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Abstract
Background Binge eating (BE) has long been identified as a
correlate of overweight and obesity. However, less empirical
attention has been given to overeating with and without loss
of control (LOC) in nonclinical samples.
Purpose The goal of the present study was to examine the
association of (1) established correlates of BE, namely,
weight and shape concerns, dietary restraint, and negative
affect, and (2) three additional correlates, disinhibition, hunger, and interoceptive awareness (IA), to overeating in a
nonclinical sample of college women.
Method Female students (n=1,447) aged 18 to 21 years
recruited from colleges in three Canadian metropolitan areas
completed self-report questionnaires in class to assess
sociodemographic and anthropomorphic characteristics,
overeating, LOC, dietary restraint, negative affect, weight
and shape concerns, IA, disinhibition, and hunger.
Results The established correlates of BE were significant
correlates of all types of overeating and explained 33 % of
the variance. Disinhibition was the most strongly associated
correlate of overeating.
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Conclusions Findings suggest that established correlates of
BE are associated with other types of overeating such as
objective overeating (OOE), as are disinhibition and hunger.
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Introduction
Given its increasing prevalence [1, 2] and associated negative sequelae [3–5], there is an urgent need to further our
understanding of overweight in order to improve its prevention and treatment. One robust predictor of overweight is
overeating [6, 7]. The association between overeating, loss
of control (LOC), and excess weight is well established [8].
However, most of the studies pertaining to overeating have
focused on clinical syndromes or populations, and as such,
on individuals seeking treatment for their weight problem or
for binge eating (BE). This study aimed to expand our
knowledge regarding different presentations of overeating
by examining the association of established and putative
risk factors of BE with objective overeating (OOE) in a
population of female college students.
Overeating
Overeating is a risk factor of overweight [9, 10] and it has
been linked to negative affect, dietary restraint, and body
dissatisfaction [9, 11–13]. BE, a form of overeating, is
characterized by two main features: eating in a discrete
period of time an unusually large amount of food, accompanied by a subjective sense of LOC overeating during the
episode [14, 15]. It is the most studied form of overeating.
The dual pathway model [16] is a long-standing model that
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seeks to explain bulimic psychopathology, including purging as well as weight and shape concerns. It provides a
comprehensive and empirically sound model of BE symptomatology. Specifically, a number of studies have demonstrated that body dissatisfaction contributes to BE, with
negative affect and dietary restraint mediating the relationship [9, 12, 13, 17, 18]. In addition, having an elevated body
mass has been linked to an increase in body dissatisfaction
[19, 20], which can take the form of weight and shape
concerns.
Given the focus on BE, our knowledge about other subgroups of overeaters is incomplete. Further studies on different profiles of overeaters, including individuals reporting
subclinical levels of overeating (e.g., subjective overeating
and OOE) and/or from nonclinical samples, would be informative. In addition, specific and clinically significant features of BE versus OOE are not well understood although
the latter has been shown to contribute to overweight and
obesity [6, 7, 9]. Important issues to be examined include
whether known predictors of BE are also associated with
other types of overeating, such as OOE; whether those predictors are also associated with overeating within community samples; and whether other factors could be
contributing to OOE.
Towards a Better Understanding of Overeating
Disinhibition, a predisposition for opportunistic eating, has
been shown to play a major role in eating by creating an
increased tendency to eat, especially when confronted with a
threat to energy balance [21]. Such a threat can take the form
of perceived deprivation [22, 23]. As disinhibition is associated with an increased tendency to eat, it fosters an environment where LOC is more likely to occur, especially in
the presence of certain cues, such as ambiguous or negative
emotional activation, food cues, and feelings of hunger [21].
Recent findings suggest that overweight individuals may,
in fact, overeat in an attempt to compensate for a reward
deficit because they generate weaker satiety signals [23, 24].
They may experience a chronic sense of perceived deprivation by eating less than wanted as opposed to eating less
than needed [22, 23]. This dichotomy is reflected in the
distinction between homeostatic or need-based hunger and
hedonic or want-based hunger, the latter being driven by
food availability or psychological motivations such as
soothing from or avoidance of ambiguous or negative emotional activation [23].
In fact, individuals who have difficulty recognizing and
identifying their emotional states, also known as
interoceptivity, may use eating as a way to cope with a
negative and ambiguous emotional activation [25, 26]. Deficits in interoceptivity have been identified as an important
risk factor for problematic eating behaviors in adolescents
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[25, 27] and they partially explained the relationship between negative affect and BE in one study [12].
The present study aimed to examine the association between overeating and established and proposed correlates of
BE. Specifically, the first objective of the study was to
investigate the association between three established correlates of BE—weight and shape concerns, dietary restraint
and negative affect, and overeating—in young college women. Furthermore, in light of the findings regarding the putative effect of disinhibition, hunger, and interoceptive
awareness (IA) on eating behavior, the second objective
was to examine associations between these factors and
OOE/BE in the same population.

