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Developing an Acceptance-Based Behavioral Weight Loss Treatment
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of Concept Study and Clinical Case Series
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Adrienne S. Juarascio, Drexel University

Binge eating (BE; i.e., the consumption of a large amount of food in a discrete time period, accompanied by a sense of loss of control) is
highly comorbid with overweight or obesity and is the primary symptom of binge eating disorder (BED). Current gold-standard treatment
for BED (i.e., CBT) does not produce meaningful weight loss, thus failing to address a critical treatment target. This article describes the
development of a novel acceptance-based behavioral treatment (ABBT) for individuals with clinically significant BE desiring to reduce
BE symptoms and achieve concurrent weight loss. We discuss the development and structure of the novel treatment approach, and
describe the test of a proof of concept version of the treatment in a clinical case series of four individuals. In the context of each clinical
case description, we present initial acceptability of the treatment and challenges faced in treatment development and delivery. Finally, we
discuss future research divections for the treatment, which could improve BE symptoms and weight loss outcomes for individuals with BE

pathology.

B INGE eating (BE) is characterized by frequent and
persistent episodes of overeating accompanied by
feelings of loss of control without the use of compensatory
behaviors (e.g., purging, laxative use; APA, 2013). BE is
associated with substantial psychiatric and medical co-
morbidity, including higher risk of overweight or obesity
(Hudson, Hiripi, Pope, & Kessler, 2007). Full-threshold
binge eating disorder (BED) includes experiencing BE
episodes that are objectively large in size at least once per
week over the past 3 months, with three or more of the
following features—rapid eating, eating until uncomfort-
ably full, eating when not physically hungry, eating alone
because of embarrassment, and feeling disgust, depressed
mood, or guilt afterwards (APA, 2013). BED is the most
prevalent eating disorder, with lifetime prevalence rates
of 3.5% in women and 2% in men, while the lifetime
prevalence rate of engaging in any BE is 4.5% (Bellows
et al., 2015; Hudson et al., 2007).

Individuals who engage in BE to a clinically significant
and distressing degree but who do not meet full DSM
criteria (e.g., frequency of BE is less than once per week,
the BE episodes are subjectively large in size) are
considered to have subthreshold BED (Striegel-Moore
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et al.,, 2000). Currently in the DSM-5, such symptoms are
best captured in the diagnostic category of “Other
Specified Feeding and Eating Disorder,” “other” subtype
(i.e., when the individual only experiences subjective
binge episodes) or “BED of low frequency and/or
duration” (i.e., when objective binge episodes occur
less than once per week or when binge episodes have
not been present for at least 3 months; APA, 2013).
Individuals with subthreshold BED do not differ sig-
nificantly from individuals with full-threshold BED, and
have similar risk for psychiatric distress, low self-esteem,
impaired social adjustment, and overconcern with shape
and weight as those with full-threshold BED (Crow, Stewart
Agras, Halmi, Mitchell, & Kraemer, 2002; Striegel-Moore
et al., 2000; Striegel-Moore, Wilson, Wilfley, Elder, &
Brownell, 1998; Wilson, Nonas, & Rosenblum, 1993). In
fact, there is growing evidence to suggest that the experience
of loss of control in BE, rather than the objective size
or frequency of the amount consumed, is most strongly
associated with distress and negative outcomes (Latner,
Hildebrandt, Rosewall, Chisholm, & Hayashi, 2007; Mond,
Latner, Hay, Owen, & Rodgers, 2010). As such, BE is an
important treatment target in individuals both with and
without full-threshold BED diagnoses (henceforth, our use
of “BE” in this article will reference clinically significant
BE, i.e., full- and subthreshold BED).

Notably, rates of BE in overweight and obese subjects
are at least double those in normal-weight individuals
(Hay, 1998), and BE occurs in approximately 30% of
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overweight or obese individuals seeking weight loss
treatment (Spitzer et al., 1992). Furthermore, over 65%
of individuals with BED are obese (Hudson et al., 2007;
Mitchell, 2015), and over 25% of patients seeking
treatment for obesity have BED (Fandino et al., 2010;
J. Mitchell & Mussell, 1995; L. A. Mitchell, MacDonald, &
Brodie, 2004; Wilfley, Bishop, Wilson, & Agras, 2007).

Obese individuals with BE are at greater risk of
developing metabolic syndrome than individuals with
obesity alone (Hudson et al., 2010), and typically
experience more severe obesity and increased risk for
dyslipidemia and impaired glucose levels (J. Mitchell
etal., 2015; Reichborn-Kjennerud, Bulik, Sullivan, Tambs,
& Harris, 2004), as well as serious health problems
associated with obesity generally (Manson, Skerrett, &
Willett, 2001; Mustelin, Raevuori, Hoek, Kaprio, & Keski-
Rahkonen, 2015). Modest weight reduction of 5%-10%
has been shown to improve health outcomes, including
improving glycemic control, reducing blood pressure,
and lowering cholesterol levels (Goldstein, 1992). Obese
individuals with BE also experience greater eating
disorder psychopathology, symptoms of anxiety and
depression, more frequent emotional eating, and lower
self-esteem and life satisfaction (Fandino et al., 2010;
J. Mitchell & Mussell, 1995; Reichborn-Kjennerud et al.,
2004; Wilfley et al., 2007). The prevalence of BE among
obese individuals and the related significant medical and
psychological comorbidities highlight the need for
effective treatments that can both eliminate binge eating
and produce weight loss.

Although several effective treatments exist for reduc-
ing BE (described in further detail below), facilitating
clinically significant weight loss in individuals with BE
pathology remains a challenge (Wilson, Wilfley, Agras, &
Bryson, 2010). Indeed, most trials have found that when
compared to obese peers without BE, those with BE lose
significantly less weight (Blaine & Rodman, 2007), regain
weight more rapidly after treatment, and are more likely
to drop out of weight loss treatment programs (de Zwaan,
Nutzinger, & Schoenbeck, 1992; Marcus, Wing, &
Hopkins, 1988; Sherwood, Jeffery, & Wing, 1999;
Yanovski, Gormally, Leser, Gwirtsman, & Yanovski,
1994). Overall, weight loss in individuals with BE is
particularly challenging, and effective weight loss treat-
ment options are lacking for these individuals.

