technology to deliver GSH CBT for eating
disorders, including, for example, online self-help manuals, moderated internet discussion
groups, and supportive emails (Shingleton et al., 2013). Mobile applications also have been

developed to assist with self-monitoring (e.g. of food intake, mood, thoughts, frequency of



weighing) and developing behavioral strategies to delay or avoid binge eating (e.g. providing
distractions or alternatives) ("Center for Discovery," 2014; "Recovery Record," 2014; "Recovery
Warriors LLC," 2014). For example, some features of Recovery Record, a popular mobile
application, include self-monitoring of meals, thoughts, feelings, and behaviors; messaging with
one’s treatment team; messaging with other users; setting goals; and tracking progress.
Understanding the most effective use of technological assistance in eating disorder treatment
requires further research (Shingleton et al., 2013), however, these efforts highlight the
importance of innovation and cost-reduction in mental health treatment dissemination to address
inequities in care (Kazdin & Blase, 2011).

Treatment initiation and attrition rates provide important measures of feasibility and
acceptability of treatment for binge eating. Available data from previous studies indicate
initiation rates of 30-91% in GSH CBT studies (M. Jones et al., 2008; Carol B. Peterson et al.,
1998; G. T. Wilson & Zandberg, 2012) and attrition rates of 9-33.3% from GSH conditions
(Carrard, Crepin, Rouget, Lam, Golay, et al., 2011; Carrard, Crepin, Rouget, Lam, Van der
Linden, et al., 2011; G. T. Wilson & Zandberg, 2012). Attrition from binge eating treatment has
been associated with more severe weight-related psychopathology (C. Jones et al., 2012) and
ethnic minority status (Thompson-Brenner et al., 2013).

Binge eating remission and frequency typically measure the effectiveness of BED
treatment. To date, only one BED treatment study has recruited a predominantly non-white
sample (56%), finding that self-help CBT, without therapist guidance, did not outperform usual
care on binge eating measures in obese primary care patients with BED (Grilo, White,

Gueorguieva, Barnes, & Masheb, 2013). In other studies, GSH CBT has outperformed control



conditions with respect to binge remission and frequency (Carter & Fairburn, 1998; C. B.

Peterson, Mitchell, Crow, Crosby, & Wonderlich, 2009; Carol B. Peterson et al., 1998).



Chapter III. Specific Aims and Hypotheses

Specific Aim 1: BED Recognition

The first aim of this study was to measure community recognition of binge eating
disorder (BED) in an ethnically diverse community sample of women to understand how such
rates compare to data from other samples and how ethnicity and socioeconomic status (SES)
influence perceptions of BED. Data were collected from a recognition task in which participants
were presented with one of four descriptions of a fictional character with BED, differing on
ethnicity and SES (black+lower SES, whitet+lower SES, black+higher SES, white higher+SES).
The purpose of the recognition task was to test the hypothesis that binge eating is not
characterized as disordered behavior in the social context of ethnic minority or lower SES,
preventing affected individuals and their support systems from interpreting symptoms in a
manner that aids treatment.

A. Overall BED recognition rates

Overall BED recognition was expected to be comparable to the 11.7% rate in Mond et al,
2008, which reported on a population-based Australian sample, but was expected to be lower
than the 24.3% recognition rate in Sala et al, 2013, which reported on an American college
sample (Mond & Hay, 2008; Sala et al., 2013). Participants for this study were drawn from the
community rather than a college setting, increasing the likelihood that recognition rates would be
closer to the those seen in the Australian population sample. Additionally, lower SES and black
American women were recruited to test the hypothesis that low community recognition explains

particularly low treatment rates in these groups.



B. BED recognition by case descriptions

It was hypothesized that BED recognition would be lower in lower versus higher SES
case descriptions and lower in black versus white case descriptions, when comparing BED
recognition rates based on case descriptions.

C. BED recognition by participant characteristics

It was hypothesized that BED recognition would be lower among black+lower SES
participants relative to other groups, when comparing BED recognition rates based on participant
characteristics (black+lower SES, white+lower SES, black+higher SES, white higher+SES).
Specific Aim 2: Treatment Feasibility and Acceptability

The second aim of this study was to evaluate the feasibility and acceptability of guided
self-help (GSH) cognitive behavioral therapy (CBT) for binge eating in in black American
women of lower SES.

A. Initiation rate

It was hypothesized that the initiation rate would be in the lower end of the 30-91% range
reported in earlier studies of GSH CBT (M. Jones et al., 2008; Carol B. Peterson et al., 1998; G.
T. Wilson & Zandberg, 2012). Although previous studies have found significant variability in
initiation rates, no studies have specifically examined interest in GSH CBT for binge eating in
lower SES, black American women. It is hypothesized that the low treatment rates seen in this
population are at least partially due to external barriers to health care and lack of familiarity with
mental health treatment, which would contribute to low treatment initiation rates.

B. Attrition rate

It was hypothesized that the attrition rate would be higher than the 9-33.3% range

observed in previous studies (Carrard, Crepin, Rouget, Lam, Golay, et al., 2011; Carrard, Crepin,



Rouget, Lam, Van der Linden, et al., 2011; G. T. Wilson & Zandberg, 2012), given evidence that
ethnic minorities are more likely to drop out of BED treatment trials (Thompson-Brenner et al.,
2013).

C. Respondent characteristics

It was hypothesized that individuals with greater pre-treatment eating disorder
psychopathology would be less likely to complete the study. An exploratory analysis of the
effect of BMI on non-initiator versus discontinuer versus completer status also was conducted.

D. Perceptions of self-help CBT effectiveness

This study sought to understand pre- and post-treatment perceptions of GSH CBT using
numeric rankings of comfort with and helpfulness of GSH CBT treatment components. This
analysis was exploratory, as it has not been addressed in previous studies.

E. Preferences among evidence-based treatments

Ranking and narrative data were collected to understand preferences among binge eating
treatment orientations and delivery modes. This analysis was primarily exploratory because the
literature does not discuss treatment preferences in this specific population. However, with
respect to delivery modes, more participants were expected to prefer treatments with internet or
mobile components, which they may perceive as more accessible.
Specific Aim 3: Treatment Effectiveness

The third aim of this study was to evaluate effectiveness of GSH CBT for binge eating in
in black American women of lower SES.

A. Binge remission

It was hypothesized that binge remission would be higher in the treatment group relative

to controls.
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B. Binge frequency
It was hypothesized that binge frequency would be lower in the treatment group relative

to controls.
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Chapter I'V. Methods
All study methods were approved by the Vanderbilt University Institutional Review
Board (IRB). All surveys used in this study were administered through REDCap, a secure web
application for building and managing online surveys and databases that is supported by grant
UL1 TR000445 from the US National Institutes of Health. Recruitment was supported by
ResearchMatch, a national health volunteer registry that was created by several academic
institutions and supported by the U.S. National Institutes of Health as part of the Clinical

Translational Science Award (CTSA) program.

Recognition of Binge Eating Disorder (Study 1) Methods

Study 1 used ResearchMatch to recruit 65 black and 65 white adult women to complete a
BED recognition task, eating disorder and weight stigma measures, and demographic questions.
(See Appendix A.) One hundred thirty participants received $25 upon completion and 32
additional ResearchMatch volunteers also completed the study. Participants viewed one of four
photographic and narrative vignettes that depicted a woman with binge eating disorder (BED)
who was either black or white American and described as being of higher or lower
socioeconomic status based on education and income (SES). (See Appendix B.) Photographs
were similar in age, expression, shape, size, and clothing, available in the public domain, and
licensed for non-commercial use. Narrative portions of the vignettes were identical except for
ethnicity and SES information and provided a sketch of the fictional character’s employment,
education, and BED symptoms. After viewing the vignettes, participants provided successive
feedback about whether the depicted woman (1) had a problem, (2) a mental disorder, and (3) an
eating disorder. If they identified the woman as having any of these conditions, they had an

opportunity to submit an open-ended response.
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Feasibility of Treatment for Binge Eating (Study 2) Methods
1. Recruitment and Screening of Participants
Recruitment occurred through Facebook and ResearchMatch. Facebook advertisements
(See Appendix C) were shown to black American, adult, female users who used mobile devices,
had not obtained a four-year college degree, and were interested in weight loss, dieting,
nutrition, or Zumba. Advertisements included pictures of food and the words “Eat unusually
large amounts of food? Feel like you’ve lost control over your eating?” They linked
participants directly to the screening survey (described below) or to the Facebook page created
for this study, which further stated “’You may be eligible for a study conducted by researchers at
Vanderbilt University. Eligible participants will receive compensation for their participation in
an online study and also may receive help for their eating” and provided a link to the screening
survey. Language used in the Facebook advertisements also was emailed to random samples of
ResearchMatch volunteers who were black American, adult women and whose BMI > 25.
Interested respondents completed an online screening survey to determine eligibility.
(See Appendix D.) Electronic signatures of the informed consent screening document were
captured via the survey; the IRB waived collection of pen and paper signatures. Inclusion
criteria were: female sex, age > 18 years, self-identified as black or African American, BMI >
24, and DSM-5-defined binge eating, i.e. eating an unusually large amount of food given the
circumstances which means “eating, in a discrete period of time (e.g. within any 2-hour period),
an amount of food that is definitely larger than what most people would eat in a similar period of
time under similar circumstances,” while also experiencing a lack of control over the behavior
(American Psychiatric Association, 2013). Other symptoms of the full BED diagnosis were not

required. Exclusion criteria were: moderately severe depression indicated by a Patient Health
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Questionnaire Depression (PHQ-8) score > 15 (Center) and > two episodes of self-induced
vomiting or inappropriate laxative or diuretic use. Respondents provided an email address or
mobile number for receiving text messages.

2. Participant Activity and Data Collection

Eligible respondents were offered the opportunity to complete the initial survey,
randomized to the GSH or control condition, and then contacted to complete the follow-up
survey.
Initial Survey

Electronic signatures of the informed consent document for study participation were
captured via the initial survey, which also collected data regarding BED recognition, eating
disorder symptoms, binge eating treatment preferences, ratings of the GSH program offered in
this study, and demographic characteristics. (See Appendix E.) Eligible respondents were
randomized to one of four versions of the initial survey, which differed by case description
presented in the BED recognition task described in the Recognition of Binge Eating Disorder
(Study 1) Methods section above. Participants self-reported information about current eating
disorder symptoms and related psychopathology through the Eating Disorder Examination
Questionnaire (EDE-Q) (Fairburn & Beglin, 2008) and the Binge Eating Disorder module from
the Eating Disorder Examination (EDE) interview (Fairburn, Cooper, & O'Connor, 2014). They
also answered questions about history of eating disorder diagnosis, diabetes diagnosis, and
exposure to food insecurity or scarcity. On a visual scale of 0-100, where 0 = not comfortable,
50 = neutral, and 100 = very comfortable, participants ranked their degree of comfort with the
following treatment options for an eating problem: book-based self-help, online/mobile self-help,

peer-led group program, individual therapy, therapist-led group therapy, CBT, interpersonal
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psychotherapy, and behavioral weight loss. On the same scale, they also ranked their degree of
comfort with and pre-treatment perception of the helpfulness of the book-based, electronically
therapist-guided, mobile application-assisted GSH CBT program offered in this study.
Participants also answered questions regarding education and income/wealth. Those who
completed the initial survey received a check for $10.
GSH condition

After completing the initial survey, participants were randomized to the GSH treatment
or control condition. Participants in the GSH treatment condition received a paperback version
of the Overcoming Binge Eating treatment manual and a link to download the Recovery Record
mobile application to assist with self-monitoring. (See Appendix F.) GSH participants received
weekly emails summarizing steps in the treatment manual and encouraging program adherence
or resumption. Communication with the GSH participants (see Appendix G) followed the
structure of the treatment manual, progressively focusing on psychoeducation, self-monitoring
and weighing, implementing regular eating, implementing alternatives to binge eating, practicing
problem-solving, and addressing dieting and body image, as needed. Emails also included the
treatment manual’s self-monitoring forms for those participants who may have opted not to use
the mobile application. (See Appendix H.) GSH participants had the opportunity to email the
study team with the expectation of a once-weekly response.
Follow-up Survey

After approximately eight weeks, all GSH and control participants received the follow-up
survey via email. (See Appendix I.) It captured information regarding body mass index, eating
disorder symptoms via the EDE-Q and EDE interview BED module, degree of interaction with

treatment components, 0-100 ratings of comfort with and helpfulness of the GSH program
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offered, barriers to treatment, and open-ended feedback. All participants who completed the
follow-up survey received a check for $15.

3. Sample Size Analysis

Sample size analyses with 80% power and a two-sided significance level of 0.05 were
conducted for post-treatment binge eating, a primary quantitative outcome with sufficient
previous data for sample size analyses. Post-treatment binge eating in the GSH treatment and
control conditions was measured by mean frequency of binges in the previous month and the
proportion of individuals in remission from binge eating. A sample size of 70 per group was
expected to detect a binge remission difference of 22% between treatment and control
participants, based on data where post-treatment binge remission was 15% for controls and 37%
for those treated, which is the smallest difference in proportions observed in previous data
(Ljotsson et al., 2007). Sample size based on binge frequency was calculated in two different
ways because of the differences in standard deviations in previous data (Carter & Fairburn, 1998;
Grilo & Masheb, 2005; Ljotsson et al., 2007; C. B. Peterson et al., 2009). Power table 8.3.12 in
Cohen 1988 (Cohen, 1988) indicates that a sample size of 64 per group is needed to detect a
medium effect (f = .25) where power = .8 and alpha = .05 (Cohen, 1988). Sample size analyses
based on means and standard deviations from previous data indicated that a sample size of 67 per
group would permit detection of a post-treatment binge frequency difference of 9 between
treatment and control participants, based on data where post-treatment binge frequency was 11.7
(sd=18.4) for controls and 2.7 (sd=3.7) for those treated (Ljotsson et al., 2007). Final study
sample size of 140 was based on the slightly larger number (70 per group) from the binge

remission analysis. Although sample size analyses indicated the appropriateness of this goal, a
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primary question this study sought to answer was the feasibility of achieving target sample sizes

in the target population.
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Chapter V. Results

All analyses were conducted with SPSS 24 for Mac and used a significance level of 0.05.

Participants in Recognition of Binge Eating Disorder (Study 1) sample

One hundred fifty-eight of the 162 participants recruited for Recognition of Binge Eating
Disorder (Study 1) met criteria for the sociodemographic analyses* and are described in the
following table. Funding for Study 1 permitted compensation for 65 black and 65 white
participants. Due to high interest among potential participants recruited via ResearchMatch,
volunteers also were enrolled after meeting target sample size.

