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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.  
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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 
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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 
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clinical contexts, disproportionately affect ethnic minorities (Becker, Franko, Speck, & Herzog, 

2003; Ham, Iorio, & 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-Rodríguez, 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 
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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 
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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 
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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).   
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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, white+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.    
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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, 
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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 IV. 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 ³ 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 ANOVAs 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* 

Ethnicity 
Black/African American 68 43 26 100 

NA* 
White/European American 90 57 0 0 

Education 

Did not graduate high 
school or currently in high 

school 
0 0 1 3.8 

0.00 

High school diploma/GED 5 3.2 6 23.1 

Partial or current college 24 15.2 7 26.9 

Graduated from two-year 
college 10 6.3 2 7.7 

Graduated from four-year 
college 32 20.3 3 11.5 

Partial graduate or 
professional school 23 14.6 0 0 

Graduated from graduate 
or professional school 64 40.5 7 26.9 

Income 

under $10,000 4 2.5 4 15.4 

0.02 

$10,000 - $14,999 3 1.9 2 7.7 
$15,000 - $29,999 11 7 2 7.7 
$30,000 - $49,000 40 25.3 10 38.5 
$50,000 - $74,999 42 26.6 6 23.1 
$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 

Demographic 
group(e)** 

black+lower SES(e) 15 9.50% 15 57.70% 

0.00 
white+lower SES(e) 24 15.20% 0 0.00% 
black+higher SES(e) 53 33.50% 11 42.30% 
white+higher SES(e) 66 41.80% 0 0.00% 

Demographic 
group(i)*** 

black+lower SES(i) 11 7% 8 30.8% 

0.00 
white+lower SES(i) 7 4.4% 0 0% 
black+higher SES(i) 57 36.1% 18 69.2% 
white+higher SES(i) 83 52.5% 0 0% 

Previous 
eating 

disorder 
diagnosis 

Anorexia Nervosa 4 2.5 0 0 

0.31 
Bulimia Nervosa 4 2.5 0 0 

Binge Eating Disorder 12 7.6 6 23.1 

Eating disorder not 
otherwise specified 8 5.1 2 7.7 

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 ³ $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)  

Variable Category Frequency % Frequency % 

Chi-
square or 
ANOVA 
p-value 

Study 
participation 

  

Discontinued after initial survey 1 7.7 3 23.1 0.00 
  

Completed study 12 92.3 10 76.9 

Education 

Did not graduate high school or 
currently in high school 0 0 1 7.7 

0.22 

Graduated high school or received 
GED 3 23.1 3 23.1 

Partial or current college 6 46.2 1 7.7 

Graduated from two-year college 0 0 2 15.4 

Graduated from four-year college 1 7.7 2 15.4 

Graduated from graduate or 
professional school 3 23.1 4 30.8 

Income 

under $10,000 2 15.4 2 15.4 

0.41 

$10,000 - $14,999 1 7.7 1 7.7 
$15,000 - $29,999 0 0 2 15.4 
$30,000 - $49,000 6 46.2 4 30.8 
$50,000 - $74,999 4 30.8 2 15.4 
$75,000 - $99,999 0 0 2 15.4 

Home 
ownership 

Not a home owner 9 69.2 6 46.2 
0.23 

Home owner 4 30.8 7 53.8 

Previous 
eating 

disorder 
diagnosis 

Binge Eating Disorder 4 30.8 2 15.4 

0.35 Eating disorder not otherwise 
specified 2 15.4 0 0 

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. 

 

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% 

71.7
40.8

30.4
18.5

15.8
5.4

65.8
33.2

10.9

0 10 20 30 40 50 60 70 80 90 100

Any eating problem recognition on 3rd query
Any eating disorder recognition on 3rd query

BED recognition on 3rd query
Any eating problem recognition on 2nd query
Any eating disorder recognition on 2nd query

BED recognition on 2nd query
Any eating problem recognition on 1st query
Any eating disorder recognition on 1st query

BED recognition on 1st query

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

studies
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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 
11.7% rate in 
Mond, 2008 

compared to 
24.3% rate in 

Sala, 2013 

Query 
Did not 

recognize 
BED 

Recognized 
BED Total Chi-

Square df p 
value 

Chi-
Square df p 

value 

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 35.294 1 0.00 
BED recognition on 3rd query 69.6% 30.4% 184 62.513 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 S.E. Wald 
Degrees 

of 
freedom 

P-
value 

Exp(B) 
(odds ratio) 

Case description reference category: 
white+higher SES     5.10 3.00 0.17   

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 
Demographic group reference category: 
white+higher SES(e)     2.12 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 
diagnosis 

    5.63 4.00 0.23   

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 
Eating disorder not otherwise specified / 
other specified feeding or eating disorder -0.30 1.00 0.09 1.00 0.77 0.74 

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 

Variable B Standard 
error Wald 

Degrees 
of 

freedom 

P-
value 

Exp(B) 
(odds 
ratio) 