Existing Treatments for BE

Behavioral weight loss (BWL) treatment, which uses
behavioral techniques to reduce caloric intake and
increase physical activity (Wadden & Butryn, 2003), is
the most effective behavioral treatment for weight loss in
individuals with BED (Wilson, Grilo, & Vitousek, 2007).
However, weight loss is, on average, modest (Wonderlich,
Gordon, Mitchell, Crosby, & Engel, 2009). For example,

Grilo and colleagues found that participants with BED
in a BWL treatment program showed only a 2.1 mean
percent BMI reduction at 12-month follow-up (Grilo,
Masheb, Wilson, Gueorguieva, & White, 2011). The long-
term outcomes for BWL treatments in those with BE
are especially poor, as individuals with BE tend to regain
lost weight more quickly than obese peers without BED
(de Zwaan et al., 1992; Marcus et al., 1988; Yanovski et al.,
1994), and most BWL treatment programs only include
limited strategies to promote long-term adherence to
dietary and physical activity goals (Brownell & Jeffery,
1987; Wilson, 1994). This weight gain is often exacerbated
by continued, or reemergent, binge eating (Grilo et al.,
2011).

Notably, BWL interventions typically instruct partici-
pants to set low to moderate calorie goals (typically
1,200—-1,500 calories per day) and to restrict intake of
palatable, high-calorie foods (Brownell, 2000). Individ-
uals with BE typically approach dieting in a dichotomous,
all-or-nothing manner and adopt rigid dieting rules
(Gamer, Rockert, Olmsted, Johnson, & Coscina, 1985),
which, when broken, produce dysfunctional, all-or-
nothing cognitions (e.g., “I’ve blown my diet so I may as
well binge”) and negative affect (e.g., guilt, shame) that
frequently trigger BE episodes (Grilo & Shiffman, 1994).
This pattern is consistent with the abstinence violation
effect (AVE) proposed by Marlatt and Gordon (Marlatt
& Donovan, 2005), which posits that individuals respond
to a lapse in abstinence from a given behavior (e.g.,
eliminating specific foods or meeting a strict calorie goal)
with negative cognitions (i.e., internal, stable, global, and
uncontrollable attributions for the cause of the lapse) and
affective responses (e.g., guilt, blame). Higher levels of
these negative cognitions and affective reactions increase
the intensity of the AVE, which in turn increases the
likelihood of a subsequent lapse (Marlatt & Donovan,
2005). The AVE theory helps to explain why a strict eating
plan will often improve BE in the short-term (Presnell
& Stice, 2003), but long-term adherence is difficult to
maintain (for individuals both with and without BE)
and could ultimately promote the reoccurrence of BE
symptoms. Indeed, high levels of dietary restraint serve as
a core maintenance factor for BE behavior (Fairburn,
2008), and reduction in rigid dietary restraint has been a
predictor of improved treatment outcome (Blomquist &
Grilo, 2011; Wilson, Fairburn, Agras, Walsh, & Kraemer,
2002).

While BWL treatment may improve binge eating in the
short-term, it does not do so as well or consistently as
the current best-supported treatment for BE, cognitive
behavioral therapy (CBT; Grilo et al., 2011; Wilson et al.,
2007), including the recently enhanced version, CBT-E
(Fairburn, 2008; Fairburn, Marcus, & Wilson 1993). CBT
uses cognitive and behavioral techniques to regularize
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eating, reduce dietary restraint, and alter the cognitive
manifestations of BE (Fairburn, 2008; Fairburn et al.,
1993). CBT is superior to other treatment approaches
(including BWL treatment) in eliminating BE behavior,
with up to 60% of individuals achieving full remission
from BE by the end of treatment (Wilson et al., 2007).
Weight loss in CBT, however, is typically minimal or
nonexistent (Dingemans, Spinhoven, & van Furth, 2007;
Fairburn, 2008; McElroy, Guerdjikova, Mori, Munoz, &
Keck, 2015), likely due to the strong focus in CBT on
eliminating strict or rigid forms of dietary restraint
(Fairburn, 2008; Fairburn et al., 1993), the lack of focus
on overeating episodes without loss of control, and the
failure to incorporate physical activity.

Several researchers have attempted to improve weight
loss outcomes for BE by integrating CBT and BWL
or using sequential treatment designs (e.g., CBT followed
by BWL or vice versa; de Zwaan et al., 1992; Grilo et al.,
2011; Masheb, Grilo, & Rolls, 2011; Nauta, Hospers, Kok,
& Jansen, 2000). While the appeal of this approach is
clear, the results to date have consistently failed to show
evidence of superior treatment outcomes. For example,
a recent study by Grilo and colleagues assessed whether
sequential CBT and BWL treatment could produce
greater weight loss than BWL alone and found no support
for the sequential ordering of treatment (Grilo et al.,
2011). These results support the notion that the current
iterations of both CBT and BWL, either alone or in
conjunction, are unlikely to produce clinically meaning-
ful weight outcomes for individuals with BE.

Rationale for Development of a New Treatment Approach

As outlined above, CBT for individuals with BE fails
to produce meaningful weight loss due to 1) a lack of
emphasis on altering the calorie balance through changes
to both diet and physical activity, and 2) discouraging
any form of strict dietary restraint that could promote an
eventual re-occurrence of binge eating pathology. BWL
treatment, on the other hand, also produces sub-optimal
weight loss results in individuals with BE due to 1) primary
focus on caloric restriction and avoidance of high-calorie,
palatable foods, and 2) lack of psychological strategies to
encourage long-term maintenance of dietary and physical
activity goals.

Given these deficits in existing treatment approaches,
there is a growing call for more tailored weight loss
interventions for individuals with BED (Grilo et al., 2011;
McElroy et al., 2015; Yanovski, 2003). In particular, given
that the two best-supported treatments for BE, CBT and
BWL, are directly at odds with each other in how they
instruct individuals to make changes to their eating habits,
simply combining or sequencing the two treatment
approaches would not be expected to produce meaning-
ful changes in weight and binge eating behavior, as

confirmed by the research summarized above. As such, to
improve weight outcomes for individuals with BE, current
behavioral treatments must be modified and integrated to
(a) alter the calorie balance (through diet and physical
activity) by applying BWL treatment strategies in a flex-
ible manner that is unlikely to promote binge eating,
and (b) provide individuals with enhanced psychological
strategies designed to improve long-term adherence to
program goals despite susceptibility to engage in binge
eating.