Participants in Feasibility of Treatment for Binge Eating (Study 2) sample

Over ten months, 313 individuals completed the screening survey, including 32 recruited
via Facebook and 281 recruited via ResearchMatch. Forty-four individuals met the screening
requirements outlined in the Methods section and were invited to participate. Eighteen
individuals declined to participate, 13 were randomized to the control group, and 13 were
randomized to the GSH treatment group.

Participant Characteristics of Combined Samples

The following table provides participant characteristics for the Study 1 and Study 2
samples. Chi-square tests of independence and ANOV As were performed to determine
significant differences between the samples. Because Study 2 recruited only black participants, a
test was not conducted for ethnicity. Participants in Study 1 had higher incomes and education
levels, likely partially reflecting the deliberate recruitment of individuals with lower education
levels for Study 2. Most Study 2 participants had not completed college and had annual

household incomes below $50,000. In contrast, only 25% of Study 1 participants had not

" The four individuals who did not meet criteria for these analyses provided ambiguous data regarding ethnicity.
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completed college and the majority had household incomes greater than $50,000. Although
binge eating was a requirement for inclusion in Study 2, less than a quarter of the Study 2 sample
previously had been diagnosed with full-syndrome BED; no individuals had been diagnosed with
anorexia nervosa or bulimia nervosa. In keeping with Study 2 inclusion criteria, all participants
had BMIs greater than 24. There were no BMI requirements for Study 1 inclusion, which likely

accounts for the lower mean BMI in that sample.
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Table 1: Participant characteristics: Recognition of Binge Eating Disorder and
Feasibility of Treatment for Binge Eating studies

Study 1 Study 2 X2 or
ANOVA
Variable Category Frequency % Frequency % P-value*
Black/African American 68 43 26 100
Ethnicity NA*
White/European American 90 57 0 0
Did not graduate high
school or currently in high 0 0 1 3.8
school
High school diploma/GED 5 32 6 23.1
Partial or current college 24 15.2 7 26.9
Graduated from two-year
Education college 10 6.3 2 77 0.00
Graduated from four-year 3 203 3 115
college
Partial .graduate or 23 14.6 0 0
professional school
Graduated from graduate 64 405 7 26.9
or professional school
under $10,000 4 2.5 4 15.4
$10,000 - $14,999 3 1.9 2 7.7
$15,000 - $29,999 11 7 2 7.7
$30,000 - $49,000 40 253 10 38.5
$50,000 - $74,999 42 26.6 6 23.1
Income 0.02
$75,000 - $99,999 25 15.8 2 7.7
$100,000 - $149,999 19 12 0 0
$150,000 - $199,999 9 5.7 0 0
$200,000 - $249,999 3 1.9 0 0
$250,000 and above 2 1.3 0 0
black+lower SES(e) 15 9.50% 15 57.70%
Demographic white+lower SES(e) 24 15.20% 0 0.00% 0.00
group(e)** black+higher SES(e) 53 33.50% 11 42.30% '
white+higher SES(e) 66 41.80% 0 0.00%
black+lower SES(i) 11 7% 8 30.8%
Demographic white+lower SES(i) 7 4.4% 0 0% 0.00
group(i)*** black-+higher SES(i) 57 36.1% 18 69.2% '
whitethigher SES(i) 83 52.5% 0 0%
Anorexia Nervosa 4 2.5 0 0
Previous Bulimia Nervosa 4 2.5 0 0
eating Binge Eating Disord 12 7.6 6 23.1 031
disorder inge Eating Disorder . . .
diagnosis Eating .dlsorder. not 3 51 5 77
otherwise specified
BMI (mean, standard deviation) 29.65 8.04 36.90 5.45 0.00

*Only black American participants were recruited for Study 2.

** SES(e) means higher socioeconomic status is defined as graduation from four-year college or more education.
***SES(i) means higher socioeconomic status is defined as income > $30,000.
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Group Characteristics in Feasibility of Treatment for Binge Eating (Study 2) sample

Chi-square tests of independence and ANOVA were used to detect differences between
guided self-help (GSH) treatment and control groups. Among individuals randomized to the
GSH condition, more discontinued participation after the initial survey and fewer completed the
final survey. GSH and control participants were comparable with regard to education, income,
home ownership, previous eating disorder diagnoses, and BMI. Group characteristics are

presented in Table 2, below.
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Table 2: Group characteristics in Feasibility of Treatment for Binge Eating (Study 2) sample

Control

Guided self-help

(GSH)
Chi-
. o o square or
Variable Category Frequency %o Frequency % ANOVA
p-value
S.tl.ldy . Discontinued after initial survey 1| 7.7 3] 231 0.00
participation
Completed study 12 ] 923 10 | 76.9
Did not graduate high school or 0 0 1 77
currently in high school '
Graduated high school or received
GED 3| 23.1 3| 231
Education Partial or current college 6| 46.2 1 7.7 022
Graduated from two-year college 0 0 2| 154
Graduated from four-year college 1 7.7 2| 154
Gradua.ted from graduate or 3| 231 4| 308
professional school
under $10,000 21154 2| 154
$10,000 - $14,999 1y 77 1 7.7
$15,000 - $29,999 0 0 2| 154
Income 0.41
$30,000 - $49,000 6| 46.2 4| 308
$50,000 - $74,999 4| 30.8 2| 154
$75,000 - $99,999 0 0 2| 154
Not a home owner 91 69.2 6| 46.2
Home 0.23
ownership | Home owner 4| 30.8 7| 53.8 '
Binge Eating Disorder 4| 30.8 2| 154
Previous
eating ) . .
disorder Eating disorder not otherwise 2| 154 0 0 0.35
diagnosis | Specified
BMI mean, standard deviation 36.8 4.2 37 6.6 0.90
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Specific Aim 1: BED Recognition

All BED recognition analyses were conducted with the combined samples from Study 1
and Study 2. Participants had three opportunities to identify BED. In succession all were asked
to respond yes or no to whether the fictional character in the case description had a problem, a
mental disorder, or an eating disorder. Those who responded yes had the opportunity at each
query to provide an open-ended response, which was categorized as BED, any eating disorder
(including BED), or any eating problem (including an eating disorder, as well as descriptions
such as “emotional overeating”). Therefore, there are three binary variables representing correct
BED recognition on the first, second, and third queries, as well as six additional binary variables
representing any eating disorder recognition and eating problem recognition on each query.

Figure 1 depicts percentages of correct recognition for each response category on each query.

Figure 1: Percent correct recognition in combined samples from
Recognition of Binge Eating Disorder (BED) and Feasibility of Treatment for Binge Eating
studies

BED recognition on 1st query s 10.9
Any eating disorder recognitionon 1st query IENNN——— 332
Any eating problem recognitionon 1st query IS (5.8
BED recognition on 2nd query Bl 54
Any eating disorder recognition on 2nd query I 5.8
Any eating problem recognition on 2nd query I [8.5
BED recognition on 3rd query I—————————— 3(.4
Any eating disorder recognition on 3rd query INIEEEEEEEEEEINN————— 40.8
Any eating problem recognition on 3rd query I 71.7

0 10 20 30 40 50 60 70 80 90 100

A. Overall BED recognition rates relative to previous studies
Chi-square goodness of fit tests (Franke, Ho, & Christie, 2011) were used to compare
overall BED recognition in the combined sample to rates measured in previous studies. As

hypothesized, BED recognition on the first query was not significantly different from the 11.7%
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rate observed in the Australian population sample (Mond & Hay, 2008) but was significantly
lower than the 24.3% rate observed in the American college sample (Sala et al., 2013). On the
second query, BED recognition was significantly lower than both previously observed rates. On
the third query, BED recognition was higher than the previously observed rate of 11.7% but not
significantly different from the previously observed rate of 24.3%. The following table shows
BED recognition on each query in comparison to previously observed rates. These results

confirm the hypothesis that initial BED recognition would be comparable to 11.7% but lower

than 24.3%.
Table 3: BED recognition relative to previous studies
compared to compared to
11.7% rate in 24.3% rate in
Mond, 2008 Sala, 2013
Did not . . .
. Recognized Chi- p Chi- p
Query recognize BED Total Square df value | Square df value
BED
BED recognition on 1st query 89.1% 10.9% 184 | 0.123 | 1| 0.73 | 18.042 | 1| 0.00
BED recognition on 2nd query 94.5% 5.5% 183 | 6.887 | 1| 0.01 |35294 | 1| 0.00
BED recognition on 3rd query 69.6% 30.4% 184 1 62513 | 1| 0.00| 3.765| 1| 0.05

B+C. BED recognition by case descriptions and participant demographic groups

Logistic regressions were conducted for each of the nine recognition variables to
determine whether case description or participant demographic group impacted recognition,
while controlling for BMI and previous eating disorder diagnosis. Case descriptions were
categorized as black+lower SES, white+lower SES, black+higher SES, and white+higher SES
based on education and income descriptions in the photographic and narrative vignettes (see
Appendix B). Participant demographic groups were created using the same four categories.
However, two sets of analyses were conducted based on two definitions of SES used to create
participant demographic groups. In one set of analyses, education served as a proxy for SES,

with education greater than or equal to a four-year college degree placing individuals in the
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higher SES category. In the second set of analyses, higher SES was defined as income greater
than or equal to $30,000. This income level was chosen as a cutoff because it appeared to most
meaningfully segment a relatively lower income group within this sample, in the absence of
additional household and wealth data. (Frequencies and percentages for participant demographic
groups are presented in Table 1, above.) Therefore, two sets of logistic regressions were
conducted to determine effects of case descriptions and participant demographic group: one set
using education-based SES and one set using income-based SES.

Education-based SES used to define participant groups in regression analyses

Significant differences in recognition by case description were observed with respect to
recognition of an eating problem on the second query. Relative to case descriptions of white,
higher SES women with BED, participants were 80.8% less likely (Exp(B)=0.192, p=0.051) to
recognize an eating problem in case descriptions of black, lower SES women with BED. No
other significant differences by case description emerged. Table 4 below presents results from
this regression analysis. This result partially confirmed the hypothesis that BED recognition
would be lower in lower versus higher SES case descriptions and lower in black versus white
case descriptions. These analyses did not reveal any significant differences based on participant
characteristics on any query, contrary to the hypothesis that BED recognition would be lower
among black and lower SES participants. No significant effects of BMI or previous eating

disorder diagnosis emerged.
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Table 4: Logistic regression results regarding recognition of any eating problem on the 2nd query

Variable B SE. | Wald De%;ees V;;le (Ofé‘spgt)io)
freedom

Svﬁ:feiflsi;ﬁf:lgg ;eference category: 510 3.00 017
Black+lower SES -1.65 0.84 3.82 1.00 0.05 0.19
White+lower SES 0.26 0.53 0.24 1.00 0.62 1.30
Black+higher SES -0.08 0.57 0.02 1.00 0.89 0.93
gfllirtl:f;?gphhel: Sg;‘goslzg)reference category: 212 3.00 0.55
Black+lower SES(e) -20.20 | 7262.14 0.00 1.00 1.00 0.00
White+lower SES(e) -0.99 0.71 1.92 1.00 0.17 0.37
Black+higher SES(e) -0.42 0.49 0.74 1.00 0.39 0.66
Body mass index -0.01 0.03 0.05 1.00 0.82 0.99
Previous eating disorder diagnosis
reference category: no previous 5.63 4.00 0.23
diagnosis
Anorexia nervosa -1.29 0.78 2.70 1.00 0.10 0.28
Bulimia nervosa 0.41 1.32 0.10 1.00 0.76 1.51
Binge eating disorder -0.26 1.59 0.03 1.00 0.87 0.77
other specifed feeding or enting disorder | 030|100 009|100 | 0T 074
Constant 0.41 1.17 0.12 1.00 0.73 1.50

Income-based SES used to define participant groups in regression analyses

Recognition by case description was not significant in these analyses, contrary to the

hypothesis of lower recognition in lower SES and black case descriptions. However, significant

effects of participant demographic group and previous eating disorder diagnosis emerged. On

the third query, white, lower SES women were 6.59 times more likely (p=0.05) than white,

higher SES women to recognize BED. This result disconfirmed the hypothesis that BED

recognition would be lower among lower SES participants. Table 5 below presents results from

this regression analysis. Participants with a previous anorexia nervosa diagnosis were 79% less

likely (Exp(B)=0.21, p=0.04) to recognize any eating disorder on the second query, relative to

those without a previous eating disorder diagnosis. Table 6 below presents results from this

regression analysis. The effect of previous anorexia nervosa diagnosis also trended toward
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significance with respect to any eating problem recognition on the second query (Exp(B)=0.24,

p=0.057). Although previous eating disorder diagnosis was expected to account for some of the

variance in these regressions, no specific hypotheses regarding its effect were made.

Table 5: Logistic regression results regarding any eating disorder recognition on the 3rd query

Degr Exp(B
Variable p | Standard | o PRSP (ozgls)
error freedom value ratio)

Case description reference category:
white+high£r SES o 153 3.00 0.68
Black+lower SES -0.15 0.51 0.09 1.00 0.77 0.86
White+lower SES 0.26 0.45 0.34 1.00 0.56 1.30
Black+higher SES -0.29 0.50 0.34 1.00 0.56 0.75
Demographic group reference category:
whitefhigpher SgES(?) o 4.79 3.00 0.19
Black+lower SES(i) -0.41 0.64 0.40 1.00 0.53 0.67
White+lower SES(i) 1.89 0.94 4.00 1.00 0.05 6.59
Black+higher SES(i) 0.10 0.38 0.06 1.00 0.80 1.10
Body mass index 0.02 0.02 0.96 1.00 0.33 1.02
Anorexia nervosa -0.63 0.70 0.82 1.00 0.36 0.53
Bulimia nervosa -1.06 1.45 0.54 1.00 0.46 0.35
Binge eating disorder 0.76 1.25 0.37 1.00 0.54 2.14
Eatiflg disordf:r not oth.erwi§e specified / other 0.38 086 0.20 1.00 0.66 1.46
specified feeding or eating disorder
Constant -1.16 0.99 1.38 1.00 0.24 0.31
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Table 6: Logistic regression results regarding any eating problem recognition on the 2nd query

Exp(B)
Variable B Standard wala | Desreesof | b L olue (odds
error freedom .
ratio)
Case description
reference category: 3.65 3.00 0.30
white+higher SES
Black+lower SES -1.41 0.84 2.78 1.00 0.10 0.25
White+lower SES 0.13 0.54 0.06 1.00 0.81 1.14
Black-+higher SES -0.31 0.61 0.25 1.00 0.62 0.74
Demographic group
reference category: 0.78 3.00 0.85
white+higher SES
Black+lower SES 0.09 0.77 0.01 1.00 0.91 1.09
White+lower SES 0.18 0.98 0.03 1.00 0.86 1.20
Black-+higher SES -0.39 0.52 0.56 1.00 0.45 0.68
Body mass index -0.03 0.04 0.90 1.00 0.34 0.97
Previous eating
disorder diagnosis 6.22 4.00 018
reference category: no
previous diagnosis
Anorexia nervosa -1.56 0.75 4.36 1.00 0.04 0.21
Bulimia nervosa 0.11 1.30 0.01 1.00 0.93 1.11
Binge eating disorder -0.77 1.43 0.29 1.00 0.59 0.46
Eating disorder not
otherwise specified /
other specified feeding -1.05 1.00 1.10 1.00 0.29 0.35
or eating disorder
Constant 0.96 1.22 0.62 1.00 0.43 2.62

Specific Aim 2: Treatment Feasibility and Acceptability
A. Initiation rate
The following table shows initiation, attrition, and completion rates. The initiation
frequency equals the number of participants who passed the screening and went on to complete
the initial survey to enter the study. The attrition frequency equals the number of participants
who completed the initial survey but did not complete the follow-up survey. The completion

frequency equals the number of participants who completed both initial and follow-up surveys.
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As hypothesized, the 59.1% initiation rate observed here was in the lower to middle range of 30-
91% initiation rates observed in other studies of GSH CBT (M. Jones et al., 2008; Carol B.