Case description reference category: 
white+higher SES     1.53 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: 
white+higher SES(i)     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 
Previous eating disorder diagnosis reference 
category: no previous diagnosis     5.17 4.00 0.27   

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 
Eating disorder not otherwise specified / other 
specified feeding or eating disorder 0.38 0.86 0.20 1.00 0.66 1.46 

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 

Variable B Standard 
error Wald Degrees of 

freedom P-value 
Exp(B) 
(odds 
ratio) 

Case description 
reference category: 
white+higher SES 

    3.65 3.00 0.30   

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: 
white+higher SES 

    0.78 3.00 0.85   

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 
reference category: no 
previous diagnosis 

    6.22 4.00 0.18   

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 
or eating disorder 

-1.05 1.00 1.10 1.00 0.29 0.35 

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 

 Frequency 
Percentage of total  
actual participants 

(N=26) 

Percentage of total 
invited to participate 

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 
study 44 -- -- 

 
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 

Variable Study 
participation Frequency Percentage Mean Standard 

deviation 
T-

statistic 

Degrees 
of 

freedom 

P-
value 

Initial 
BMI* 

Did not 
initiate 18 40.91% 36.48 5.94 0.25 42.00 0.81 
Initiated 26 59.09% 36.90 5.45 

Initial BMI 
Discontinued 4 15.38% 38.31 5.88 

0.55 24.00 0.59 
Completed 22 84.62% 36.65 5.48 

EDE-Q 
Restraint 

Discontinued 4 15.38% 1.95 1.48 
-0.51 24.00 0.61 

Completed 22 84.62% 2.38 1.57 

EDE-Q 
Eating 
Concerns 

Discontinued 4 15.38% 1.85 1.90 
0.81 24.00 0.43 

Completed 22 84.62% 1.25 1.25 
EDE-Q 
Shape 
Concerns 

Discontinued 4 15.38% 3.19 1.83 
-1.17 24.00 0.26 

Completed 22 84.62% 3.94 1.06 
EDE-Q 
Weight 
Concerns 

Discontinued 4 15.38% 3.40 1.86 
0.47 24.00 0.65 

Completed 22 84.62% 3.12 0.96 
EDE-Q 
Global 
score 

Discontinued 4 15.38% 2.60 1.44 
-0.13 24.00 0.90 

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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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 
support 

endorsed 

Therapy Nutrition Weight 
loss 

Exercise Medical No 
response 

Peer General Technology Help 
not 

wanted 

Number of 
participants 

12 6 3 3 3 3 2 2 1 1 

 

76.8 (26.5)

77.2 (26.2)

66.5 (15.3)

43.1 (29.4)

67.2 (18.9)

0 10 20 30 40 50 60 70 80 90 100

Pre-treatment: Comfort with GSH CBT program + 
use of a mobile app

Pre-treatment: Helpfulness of GSH CBT program + 
use of a mobile app 

Post-treatment: Comfort with treatment manual

Post-treatment: Comfort with mobile app 

Post-treatment: Helpfulness of treatment guidance

Not Neutral Very

Data were available for 25 of 26 participants 
who completed the initial survey and 10 of 13 
GSH participants who completed the follow-up survey.

Figure 2: Perceptions of guided self-help (GSH) cognitive behavioral therapy 
(CBT) effectiveness: mean rankings (sd)
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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 

What did you LIKE about the book, app, or messages from the treatment team? 

Frequency of 
endorsement by GSH 
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 
really was for anorexia. 

1 

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. 1 

The techniques that were used.   By reading the book it gave me some pointers on 
how to control my eating. 1 

useful reminders 1 
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Table 11: Perceptions of GSH CBT: open-ended responses regarding dislikes  

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

Frequency of 
endorsement by GSH 
participants who 
completed follow-up 
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 
control of my eating habits. 1 

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 
made it hard to concentrate 

1 

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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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 5 

≥1 9 8 17 

Pearson Chi-Square = 0.78, df = 1, p = 0.781 

63.0 (29.0)

64.4 (26.2)

67.6 (22.9)

71.6 (21.4)

73.6 (25.4)

76.6 (22.2)

76.8 (26.5)

80.4 (20.8)

0 10 20 30 40 50 60 70 80 90 100

Clinician-led group therapy

Self-help online
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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 (³$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. 
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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.
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B. Photographic and narrative vignettes used in recognition task  
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C. Advertisements for Feasibility of Self-Help Treatment for Binge Eating (Study 2) 
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D. Screening survey for Feasibility of Self-Help Treatment for Binge Eating (Study 2) 
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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. 
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F. Recovery Record mobile application: selected screen shots 
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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. Week	0	

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 



	 64	

 
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. Week	1	
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.   