To address these concerns, our team developed a
novel treatment approach designed to improve weight
loss in individuals with BE. In the remainder of this paper,
we discuss the development of a new, acceptance-based
behavioral treatment (ABBT) for weight loss in individ-
uals with BE with several key aims in mind. First, we
describe the central elements of the ABBT treatment,
which integrated treatment components from an ABBT
weight control intervention incorporating both stan-
dard BWL and acceptance-based treatments compo-
nents (Forman et al., 2013) and was tailored to meet the
unique treatment needs of individuals susceptible to BE.
Second, we describe a proof-of-concept test of the new
treatment approach with four clinical cases. Third, we
discuss challenges encountered while developing and
implementing the treatment. Finally, we provide con-
cluding remarks on the potential of this approach for
improving treatment outcomes for individuals with BE,
and discuss future research directions.

Treatment Development and Overview
Background

The novel treatment approach described in this paper
was developed as an extension of a recent study of an
ABBT for BED (Juarascio, Manasse, Schumacher, Espel,
& Forman, 2016), in which participants completed a
novel acceptance-based behavioral treatment for BED
(i.e., Phase I; Juarascio et al., 2016). The treatment in
Phase I was “weight neutral,” in that treatment was
primarily focused on reducing binge eating symptoms
and discouraged active weight loss attempts during
treatment. Participants completed 10 sessions of group-
based treatment. At the end of treatment, participants
were provided with psychological strategies to maintain
binge eating cessation and psychoeducational materials
for general weight management (e.g., incorporating fruits
and vegetables into meals, eating smaller portion sizes
regularly throughout the day; Juarascio et al., 2016),
though no formal weight loss intervention was delivered.

Based on these participants’ interest in active weight loss
(Juarascio et al., 2016), we recruited Phase I participants
who were still seeking to lose weight approximately 1 year
later to participate in a booster treatment (i.e., Phase II)
that focused on continued application of Phase I principles
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(i.e., behavioral and acceptance-based skills and strategies
to reduce binge eating), while applying similar principles to
weight management. Phase II was developed as a proof-of-
concept trial to evaluate the initial feasibility and accept-
ability of the novel treatment approach. As such, we initially
tested the treatment using only a small group of partici-
pants and an abbreviated treatment period of 10 sessions.

Treatment Content

The treatment approach developed by our team is one
of the first to alter the dietary and physical activity goals
of traditional BWL interventions and incorporate psy-
chological strategies to promote long-term success for
individuals with BE. Drawing from ABBT for weight loss
(Forman, Butryn, Manasse, & Bradley, 2015), standard
BWL treatments (Brownell, 2000; L. A. R. Group, 2006)
and the focused version of CBT-E for eating disorders
(Fairburn, 2008; Fairburn et al., 1993), we incorporated
strategies into a combined ABBT for weight loss and binge
eating management. Table 1 provides a summary of the
core elements of each session, described in greater detail
below.

Behavioral Strategies for Flexibly Altering the Calorie Balance
and Preventing Binge Eating Episodes

We included core components of traditional BWL
treatments in order to alter the calorie balance to
produce weight loss, including calorie goals and self-
monitoring caloric intake. However, we introduced BWL
strategies in a more flexible and gradual manner than in
traditional BWL interventions, which, as described above,
typically impose low-calorie goals that may promote binge
eating in individuals susceptible to BE. Thus, we framed
the Phase II strategies and skills as tools to help par-
ticipants establish healthier eating patterns and prevent
BE while also promoting gradual, healthy weight loss
over time, rather than a means to achieve a participant’s
“ideal” weight.

To reduce calorie consumption, we first reintroduced
self-monitoring of food intake without recording calorie
intake to regularize eating patterns (i.e., regular meals
and/or snacks approximately every 4 hours). This
recommendation built on skills learned in Phase I of
treatment and was implemented because not all partici-
pants were still following this recommendation at the start
of Phase II. Once regular eating patterns were reestab-
lished and participants were engaging in successful self-
monitoring of eating habits, participants then added
calorie recording, while making gradual weekly reduc-
tions in average daily calorie goals (starting at 300 calories
below their baseline, which would produce just over
0.5 Ibs of weight loss per week, and reducing by 100 calories
each week if they were successful with initial reductions).
Optimal weight loss goals were presented as being 5%—-10%

of the participant’s initial body weight, an amount
associated with clinically significant health benefits (Van
Gaal, Mertens, & Ballaux, 2005; Vidal, 2002), rather than
achieving a BMI in the “normal” range, which for many
participants would lead to unrealistic goals or expectations.
As the 10-week treatment period was relatively brief,
participants began a gradual trajectory towards healthy
weight loss, with the goal of achieving roughly 3.5—4 Ibs of
weight loss during the treatment period, and continuing
to work towards the goal of 5%—10% weight loss after
treatment ended by maintaining healthy weight-control
behaviors. In this way, weight loss progression was more
gradual than the rate of weight loss standard BWL inter-
ventions typically strive to produce (1-2 lbs of weight loss
per week; Butryn, Webb, & Wadden, 2011a) in order to
prevent engagement in strict dietary restraint and reemer-
gence or worsening of BE. Mirroring traditional BWL
interventions, we taught participants to weigh and measure
foods and plan meals and snacks in advance (Diabetes
Prevention Program Research D. P. P. R. Group, 2002). In
addition to providing sample meal plans and identifying
healthy low-calorie substitutions for foods, we provided
participants with specific guidelines on foods that enhance
fullness and satiety and instructed them to incorporate
palatable foods into their eating plan to reduce the
likelihood of binge episodes occurring.

We also gradually introduced physical activity goals, as
physical activity has been shown to reduce binge episodes
(Moulton, 1996; Pendleton, Goodrick, Poston, Reeves, &
Foreyt, 2002) and encourage weight loss (Fossati et al.,
2004; Mclver, O’Halloran, & McGartland, 2009; Moulton,
1996; Pendleton et al., 2002). In keeping with these
findings, as well as standard recommendations for physical
activity in BWL interventions (Brownell, 2000; D. P. P. R.
Group, 2002; L. A. R. Group, 2006), we gave participants
information about the benefits of exercise and advised
them to progressively increase their exercise throughout
treatment, with the ultimate aim to engage in moderate to
vigorous physical activity 5 days per week for 50 minutes per
day (Jakicic, Winters, Lang, & Wing, 1999; Jeffery, Wing,
Thorson, & Burton, 1998). Given that the course of
treatment was limited to 10 weeks and lacked the time
span to adequately build up to 250 minutes per week at
a realistic pace, participants gradually increased their
level of physical activity over the course of treatment up
to 5 days per week for 35 minutes per day, with the goal of
continuing to increase exercise after the treatment ended.