Peterson et al., 1998; G. T. Wilson & Zandberg, 2012).

Table 7: Study initiation, attrition, and completion rates
Percentage of total Percentage of total
Frequency actual participants invited to participate
(N=26) in study
Initiation 26 100.0% 59.1%
Attrition 4 15.4% 9.1%
Completion 22 84.6% 50.0%
Total invited to participate in
44 -- --
study

B. Attrition rate
The previous table shows the study attrition rate of 15.4% attrition rate, which includes
one control participant (3.8%) and three GSH treatment participants (11.5%). Contrary to the
hypothesis of higher attrition, the rate observed was comparable to rates observed in other
studies of GSH CBT, where attrition rates from the treatment group ranged from 13-33% (M.
Jones et al., 2008; Carol B. Peterson et al., 1998; G. T. Wilson & Zandberg, 2012).
C. Respondent characteristics
Independent samples t-tests indicated that pre-treatment EDE-Q scores (restraint, weight
concerns, shape concerns, eating concerns, and global eating disorder pathology) did not predict
discontinuer versus completer status.” This analysis did not confirm the hypothesis that
individuals with greater pre-treatment eating disorder psychopathology would be less likely to
complete treatment. Table 8 below presents results.
Independent samples t-tests indicated that BMI did not predict study initiation or

completion. This analysis was exploratory. Table 8 below presents results.

: Only partial EDE-Q data was available for one participant. The last observation was carried forward to derive her
EDE-Q scores.
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Table 8: Impact of body mass index (BMI) and initial
Eating Disorder Examination-Questionnaire (EDE-Q) scores on study participation
Degrees
Variable S.tl.ldy . Frequency | Percentage | Mean Stal.ld{lrd T.- . of P-
participation deviation | statistic value
freedom
. Did not .

! initiate 18] 4091% ) 36.48 S oas 42.00 | 081
Initiated 26 59.09% | 36.90 545
. Discontinued 4 15.38% | 38.31 5.88

Initial BMI 0.55 24.00 0.59
Completed 22 84.62% | 36.65 5.48
Discontinued 4 15.38% 1.95 1.48

EDE-Q -0.51 24.00 | 0.61
Restraint | completed 22 84.62% | 2.38 1.57
EDE-Q Discontinued 4 1538% | 1.85 1.90

Eating 0.81 24.00 0.43
Concerns Completed 22 84.62% 1.25 1.25
EDE-Q Discontinued 4 15.38% 3.19 1.83

Shape -1.17 24.00 | 0.26
Concerns Completed 22 84.62% 3.94 1.06
EDE-Q Discontinued 4 15.38% | 3.40 1.86

Weight 0.47 24.00 | 0.65
Concerns Completed 22 84.62% 3.12 0.96
EDE-Q Discontinued 4 15.38% | 2.60 1.44

Global -0.13 24.00 | 0.90
score Completed 22 84.62% 2.67 0.98

D. Perceptions of GSH CBT effectiveness

The following graph shows GSH participants’ degree of comfort with and perceptions of

the helpfulness of the GSH CBT program offered in this study. Most mean rankings were

greater than 50, indicating better-than-neutral average perceptions of most GSH CBT

components. The lowest ranking was for post-treatment comfort with the mobile application

used to track progress. This analysis was exploratory, given the absence previous data for

comparison.
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Figure 2: Perceptions of guided self-help (GSH) cognitive behavioral therapy
(CBT) effectiveness: mean rankings (sd)
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Data were available for 25 of 26 participants
who completed the initial survey and 100f 13
GSH participants who completed the follow-up survey.

Participants also had an opportunity to provide open-ended responses regarding their
perceptions of GSH CBT. Before randomization to treatment and control groups, individuals
answered “What would you like to see in a treatment program for your eating problem? Open-
ended responses were coded according to themes that emerged; several responses endorsed more
than one theme. Most people expressed interest in some type of psychological support, including
three references to addressing issues underlying eating problems and two explicit references to
individualized support. Two of the individuals who expressed interest in nutrition support
specifically mentioned help finding affordable sources of healthful foods. One individual
reiterated her interest in the technology-based support (e.g. online or mobile) described in this
treatment program. Table 9 below lists all emergent themes and the number of participants who

endorsed them.

Table 9: Themes/types of support endorsed in open-ended responses to pre-treatment query:
What would you like to see in a treatment program for your eating problem?

Type of Therapy | Nutrition | Weight | Exercise | Medical No Peer | General | Technology | Help
support loss response not
endorsed wanted
Number of 12 6 3 3 3 3 2 2 1 1
participants
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At follow-up, GSH treatment participants answered open-ended questions regarding what
they liked and disliked about the treatment manual, mobile application, and messages received
throughout treatment. At least seven GSH participants explicitly stated that the treatment manual
or messages were helpful or encouraging when asked about likes. Even when asked about
dislikes, three participants explicitly claimed no dislikes and two stated not applicable or no
comment. Two participants found the program overly time-consuming. Other dislikes expressed
were that the treatment manual appeared concentrated on anorexia and bulimia nervosa, the
mobile application was not customizable enough, and the treatment manual did not provide

sufficient motivation. Tables 10 and 11 below provide participants’ verbatim responses.

Table 10: Perceptions of GSH CBT: open-ended responses regarding likes
Frequency of

endorsement by GSH
What did you LIKE about the book, app, or messages from the treatment team? participants who
completed follow-up
survey
encouragement 1
Hadn't really read the book 1
Happy that they checked in on me to see how my journey was going. 1

I was [i]nterested in the binge and overeating part just don't know why I couldn't
follow the direction and complete the program, I think maybe because I thought it 1
really was for anorexia.

Information 1
Just easy but hard on phone 1
No comments 1

The book helped you to think ahead and to plan for success. The messages were
encouraging and reviewed ways from the book to keep you on track.

The techniques that were used. By reading the book it gave me some pointers on
how to control my eating.

useful reminders 1
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Table 11: Perceptions of GSH CBT: open-ended responses regarding dislikes
Frequency of
endorsement by GSH
participants who
completed follow-up

What did you DISlike about the book, app, or messages from the treatment team?
What else made it hard for you to participate?

survey
Nothing 2
A little long 1
Time consuming 1
Did not dislike anything, it began my journey of enlightening in which I need to take 1
control of my eating habits.
That the book was really concentrated on bulimia and anorexia. 1

The app could have been better fine tuned to what I wanted, and if need be able to
adapt or change as needed. Also I had a lot of other personal stuff going on that 1
made it hard to concentrate

The book made it sound so easy. It is not easy to get started and to stay motivated. 1
NA / No comments 2

E. Preferences among evidence-based treatments and modes of treatment delivery
In the initial survey (N=26), participants ranked their comfort with evidence-based

treatments and modes of delivery for binge eating on a scale of 0 to 100, with 0 indicating not
comfortable, 50 indicating neutral, and 100 indicating very comfortable. All mean rankings were
greater than 50, indicating better-than-neutral perceptions of treatment options described.
Behavioral weight loss received the highest ranking, followed by CBT and interpersonal
psychotherapy. Regarding treatment modes, participants ranked one-on-one therapy highest.
Online self-help was ranked more highly than clinician-led group therapy or self-help via a book,
but lower than one-on-one therapy or peer-led group support. Figure 3 below presents results.
This analysis was primarily exploratory because previous research has not addressed treatment
preferences in this specific population. However, with respect to delivery modes, more
participants were expected to prefer treatments with internet or mobile components; results did

not confirm this hypothesis.
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Figure 3: Preferences among evidence-based binge eating treatments and treatment modes
mean (sd)
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Specific Aim 3: Treatment Effectiveness
A. Binge remission

A chi-square test of independence was conducted to determine significant differences in
binge remission between treatment and control participants. As shown in the table below, there
were no significant differences between treatment and control participants on binge remission.
Two GSH and three control participants achieved binge remission. The rate of binge remission
was hypothesized to be higher in the treatment group relative to controls. Results did not
confirm this hypothesis; small sample size for this analysis may contribute to inability to detect

significant findings.

Table 12: Binge remission

Number of binges in

previous 28 days Control participants GSH participants Total

0 3 2

>1 9

Pearson Chi-Square = 0.78, df =1, p=0.781
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B. Binge frequency

An analysis of covariance, using pre-treatment binge frequency as a covariate, was
conducted to determine significant differences in post-treatment binge frequency between
treatment and control participants. Binge frequency was not significantly different between
treatment and control groups, when controlling for pre-treatment binge frequency (F =0.02, p =
0.88). Nor were there significant group differences in the number of days on which bingeing
occurred (F = 0.10, p = 0.75) or the number of occasions on which participants ate unusually
large amounts of food (but did not experience loss of control, as required to meet the clinical
definition of bingeing (F = 0.32, p = 0.86). Binge frequency was expected to be lower in the
treatment group relative to controls. Results did not confirm this hypothesis; small sample size

for this analysis may contribute to inability to detect significant findings.
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Chapter VI. Discussion

Goals of this projects were to examine BED recognition as a barrier to care among
ethnically and socioeconomically diverse women and the feasibility and acceptability of guided
self-help (GSH) cognitive behavioral therapy (CBT) for binge eating in a lower socioeconomic
status (SES) sample of black American women. Two studies were conducted. In the
Recognition of Binge Eating Disorder (Study 1), black and white women responded to a
computerized protocol depicting BED in black and white women of higher and lower
socioeconomic status (SES). This recognition task also was presented to participants in the
Feasibility of Treatment for Binge Eating (Study 2), a pilot study in which participants were
randomized to a control or GSH CBT condition.
Implications

BED recognition was analyzed using a combined sample of 158 black and white
American women of higher mean SES (Study 1) and 26 black American women of lower mean
SES (Study 2). BED recognition was very low in the combined sample, with only 10.9% of
participants correctly identifying the disorder on the first attempt. This rate is comparable to the
11.7% rate observed in Australian population-based sample (Mond & Hay, 2008) and lower than
the 24.3% rate observed in an American college sample (Sala et al., 2013). This finding
indicates that very low community recognition across various demographic groups may
contribute to under-treatment of BED.

Two sets of analyses were conducted to explore the effects of case descriptions and
participant demographic groups on BED recognition. In one set of analyses, participant
demographic groups were defined by ethnicity (black or white American) and education-based

SES (four-year college degree or more indicating higher SES). The second set of analyses used
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ethnicity and income-based SES (>$30,000 indicating higher SES) to define participant
demographic groups.

Some support for BED recognition differences based on case descriptions emerged. No
differences were found in the income-based analyses. In the education-based analyses,
participants were less likely (p=0.05) to identify a general eating problem in the black, lower
SES vignette versus the white, higher SES vignette on participants’ second opportunity to
identify BED. This finding supports study hypotheses by suggesting that lower community
recognition of BED in black, lower SES women may disproportionately contribute to low overall
BED recognition rates. It also may provide some support for the hypothesis that BED symptoms
in black, lower SES women are less likely to be interpreted in ways that aid treatment. The fact
that BED recognition was not also lower for the white, lower SES vignette, suggests that cultural
rather than purely socioeconomic factors may contribute to low BED recognition rates.

Some support for BED recognition differences based on participant demographic groups
emerged. Education-based analyses did not reveal differences by ethnic or socioeconomic
differences among participants. However, income-based analyses showed that white, lower SES
women were 6.59 times more likely than white, higher SES women to recognize BED on the
third query. This finding disconfirmed the hypothesis that BED recognition would be lower
among lower SES participants. Explanations for this finding are unclear. One possibility is that
the under-treatment of BED in lower SES women makes the problem more salient in certain
white, lower SES communities. Perhaps this effect was observed among white, but not black,
lower SES women due to cultural differences in whether symptoms are interpreted as needing
treatment. That is, white, lower SES women may be more likely than their black counterparts to

view binge eating as a problem needing professional intervention, despite the fact that they
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generally do not receive it. If so, white lower SES women with binge eating may be a ripe
public health target for the sort of low-cost intervention examined in this study. However, more
research is needed to replicate and explain the finding of greater BED recognition in this group.

The inclusion of SES was a novel feature of this study. The intersection of ethnicity and
SES is complicated because these characteristics often represent cultural factors and other
experiences that are difficult to capture with dichotomous variables. Income-based and
education-based and definitions of SES were used to counterbalance limitations of using a single
determinant. The use of income as a determinant of SES could have categorized as lower SES
some individuals who may not be considered lower SES by education or other measures. The use
of college graduation as a binary determinant of SES could have categorized as lower SES
college students who may not be considered lower SES by other measures. Although some
effects of SES were observed, it is important to point out that 93.5% of participants in the
combined sample had completed at least some college work, suggesting that SES representation
may not have been broad enough observe all potential differences in BED recognition. Further
studies in this area should explore means of increasing lower SES representation.