Methods
Participants
Out of the 1,747 female students who were solicited to take
part in the study, 1,488 agreed to participate, yielding a
participation rate of 85.17 %. Participants under 18 or over
21 years old (n=41; 2.76 %) were excluded from the final
analyses to ensure homogeneity of the sample regarding
age. Excluded participants were not significantly different
from the other participants on sociodemographic and anthropomorphic characteristics. Our final sample consisted of
1,447 women aged 18 to 21 years, recruited from 14 public
colleges and seven universities in three large metropolitan
Canadian cities.
Procedure
Data collection was carried out over three different phases
spanning over 16 months and took place during regular class
hours. The study was presented to students as focusing on
eating behavior. After signing a written informed consent,
participants completed self-report questionnaires. The entire
procedure took up to a maximum of 60 min. Participants
were offered an information package concerning eating
disorders, in general, as well as references for useful health
services. No further compensation was offered. The research
was approved by our institutional review board.
Measures
To collect sociodemographic and anthropomorphic information, a 34-item self-report questionnaire was adapted from a
questionnaire often used in clinical studies with adult women in our laboratory. This questionnaire was also used to
assess weight status using two questions pertaining to height
and weight. Self-report of weight and height has been
deemed reliable and valid, with Pearson's r coefficients
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ranging from 0.94 to 0.98, when compared with direct
measures of weight and height taken by research staff
[28–31].
The Eating Disorder Examination Questionnaire (EDEQ) [32] was used to assess overeating, LOC, weight and
shape concerns, and dietary restraint. The EDE-Q is a selfreport version of the EDE [33], a validated semistructured
interview considered by many as the golden standard in
eating pathology assessment [34, 35]. Both are widely used
[10, 36–38]. The EDE-Q internal consistency (α=0.84),
test–retest reliability (mean r=0.80), and convergent validity (with the EDE; r=0.81) are well documented [32, 39,
40]. The EDE-Q generates two types of data. First, the
frequency of key features of eating pathology is assessed
using items enquiring about the number of episodes or
number of days in which a given behavior has occurred.
Second, 28 items divided among four subscales—dietary
restraint, eating concern, shape concern, and weight concern—assess the severity of characteristics of eating pathology using Likert scales. Participants are asked to rate their
behavior over the past 28 days. In our sample, the internal
consistency for the four subscales was α=0.92.
Weight and shape concerns were assessed using the EDEQ. A composite variable was created reflecting body dissatisfaction, discomfort with body exposure, and a desire to
change body shape and weight. In accordance with Fairburn
et al. [41] and Mond et al. [42], the scores on the Weight
Concern and Shape Concern subscales were combined to
obtain a score reflecting overall weight and shape concerns.
A recent report on the factor structure of the EDE-Q
suggested that most items of the Weight Concern and Shape
Concern subscales did, in fact, combine into one factor [43].
The scores of the individual items of both subscales were
added and then divided by the sum total of all items, hence
creating a mean score. The scale yielded excellent internal
consistency (α=0.94).
The EDE-Q was also used to measure dietary restraint, a
subscale of the questionnaire. Our decision to use the dietary
restraint subscale of the EDE-Q rather than the TFEQ's was
based on good psychometric properties of the instrument
and its subscales and its status as the “golden standard” in
assessing eating disturbances and its widespread use in
research, allowing for comparison. The score of the dietary
restraint subscale was used as is and showed good internal
consistency (α=0.79).
The negative emotionality scale of the Differential Emotional Scale IV (DES-IV) [44] was used to assess negative
affect. The DES-IV is a 36-item self-report questionnaire
designed to assess the frequency at which 12 distinct emotions are felt in daily life. Respondents rate how often they
experience different emotional states on a Likert scale of 1 =
rarely or never to 5 = very often. The reliability and validity
of the DES-IV have been demonstrated—6-month test–