Psychological Strategies for Long-Term Weight Management and
Abstinence From Binge Eating

To facilitate adherence to the behavioral strategies to
alter the calorie balance, we incorporated acceptance-
based skills, some of which participants learned in Phase I
(see Juarascio et al., 2016). Acceptance-based strategies
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Table 1

Treatment Content by Session

Session  Behavioral Binge Eating Content/Skills Behavioral Weight Loss Content/Skills Acceptance-Based Content/Skills
1 * Review of psychoeducation about ¢ Weigh-in e |dentification of helpful skills from
binge eating from group treatment e Psychoeducation about calorie group treatment
* Review of regular eating balance
¢ Psychoeducation about how to ¢ Introduction to gradual exercise
prevent binge eating when tracking intervention (3 days at 15 minutes)
calories ¢ Initiation of self-monitoring (without
caloric content)
2 ¢ Check-in for binge episodes ¢ Weigh-in & Check-in » Brief review of helpful skills from
(when applicable) * Goal setting group treatment
¢ Planned incorporation of palatable ¢ Gradual exercise progression
foods to prevent hedonic-deprivation (3 days at 20 minutes)
e |nitiation of self-monitoring
with caloric content
e Psychoeducation about calorie
tracking
¢ Healthy meal planning
3 * Check-in for binge episodes e Weigh-in & Check-in * Review of willingness and
(when applicable) e Gradual exercise progression acceptance
(3 days at 25 minutes) » Application of willingness and
¢ Self-monitoring & Introduction to acceptance to dietary changes and
gradual calorie reduction exercise
4 ¢ Check-in for binge episodes ¢ Weigh-in & Check-in e Emotional eating psychoeducation
(when applicable) ¢ Gradual exercise progression * DBT-based coping strategies:
(3 days at 30 minutes) distraction and self-soothing
e Self-monitoring & gradual calorie
reduction
5 * Check-in for binge episodes e Weigh-in & Check-in » DBT-based coping strategies:
(when applicable) e Gradual exercise progression improving the moment and pros/cons
(3 days at 35 minutes) e Values review and clarification of
* Self-monitoring & gradual calorie valued domains
reduction * Using values to identify and
increase willingness to engage in
dietary changes and exercise
e Values-relevant goal-setting
6 * Check-in for binge episodes e Weigh-in & Check-in * Review of clarification of values
(when applicable) e Gradual exercise progression * How to deal with barriers to using
(4 days at 30 minutes) values for weight loss:
¢ Self-monitoring & gradual calorie o Not having them in mind
reduction o Short-term vs. long-term mind
o Conflicting values
7 * Check-in for binge episodes e Weigh-in & Check-in * Review of barriers to values
(when applicable) e Gradual exercise progression
¢ Introduction to food exposure to (5 days at 30 minutes)
high-risk foods or situations ¢ Self-monitoring & gradual calorie
¢ Planning in-session exposure reduction
e Hedonic hunger psychoeducation
8 ¢ Check-in for binge episodes ¢ Weigh-in & Check-in e Willingness, defusion, values, and
(when applicable) e Gradual exercise progression urge surfing as tools to engage in
¢ Review food exposure rationale (5 days at 30 minutes) food exposures
¢ Food exposure with negative mood ¢ Self-monitoring & gradual calorie * Use of urge surfing or other coping
induction reduction strategies during and after food
¢ Plan at-home food exposures exposure

(continued on next page)
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Table 1 (continued)

Session  Behavioral Binge Eating Content/Skills Behavioral Weight Loss Content/Skills Acceptance-Based Content/Skills
9 e Check-in for binge episodes Weigh-in & Check-in ¢ Emotional triggers of lapses/relapse
(when applicable) Gradual exercise progression with weight and binge eating
» Behavioral triggers of lapses/relapse (5 days at 35 minutes) * Importance of acceptance-based
with binge eating Self-monitoring & gradual calorie skills for lapse/relapse prevention
* Relapse prevention plan reduction
Behavioral triggers of
lapses/relapse with weight
Relapse prevention plan
Introduction of at-home weekly
weight tracking
10 * Check-in for binge episodes Weigh-in & Check-in ¢ Importance of acceptance-based

(when applicable)
Review of progress
Review of relapse prevention plan

Review of progress
Review of relapse prevention plan
Continuation of weekly goal setting

skills for lapse/relapse prevention
Commitment to maintaining weight
loss and binge reduction/abstinence

¢ Importance of re-commitment after
a lapse/relapse
e Goal setting consistent with values

are a key feature of several novel, “third generation”
behavior therapies such as Dialectical Behavior Therapy
(DBT; Linehan, 1993) and Acceptance and Commitment
Therapy (ACT; Hayes et al., 1999). Acceptance-based
treatments explicitly teach strategies designed to increase
tolerance of internal states (i.e., emotions, urges,
thoughts, physical feelings) in the service of goal-
directed behavior such as healthful eating and physical
activity (Hayes, Luoma, Bond, Masuda, & Lillis, 2006).
Specifically, the current treatment integrated acceptance-
based strategies with behavioral strategies by framing
certain behaviors (e.g., preplanning meals, buying
healthy foods) as under one’s “control,” while framing
internal experiences (e.g., emotions, urges to eat) as not
under one’s control (i.e., the framework of “Control
What You Can, Accept What You Can’t” developed by
Forman and colleagues; see Forman et al., 2013, and
Juarascio etal., 2016). Using this framework, participants
in Phase I and II were taught to accept the presence
of negative or unhelpful thoughts and emotions while
consciously deciding to engage in a behavior consistent
with their goals and broader life values (e.g., an indi-
vidual noticing and accepting cravings to eat a piece a
chocolate cake while deliberately choosing to act in line
with their values of living a healthy life and eating an
apple instead).