Although previous diagnosis was included as a covariate because it was expected to
account for some proportion of the variance in BED recognition, the significant effects observed
in the income-based analyses were not hypothesized. The finding that previous anorexia nervosa
diagnosis predicted lower recognition was surprising, as personal familiarity with eating
disorders might have been expected to increase likelihood of recognition. One potential
explanation for this finding is that current anorexia nervosa may have distorted these individuals’

perceptions of disordered versus typical eating behavior.
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The Feasibility of Treatment for Binge Eating (Study 2) sample provided data to examine
feasibility, acceptability, and effectiveness of GSH CBT in an underserved group. Fifty-nine
percent of eligible women participated in the study and 84.6% of participants completed follow-
up measures. As hypothesized, the initiation rate was in the middle range of previously observed
rates of 30-91% in GSH CBT (M. Jones et al., 2008; Carol B. Peterson et al., 1998; G. T. Wilson
& Zandberg, 2012). This finding suggests that black women are not uniquely disinclined to
participate in GSH CBT for binge eating, but leaves open the possibility that their barriers to care
are different. The 15.4% attrition rate also is comparable to attrition rates from the treatment
group in previous studies of GSH CBT, which ranged from 13-33% (M. Jones et al., 2008; Carol
B. Peterson et al., 1998; G. T. Wilson & Zandberg, 2012). This finding was contrary to the
hypothesis of an above average attrition rate, given evidence that ethnic minorities are more
likely to drop out of BED treatment trials (Thompson-Brenner et al., 2013). BMI and pre-
treatment eating disorder pathology did not predict whether participants initiated or discontinued
study participation. Low attrition may suggest that there is greater need for focus on enrollment
relative to retention.

A novel feature of this study was the collection of data regarding black women’s
perceptions of GSH CBT and other treatment options for binge eating. Most pre- and post-
treatment mean rankings of participants’ comfort with and perceived helpfulness of GSH CBT
indicated a positive degree of acceptability in this population. The exception was post-treatment
comfort with having used a mobile application to track treatment data, which had a mean ranking
between not comfortable and neutral. These findings indicate that the participants were more
comfortable with reading the treatment manual and receiving email guidance than using the

mobile application. Participants also indicated a high degree of comfort with other therapies and
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modalities for binge eating treatment, all of which received above-neutral mean rankings.
Behavioral weight loss received the highest ranking, followed by CBT and interpersonal
psychotherapy. One-on-one therapy received the highest ranking, followed by peer-led group
support, self-help online, clinician-led group therapy, and reading a self-help book. Taken
together, these findings suggest that GSH CBT has a moderate level of acceptability among
black American women and should be further researched as a potentially useful intervention in
this population.

Treatment effectiveness analyses based on post-treatment binge remission and frequency
indicated no significant differences between treatment and control groups. Target sample size
for Study 2 was based on numbers needed to detect significant differences in binge remission
and frequency between treatment and control groups. Because target sample was not achieved,
these analyses are underpowered and limited regarding conclusions about the effectiveness of
GSH CBT in this population.

Limitations

Difficulty recruiting the target sample size in Study 2 offers valuable information about
reaching black, lower SES women with binge eating. Although Study 1 achieved the goal of
recruiting equal numbers of black and white women for the BED recognition task, overall SES
was higher than expected (e.g. 40.5% of the Study 1 sample had graduate or professional
degrees), raising concerns that the lack of socioeconomic representativeness influenced findings
about ethnic differences in BED recognition. Accordingly, Study 2 focused on recruiting a
sample of lower SES black American women for comparison with the Study 1 sample. One
hundred forty participants were sought based on sample size analyses related to treatment

effectiveness outcomes, as explained above. Several factors may explain the low sample size
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recruited in Study 2, including advertising limitations, problems inherent to online recruitment,
stigma, distrust of research, and other demands on participants’ resources.

All recruitment was conducted online, which likely conferred both benefits and
drawbacks. It was hypothesized that paying for Facebook advertisements, as opposed to sole
reliance on ResearchMatch, would expand access to a black, lower SES population because of
Facebook’s enormous popularity across various demographic groups. Facebook permits
narrowly tailored advertising. The audience selected for this study’s advertising campaign was
black American, adult, female Facebook users who used mobile devices, had not obtained a four-
year college degree, and were interested in weight loss, dieting, nutrition, or Zumba.
Additionally, use of Facebook in conjunction with REDCap surveys was expected to minimize
the burden on potential participants, by allowing every step of study participation, save reading
the treatment manual, to be completed on a mobile device.

Facebook recruitment initially focused on geographic areas with higher concentrations of
black women and lower SES individuals, but expanded to a nationwide search due to low
screening survey completion. The $450 advertising budget allowed advertisements to be shown
to 88,265 individuals within the target audience over the course of seven months; 1,916 of these
viewers clicked on the advertisements, which linked to the screening survey. Thirty-two
individuals completed the survey via Facebook and five met inclusion criteria.

Because of the low yield via Facebook, ResearchMatch was used to recruit additional
participants. However, in fidelity to the goal of recruiting lower SES women, only those
ResearchMatch respondents who had not graduated college were screened into the study. Of the
289 ResearchMatch respondents who completed the screening survey, 39 were invited to

participate.
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Although a low potential participant to respondent ratio was expected, given that the most
conservative estimate of U.S. binge eating prevalence is 4.5% (Hudson et al., 2007), recruitment
nonetheless fell below expectations. It seems reasonable to have expected the customized
Facebook advertising audience of 88,265 to yield the target sample of 140; however, it is
possible that a longer advertising campaign was required for this type of online recruitment.
Other possible reasons for low recruitment may have been insufficiently compelling
advertisements, discomfort with answering screening questions (e.g. about weight, eating habits)
online, literacy demands of the screening survey, discomfort with lack of face-to-face
interaction, or preference for more traditional forms of treatment. Although the study was
designed to minimize several of these potential burdens, adjustments in advertisements,
perceptions of privacy, language, and interpersonal interaction may improve efforts to reach this
population.

A related problem is the selection bias inherent in online recruitment. It is difficult to
know whether women who responded to advertising for this study are representative of their
broader demographic groups to which they belong. For example, the relatively high education
level of the combined sample (94.5% completed at least some college work) may mean that the
online advertising used here did not reach those with a high school education or less. Online
advertising also may have been less effective for those with incomes under $30,000 (14.1% of
combined sample), and especially for those with incomes below $10,000 (4.3% of combined
sample). Individuals successfully recruited online also may have been different in other ways,
such as having more or less severe eating pathology than those who did not respond.

Factors beyond study design, including participants’ resources, stigma, and perceptions

of research, also may have contributed to low recruitment. The time and attention required for
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participation in this type of program may have been too costly for individuals with more limited
resources. Although online communication was intended to minimize some of these burdens,
reading the self-help manual, recording food intake and other symptoms, and focusing on change
may have been overly burdensome for individuals with financial and other challenges.
Additionally, treatment offered was framed as “help” for a “problem,” but nonetheless was
clearly psychological in nature, which may have been off-putting to participants who find the
mental health framework stigmatizing or prefer to conceptualize such difficulties in other ways.
For example, there is evidence that black Americans demonstrate above average levels of stigma
toward mental illness in general (Anglin, Link, & Phelan, 2006; Neighbors et al., 2007;
Thompson, Bazile, & Akbar, 2004) and, perhaps, toward eating disorders in particular
(Wingfield, Kelly, Serdar, Shivy, & Mazzeo, 2011). Data also support the existence among
black Americans of preferences for somatic expressions of illness (Brown, Schulberg, &
Madonia, 1996) and receiving treatment from general providers or religious sources (Neighbors
et al., 2007; Snowden, 2001; Snowden & Pingitore, 2002). Finally, distrust of research
participation is well-documented among black Americans (Freimuth et al., 2001). Such factors
may have limited recruitment efforts for a psychological study and may be fruitful targets of

future research.

43



Chapter VII. Conclusion

This study examined BED recognition and treatment in an underserved community.
Strengths include the ethnic and socioeconomic diversity of the sample and the collection of
treatment acceptability data in this population, addressing gaps in the binge eating literature. The
primary limitation of this study was the small sample size recruited for the pilot treatment,
limiting the breadth of conclusions.

Findings emphasize that overall BED recognition is low. The degree to which under-
recognition contributes to particularly low treatment rates in ethnic minority and lower SES
individuals is not entirely clear from the results of this study. Circumstances leading to below
average recognition (i.e. when symptoms present in black, lower SES women) may contribute to
the treatment disparity without being strong enough to fully explain it. Similarly, pockets of
above average recognition (i.e. by white, lower SES women) may not be strong enough to
overcome other factors leading to low treatment in that group.

Although this study did not offer conclusive data regarding treatment effectiveness (for
reasons detailed above), it is possible that online GSH CBT may have potential as a useful model
for first-line binge eating treatment in underserved groups, given its low per-person cost and
acceptability observed in this study. Successfully recruited individuals appeared open to a wide
range of treatments. The average initiation rate, low attrition rate, and general acceptability
rankings of GSH CBT found here support the potential utility of this treatment in particular.
However, finding and engaging participants appears to be the biggest barrier to care for online
GSH treatment. It appears especially difficult to reach lower SES women through the online
tools used in this study (i.e. Facebook, ResearchMatch), suggesting that using other areas of the

internet (e.g. other social media or social services websites) or non-electronic forms of
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recruitment may better reach this population. The low overall recruitment rate points to the need

for further research on how best to meet the needs of this population.
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Appendix
A. Recognition of Binge Eating Disorder (Study 1) survey
Participants viewed one of four versions of this survey that differed only by photographic

and narrative vignettes, all of which are presented in Appendix B, below.

Women's Mental Health: Barriers to Care 1 %A e e —
fipe g el e iy oy o S —
- — SETEIaTIES TN I e
e ter12 21T benets you gt et o s sty
rosp—— & PorexmaL wnvcmamaL o sTuoY
by
= ettt el
T
e e e ey [opitipo e N—— e gt i A
IR RIS RSl
1. rumrose rer S ———
e e o A P Pt o S e S L
bl o Ly SNGIIETESIIIISNS
2 proceounes s oumanon .
S e e vosies .. e w0 et o e o s e s ot
rovace e oty oo sy St = ey e ey
e e o s poveon T e e o e S e e romes
e Sienciea e ot
s peaietend b i S M
e e 1 eepaeed o v you e o e .
Onice the sxperimert is Cver. you it recere 8 $33 g cars. m—oy—n--!-—-”.—‘
ommex e el
e i Bk s o P et e B p— snars e et wen
Ty et e sirvey i s Ay Sy o
e e v oo o wargon s ———
Confidential
The Basics
What s your age? _
G yess)
Hom do you primanly Kentity your ethaicity or race? 13 merican odan o sive American
o
=1
=)
o
o
o o Wester Asian sescent
g tage
o .
Plesse incluge any adational information about your
2 rooacy ethicay o race
Brotecre torm of wemiAcaton ‘Wnat s your approximate housenold income? (If you 0 unger $10,000
iy apare from parents or Giners Who €an caim you 510,000 - 314999
a5 firancia’ Gepengent, dleste crasse their 3315.:000 - 329.999
3paroxmace Fousenoid incame ) 530,000 - 349999
50,000 - 374,999
[575.000 - 355595
100,000 5149.999
515000005
0 $200.000 - $249,939
515250/000 ana above
s e e e — Wnat i the hignest level of education you have 3 Less than high school
T e T L L attained? 0 Some high schoal
== 0 Gratuated high schoct
0 Some core
5 Graduated from two.year coliege
[ Gradunted from four-year college
5 Some post-colege graduate o professional schoal
5 Crasuated from podt college graduaie or

professional school

Stary is 3 35-year ol woman. Since graduating high school, she has worked at several lower wage jobs. When Mary
7as rleasant feelings - at least Gnce & week - she eats very 'arge amounis of faod very quickly and fee's ke sne
Careiat contral what she  doing. She usuaty is not NUTGYY when she eals Lcs this and afterwards feeis
et g >> Gncomforiably 11 and uity. These eatng episodes are disressing to her ard she i
fiEnts and famiy becaisse She feels smbarrassed. This Sehavior has been GoG on for aimast & year. Mary tres
{Grseceaatily) Fo 30 eating (i ey (703" 5 Goes N e 1 St 15 Hersa. making Persel riow up.
o “or say, a

H
Fid
Z
g
L

wamsrepcsceas  AREDCaP

46



Confidential

Does Mary have a mental disorder?
00 you think Mary has a mental disorder? DOves

ONo
Which mental disorder(s) do you think Mary has?

wwmsepcsases REDCap

47

Confidential

p——
Does Mary have a problem?
00 you think Mary has a probiem? Oves
Oto
What kind of prolem do you think Mary has?
wmsrrcrne; REDCAP
Confidential
P
Does Mary have an eating disorder?
Do you think Mary has an eating disorder? Oves
Ono

‘Which eating disarder does Mary have?

wsapcasases  MREDCAp



Confidential

Fage 7ot 14

Basic Health Information

How tal are you?

How much do you weigh?

D0 you have diabetes?

Which type of Giabetes do you have?

{in podnds]
Yes
No
OTysel

OTyse2
01 am rot sure.

you when ye
diadetes?

Have you ever had an eating disorder?

What kind of eating disorder 60 you of 6d you have?

Confidential

{in'years)
Ores
Qo
0 Unsure
Anorexia Nervosa
Buimia Nervasa
[0 Binge Eating Disorder
0] Eating Discrder Not Otherwise Specfied

wmsrcrsns REDCAP

Fagesctie

Please indicate how much you agree or disagree with each of the following statements.

Istongly | modecately
csagree  dssree

Obesity eften cccurs wh wm o o
eating s used a
umwmlm Toriackot ove o

s, obesity it the o o
result of a boiogcal dsorder
Obesity is usually caused by o o
avereating.
Most obese people cause their o o
prodlem by ot getting endugh
exercise.
Most obese people nl more o o
than nanobese
The majorty of ubts! . o o
nave poor eatng habis that lead
10 ther obasity.
Qoesity isarely caused by 3 o o
1ack of willpawe
Peaple can te awcuc to food, ] o

just as cthers are addicted to
drugs, and these peale Usuzlly
Become obese.

1 sighty Isighly I modecately  Istrongly

disagree agree agree. agree
[u] =] [=] a
a o o a
o =] =] =]
o o =] a
a o o a
o o o a
o =] o a
o o o a

wwmsepcsases REDCap

48

Confidential

Pagedati

Please indicate your level of

with the following statements about individuals with

eating disorders (EDs) such as anorexia nervosa, bulimia nervosa, and binge eating disorder.

Theiiness s oot s s o5
other mental il
They only care about

not have developed
an ED if they were stranger.
Negative consequences caused
By their ED are nct their faut
Theif illness s not as serious as
other pryseal linesses.
'Ny are ml attentive to the.

eeds of ot!

Their ED !Em!seﬂ!s 2 weakness
in their charact
They caused their ED.
Compared to other peogle’s
prodlems, their prablem is not a
ig seal,
They are self-centered.
They are weak.
They are resparsibiie for their
Re pain caused by their e s
not as important as other
seopie’s gain.
They are selfish,
They are ummellqmt and
should know
They are not te blame for their
condition.
The pain caused by their ED is
N0k as sQnificant as cther
peaple's pain.
They only care azout looking
9093

They are pathetic for net being
abie to control their ED.