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retest reliability for the 12 subscales (mean r=0.69) and
internal consistency (α=0.74) [45]. The reliability coefficient for the negative emotionality scale was α=0.94.
Interoceptivity was assessed using the IA subscale
from the Eating Disorder Inventory 2 (EDI-2) [46].
The EDI-2 is a self-report questionnaire designed to
examine the psychological characteristics of behaviors
associated with different eating disorders. Respondents
rate the frequency of several behaviors on a Likert scale
of 1 = never to 6 = always. Responses for each item
are then recoded in accordance with the procedure described in the instruction manual. The IA subscale is
composed of ten items designed to identify difficulties
in correctly recognizing and naming emotional states as
well as feelings of hunger and satiety. The IA subscale
has good internal consistency (α=0.76 to 0.86), and its
test–retest reliability (r=0.65 to 0.97) as well as convergent validity (global score EDI/EAT: r = 0.66;
subscale EDI/global score EDI: mean r=0.62) are well
documented [46–49]. The reliability coefficient for the
interoceptivity scale was α=0.81.
The Eating Inventory, formerly known as the ThreeFactor Eating Questionnaire (TFEQ) [50], is a 51-item
self-report questionnaire designed to assess three separate concepts: restraint, hunger, and disinhibition. In the
present study, the hunger and disinhibition subscales
were used to assess, respectively, feelings of hunger
and their behavioral consequences, and a susceptibility
towards disinhibition (habitual, emotional, and situational) and its triggers. The TFEQ is divided in two parts;
the first part of the questionnaire lists a series of 36
statements that respondents rate as true or false. The
second part consists of 15 items describing various
behaviors that respondents rate on a Likert scale of 1
to 4 according to their frequency, likeliness, or intensity.
The internal consistency for both subscales is excellent
(hunger: α=0.85 and disinhibition: α=0.91) [50] and
they also show good 12-month test–retest reliability
(disinhibition: r = 0.86; hunger: r = 0.75) [51]. In this
study, reliability coefficients for the disinhibition and
hunger scales were, respectively, α=0.79 and α=0.78.
Statistical Analysis
The four mutually exclusive outcome groups were based
on the answer provided by participants to questions
regarding the frequency at which they had engaged in
bouts of overeating and/or LOC in the past 28 days.
Since the data for the overeating and LOC items were
heavily skewed, a four-level categorical variable was
created based on the presence/absence of overeating
and LOC: participants who reported no overeating and
no LOC were scored 0 (nonovereating (NOE), n=807),
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those who reported no overeating but at least one episode of LOC were scored 1 (subjective BE [SBE], n=
55), those who reported at least one episode of overeating without LOC were scored 2 (OOE, n=301), and
those who reported at least one episode of overeating
and at least one episode of LOC were scored 3 (objective BE [OBE], n=284). This procedure is commonly
used in studies of overeating in community samples as
this variable tends to be heavily skewed [10, 52].
A one-way analysis of variance (ANOVA) was first
performed to examine between-group differences in body
mass index (BMI), overeating, LOC, and purging across
the four groups. Second, a multinomial logistic regression analysis was used to examine the association between the correlates and the outcome. Weight and shape
concerns, negative affect, dietary restraint, IA, hunger,
and disinhibition were regressed against overeating,
yielding six contrasts: (1) NOE versus SBE, (2) NOE
versus OOE, (3) NOE versus OBE, (4) SBE versus
OOE, (5) SBE versus OBE, and (6) OOE versus OBE.
The variables were entered into the regression analysis
model following a forced or hierarchical procedure. The
independent variables in the regression analysis (all continuous variables) were standardized (z scores), thus
allowing comparisons among adjusted odds ratios (ORs)
representing a 1 standard deviation (SD) change in the
variable.
To detect possible confounding variables, ANOVAs
and crosstabs were used. Only weak correlations were
found between sociodemographic/anthropomorphic variables and the outcome variables (i.e., overeating and
LOC) (all êta and tau C coefficients ranging from 0.
001 to 0.14). The strength of the association between
BMI and overeating (êta=0.13) was weak but significant (p<0.001). Hence, we controlled for BMI in all of
the following regression analyses.