Throughout treatment, we extended skills presented
in Phase I that taught participants to identify how negative
and positive internal states can lead to BE, and applied
the same framework to weight loss efforts. Participants
worked to identify internal experiences that could inter-
fere with weight loss efforts, such as thoughts (e.g., “I'm
too tired to exercise today”), emotions (e.g., giving
permission not to record calories because you feel sad),

and urges (e.g., passing a fast food restaurant and
experiencing an urge to binge). Instead of attempting
to control these internal experiences, we instructed
participants to use coping strategies that facilitate
acceptance (i.e., willingness to experience distressing
internal experiences such as thoughts or emotions
without attempting to avoid, suppress, or otherwise
control them) and values-driven behavior (i.e., engaging
in behaviors that are in accordance with and bring one
closer to meaningful life domains that one cares about
most; Hayes et al., 2006; Juarascio et al., 2016). Treatment
also reviewed coping strategies drawn from DBT that
participants learned in Phase I (i.e., distraction, self-
soothing, improving the moment, and pros/cons of
tolerating distress; Linehan, 1993) and a mindfulness-
based distress tolerance strategy called “urge surfing”
designed to teach individuals to ride out urges without
giving in to them (Bowen, Chawla, & Marlatt, 2011).

We instructed participants to employ coping strategies
both in and outside of session when implementing eating
and physical activity behavioral changes. For example,
participants were encouraged to integrate palatable foods
into their daily eating plans, and worked with their
therapists to identify sources of calories they would be
able to cut from their diet without feeling deprived (e.g.,
switching from full-calorie foods to low-calorie versions),
while specifically “budgeting” calories for reasonable
portions of palatable foods. Participants utilized behav-
ioral strategies such as regular eating and meal planning,
and psychological coping strategies such as urge surfing
and willingness to promote eating single servings of
palatable foods without engaging in BE.

In addition, time was spent revisiting each participant’s
values identified during Phase I (e.g., being a good
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parent, being an active and engaged member of the
community). Treatment aimed to help participants clarify
values that supported their commitment to their healthy
eating and exercise behaviors (e.g., losing one pound per
week in the service of working towards a value of living a
long, healthy life).

Preliminary Proof of Concept Trial and Clinical
Case Descriptions

Following treatment development, we sought to test
a proof-of-concept version of the new treatment. The
current trial allowed for the opportunity to evaluate
initial successes of the treatment and remaining chal-
lenges that should be addressed before conducting a
larger trial. Successes and challenges of treatment will
be discussed in detail below in the context of clinical case
descriptions of four participants with whom the treat-
ment was piloted.

Methods
Recruitment and Participants

Phase I included adults (18-65 years of age) who met
diagnostic criteria for BED according to DSM-5 criteria
as determined by an in-person interview with a trained
diagnostician, which included administration of the
Eating Disorders Examination Interview 16.0 and the
Mini International Neuropsychiatric Interview (N = 17;
see Juarascio et al., 2016, for full sample details). Between
December 2015 and January 2016, we recontacted Phase I
participants who had expressed interest in a follow-up
treatment program at the conclusion of Phase I. Of those
contacted (n = 10), we included participants (n = 4) who
were interested in participating in booster sessions (i.e.,
Phase II), had a current Body Mass Index (BMI) in the
overweight or obese range (BMI > 27 kg/mg), had not
changed a dose of medication known to affect weight or
appetite in the past 3 months, and were not concurrently
receiving psychotherapy for an eating- or weight-related
problem. All participants were fluent in English and able
to give consent.

Procedure and Treatment Structure

Phase II of treatment consisted of 10 manualized
individual sessions over 10 weeks. The initial session lasted
3 hours, and all subsequent sessions lasted 1 hour. Four
trained doctoral students with experience treating indi-
viduals with eating and weight disorders led sessions and
were supervised on a weekly basis by a licensed clinical
psychologist. Sessions focused on teaching the behavioral
and psychological skills described above (see Table 1 for
session-by-session content). At the end of each session, the
therapist assigned homework to promote practice of the
skills outside of session.

Measures
Baseline Characteristics

Participants completed quantitative, electronic surveys
assessing baseline characteristics related to eating behav-
ior, mood, and quality of life at baseline and posttreat-
ment. Specifically, participants completed the Acceptance
and Action Questionnaire (AAQ-II) to assess experiential
avoidance (i.e., attempts to alter or avoid negative internal
experiences such as negative thoughts, feelings, and
physiological sensations; Bond et al., 2011), the Beck
Depression Inventory (BDI-II) to assess depressive symp-
toms (Beck, Steer, & Brown, 1996); the Quality of Life
Inventory (QOLI) to measure overall life satisfaction
(Frisch, Cornell, Villanueva, & Retzlaff, 1992); the Eating
Disorder Examination Questionnaire (EDE-Q) to assess
disordered eating behavior (Fairburn & Beglin, 1994),
and the Difficulties in Emotion Regulation Scale (DERS)
to measure abilities in emotion regulation (Gratz &
Roemer, 2004). All measures are commonly used with
acceptable reliability and validity statistics.

Treatment Acceptability

At the end of treatment, all participants completed
quantitative and qualitative acceptability measures via
electronic survey. Participants completed a treatment-
acceptability questionnaire that asked several questions
regarding their experience in the treatment program
using 5-point Likert scales. Specifically, participants rated
their level of satisfaction with the treatment and their
therapist on a 5-point scale ranging from “not at all
satisfied” to “completely satisfied.” They rated perceived
effectiveness of treatment by indicating the degree to
which they agreed or disagreed with statements such
as “this treatment has decreased my eating disorder
symptoms” and “this treatment has helped me with my
weight control” on a scale from “strongly disagree” to
“strongly agree.” They also reported their confidence in
being able to reach their weight loss goals in the future on
a scale of “not at all confident” to “extremely confident.”
Participants were also given the opportunity to provide
qualitative feedback in response to open-ended ques-
tions assessing which elements of treatment participants
found most and least helpful, and their suggestions for
improvement.