They are ousesed with looking
ke sugermodels.

Confidential

Strongly
Oisyee

00D 0O 0O O Ooo

0O D OO Dooo

o

H
H

Strongly Agree
o

nnnaununmg
(=)= = = T = = = ¥ I e
0o 0 oo o oo of
0D Do DD oD

oooo
oooo
oooo
pDooo

0O D0 oo
0O D oo
0O 0D oo
0O D 0o

o
o
o
o

mesrcresnss REDCAP

Poge 106014

Obese peogle are as haopy s
noncoese peaple.

Most sbese people feel that they
are not as good as ather pecple.
Most sbese peole are more
‘self-conscious than other people.
Obese workers cannot be as
successtul as cther workers.
Most nonobese geapie would not
Want to marry 2nyone who
abese.

Severely obese peogle are
usually untiay.
Ooese people are usualy

Most cbese peogle are not
dissatisfied with themselves.
Obese people are just as
selfcorfivent as other peaple.
Most peopie feel uncomlonatie
‘when they assaciate with ooese
seapie.
‘Obese people are often less
aggressive than noncoese

o peogle have
different personalites than
noncvese people.
Very few obese peaple are
ashamed of their weght.
Most cbese people resent
normal weight people.
Obese peogle are more
‘emcticnal than noncoese

eope soud et xpect
t0lead normal v
Obese peogle are |usl. as healthy

as roncbese people.
Obese people are just a5
sexually attractive 2s nonobe
BB E people tend to have
famiy prosiems
Gne of the worst things that
‘could happen to a person wuld
Sefor her or him 1o become
obese

I strongly
disagree

o

0O 0 0o

0O o0oooa

[ I = o s I R I |

2

I moderately | Sightyy 1sigrtly
dsigee disag agree

=] a o o

| moderately 1
agree

0 oo o o

0O 0DO0OO
0oooo
0Oooo
0O0oo

0O O0OO0DO0OaOo
0Oo0oooao
0Oo0oooao
0Oo0ooDoao
0Ooooao

o
[=}
[u}

0O 0DO0ODODOOOOO
OooDpboooao
0O0Do0oDboooDoao
0O0DO0ODOODO
OO0OooooDoao

wwspcasases  MREDCapP



Confidential Confidential

Page 11 et 14 sapes2ct1a
Over the past 28 days. on how mary DAYS have such

The following questions are concerned with the past four weeks (28 days) only. Please read CPsodes o overeatng SccuTed (1€ you have eaten

each question carefully. Please answer all the questions. Thank you. an unusually large amount o food and have hat a

Sense ol ose of ontrl 3t the Lmey?
On how many of the past 28 days . .. !

the past 28 days, haw many times have you made
yoursef sick (vomit) as a means of contralling your

Nodwr  1Sdus  Gl2days 13iScws 1622y 2320cys Everyday
or weignt?
e o ren oty o o a 5] a o e or el
trying to limit the amours of Qver the past 28 days, how many times have you taken
food you eat 1o influence your Wi .
by o it (w 4ol :\’xm:s 253 means of cantroling your shape o
you have succeeded)
I Over the past 28 days. how many times have you
» mmm’,,';',::gmm, 8 ©6 © 0 © 0 ercisedna “Gren of “ComBUSVe” way 858
without eating anything at all in means of controling your weight, shape er amount of
orger ta influence your shape or fat, or to burn off caleries?
weight?
Over the past 28 days, en how many Gays have you O No cays
Have you tried to exclude from [u] a o a o a o ‘eaten in secret (ie, furtively)? ..... DG et count O1-5days
your diet any foods that you ike ‘episodes of binge eating Oe12days
in order to influence your shape 01315 cays
or weight (whetner of nat you 01622 cays
02327 cays
Have you tred to folow definze. ] o [u} a [u} o o O very day
rules regarding your eating (f
example. a calorie limit) in oroer On what proportion of the times that yuu have eaten [ None of the times
to influence your shape or nave yw Ml Quilty (felt that yw\ltd WO oA times
weight (whether o o you have Because of 1 flect on your Shape o WEANT .. 5] Less than haif
Do ﬁu' count episodes M Binge eati Hall of the times.
W Heageinedeses O O O O 0O 0O 0O e e dins More than halt
n# ;n’m empty stemach ,'(’,'"' the he.
aim of Infloereing your $hape or
weight? Dyeverytime
Have you had a definite desireto O o o o o [a} o Over the past 28 days, how concerned have you been O Not at ail
have a totally flat stemach? eb?s‘:aﬂ o m: 'senem you eat? ... Do not count o aiqu
Has thinking about food, eatng O o =] o o o o " a0 eatir ey,
or calories made it very dificult
0 concentrate on things you are
interested in (for example,
working, falloaing o
38 280k 438 or o o o a o o o
weight mace it very dficult to
concentrate on things you are
interested in (for example,
working, falloaing &
YRR O o o a o o o
losing control over eating?
Have you had a definte fearthat O a =] a ] a o
You might gain weight?
Have you felt fat? o fal o a o a o
taveoutdasrong desrets O a [u] a o o o
lose weight
Over the past 28 days. bow many times have you eaten
what ather people would regard as an unusually large.
ameunt of focd (given the crcumstances)?
how many of these times oid you have 3 sense of
naving lost control over your eating (at the time
that you were eating)?
wmzpcresone; REDCaAP wmsrrcrne; REDCAP
Confidential
Sape 11434
Principal nvestigator: Adrienne H.Arrindell [, MA. Version Date: S November 2012
Over the past 28 days ... Study Tt Women's Mental Healsh: Barrers to Care
Instittioe: Vanderbilt Universty, Department of Pychology
0 Not at a1 1 2 Sighty 3 4 5 & Markedly Health:
Hos your weight influenced bow ) o [a] O vepw O [a) Womens e
you think about (uoge) yourself . "
? ‘Thank you very much for completing this study!
Has your shape influenced how o o =] o =] a o
you thinik adout (jusge) yourself rurpose
3 oa? The purpose of this study is to see how well women identify the symptoms of
H:nl;nu(n mumt"h:sv;“ .4:;« o o =] a =] a o binge eating disorder (BED) and whmher ethnicity, socioeconomic status, stigma
heigh youtsell once & week tna toward eating disorders, or weight bias impact recognition. We also wanted to
ote, o less, oten) for the next derermine who was most Hkely to have both disbetes and BED symptoms. Findings
Tour weeks? are expected to highlig points for
How d-s«msfn n.m you been o o =} o =] a o treatment of BED p . Better addressing ims te mduu the
with your weighti mental illness burden of BED and to prevent excess weight gain attributable to BED
How a-s«,mf:e  Fave you been o a o a =) o o sympmms, ‘which may inturn
with your ight and obesity, parti diabetes.
Vo ccsshaatic e youtet O fa] u] a o a o
seeing your bedy (for example,
your shape i the mior, Fictional Descriptions )
i1 a 5109 window reflection, ‘The names and w yw
e urdressing or ting 3 atthe i y y fictional. Any
‘shower) real entirely The inthe smdy
How uncomfortadle have you felt O a =} a =} a a are provided by Spaxia znd Flashon Studio and licensed to the principal investigator
otners seeing your shage LLC. T d the li labl
or figure (for example., in through | e available at
<ommunal chargirg reors. htp:/ /www.dreamstime.com /terms.
When swrening, or weafing
tight clothes)? Resources
Over the past ""“‘"’ Hour months have you missed Yes In the event you would like to learn more about eating disorders or discuss
any menstrual period: No " . y N
any eating-related issues with a mental health professional, please contact the
1150, baw many? Eating Disorders Coalition of Tennessee, an organization that provides support and
education for Tennesseans impacted by eating disorders.
’ ing the "pil"?
Have you been taking the “pil BYI? Website: redctnet.

o
Phone: (615) 831-9838.
Email: contactus@edctnet.

Contact Information
Please remember that none of your identifying information will be included
in analyses or articles that may result from this study. Please el ree to contact
Arrindell | D, MA. (adrienne, iltedu 615.343.1486)
wnd\ any questions you have about the study or if you no longer want the
identi i provided to be i in the study.

‘This form may be saved to your computer or printed via the link below.

THANK YOU!

wwmsepcsases REDCap

49



Confidential

Page 70119

Mary is a 35-year old woman. Since graduating high schoo, she has worked at several lower wage jobs. When Mary
has unpleasant feelings - at least once a week - she eats very large amounts of food very quickly and feels like she
cannot control what she is doing. She usuially is not hungry when she eats lie this and afterwards feels
uncomfortably full and guilty. These eating episodes are distressing to her and she tries to hide them from her
friends and family because she feels embarrassed. This behavior has been going on for almost a year. Mary tries
(unsuccessfully) to avoid eating this way, though she does ot starve herself, make herself throw up, exercise too
much, or take laxatives to try to make p for it. Her doctor says that she is overweight

Date of Approval:1/12/2016
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Page 70119

Mary is 3 35-year od woman. Since gradustingfrom businessschool,she has had  inancially succesful caeer
When Mary has unpleasant feelings - at least once a week - she eats very large amounts of food very qu

feel ke she cannat contrl what sh i daing. She usually i not ungry when sh eats e this and Shemmardsfels
uncomfortably full and guilty. These eating episodes are distressing to her and she tries to hide t

friends and family because she feels embarrassed. This behavior has been going on for almost a year. M:
(unsuccessfully) to avoid eating this way, though she does ot resort to starving herself, making herself throw up,
exercising too much, or using laxatives to make up for it. Her doctor says that she is overweight.

Date of Approval:1/12/2016
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B. Photographic and narrative vignettes used in recognition task
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Page70f19

Mary is a 35-year old woman. Since graduating high school, she has worked at several lower wage jobs. When Mary
has unpleasant feelings - at least once a week - she eats very large amounts of food very quickly and feels like she
cannot control what she is doing. She usually is not hungry when she eats like this and afterwards feels
uncomfortably full and guilty. These eating episodes are distressing to her and she tries to hide them from her

jends and family because she feels embarrassed. This behavior has been going on for almost a year. Mary tries
(unsuccessfully) to avoid eating this way, though she does not starve herself, make herself throw up, exercise too
much, or take laxatives to try to make up for it. Her doctor says that she is overweight

VANDERBILT UNIVERS\TY
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Page 70119

Mary iz 35-year od woman. Since gradutingfrom buiness schaal she has had  financialy successflcareer.
Mary has unpleasant feelings - at least once a week - she eats very large amounts of food very quickly an

TeHS TKG She Cann contrl what e 1S Gons She USual 1 nt hnary whin ahe ats K T and Rerwards e

uncomfortably full and guilty. These eating episodes are distressing to her and she tries to hide them from

friends and family because she feels embarrassed. This behavior has been going on for almost a year. Mary tries

(unsuccessfully) to avoid eating this way, though she does not resort to starving herself, making herself throw up.

exercising too much, or using laxatives to make up for it. Her doctor says that she is overweight,

Date of Approval:1/12/2016
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C. Advertisements for Feasibility of Self-Help Treatment for Binge Eating (Study 2)
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Fagelees

Women's Mental Health II: Screening

Thank you for your interest!

¥
participate
for their eating.

/anderbilt University. Aduk women who are eligibie to
W racave $35 hoces o ait cards for ther nﬂm(lp)lon in an online study 3nd alsa may receve help

below to see if you
minutes of your time,

Date of Approval

1112018

792913 545

Confidential

Please clc the add signature buktan on your ight
and use your finger of your mouse o sign here.

You may cick erint a copy of

udy. an five

VANDERBILT UNIVERSITY

o REDCAP

Fageets

document.

{Attachment: "Censent part 1 - screening - 2015-06-12 - cean for date stamping.pdl”]

What is your sex?

What is your age?

How would you descrive your race of ethviic heritage?

How many pounds do you weigh?
Please enter your heignt in foet and in

Q Female
Q Make
O Other

Q17 or younger
O 18 0r dlder

American Indian or Native American
Black of African- ican
East Asian or Pacific lsander
Indian subcentinent
Latina/o er Hispanic (Black)
Latina/o er Hispanic (White)

& Ve Cate o Wesiern Asin

& Mixe:

be) Whte & Erageon Amercan

{For example, if you are 5 feet 7 plips you would enter 5 in the first box and 7 in the secand box )

fest

inches

84 1ou dort need to ener arything here Tis
¥

height
)

in the [ast month, have there been times when you
nave eaten what other peopie would think is an
UNUSUALLY LARGE amaunt of foad (given the
circumstances)?

in the fast month, have there been times when you
e fice you ate too much, but oters might rot
While you were eating, did you feel ike you lost
control over your eating?

Did you feel fice you could have stopped once you
started?

0id you fee fice you could have prevented the eating
eprsode from starting?

How long have these eating episodes been going an?
How often do you have these eatng episodes?

During these eating episcdes have you typically ...

paet®5R RPBLOWIE SaPHI A Pormal?

792015 B06sm

Yes
No

Yes
No

QNo
Oes

QMo
QOes

three months or or
O less than three months

ot every week
eace of mare per week

VANDERBILT UNIVERSITY
et s ot

wwsopanssses  AREDCap

D. Screening survey for Feasibility of Self-Help Treatment for Binge Eating (Study 2)

Confidential

Page2cts

INFORMED CONSENT

Vandertin University imsttutional Review Board
Informed Consent Document fer Research
g Aatonn Aringo, WA evon Dot 3 2vne 018

e
Ty T oty Mastl st Buris 1o Coe 8
e Dspariears o Py bty

ORBarCh sy parscpatin.

any tme
equred by low. I yOu Rave a1y Questons, you may contact Ag<enne ATingel, MA ot
406 Oave

Schwnat, PO #

200 cessons, & 1o ofer ot please fos

roe 1o contact
(860) 224-4273.

1 have read this informed consen: document and been
given an opportunity Lo ask questions. All my

AR R oo o v VANDERBILT UNIVERSITY

292013 Botsm

wmzeparsipes REDCAp

Confidential
Pagedcts

‘eaten until you felt uncomfortaby full? 8 fes

o

. eaten large amounts of food when you haven't felt Yes
shysically hungry? No

. eat one because you have e embarrassed about Yes

Nlow much you were eating? No

felt disqusted with yourse, depressed, or very Qves

quiy? Qo

ow often doyour mm yourself throw up to control Q 0 to 1 timefs) per week
yuur weignt o shaj © 2 or more times a week

How often do you use laxatives (to force a bawel
mavement) or diuretics (water pills) 10 control your
ight?