Results
Pearson's correlation coefficients between continuous variables used as predictors in the multinomial logistic regression were between 0.139 and 0.649 (p<0.05).
Final Sample Description
The mean age of the participants was 19.16 years (SD=1.07).
The majority reported being born in Canada (n=1,346;
93.00 %) and lived in suburban communities (n=784;
54.18 %). The median annual household income for
our sample was between $50,000 and $74,999 (n=423;
29.20 %). Descriptive statistics regarding weight status,
overeating, LOC, and purging are presented in Table 1.
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BMI, Overeating, LOC, and Purging Across Overeating
Subgroups
A series of one-way ANOVAs showed a significant difference in BMI, overeating, LOC, and purging across our
subgroups, with small-effect sizes for BMI (r=0.17) and
purging (r=0.14), and large-effect sizes for overeating (r=
0.56) and LOC (r=0.63). Means, SDs, 95 % confidence
intervals (CI), p values, and Games-Howell post hoc comparisons are presented in Table 1.
Correlates of Overeating
Means and SDs for all independent variables according to
overeating/LOC subgroups are presented in Table 2.
Multinomial Logistic Regression Analysis
The variables used as regressors were dietary restraint,
weight and shape concerns, negative affect, lack of
interoceptivity, disinhibition, and hunger. They were
regressed against overeating. Main effects for individual
variables were obtained. Taken together, these variables
explained 33 % of the variance in overeating.
Table 3 presents the ORs, 95 % CIs, and p values for all
the correlates. There were significant main effects for dietary restraint in two contrasts (NOE versus OOE and OBE
versus OOE). Weight and shape concerns showed significant main effects in the contrasts comparing SBE and OBE
to NOE and in the contrasts comparing SBE and OBE to
OOE. Interpretation of the ORs indicates that for this sample, an increase in weight and shape concerns was associated with a 1.351 to 1.687 increase in LOC, regardless of
overeating. Similarly, negative affect only showed main
effects when comparing SBE and OBE to NOE. There was
no significant main effect for lack of interoceptivity, whereas disinhibition showed significant main effects in all contrasts except the one comparing OOE to SBE. Interpretation
of the ORs for disinhibition indicated that an increase in
disinhibition was associated with marked increases in OBE
when compared to NOE, OOE, and SBE as well as an
increase in OOE and SBE when compared to NOE. Finally,
hunger showed significant main effects in all three contrasts
comparing OOE, SBE, and OBE to NOE, and in the contrast
comparing OBE to OOE, with ORs ranging from 1.246
to 1.613.