Body Weight

To evaluate preliminary effectiveness of the treatment
to produce initial weight loss, therapists assessed body
weight and height at the intake session using a research-
grade Seca calibrated scale with measuring rod to
calculate BMI. Participants were also weighed weekly at
each session. We assessed BMI because it is a useful and
easily obtained measure of obesity, a good estimate of
body fat and gauge of medical risk, and can be used in all
adults regardless of sex (NHLBI, 1998).
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Case Descriptions
Case 1: “Anna”

Phase I Summary

At the beginning of Phase I of treatment, Anna’s BMI
was 30.9 kg/mQ. At her Phase I baseline assessment, she
reported 21 binge episodes over the past month. She
reported experiencing BE symptoms for her entire life
(i.e., 50 years). By the end of Phase I, Anna’s BMI was 30.7
and she reported 2 binge episodes over the past month.

Phase II Presenting Problem

Anna was a b4-year-old Caucasian separated woman
who was employed full-time and lived with her two adult
children. She reported long-standing difficulties with BE,
noting that she struggled limiting her food intake for as
long as she could remember. Anna specifically described
that during childhood, she would eat “limitless” amounts
of sugar without ever feeling satiated. This pattern of BE
remained relatively consistent over time. Anna reportedly
always experienced a heightened awareness of her body
and weight. Despite this, she described maintaining a
normal weight (between 93-95 lbs) throughout her whole
life prior to giving birth, after which she gained weight
and reached her highest reported weight (150 1bs). Since
this weight gain, Anna reported one successful weight
loss attempt through a commercial weight-loss program,
during which time she lost approximately 35 lbs. Anna
reported that since that time, she gradually regained back
to her current weight (approximately 144 Ibs), and that
she had remained relatively stable at this weight for several
years. Anna had also attempted weight loss through calorie
and fitness tracking on her phone, though these attempts
had not lasted long.

Anna experienced a BE episode approximately once
weekly, and noted that her binges were frequently
triggered by sugar. Anna also reported a series of psy-
chosocial stressors, and acknowledged a tendency to
“self-sacrifice” for her family members. She identified this
“emotional stress” as a primary cause of her BE episodes,
noting that much of her eating behavior was an attempt to
cope with these stressors. Aside from her weekly binges,
Anna reported eating sporadically throughout the day
and did not follow consistent meal plans. She described
herself as following certain dietary rules due to food
allergies. She also endorsed attempts to avoid sugar
for weight loss purposes but denied any other dietary
restriction or rules.

Anna endorsed symptoms of anxiety and depression
but indicated these were secondary to her eating and
weight difficulties and current life stressors. She did not
meet diagnostic criteria for a depressive or anxiety
disorder and denied homicidality, suicidality, and fre-
quent substance /alcohol use. She had no history of other
psychiatric diagnoses.

Anna’s goals for the program were to “feel better”
about herself overall, and to limit her tendency to self-
sacrifice for other members in her family. Although she
was not currently engaging in aerobic exercise at the
start of Phase II, she enjoyed dancing as a hobby and
attended a Pilates class weekly. She also expressed interest
in practicing the strategies learned in Phase I of treatment
throughout Phase II, as she had struggled to master and
integrate the strategies of Phase I into her everyday life.

Phase II Treatment Progress

When beginning Phase II of treatment, Anna’s BMI
was 31.1 kg/mQ. She reported seven objectively large
binge episodes during the prior month, during which loss
of control was present. The frequency and size of her self-
reported binge episodes indicated that she met criteria
for BED. Anna denied use of any compensatory behaviors.
Upon initiating treatment, Anna tended to go long
periods without eating due to desires to restrict her food
intake. Despite this, she successfully regularized her eating
within the first few sessions. She engaged in somewhat
regular exercise (approximately 1-2 times per week), but
had difficulty consistently maintaining the prescribed
amount (3 times per week).

During Session 1, Anna’s current symptoms, history,
and background information were collected, and Anna
identified initial goals for treatment (see Table 1 for a
description of session-by-session treatment content).
Anna identified a goal weight of 120 Ibs or less (BMI of
~26, overweight range). Because her weight at the
beginning of treatment was in the obese range, this was
considered an appropriate long-term goal to begin
working towards. Anna also indicated that a major goal
of participating in Phase II was to reimmerse herself in
the strategies learned during Phase I and combine these
with additional weight loss goals.

Sessions 1-2 involved introduction to general calorie
counting and determining portion sizes. Session 3
introduced ways to reduce calorie intake, and based on
Anna’s current intake, it was jointly decided that she
would aim to consume approximately 1,200 calories per
day. Anna was able to comply with the treatment plan,
implement dietary changes and meet her calorie goal
within the first few sessions. By session 4, she reported
no binge episodes over the prior week. Although Anna
at times struggled to maintain regular and consistent
exercise to the extent she had hoped, she continued to
exercise at least once or twice weekly. As treatment
continued, additional strategies for coping with negative
affect and cravings for food were reviewed, and Anna
found these to be helpful in moderating her intake as
well.

By the end of treatment, Anna had lost a total of 7.2 1bs
(5.01% of her initial body weight) and was no longer
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Table 2
Pre- and Posttreatment Scores Per Participant (N = 4)
Measure Participant 1 Participant 2 Participant 3 Participant 4
(Anna) (Rachel) (Julie) (Sam)
Pre Post Pre Post Pre Post Pre Post
Weight (Ibs) 143.8 136.6 156.6 152.6 258.8 255.0 204.0 200.2
BMI 31.0 29.6 28.4 27.7 441 43.5 32.3 31.7
BDI 13 1 18 7 14 6 34 12
EDQ-Q (global) 3.18 2.44 2.74 2.06 1.64 2.44 2.88 3.46
QOLI* 11 17 37 58 38 37 15 25
AAQ 18 33 22 31 26 27 27 29
DERS Non-Acceptance 17 21 24 20 12 11 17 16
DERS Goals 13 11 13 9 10 10 10 10
DERS Impulsivity 17 18 20 13 15 13 13 11
DERS Awareness 20 24 20 18 15 12 18 15
DERS Strategies 31 30 26 16 16 17 20 13
DERS Clarity 17 17 13 14 13 13 11 14
* T-score

experiencing binge episodes. Her depression symptoms
as measured by the BDI had also decreased from intake
(score of 13) to end of treatment (score of 1). Her quality
of life as measured by the QOLI had also increased
from a score of 11 to 17 (see Table 2). When reflecting
on her progress, Anna reported that the treatment
enabled her to commit to her values and goals, increase
the use of mindfulness to guide her decision-making,
and learn more successful strategies for long-term weight
loss. She was commended for her hard work and progress
throughout treatment.