©-1 time(s) per week
2 or more times a week

shape o wei
e you currently on 3 weight loss program supervised Yes
By your doctor of & group like Weight Watchers? No
Ave you taking medicine to lose weight or medicine QOfes
that Is suppased to make you eat less than normal or ONo

‘mare than normal?
Ower the last 2 weeks, how often have you been bothered by any of the followng prodlems?
Little interest or pleasure in doing things. Boxatan

veral Gays
More than half the days
Nearly every day

Feeiing down, depressed, or hopeless Not at &l
More than nalf the days.
Nearly every day
Trouble faling or staying asieep, or sieeping too Qe
much veral Gays
o ram n durs
O Nearly every d:
Foeling tred or having litte energy Not at al
veral days
More than nalf the days.
Nearly every day

Peor appetite or overeating Not at all
Several days
More than half the days
Nearly every day

Feeiing bad about yourself - or that you are a QNotat al
faiure or have let yourself or your family down weral days

Q More than nalf the days.
O Nearly every day

Troule concentrating on things. such as reading the Not at all
newspaper or watching televsion veral days
More than half the days
Nearly every day
oving or 50 slowly that oiner people could Quetatal
have nticed? Or the 03poste - Sauecal

R mgm»gnamumdmx mare

7293015 Bossm

VANDERBILT UNIVERSITY

wmsonanospes  AREDCap



Confidential

‘Thank you very much for compieting this screening.
50 that we can Jet you know whether you are eigible

number you enter, as it s the only way we wil be
abie to reach you.” We will be in tauch shortiy!

Date of Approval:8/1/2015

792913 545
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E. Initial survey for Feasibility of Self-Help Treatment for Binge Eating (Study 2)
Participants viewed one of four versions of this survey that differed only by photographic

and narrative vignettes, all of which are presented in Appendix B, above.

Confidential Confidential
§ e rers p——
Women's Mental Health II: Initial survey protocol: 1
INFORMED CONSENT
Please answe the questions below. Thank you!
Vanderun universay owa
amveot Dacument for Revamtch

Po—— - [ —

o s s T

fOe T T LN —

R P —

. Pr——

Vouwe Vouare

»

Pt reszwon
atoments, 5 answer hEaRn 3G GETCGICH: QUEstors. The suvey wil ke St 12.15 mrdes 1
Compsete. You wil rocene 8 $10 check or G card fo cemping 5t 1 o e sty

Part 2 o this sy Inehves COMpAEtng anciher sham Griine ssvey Pt & very Smisr 13 i par § srvey
urvey & 12 weeks Tra srvey 295 mruats

compiee 16
Between pars 1 . you may parscips
oating Trere s 8 5
poceate. Fan 12 wees arc wh
puchee anyering Youw
betovor crarges, reflect oo
progress.
" eeciod
a prywosn for
reisomre. v
progran
I o,
et message. or Faostck
messsge. *cested ey o Tese.
messaces ¥
i memsages PEpe——

Facetmoos sccouts

3 Expected costs:
Nae. e are 1o expected cots 1o you ot P your e

Date of Approval:i/12/2016 k¥ vANDERBILT UNIVERSITY Date of Approval:i/i2/2016 mwmnluu.‘r UNIVERSITY
ousazste 1316m ez REDCap ovsaasis 1916m wwepanones  REDCAP
Confidential Confidential
regesets pegeactis
Vandertn Universay istmaonst Review Board Vanderbin Universay stnaional Review Board
i Gomyent et 10 Resameh et Comyent ot o Revamth
ettt At s, A [T — et st At i, A JEORPT—
F o T o )
e e Sepatoast ot ity ey gt ol Ppeins
. fvoet o A4 Sorntyry
Tovu o pariklpaion 1N S0RY:
T e T ——
-~ - -
fred o amaton may e shred weh Vrcer ot he Qovemmer, i o he Vander Uity
L .
& Good aects that gt resu from s sty el oy Garger o e e U 3350t VAQoh Iy o YOO oS oL
. T oo
ety A—— Tt tom

[ty

S e o
e ok s Tt conment St o mereie Coniied i ! s baan exisied o
) Toe benatts e i g i i 1 sty vervany

[Pttt

& Allornative tresments svailable.

7. Compensation for partipation:
Vo w receive $10 ko 1 survey Vo wil recewe
o

i trex canng

The Pveopal .
oo tecyowed 5 the %y

ontyzes
10. Contact informason.

a0,

MA o 615 300 0637 ¥u sy sortact e Facly

Adviwar,| ' et achiundugi e b sy o 615 322 7550 T test g o gt

e i 1 3 OIARIE T 4Ky 1 eiTmOamactamenth ang Mgl com.

For soohons 1o cncuns.

proble, coneims, 81 questions. o 15 ofer KT Faeame feel e 1 Cortact e Varcetat Unsversdy
om ) 2e0273.

13 Contidentuity.
Al o, weirin resman

e s f o
e e
2o e
Date of Approval:1/12/2016 A¥Al VANDERBILT UNIVERSITY Date of Approval:1/12/2016 A¥l VANDERBILT UNIVERSITY
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Fagesctis

00 you think Mary has a mental disorder? Yes

o
Wrich mental discrder(s) do you think Mary has?

of Approval:1/12/2016 VANDERBILT UNIVERSITY
cusaasie 115m wwsopansnen  AREDCap
Confidential
Pogeriet1s
Basic Health Information
00 you have diabetes? 8 Yos e & orenledabetes
S m\ B ot e whch 50
¥ ¥

dizvetes? {inyeas)
Have you ever had an eating discrder? § Yes

No

Unsure
Wnat kind of eating disarser 60 you or 6id you have? Q Arorexia Nervasa
{f unsure, what type 6o you think you might have or © Buimia Nervosa
nave had?) Q Binge Esting Dsoder

O Eating Disorder Not ise Specified or Other

¥ you selected Eating isorder Nt Oxerw
Soecifd o Gtnar Speciied Feeuing or E3ting
Dsarsar, you may Tirther descrioe your ating
disorger her

Has there ever Been a time in your lfe when you 6id
0% Know where your next meai was coming from or dig
N0t have encugh Lo eat on & regular basis? (Other

than times when you were on a Gt or trying to lose
weight.)

Date of Approval:1/12/2016

CLE218 1315m

SoectiosFesing o Eving Dissrier

Yes
No

VANDER! ll.'l' UNIVERSITY

ww projecredeap oy

ReDCap

Confidential

Poge 10615

00 you think Mary has an eating disorder?

‘Which eating disarder does Mery have?

Date of Approval:1/12/2016

Yes
No.

AVl VANDERBILT UNIVERSITY

ovsazmn 131 wmzeparsnes  REDCAp
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Poge 126415
The following questions are concerned with the past four weeks (28 days) only. Please read

each question carefully.
On how many of the past 28 days . ..

Nodays
e you been deliberately

trying to limit the amourst of

food you eat 1o influence your

Srapa o woignt (wether or 1ot

you have succeeded)?

ve you gone for 101 periacs (o}
pen) waing hours or mare)
‘without eating anything at all in
‘orger ta influence your shape or

Have you tried to exclude from o
‘your giet any foods that you ike
in order to irflence. ywv snaue
or weight (whetner
coeced)?

Nedays

Have you tried to follow definte

rules regarding your eating (for

xamole. s cakie imi) n rder

luence your snage or

ek tweiner o P you have
succeeded)?

Have you had  definite desieto O
have an ematy stomach with the

aim of influencing your shape or
weight?

Have you had a defirite desieto O
have a totally flat stomach?

Date of Approval:1/12/2016

L2l 131m

15ds  612days 1315035 16-22days 2327 cays  Every day
(e} [e] (e} e} o (e}

18dys  612days 13Sceys 1622dmys 2320 ceys Everyday
(o} o o o o (o}
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1 have read this informed consent document of the

il containedin 2 has been expained o me

verbally. Al my questions have been answered and |
reely and voluNarily choose to paricipate.

Please clck the *2ds signature” button to your figt
and use your finger o mause to sign here

Fages ct1s

Yes
No

You may download or print the informed cansent document here.

[Attachment: “Consent part 2 - study participation - 2016-01-06.pdf")

Date of Approval:1/12/2016
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Mary s » 35-year od woman. Since graduatng hgh schou,she has worked at several lower wage fobs, When Mary
eats v

nas urgleasant feelings - a least ance & week

very large 2mounts of food very quickly and ue«s ke sne

Cannut control what sne & doing. She usualy is bt nungry when she eats iike this and afterwarcs fee
uncomfortatly full and quilty. These eating episodes are distressing to ner and she tries to hide them !m ner

friengs and famiy because sne lee!semba rrassed. This benavs

for has been going on for aimost 2 year. M

not starve hesself, make herself throw up, exercise Lo

Irich: o take XBUNeS o Ly 3 make up o & Her doctor says that she is overweigh

Date of Approval:1/12/2016
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Fagetet1s

Some Basics

Please enter the email address or phane rumber where
you received the link to this survey, for
verification purposes.

What is your apareximate housenaid income?

claim you as & financial dependent, please chcose
their approximate household income.)

Does your family own the home you live in?

How far have you gane in schoor?

Date of Approval:1/12/2016

ouEAOe 1315

Confidential

Under $10.000

12000 Sscas

© $250,000 andt above

Qfes
Oto

Did not go to high schoal
D na irsh igh schoalor sl i gh schaot
Graduated high schaot

me callege ce stillin (avlege
Graduated from two-year Cor
Graguated from four-year college

O Aner colleg, atended some graduate of
profession

O Graduated f-um graduate or professional schoal

VANDERBILT UNIVERSITY

o ropecredeap o

REDCap

Fagedet1s

00 you think Mary has a problem?

Wnat kind of problem do you think Mary has?

Date of Approval:1/12/2016

oLE2016 1306m
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Has thinking about fosd, eating O

ing
Conversaton. o readingl?

Has thinking about shape or o e}
weight mace it very difcult to

corcentrate an things you are

interested in for exale,

working. fallowing 3

conversation. or reading]?

Have you had a definite fear of © o
15190 control over eating?

Have you had a definite fear that

you might gain weight?

Have you felt fat? o o
Have you had a strong desireto O o
lase weight?

Date of Approval:1/12/2016

L6 1315m

Confidential

On what proportion of the times that you have eaten
nave you felt quity {felt that you've done wrong]
Because of s effect on your shape or weight?

Do ha count pisodks o binge cating

Qyerthe past 28 ays. bam corcerned ave you been
ier people seeing you eat?
ot couns esendes o bive sating

Date of Approval:1/12/2016

CLE218 1315m

Nodays  1S5days  612days 135cays 16-220ays 2327 Gays Ewyaay
o e} o © o o

Nodays  1Sdsys  612days 133Scwys 1622days 2321ceys Every day
o} o ) e} © o} o

Confidential
o35

Poge 14615

Qwer the past 28 days. haw many times have you eaten
ily targe

amourt of food (gien the crcumstances)?

o On bow many of these times oid you have & sense of
nwmg last control ever your eating (at the time.
at you were eating)?

Overthe past 28 days. on how many DAYS have such
oaten an unusualy rge amount of
2 sense of loss of contral at the time)?

o o o o Ouring these eating episcdes, have you typically...

‘eaten much more rapidly than normal?

..eaten until you felt uncomfortably full?
o el o el
o o o o e targe smounts of 0o whenyou avert ek
shysically hu

How much you were eating?
. felt disgusted with yoursel, depressed, or very
quity?

in general. over the past three manths how distressed
or Upset have you fef about these epeodest

1 the past 28 days, how many times have you made
‘yourselt sick (vomit) as a means of contralling your
o weight?

Over the past 28 days. how many times have you taken
laxatives a5 & means of CONTONNG your hape of
weight

Over the past 28 days. how many times have you
‘exercised in 3 “Griven* or “compuisive” way a5 3
means of controling your weight, shape or amaunt of
fat, or to burn off calories?

the past 28 days, on how many days have you
eaten in secret (ie. furtively)? ... D0 1ot count
‘episodes of binge eating

Date of Approval:1/12/2016

Ml VANDERBILT UNIVERSITY
e A

Trumber of Gaye]

Yes
No

Yes
No

Yes
No
Qves
Oto
Qves
Oto
Alot
Alittle

No days
15
612days
1315 cays
1622 cays
2327 cays
Every day

m VANDERBILT UNIVERSITY
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weweoparesanes MREDCap ovsazmn 131 wmzeparsnes REDCAp
Confidential
Page1sct15 Fage 162015
Nane of the times
A few of the times Over the past 28 days ... .
Less then half
ot e tmes ometatst 1 2sgny 3 4 5 eMaredy
ot oms Has your weight infuencedbow O o o O me@Ey O o
Every time you think adaut (uoge) yourse
3
O Not at all
oS I)g =N Has your shape influenced ho [e] (o} ¢ o e} [e] o
you think adout (juoge) yoursef
Shiavensy 2 person?
How much would it have upset. ) o ) o o] (o) o]
you il you ha been asked to
weigh yourself ance  week (no
mare, or less, often) for the next
four weeks?
How dissatisfed have youbeen O o ) o ) o
with your weight?
How dissatistied have you been o] (o] (o] o
with your shape?
How uncomfortable have youfelt O [} o o

seeing your bedy (for exampi
seaing your shape in tne mr
73 o105 window X

‘while urdressing or taking 3
bath or shower)?

How uncomfortable have you felt O o
sboutotnes seeng your shape
or figure (for example,
g oo,
‘when swirening, o wearing
tight clothes)?

Ower the past three-to-four montns have you missed
any menstrual periods?
50, haw many?

Have you been taking birth controi?

AVl VANDERBILT UNIVERSITY Date of Approval:1/12/2016
et s ot

wnsepansaoes  AREDCAp cuesasis1am

Qfes
QNo
O Pregnart or menapausal

Yes
No

VANDERBILT UNIVERSITY
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REeDCap
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Poge 17015 Rage 0015
Wnat would you ke 10 see in a treatment program for
Treatment Preferences ‘your eating grcblem?
You be wi options for an eating prodlem?
Adaressing your iem by inhuwmg. on your 0% = Nt 100% = Very
own, & trestment orogram. uo!imed ina bt Contortatie 0% = Neutral Cambartave

[—
Adoressing your eing prablem by fallowing o your
own, 3 treatment pragam you access online of on %= net 100% = very
phene Camtartate

Participating in a program, like Weight Watchers or
ters Ananymaus, led by peapie who have a
similar eating probiem

Adaressing your eating probiem by participating in
ane-on-ne treatment with a therapist

Adgressing your eating problem cigating in
treatment with 3 group of people fyAris by a therapist

A short-term treatment that addresses your eating
prodlem by focusing on how you think, what you go, 0% =Nt 100% = very
and probiem-soiving Contoratie 50% = Newtal Camtonatie

[ ——

A short-term treatment that addresses your eating
problers by lousing on sods probles I Your o%mnet x
Telationsnips with ather peop Contortatie 30% = Neutal Comtontatie
Poce sk cn he s sbeve

A short-term treatment that addresses your eating

prodlem by facusing on changing your Senavior to 0% = Nt 100% = very

promote weignt loss Comtoratie 50% = Neural Cantaratie
P

Adgressing your eating probiem by follawing 2
wreatmentsan expaned in 2 Dok, pus recening

rt from 2 therapist through email of text

us keepleg rackof your progress

through an app on your book’
scientific information about emng. deting. and
related health
Tranto and normalie you $90n3 Sators thaugh %= net 100% = very
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F. Recovery Record mobile application: selected screen shots
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Cancel Meal Log

(o= Lo [om [ e ]

What did you eat and drink?