Discussion
The first aim of this study was to test three known predictors
of BE, namely weight and shape concerns, dietary restraint,
and negative affect, in order to examine their association
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Table 1 Descriptive statistics and analysis of variance for weight status, overeating, LOC, and purging across overeating subgroups
ANOVA
Number Percent Mean SD
Weight status according to BMI
Underweight (BMI<
18.50)
Normal/healthy weight
(BMI 18.50–24.99)
Overweight (BMI
25.00–29.99)
Obese (BMI>30.00)
BMI
NOE
SBE
OOE
OBE
SBE
OOE
OBE
OOE
OBE
OBE
Overeating
NOE

101

7.00

1,047

72.40

205

14.20

94

6.50

807

55.80

22.30 3.74

95 % CI

Games-Howell post hoc comparison

F

p

14.040

0.000

22.04–22.56
0.383
0.266
0.000

55

3.80

23.17 3.90

22.12–24.23
0.904
0.350

301

20.80

22.78 3.97

22.33–23.23
0.004

284

19.60

24.22 5.96

23.53–24.92

0.00

0.00–0.00

221.453 0.000
807

0.00

SBE
OOE
OBE
SBE

n/a
0.000
0.000
55

0.00

0.00

0.00–0.00

OOE
OBE
OOE

p

0.000
0.000
301

3.62

5.05

3.05–4.19

OBE

284

5.01

4.96

4.44–5.59

NOE

807

0.00

0.00

0.00–0.00

OBE

0.004

LOC

314.020 0.000
SBE
OOE
OBE
SBE

0.000
n/a
0.000
55

3.58

3.62

2.60–4.56

OOE
OBE
OOE
OBE

0.000
0.713
301

OBE
284

0.00

0.00

4.58

3.64–4.71

0.11

1.22

0.00–0.00
0.000

4.18

Purging

9.406
NOE

807
SBE
OOE
OBE

SBE

0.200
0.968
0.010
55

OOE

0.000

0.03–0.19

0.02

0.13

−0.02–0.06
0.438
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Table 1 (continued)
ANOVA

Games-Howell post hoc comparison

OBE
OOE

0.002
301

0.16

1.56

−0.02–0.33

284

0.85

3.89

0.39–1.30

OBE
OBE

0.029

NOE nonovereaters, SBE subjective binge eaters, OOE objective overeaters, OBE objective binge eaters, n/a no result available

with different forms of overeating in a community sample.
In addition, we wanted to examine the association between
disinhibition, hunger and IA, and overeating as they have
been shown to significantly increase the tendency to
overeat.
The examination of correlates of overeating in a
nonclinical sample of young women showed that overeating
tendencies are not limited to clinical populations but are
rather common. Over 40 % of our sample reported at least
one episode of overeating in the last 28 days, with almost
21 % of participants reporting OOE and an additional 20 %
reporting OBE. Findings confirmed that weight and shape
concerns, negative affect, and dietary restraint were significantly associated with BE, which is congruent with findings
showing that those variables are robust predictors of BE in
children, adolescents, and adults [10, 19, 53–55]. Furthermore, our results showed that disinhibition and hunger were
strong correlates of both BE and overeating, but not IA.
Body dissatisfaction has long been associated with eating
pathology [12, 13, 19] and it has been shown that it can
foster negative affect and BE [12, 18, 19]. In our nonclinical
sample of young college women, weight and shape concerns
were associated with LOC, regardless of overeating. Indeed,
recent findings have suggested that LOC is a core feature of
BE and appears to be strongly associated with psychological
markers of distress, independent of overeating [18, 56, 57].
However, in most of the studies identified on the topic, the
focus was either on the subjective/objective nature of an
overeating or BE episode (i.e., the quantity of food eaten
during an episode), or on the LOC feature of a binge and its
correlates. If replicated with longitudinal data, our findings
regarding weight and shape concerns could mean that it is a
Table 2 Mean and standard deviation for all independent variables according to overeating
subgroups