When asked to rate her experience throughout treat-
ment, Anna indicated that she was “completely satisfied”
with both her therapist and the treatment protocol

Table 3

(see Table 3). She also “strongly agreed” that treatment
helped decrease her eating disorder symptoms and
overall distress, and helped her with her weight control.
Anna described the most beneficial components of
treatment included the strategies taught and the oppor-
tunity to practice strategies (e.g., using worksheets), and
that the treatment was “a slow process of change . . . I liked
how there was a plan in case of relapse and no judgment.”
Anna’s strongest recommendation was that the treatment
be provided over a longer time period, to provide more
opportunity for clients to fully learn, understand, and
implement skills. Overall, Anna was extremely satisfied
with the treatment protocol and described it as very
beneficial to her overall emotional and weight loss goals.

Summary of Quantitative Acceptability Measures at Posttreatment

Survey ltem Participant 1

(Anna)

Participant 2
(Rachel)

Participant 3
(Julie)

Participant 4
(Sam)

Overall satisfaction with treatment*
Overall satisfaction with therapist

Completely satisfied Completely satisfied Mostly satisfied Mostly satisfied
Completely satisfied Completely satisfied Completely satisfied Completely satisfied

Treatment decreased ED symptoms Strongly agree Agree Agree Disagree
Treatment helped with weight control Strongly agree Agree Agree Disagree
Treatment decreased overall distress Strongly agree Strongly agree Agree Disagree
Expected ED symptom severity in 1 year Neutral Very mild Somewhat mild Somewhat mild
Expected ED symptom severity in 5 years  Somewhat mild Very mild Somewhat mild Somewhat mild

Confidence in meeting weight goals in 1 year Somewhat confident Completely confident Somewhat confident Somewhat confident

Notes:

ED = eating disorder; Satisfaction response options: Not at all satisfied; Somewhat satisfied; Neutral;

Mostly Satisfied; Completely satisfied.

Symptom Improvement response options: Strongly disagree; Disagree; Disagree;

Agree; Strongly agree.

Expected future symptom severity response options: Very mild; Somewhat mild; Neutral; Somewhat severe; Very severe.
Confidence in meeting weight loss goals: Not at all confident; Somewhat confident; Neutral; Mostly confident; Completely confident.
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Case 2: “Rachel”
Phase I Summary

At the start of Phase I of treatment, Rachel’s BMI
was 28.1 kg/m”. The duration of her BE symptoms was
8 months prior to beginning treatment. At her baseline
assessment in Phase I, she reported 30 binge episodes
over the past month. At the conclusion of Phase I,
Rachel’s BMI was 28.3 and she reported 1 binge episode
over the past month.

Phase II Presenting Problem

Rachel was a 40-year-old Hispanic single woman who
was employed full-time and lived with a roommate. Rachel
began experiencing a “heightened awareness” of food
in her late 20s, which occurred in association with an
increase in her weight. She became motivated to lose
weight, which led to an increased preoccupation with
food (e.g., finishing a meal and already thinking about
what she was going to eat next) to an extent that Rachel
found excessive. She reported moderate fluctuations in
her weight over the past 20 years, with her highest weight
being 165 Ibs (at age 38) and her lowest weight being
120 1bs (at age 21). She attempted to lose weight approxi-
mately 5 years prior to beginning the current treatment
in a commercial loss program. She reported successfully
losing “some” weight following the program, but regained
the weight shortly after she ended the program. She had
not previously sought eating disorder treatment.

Rachel reported frequently eating in response to
emotions, particularly stress, anxiety, and frustration.
Rachel endorsed experiencing loss of control over her
eating. She provided examples of eating a complete
dinner and then returning to the kitchen 1-2 hours
later to make a large sandwich out of the leftovers,
despite not feeling hungry, and eating 4 slices of pizza
in one sitting, despite feeling full after two. She reported
feeling guilty and physically bloated after binge episodes,
as well as feeling dissatisfied with how she looked and felt
at her current weight. Rachel’s goals for the program
were to “feel better about herself” and to feel healthier
overall.

Rachel reported depressive symptoms including sleep-
ing approximately 2—-3 hours more than normal, de-
creased interest in activities she typically enjoyed, and
feeling less energetic than usual. She also reported the
presence of family stressors in the past month, which had
caused her to feel more sad and anxious than normal. She
described herself as a generally anxious person and often
feeling concerned about her performance (e.g., at work)
and not doing enough to help others. Rachel reported
that her anxiety sometimes triggered overeating or binge
episodes. She reported drinking alcohol socially on
weekends, and did not report any other substance use.
Overall, Rachel did not meet diagnostic criteria for a

depressive or anxiety disorder, and had no history of
other psychiatric diagnoses.

Phase II Treatment Progress

When she began Phase II of treatment, Rachel’s BMI
was 28.4 kg/ m?. She reported four binge episodes over
the past month, during which loss of control was present,
though the binges were not objectively large in size.
Rachel’s BE symptoms were determined to be clinically
significant but did not meet size criteria warranting a full
BED diagnosis, thus meeting criteria for Other Specified
Feeding and Eating Disorder (OSFED—other). She denied
engaging in any compensatory behavior (i.e., vomiting,
laxative use, compulsive exercise). Upon initiating treat-
ment, Rachel ate regular meals, and did not often skip
meals or engage in strict dietary restriction. Rachel did not
engage in regular structured exercise, but she walked to
and from work each weekday (approximately 30 minutes of
walking in total).

In the first session, Rachel’s goals for treatment were
discussed, in addition to gathering background informa-
tion and assessing her current BE symptoms. Rachel ex-
pressed a desire to achieve a BMI in the “normal weight”
range. This goal was collaboratively discussed between
Rachel and the therapist. Given that Rachel’s BMI was
in the overweight but not obese range (28.4 kg/m(z),
it was decided that a BMI of less than 25 could be an
appropriate long-term goal to work towards, and the
program was framed as a way to progress towards her
weight loss goal in a healthy and gradual manner. Rachel
understood and agreed with this approach and rationale.
Rachel reported that her primary reason for participating
in Phase II was to work on sustaining healthy behavior
and to develop specific behaviors and tools that would
allow her to maintain healthy eating patterns and lose
weight.