Portion size of what you ate

Submit

£ Back More behaviors

Did you eat in secret?

Have you used laxatives or diuretics
since your last log?

Have you taken diet pills since your last
log?

- -

Did you drink alcohol since your last log?

About Pair Up

Pair Up allows you to progress through the
recovery process with other Recovery Record
users. Share feelings, encouragement and the
ups and downs and send virtual gifts. If you
opt in you will be paired with a new Recovery
Record user from anywhere in the world every
few days. You can opt out at any time. You
pick a nickname or pseudonym, we'll never
share your true identity.

Get Started

Cancel Meal Log
How are you feeling overal
Average

Al 1 1

Did you restrict food intake?

How strong is your urge to restrict now?

Not atall

£ Back More behaviors

& Back Skill Categories

Behavioral Skills
Cognitive Skills

Emotion Regulation Skills
Interpersonal Skills

Mindfulness Skills
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£ Back More behaviors

Did you purge by making yourself sick?

BN

How strong is your urge to purge now?
Not ot ol

Did you chew and spit?

Did you swallow and regurgitate?

Did you hide your food?

Coping Skills
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trying to smash it

Keep in mind - recovery is about
- L'k‘" progress, not perfection.

tis just food. It is an object. It does not
& Like | G e define you. You have the
power to control your feelings

& Like | Wnenyou fee! ik youre losing control
stop and breathe. Notice how your body
feels, what you smell, what you hear,
and what you see. It helps to calm and
ground,

& Like) [Totiisnotefesing...FAT« Find

Anather Thought

Suggest another skill

10:14 PM

Templates

Select template
(you may edit the text later)

Grounding for §

When experiencing an urge or distressing feeling, look
around you and name 5 colors, § sounds, 5 things you
can touch, § things you can taste, and § things you
can smell

Create a Committed Action Plan

identify one measurable thing that you can do today
that leads you closer to what you value. Today |
commit to calling a friend or loved one, which is in line
with my value of being a person who reaches out to
connect with other people they care about

Dig where the Ground is Soft
You may not notice right away, but making one small
change to your daily routine can have big results in the

fong term. Instead of picking your trickiest area, pick
the issue that you can most easily visualize improving

Flexible Mind VARIEs

Use Flexible Mind VARIES to try out new opportunities
to relax, play, and be non-productive. Remember,



< Back Templates
Select template
(you may edit the text later)
Defusion (Watch your Thinking)

Detusion is stepping back from thoughts instead of
being pushed around by them. Notice what your mind
is telling you right now.

Take a Meditative Moment

Watch your thoughts come and go like a passing cloud
or cars driving by your house. Step back from your
thoughts without judging them. Just notice them.

Pragmatic Ninja

The mind can be like a salesman. Consider a thought
you have. What do you get if you "buy” into that
thought - where does it leave you, and does it bring
you closer to your goals and values? For example,
consider the thought: *I do not deserve to recover” Is
“buying" this thought a good investment? Does buying
into it take you where you want to go in your life?

Defusion

When you notice a difficult or painful thought, say the
following out loud: "I notice that | am having the

Templates

Select template
(you may ediit the text later)

Defusion (Watch your Thinking)

Defusion is stepping back from thoughts instead of
being pushed around by them. Notice what your mind
is telling you right now.

Take a Meditative Moment

Watch your thoughts come and o like a passing cloud
o cars driving by your house. Step back from your
thoughts without judging them. Just notice them.

Accept (open up)

Acceptance means opening up and making room for
painful feelings, sensations and urges. Rather than
battling these things, practice giving them space to
justbe. Acceptance can allow you to act on your
values rather than your f

Healing Hand

& Back Templates

Select template
(you may edit the text later)

Accept (open up)

up and for
painful feelings, sensations and urges. Rather than
battling these things, practice giving them space to
just be. Acceptance can allow you to act on your
values rather than your feelings.

Your Choice to Feel

Think about a difficult feeling that you are having...If |
could give you the choice: A) you never have to have
this feeling again, but it means you lose capacity to
love and care, or B) you get to love and care, but when
there is gap between what you want and what you've
got, feelings like this show up. Which do you choose?

Healing Hand

Lay a hand on the part of your body where you feel the
most intensely. Imagine this is a healing hand... the
hand of a loving nurse o parent or partner. Send some
‘warmth to this area...not to get rid of the feeling, but to
‘open up around it and hold it gently.

Breathe into it

Lay @ hand on the part of your body where you feel the
most intensely. Imagine this is a healing hand... the
hand of a loving nurse or parent or partner. Send some
warmth to this area...not to get rid of the feeling, but to
ooen uo around it and hold it aently,
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< Back Templates

Select template
(you may edit the text later)

Receiving Feedback

Most new learning requires being open to feedback.
We have all had the experience of receiving feedback
that was critical, upsetting, o hurtful. The next time
you receive feedback, practice moving toward a

Flexible Mind 5o that you can objectively evaluate
whether the feedback may be useful 1o you of not.

Flexible Mind ALLOWs

Being close to others requires practice. Try being open
10 another person, even if you feel hurt or upset, by
using Flexible Mind ALLOWSs.

A = Assess your commitment to improve the
relationship.

L = Look for concrete evidence that mistrust is
justified.

L = Loosen the grip on past hurts or fears.
O = Out yourself by revealing inner feelings.

W = Welcome feedback and continue to dialogue.

Self-Inquiry



G. Communication with guided self-help participants

1. Notification of selection to guided self-help treatment
Thank you for completing our initial survey about women’s mental health. You have been
selected randomly to participate in a free program for people who want help with binge eating.
In the mail you will receive a book called Overcoming Binge Eating by Christopher Fairburn.
This book discusses what binge eating is, helps you figure out if you have it, and tells you how
you can treat it. According to scientific studies, it has helped significant numbers of people.

When you receive Overcoming Binge Eating, please begin reading it and trying to follow its
instructions. Every week for the next eight weeks, you will receive an email or text message
from us with additional support. We want to spend the next eight weeks helping you get off to a
strong start. However, most people follow the program on their own for several weeks longer.

A copy of the consent form you signed agreeing to participate in this study is attached to this
message for your review.

Thank you very much for your participation!
womensmentalhealthvandy@gmail.com

615.392.0837
https://www.facebook.com/womensmentalhealthvandy.

2. Amazon mssg with book
This book is the basis for the binge eating program about which you recently received an email
or text message. Please start reading! We will continue to contact you via email or text.

3. Week0
By now you should have received Overcoming Binge Eating in the mail. The first part of the
book discusses what binge eating is and what researchers have learned about it. The second part
of the book tells you how you can treat your binge eating. According to scientific studies, the
program in this book has helped significant numbers of people.

We hope you have had a chance to start reading this book. Try to follow its instructions. Every
week for at least the next eight weeks, you will receive an email or text message from us with
additional support.

As you will read in Overcoming Binge Eating, you will need to keep track of what you eat and
what you are feeling and doing while eating. You can write down this information with pen and
paper using the forms provided in the book (and attached to this email). However, for this study,
you may keep track of this information through the free Recovery Record app on your phone or
tablet, which may be easier. The Recovery Record app app also provides online peer support.

If you have an iPhone or Apple device, click here to download the Recovery Record app from
the iTunes store:
https://itunes.apple.com/us/app/recovery-record-eating-disorder/id457360959?mt=8
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If you have an Android or Google device, click here to download the Recovery Record app from
the Google play store:
https://play.google.com/store/apps/details?id=com.recoveryrecord

If you have treatment questions, you can send them to us via email at
womensmentalhealthvandy@gmail.com, via text at 615-392-0837, or via Facebook at
https://www.facebook.com/womensmentalhealthvandy. While we will attempt to respond as
quickly as possible, please allow up to 72 hours for a response. Contact your doctor or 911 with
any urgent physical or emotional problems.

Thank you!

4. Week1
Greetings!

Just checking in to make sure you’ve gotten off to a good start. You probably have had a chance
to start reading Overcoming Binge Eating. You even may have had a chance to start following
the program. Absolutely no worries if you haven’t gotten started yet — with this program,
everyone can move at her own pace!

The Steps

Step 1 involves self-monitoring and weighing yourself once and only once per week.
Self-monitoring means immediately writing down what you ate, what was going on while you
ate, and how you felt while you ate. You can use pen and paper or you can use the Recovery
Record app for your self-monitoring.

e Link to Recovery Record app in the iTunes store:
https://itunes.apple.com/us/app/recovery-record-eating-
disorder/id457360959?mt=8

e Link to Recovery Record app in the Google play store:
https://play.google.com/store/apps/details?id=com.recoveryrecord

e Forms for keeping track of this information also are provided in the book and
attached to this email.

The Review
In this program you review your progress twice per week. Review sessions involve:

e rereading the step of the program you are working on

e asking yourself some questions

e completing the summary sheet during your second review session of the week
Step 1 review session instructions begin on page 141 of the book. Step 1 review involves asking
yourself:

e Have I been monitoring?

e (Canlimprove my monitoring?

e Am [ weighing myself once a week?

e Are any patterns becoming evident?
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Instructions for completing the weekly summary sheet begin on page 144 of the book. A
summary sheet is attached to this email.

If you have treatment questions, you can send them to us via email at
womensmentalhealthvandy@gmail.com, via text at 615.392.0837 or via Facebook at
https://www.facebook.com/womensmentalhealthvandy. While we will attempt to respond as
quickly as possible, please allow up to 72 hours for a response. Contact your doctor or 911 with
any urgent physical or emotional problems.

You can do it!

5. Week 2
Greetings!

By now you probably are becoming used to monitoring your food intake and weighing yourself
only once per week. You may be ready to move on to Step 2 of the program, which involves
establishing a pattern of regular eating.

If you’re not ready for Step 2, that’s completely fine. Stay on Step 1 as long as you need to.
Turn to page 142 to help you figure out if you are ready to move on to Step 2. Each step of this
program builds on the previous step, so it’s important to move at your own pace. It’s not too late
to start or to get back on track if you’ve stopped for a while!

The Steps

Step 2 involves establishing a pattern of regular eating. This means eating three meals and two
to three snacks per day. You should plan your meals and snacks ahead of time. You really want
to avoid skipping meals or snacks and eating in between them. Eating regularly may be really
different from what you’re used to. It may take several tries to eat regularly for one whole day.
You may be bingeing while you try to eat regularly. If so, don’t wait until the next day to get
back on track. Get back on track with the next meal or snack.

The Review
You want to make sure that you’re reviewing your progress twice per week. Remember that
review sessions involve rereading the step you’re on, asking yourself the review questions, and
completing the weekly summary sheet during your second review session. Review session
instructions for Step 2 begin on page 156 of the book. Because this program is cumulative, you
will ask yourself new Step 2 questions about regular eating in addition to the Step 1 questions
about self-monitoring.
Step 1 review questions

e Have I been monitoring?

e (Canlimprove my monitoring?

e Am [ weighing myself once a week?

e Are any patterns becoming evident?
Step 2 review questions

¢ Am I planning regular meals and snacks?

e Am [ trying to restrict my eating to the day’s planned meals and snacks?
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e Am [ skipping any of the meals and snacks?

e Are the gaps between my meals and snacks longer than 4 hours?

e Am [ eating between my meals and snacks?

e Am [ getting back on track when things go wrong?

e Am [ adjusting the timing of my meals and snacks to accommodate events and
circumstances?

e Ifapplicable, am I following the advice regarding vomiting and misuse of laxatives
and diuretics?

A copy of the summary sheet provided in the book is attached to this message and instructions
for completing it begin on page 144 of the book.

If you have treatment questions, you can send them to us via email at
womensmentalhealthvandy@gmail.com, via text at 615-392-0837, or via Facebook at
https://www.facebook.com/womensmentalhealthvandy. While we will attempt to respond as
quickly as possible, please allow up to 72 hours for a response. Contact your doctor or 911 with
any urgent physical or emotional problems.

You can do it!

6. Week 3
Greetings!

The Steps

By now you probably have begun experimenting with Step 2 — eating three planned meals and
two to three planned snacks each day. Remember to plan your meals and snacks ahead of time,
avoid skipping meals or snacks or eating in between them, and get back on track with the next
planned meal or snack, rather than waiting until tomorrow.

It takes most people a few weeks to get the hang of regular eating, although you don’t have to
perfect this step in order to move on to Step 3. Turn to page 158 to figure out whether or not you
are ready to move on to Step 3. Move at your own pace and remember that it’s never too late to
start the program if you haven’t already or if you’ve stopped for a while.

The Review
Remember to review your progress twice per week. The Step 2 review process begins on page
156 and includes rereading Step 2, asking yourself review questions from Steps 1 and 2, and
completing the weekly summary sheet.
Step 1 review questions

e Have I been monitoring?

e (Canlimprove my monitoring?

e Am [ weighing myself once a week?

e Are any patterns becoming evident?
Step 2 review questions

¢ Am I planning regular meals and snacks?

e Am [ trying to restrict my eating to the day’s planned meals and snacks?
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e Am [ skipping any of the meals and snacks?

e Are the gaps between my meals and snacks longer than 4 hours?

e Am [ eating between my meals and snacks?

e Am [ getting back on track when things go wrong?

e Am [ adjusting the timing of my meals and snacks to accommodate events and
circumstances?

e Ifapplicable, am I following the advice regarding vomiting and misuse of laxatives
and diuretics?

If you have treatment questions, you can send them to us via email at
womensmentalhealthvandy@gmail.com, via text at 615-392-0837, or via Facebook at
https://www.facebook.com/womensmentalhealthvandy. While we will attempt to respond as
quickly as possible, please allow up to 72 hours for a response. Contact your doctor or 911 with
any urgent physical or emotional problems.

You can do it!

7. Week 4
Greetings!

By now you probably are getting the hang of self-monitoring and are becoming more
comfortable with regular meals and snacks. Take a look at page 158 of the book to help you
figure out if you’re ready to move on to Step 3.

The Steps

Step 3 involves practicing alternatives to binge eating. The book lists some alternatives to binge
eating and helps you come up with your own list of alternatives and distractions. You are going
to practice using these alternatives when the urge to binge arises.