NOE nonovereaters, SBE subjective binge eaters, OOE objective overeaters, OBE objective
binge eaters

clinically meaningful risk factor for a more pathological
form of overeating even in the general population and would
be worth targeting early on via prevention programs in the
community.
Negative affect was associated with SBE and OBE in our
community sample. Studies have shown that negative affect
can contribute to LOC [57, 58]. Furthermore, several studies
have found that some individuals do eat more in the presence of negative emotions [9, 12, 59, 60]. Together, these
data provide additional support for the pervasive influence
of negative affect on eating behavior, which can translate
into overeating and LOC that may lead to weight gain. The
significant finding regarding negative affect also mirrors the
hedonic or want-based model of hunger that postulates that
certain individuals will eat in response to psychological
motivations and not just to satisfy physiological needs [23].
Paradoxically, the fact that weight and shape concerns
and negative affect are present in healthy as well as in
clinical populations raises questions about elements of the
constructs shared by both populations. It is not clear at
present which elements are of true clinical significance with
regards to eating pathologies versus those seemingly harmless elements potentially shared by a large portion of the
general female population. These questions warrant further
research in order to delineate what are noxious negative
affect and weight and shape concerns as opposed to forms
that would be more benign.
In our nonclinical sample, dietary restraint appeared to be
associated with both NOE and OBE. Previous studies have
also found similar results regarding dietary restraint [12, 13,
18]. Various hypotheses have been put forward to explain
such findings. Current measures to assess dietary restraint
NOE

SBE

OOE

OBE

Restraint
Weight and shape concerns

M
0.81
1.58

SD
1.09
1.36

M
1.63
3.01

SD
1.55
1.59

M
0.75
1.77

SD
0.91
1.38

M
1.67
3.13

SD
1.33
1.51

Negative affect
Lack of interoceptive awareness
Disinhibition
Hunger

48.72
1.77
4.36
4.37

14.41
2.91
2.31
2.91

62.18
4.09
6.60
6.45

18.77
4.15
3.34
3.50

51.68
2.16
5.47
5.58

15.34
3.08
2.49
3.05

62.55
4.75
8.37
7.70

17.31
4.93
3.30
3.45
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Table 3 Multinomial Logistic Regression for correlates of overeating, controlling for Body Mass Index

Dietary restraint
Weight and shape concerns
Negative affect
Lack of interoceptivity
Disinhibition
Hunger

Dietary restraint
Weight and shape concerns
Negative affect
Lack of interoceptivity
Disinhibition
Hunger

NOE versus OOE
OR
95 % CI
0.801
0.649, 0.988
0.996
0.791, 1.254
1.128
0.939, 1.355
0.984
0.807, 1.199
1.526
1.252, 1.859
1.294
1.096, 1.528
OOE versus SBE
OR
95 % CI
1.392
.989, 1.031
1.687
1.098, 2.593
1.303
0.912, 1.862
1.026
.738, 1.426
1.013
0.691, 1.483
1.099
0.779, 1.550

p
0.039
0.971
0.198
0.869
0.000
0.002
p
0.058
0.017
0.146
0.881
0.948
0.593

NOE versus SBE
OR
95 % CI
1.115
0.816, 1.523
1.680
1.115, 2.531
1.470
1.046, 2.066
1.009
0.739, 1.378
1.545
1.070, 2.232
1.422
1.020, 1.982
OOE versus OBE
OR
95 % CI
1.441
1.138, 1.825
1.357
1.035, 1.778
1.121
0.893, 1.409
1.121
0.904, 1.390
1.738
1.374, 2.198
1.246
1.014, 1.532

p
0.496
0.013
0.027
0.957
0.020
0.038
p
0.002
0.027
0.325
0.299
0.000
0.036

NOE versus OBE
OR
95 % CI
1.154
0.946, 1.408
1.351
1.056, 1.729
1.265
1.027, 1.557
1.102
0.909, 1.337
2.652
2.133, 3.297
1.613
1.334, 1.951
SBE versus OBE
OR
95 % CI
1.036
0.756, 1.420
0.804
0.529, 1.224
0.860
0.606, 1.222
1.093
0.806, 1.483
1.716
1.183, 2.491
1.135
0.806, 1.597