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

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

• 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:  

• rereading	the	step	of	the	program	you	are	working	on		
• asking	yourself	some	questions			
• 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:  

• Have	I	been	monitoring?		
• Can	I	improve	my	monitoring?		
• Am	I	weighing	myself	once	a	week?		
• Are	any	patterns	becoming	evident?	

 



	 65	

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 

• Have	I	been	monitoring?		
• Can	I	improve	my	monitoring?		
• Am	I	weighing	myself	once	a	week?		
• Are	any	patterns	becoming	evident?	

Step 2 review questions 
• Am	I	planning	regular	meals	and	snacks?	
• Am	I	trying	to	restrict	my	eating	to	the	day’s	planned	meals	and	snacks?	
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• Am	I	skipping	any	of	the	meals	and	snacks?	
• Are	the	gaps	between	my	meals	and	snacks	longer	than	4	hours?	
• Am	I	eating	between	my	meals	and	snacks?	
• Am	I	getting	back	on	track	when	things	go	wrong?	
• Am	I	adjusting	the	timing	of	my	meals	and	snacks	to	accommodate	events	and	

circumstances?	
• If	applicable,	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 

• Have	I	been	monitoring?		
• Can	I	improve	my	monitoring?		
• Am	I	weighing	myself	once	a	week?		
• Are	any	patterns	becoming	evident?	

Step 2 review questions 
• Am	I	planning	regular	meals	and	snacks?	
• Am	I	trying	to	restrict	my	eating	to	the	day’s	planned	meals	and	snacks?	
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• Am	I	skipping	any	of	the	meals	and	snacks?	
• Are	the	gaps	between	my	meals	and	snacks	longer	than	4	hours?	
• Am	I	eating	between	my	meals	and	snacks?	
• Am	I	getting	back	on	track	when	things	go	wrong?	
• Am	I	adjusting	the	timing	of	my	meals	and	snacks	to	accommodate	events	and	

circumstances?	
• If	applicable,	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 

• Have	I	devised	a	list	of	alternative	activities?	
• Am	I	recording	urges	to	eat	or	vomit?	
• Am	I	using	my	list	of	alternative	activities	when	needed?	
• Could	my	use	of	alternative	activities	be	improved?	
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Step 1 review questions 
• Have	I	been	monitoring?		
• Can	I	improve	my	monitoring?		
• Am	I	weighing	myself	once	a	week?		
• Are	any	patterns	becoming	evident?	

Step 2 review questions 
• Am	I	planning	regular	meals	and	snacks?	
• Am	I	trying	to	restrict	my	eating	to	the	day’s	planned	meals	and	snacks?	
• Am	I	skipping	any	of	the	meals	and	snacks?	
• Are	the	gaps	between	my	meals	and	snacks	longer	than	4	hours?	
• Am	I	eating	between	my	meals	and	snacks?	
• Am	I	getting	back	on	track	when	things	go	wrong?	
• Am	I	adjusting	the	timing	of	my	meals	and	snacks	to	accommodate	events	and	

circumstances?	
• If	applicable,	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. Week	5	
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	I	problem-solving	frequently	enough?	
• When	I	am	problem	solving,	am	I	doing	it	properly?	
• Am	I	reviewing	my	problem-solving?	

Step 3 review questions 
• Have	I	devised	a	list	of	alternative	activities?	
• Am	I	recording	urges	to	eat	or	vomit?	
• Am	I	using	my	list	of	alternative	activities	when	needed?	
• Could	my	use	of	alternative	activities	be	improved?	

Step 1 review questions 
• Have	I	been	monitoring?		
• Can	I	improve	my	monitoring?		
• Am	I	weighing	myself	once	a	week?		
• Are	any	patterns	becoming	evident?	

Step 2 review questions 
• Am	I	planning	regular	meals	and	snacks?	
• Am	I	trying	to	restrict	my	eating	to	the	day’s	planned	meals	and	snacks?	
• Am	I	skipping	any	of	the	meals	and	snacks?	
• Are	the	gaps	between	my	meals	and	snacks	longer	than	4	hours?	
• Am	I	eating	between	my	meals	and	snacks?	
• Am	I	getting	back	on	track	when	things	go	wrong?	
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• Am	I	adjusting	the	timing	of	my	meals	and	snacks	to	accommodate	events	and	
circumstances?	

• If	applicable,	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. 

• If	you	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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• If	you	think	that	you	could	benefit	from	following	the	program	more	closely,	it	might	
be	time	to	refocus	your	efforts	on	Steps	1-4.			

• If	dieting	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.			

• If	you	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   

Time Food and drink consumed Place * V/L Context and comments 

 
 
 
 
 
 
 
 
 
 
 
 
 

  
 
 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

  

Week B V/L CDs Wt Events 

1      

2      

3      

4      

5      

6      

7 
     

8 
     

9 
     

10 
     

11 
     

12      

13 
     

14 
     

15 
     

16 
     

17      

18 
     

19 
     

20 
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I. Follow-up survey 
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