Step 3 also involves assessing what is happening to your weight. The idea is simply to become
aware of weight changes since you began the program. Because this is not a weight loss
program, most people will continue to weigh the same overall, despite some normal fluctuations.
However, if you are now underweight, you should call your doctor.

As always you will continue practicing what you’ve learned in Steps 1 and 2.

The Review
The Step 3 review process begins on page 163. It involves studying your monitoring records and
asking yourself the Step 3 review questions, plus the review questions from Steps 1 and 2.
Additionally, during the second review session each week, you should complete the summary
sheet.
Step 3 review questions

e Have I devised a list of alternative activities?

e Am I recording urges to eat or vomit?

e Am [ using my list of alternative activities when needed?

¢ Could my use of alternative activities be improved?

67



Step 1 review questions
e Have I been monitoring?
e (CanIimprove my monitoring?
e Am [ weighing myself once a week?
e Are any patterns becoming evident?
Step 2 review questions
¢ Am I planning regular meals and snacks?
e Am [ trying to restrict my eating to the day’s planned meals and snacks?
e Am [ skipping any of the meals and snacks?
e Are the gaps between my meals and snacks longer than 4 hours?
e Am [ eating between my meals and snacks?
e Am [ getting back on track when things go wrong?
e Am [ adjusting the timing of my meals and snacks to accommodate events and
circumstances?
e Ifapplicable, am I following the advice regarding vomiting and misuse of laxatives
and diuretics?

If you have treatment questions, you can send them to us via email at
womensmentalhealthvandy@gmail.com, via text at 615-392-0837, or via Facebook at
https://www.facebook.com/womensmentalhealthvandy. While we will attempt to respond as
quickly as possible, please allow up to 72 hours for a response. Contact your doctor or 911 with
any urgent physical or emotional problems.

You can do it!

8. Week5
Greetings!

By now you probably have had an opportunity to practice alternatives to binge eating.
Sometimes you may have been able to avoid or delay bingeing by using an alternative. This step
can be challenging and definitely takes a lot of practice.

Take a look at page 164 to help you figure out if you’re ready to move on to Step 4. If you are
practicing alternatives nearly every time you have an urge to binge and having some success in
doing so, it may be time to move on Step 5. Remember to move at your own pace and that it’s
never too late to start the program if you haven’t already or if you’ve stopped for a while.

If you have treatment questions, you can send them to us via email at
womensmentalhealthvandy@gmail.com, via text at 615-392-0837, or via Facebook at
https://www.facebook.com/womensmentalhealthvandy. While we will attempt to respond as
quickly as possible, please allow up to 72 hours for a response. Contact your doctor or 911 with
any urgent physical or emotional problems.

You can do it!
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9. Week 6
Greetings!

By now you probably have gotten several chances to try out alternatives to binge eating. You
may have had some success. Eating regular meals and snacks may have become easier. If you
feel ready to work on some additional issues that may be affecting your binge eating (see page
164), you may be ready to move on to Step 4.

Remember to move at your own pace and that it’s never too late to start the program if you
haven’t already or if you’ve stopped for a while.

The Steps

Step 4 focuses on problem solving, which is important to help you deal with situations that
trigger your binge eating. For many people, unpleasant events and circumstances lead to
episodes of binge eating. Problem solving teaches how to handle those unpleasant circumstances
through means other than bingeing. It’s also a generally helpful life skill. As laid out on page
169, there are six steps in the problem-solving method recommended in this program. As you
begin practicing problem-solving, you will continue all of the previous steps.

The Review
Continue review sessions twice per week. Step 4 review session questions begin on page 176.
During the second review session each week, complete the summary sheet in addition to the Step
4 review session questions.
Step 4 review questions
¢ Am [ problem-solving frequently enough?
e When [ am problem solving, am I doing it properly?
e Am I reviewing my problem-solving?
Step 3 review questions
e Have I devised a list of alternative activities?
e Am I recording urges to eat or vomit?
e Am [ using my list of alternative activities when needed?
e Could my use of alternative activities be improved?
Step 1 review questions
e Have I been monitoring?
e (Canlimprove my monitoring?
e Am [ weighing myself once a week?
e Are any patterns becoming evident?
Step 2 review questions
¢ Am I planning regular meals and snacks?
e Am [ trying to restrict my eating to the day’s planned meals and snacks?
e Am [ skipping any of the meals and snacks?
e Are the gaps between my meals and snacks longer than 4 hours?
e Am [ eating between my meals and snacks?
e Am [ getting back on track when things go wrong?
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e Am [ adjusting the timing of my meals and snacks to accommodate events and
circumstances?

e Ifapplicable, am I following the advice regarding vomiting and misuse of laxatives
and diuretics?

If you have treatment questions, you can send them to us via email at
womensmentalhealthvandy@gmail.com, via text at 615-392-0837, or via Facebook at
https://www.facebook.com/womensmentalhealthvandy. While we will attempt to respond as
quickly as possible, please allow up to 72 hours for a response. Contact your doctor or 911 with
any urgent physical or emotional problems.

You can do it!

10.Week 7
Greetings!

Hopefully you have had an opportunity to practice your new problem-solving skills. It may be
time to move on to Step 5, which involves reviewing how the program is working for you so far.
Perhaps things are going well and your binge eating has decreased. Perhaps you want to renew
your efforts to follow the program more closely. Perhaps you have some additional challenges
like dieting or body image concerns that need to be addressed at this point. Read Step 5 to help
you figure out how to proceed at this point.

Remember to move at your own pace and that it’s never too late to start or re-start. If you have
not started the program or are on an earlier step, please let us know so that we can send messages
relevant to your progress.

If you have treatment questions, you can send them to us via email at
womensmentalhealthvandy@gmail.com, via text at 615-392-0837, or via Facebook at
https://www.facebook.com/womensmentalhealthvandy. While we will attempt to respond as
quickly as possible, please allow up to 72 hours for a response. Contact your doctor or 911 with
any urgent physical or emotional problems.

You can do it!

11.Week 8
Greetings!

At this point, you probably have read Step 5 and come to a decision about how you want to
proceed. Taking stock of your progress typically does not mean that it is time to end the
program. Most people follow this program for four to six months. But it may be time to change
up what you’re doing.
e Ifyou have enjoyed some success in reducing your binges, you may want to move to
the last Step, Ending Well, which discusses how to maintain your progress and deal
with setbacks.
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e Ifyou think that you could benefit from following the program more closely, it might
be time to refocus your efforts on Steps 1-4.

e Ifdieting or body image is a big problem for you, it probably is time to read the
optional Steps of the program that deal with those specific issues.

e Ifyou feel like things are not going well, despite your best efforts, you probably
should read the book’s appendix on Tackling Other Problems and decide whether
you want to seek out help from a mental health professional.

Since you now own the Overcoming Binge Eating treatment manual, you have the tools you need
to address your binge eating at your own pace. We hope the last couple of months have helped
to start that process.

The link below will take you to that short follow-up survey we mentioned at the beginning of the
study. You will receive a $15 check or gift card for completing it.

https://redcap.vanderbilt.edu/surveys/?s=JCK4DW4KHL

Thank you very much!!!
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H. Self-monitoring forms

Overcoming Binge Eating monitoring record and summary sheet sent to participants

Day Date Week | B | V/L | CDs | wt Events.

Time | Food and drink consumed Place [ *[ v/L| contextand comments 1
2
s
a
s
6
7
5
B
10
1
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I. Follow-up survey

Confidential e Confidential
Women's Mental Health II: Follow-up survey protocol

Fage2cts

The following questions are concerned with the past four weeks (28 days) only. Please read

Please answer the questions beiow. Thank yeu! each question carefully.
The consent form you S 1 e il vy 85l o i flow-cp Srvey 35 well. You con downloag o ot how L
3 copy of he cansent form On how many of the past 28 days
[Attachment: *Consent part 2 - study participation - 2015-04-09,pdf") Nodays  13dwys  6120ays 1315cays 1622005 2327 cays Every day
u been deliberatel o © o] e} © ) e}
Please enter the email adress or phone rumber where i Ik the amaunt of
You received the ik to this survey, for food you eat to influence your
verification purposes. shape o weight (whether or not
you have succeeded)?

How many pounds do you weigh?
Please enter your height in feet and inches. Have you gone for long periods [e] (o] o (o] (o) [e] (o]
{For example, if you are 5 feet 7 inches, you would enter 5 in the first box and 7 in the secand box ) of time (B waking hours or mare)

wt eating anything at all in
feet orger tg influence your shape or

ight?

inches
M (You don't need to enter anything here. Tis Have you tried to exclude from o o o o o o o
number s calculated automatically from your height your giet any foods that you ike
naweight) inordr toeflerce your stape

or weght (wheine: of ot
i

Nodsys  1Sdys  6l2days 13Sceys 622days 232 ceys Everydoy
Have you tried to follow definte o o o] o o o o
rules regarding your eating (for
amole.  calorieimi) n rder
1o influence your shape
werghl whether o not you have
ceeded)?

Have you had a definite desireta O o o o o] o ©
have an ematy stomach with the

aim of influencing your shape of

weight?

Have you had a definite desieto O [o] [¢] (o] [¢] [e] (o]

have a totally flat stomach?

Nodays  1Sdeys  612days 133Sceys 1622days 2320 coys Everyday
Has thinking about (onu. eating o o o o o o o

orcalores made t very dfcut
{o Concenirate on things you are
e,

rvertaton, o seasigl?
Has thinking about shage or o (e} o] o o o e}
weight mace it very dficukt to
concentrate on thirgs you are
interested in (for example,

‘working, following a
rversation, o reading)?
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Have you had 3 defirite fear of o} o o o © e} o

1asing control over eating?

Nedws  LSdws 6l2days 13iScys 62dns 23y bueryd
o ~al . ow o T e Quer the past 26 days, how many times have you caten

Have you had  definite fear that el o what
er people would regard a5 an urusually arge Trumber of tmes]
You might gain weight? mount of 03 (gren the cremstances
Hi ¥ fat?
ave you fit fat 4 o o o 4 o © G how many of these times aid you have 3 sense of
Have you had a strong desire o [¢] (o] [¢] [¢] (o] [e] (o] having lost control over your eating (at the time {number of tmes]
lase weight? that you were eating)?

Over the past 28 days, on how many DAYS have such
‘episodes of overeating occured (i €., you have eaten Tumber of days]
an unuscally large amount of food and have had &

sense of oss of contrel at the time)?

Ouring these eating episcdes, have you typically...

eaten much more rapidly than normal? Qres
OnNo
‘eaten until you felt uncomfartably full? Yes
No
aten aroe ot o oo when yoshavent e Yes
shysically hu No.
eat barrassed about Yes
how much you were eating? No.
ot disqusted with yoursel, depressed, or very Qres
quity? Oto
in general, over the past three months how distressed QA
or upset have you felt about these epsodes? Oalitte

Over the past 28 days, haw many times have you made
‘yourset sick (vomit) as a means of contralling your
shape or weight?

Over the past 28 days, how many times have you taken
laxatives as & means of CONTONNG your hape of
>

Over the past 28 days, how many times have you
‘exerdsed in  “driven* of “compuisive* way 35 3
‘means of coniroling your weignt, shape or amaunt of
fat, or to burn off calories?

‘Over the past 28 days. cn how many days have you No cays.
eatzn in secret (ie. furtwely)? ..... Do not count 1-5 days
‘eprsodes of binge eating 6-12 day
1315 cays
16-22 cays
2327 cays
Every day
On what propertion of the times that you have eaten None of the times.
have you felt uilty {felt that you've done wrong) Afew of the times
Because of 1S effect o your shape or weight? ... o Less than half
Do not count eprsades of tinge eating Half of the times
O More than half
"
© Every time
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Over thepast 26 days.how concemmed have you been
about other people seeing you eat’
epsodes of binge eating

Fagescts

Not at all
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Confidential
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Treatment Acceptability & Feasibility
0id you receive a baok eritled Overcoming Singe Yes
Eating o ko domrload » mable 30p cabed o
5 part of the treatment portion of
s sap
Did you read some o gart ofthe buok. Overconing Yes
Binge Eating, that was mailed to you? No
Wny dicn't you read the beok? (Check all that aoply.) 0 Lack of
(3 D ot thnk book wouid be helptl
D Beok was Gficult 1o read
Otner reasars.
Wnat else prevented you from reading the book?
Far how many weeks did you follow the pragram in the Qratatall
509k, Overcoming Binge Eating? 1 day to 1 week
2 weeks
3 weeks
4 weeks
5 weeks
Eweeks
7 weeks
B or more weeks
Yy o you okow the rogrns e n e 0 Lack of time

5ok for longer? (Check all that apoly.

Wy was the program difficult to le inat other
reasons prevented you from follown:

How comfortable were you with using the book,
Overcoming Binge Eating, for your eating prablem?

Fof haw many weeks did you use the Recovery Record
apo?

‘Why dida’t you use the app for longer? (Check all
that apply.)

Why was the app dfult Lo use? What else prevented
you from usirg the app for longer?

How comfotable were you withusing the 39, Recovery
Recard, for your eating problem
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Lack of time
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Over the past 28 days .. .

Has your weight influenced how o
you think 3bout (judge) yourself
person?

Has your shape influenced how o} o
‘you think about jucge) yourself
as a persen?

How much nou!n have upset e} ©
you if you had been as
ok voursek o3 wedk (70
mare, or less, often) for the next
four weeks?

How dissatisfed have you been O o
with your weight?
How dissatisfied have you been o (e}
‘with your shape?
iow uncomfortadle have you felt O
s«(nq ‘your bedy (for e
'your shape in the mirror,
ina snw wmﬂ
‘whilk urdressing or taking 3
Bath or shower)?

How uncomfortable have you felt O (o}
bout oners seeng yourshase
o figure (for example.
el changig roors,
when swireming, or wearing
tight clotnes)?

Over the past three-to-four months have you missed
any menstrual periods?

150, how mary?
Have you been taking birth control?
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How helpful did you find the messages from the
treatment team?

‘What did you LIKE about the book, 2ps, of messages
from team?

What 1 yo DEke sbut the k. ag0, o messeges
from the treatment team? What eise made it hard for
Yoot parca

.
3 roms o inflence yaur eating
nagits or weight over the last eight weeks?

Which medications, diets, or cther programs did you
use?
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Contact Information
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Last name

Mailing adaress

May we contact you about future opoortunities to Ofes
panicipate in research in this area Oto

hank you very this study! pr about how to
ne’ people with eating problems. You will receive 3 $15 check o gift card very soon.

Here learning

Academy for Eating Disorders

National Eating Disorder Assaciation

Eating Disorder Coaition of Tennessee
nutpdiwww.edct.netfind_heio
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