p
0.157
0.017
0.027
0.322
0.000
0.000
p
0.828
0.309
0.401
0.568
0.004
0.469

The correlates (all continuous variables) were standardized (z scores), thus allowing comparisons among adjusted ORs representing a 1 standard
deviation change in the correlate
Data in bold was used to highlight the significant results
NOE nonovereaters, SBE subjective binge eaters, OOE objective overeaters, OBE objective binge eaters

may not accurately reflect actual successful dietary restrictions [61], instead capturing the concept of perceived deprivation [22] whereby certain individuals experience a sense
of not eating as much as they would like even if they are
overeating or at least not in a state of actual caloric restriction [62]. These individuals could be the ones who show an
association between dietary restraint and OBE. Furthermore,
other key behavioral features of ED such as purging may
influence whether an individual will restrain his or her
eating. In fact, several studies have demonstrated that dietary restraint shows a strong association with purging [63],
with dietary restraint fostering BE, which may lead to purging and so on [64]. In our sample, the participants who
reported OBE did, in fact, report more purging than the
participants who reported NOE, SBE, and OOE, possibly
reflecting the dietary restraint/purging association. Hence,
dietary restraint may reflect heterogeneous concepts whereby different outcomes are brought upon by contextual factors, such as the propensity toward weight gain and
tendencies toward disinhibition or purging behaviors [63,
65–68]. Hence, dietary restraint could be beneficial, harmful, or ineffective [69] as indicated by our results.
Another interesting result was the fact that disinhibition
was strongly associated with all types of overeating. In fact,
higher disinhibition was associated with a one-and-a-half- to
almost threefold increase in overeating and BE. As for
hunger, it distinguished NOE from the groups reporting
OOE, SBE, and OBE. In addition, hunger was associated
with LOC in the overeating groups. The amplitude of the
ORs indicates clinically meaningful effects, suggesting that

disinhibition and hunger may play a significant role in
overeating tendencies and in the associated LOC.
One interpretation for this result is provided by several
authors who have suggested that there might be similarities
between overeating tendencies and addictions [70–72]. Research has shown that chronic overeaters and individuals with
addictions share common characteristics, namely impulsivity
[72–75]. Further, impulsivity has been associated with disinhibition [76, 77] that increases the tendency to overeat, most
notably in the presence of perceived/subjective hunger or
highly palatable food.
Finally, contrary to our hypothesis, a deficit in IA was not
associated with overeating and BE in our sample of young,
healthy, college women. This result could mean that IA is a
distinguishing feature of clinical versus subclinical levels of
overeating as indicated by one study [12].
Limitations and Contributions
The cross-sectional design of this study does not allow for
the establishment of causal and directional inferences
concerning the inter-relationships among our variables. Furthermore, the use of self-reported weight, although shown to
be highly correlated with measured weight [28–31], induces
a possible systematic bias, given that heavier individuals
tend to under-report their weight [78–80]. In addition, the
use of the EDE-Q to designate group membership rather
than an interview could have impacted our data as Berg et
al. identified issues with regards to the assessment of
BE/overeating frequency with the use of the questionnaire
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version of the EDE [81–83]. Finally, although a strength in
terms of internal validity, the homogeneous nature of the
sample may limit the conclusions that we can draw from the
results.
Nonetheless, this study sheds new light on correlates of
overeating, which could have a significant impact on the
prevention and treatment of important and widespread
health problems such as overweight and eating disturbances.
Moreover, by investigating the correlates of overeating in a
community sample, this study highlights the fact that overeating is a widespread issue not limited to clinical
populations. In addition, our study showed that several
correlates of BE are also associated with milder forms of
overeating, even in a nonclinical sample of young college
women. These are important findings because they indicate
a need to develop targeted prevention interventions for these
young women.
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