Sessions 1-2 involved beginning to learn to monitor
calories without making dietary changes, and in Session 3,
a calorie goal of 1,300 calories was set, which was 100
calories fewer than Rachel’s daily average consumption.
By Session 5, Rachel had improved her calorie monitoring
skills and realized that she was consuming more calories
than she initially believed. It was thus collectively decided
thata 1,300 calorie/day goal was too low compared to her
current consumption, and her goal was adjusted upwards
to 1,400 calories/day.

Rachel was successful in gradually reducing calories
over time and meeting her calorie and physical activity
goals. Her binge episodes decreased to zero after the first
session, and remained at zero for the remainder of the
treatment. Midway through treatment, Rachel reported
more frequent overeating episodes (but not loss of
control) due to an increase in stress and greater presence
of tempting, palatable foods in her home. Strategies for
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coping with negative emotions and urge surfing were
presented, which Rachel was able to successful practice
outside of session.

At the conclusion of treatment, Rachel was not
experiencing binge episodes, and she lost 4 lbs (2.6%
of initial body weight) from the start of treatment. Her
depression symptoms as measured by the BDI had
decreased and her quality of life as measured by the
QOLI had increased (see Table 2). She reflected that the
program had helped her develop more flexibility in her
attitude towards food (e.g., not feeling distressed about
going over her calorie goal one day as long as her weekly
average was on target). Rachel was praised for her hard
work and progress throughout the program, and encour-
aged to continue her behavior, moving in the direction of
her goals and values.

On the posttreatment acceptability questionnaire,
Rachel reported feeling “completely satisfied” with
treatment and her therapist (see Table 3). She agreed
that treatment decreased her BE symptoms and helped
with weight control, and felt “completely confident” that
she would be able to meet her weight control goals in 1
year. She felt the most beneficial components of
treatment included “lots of great tips and information . .
. help with creating tools to help me reach my goals and
stick to my core values.” She also reported that “having
someone to check in with each week was extremely
helpful . . . as were the weekly goal ‘assignments’ we
developed.” Rachel did not identify any unhelpful
components of treatment. Rachel suggested that to
improve the treatment program, “it may be helpful if
after the 10 week individual sessions, there was another
group session offered to those who ‘graduated’ from the
other two [phases of treatment] . . . opportunities to check
in, stay accountable, share struggles and what worked and
what didn’t.” Overall, she expressed high satisfaction with
the treatment and found it beneficial.

Case 3: “Julie”
Phase I Summanry

Atthe beginning of Phase I of treatment, Julie had a BMI
of 42.60 kg/m* and reported an objective binge episode
frequency of 12. Her illness duration was 8 months prior to
treatment commencement. At the end of Phase I, Julie had
a BMI of 41.49 kg/m?® and reported 0 objective binge
episodes over the past month.

Phase II Presenting Problem

Julie was a 28-year old White female who lived alone
and was employed full-time. Julie reported having always
been “quietly obsessed” with her weight, and that she
experienced periods of rapid weight gain throughout her
life (e.g., gaining 5 Ibs in her first year of college). Julie
had a history of repeated dieting attempts, including

following commercial weight loss programs and vegan
eating. She described several notable weight fluctuations
resulting from these diets, including a highest loss of
50 1bs. However, she typically regained the weight at some
point after the diet.

Julie reported that her BE episodes occurred in social
settings as well as when she was alone. Her binges were
usually objectively large, such as consisting of a large
pizza. She described experiencing significant distress
before and after the binges and that the binges were
often triggered by “bottled-up” stress, access to food, or
hunger due to long periods of time between eating.

Julie had a history of anxiety and a period of depression
5 years prior to treatment. However, she reported that
her mood was recently much improved, and she did not
meet criteria for another mental disorder. She described
having a good relationship with her immediate family
and having several friends. However, she noted that one
barrier was that eating what she perceived as unhealthy
foods were a major component of her social interactions.

Phase II Treatment Progress

At the start of Phase II, Julie’s BMI was 44.4 m/ kg2. She
presented to Phase Il ata weight of 258.8 1bs. Julie endorsed
objective binge episodes at a frequency of once per week
until roughly 3 months prior to treatment, at which time the
frequency reduced to roughly once per month. Julie’s
binge episodes were both clinically distressing and
objectively large. She denied any compensatory behaviors
in response to her BE. Due to the low frequency in her BE
over the previous 3 months, Julie met criteria for OSFED-
BED of low frequency at the start of Phase II of treatment.

Julie expressed a desire to lose weight but also to
become more consistent in “healthy eating.” Specifically,
she hoped to reduce her BE and improve her ability to
return to a regular diet after an episode of loss-of-control
eating or a period of weight gain. Given her history of
repeated weight-loss attempts, Julie identified a more
generalized goal of overall change in diet and caloric
intake. As such, rather than identifying a specific weight
goal, the focus was to promote gradual and consistent
weight loss in a feasible manner.

Treatment began in the first session with a focus on
regular eating, counting calories, avoiding hedonic re-
striction, and gradual increases in exercise. By Session 2,
Julie had lost 2 1bs. At first, the patient did not meet some
of her exercise goals, and treatment also centered on
problem-solving barriers to exercising, such as a lack
of interest or the weather. For example, the patient
integrated social components into her exercise routine,
such as exercising with a friend, to increase both account-
ability and enjoyment.

Julie was able to self-monitor consistently and to
engage in regular eating. Within the first few sessions,
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gradual calorie goals were set, such as reducing current
intake by 300 calories a day or setting calorie limits (i.e.,
1,400 calories by Session 4 and 1,200 calories at Session 7).
There were several days, however, when she restricted to
fewer than 1,000 calories during the day. After some of
these occasions, she binged an objectively large amount of
food. As a result, treatment also focused on identifying
binge cycle patterns and their origins in restriction as well
as ensuring that the patient was eating enough calories
throughout the day, including full meals. In addition,
treatment involved integrating small amounts of foods
that the patient avoided altogether, which she perceived
as “unhealthy.”

By Session 5, many of these adjustments were in place,
and treatment began to focus increasingly on values,
emotions, and food exposures. One challenge in treat-
ment was based on situations in which her values were in
conflict, such as when her social engagements were based
in “unhealthy” eating activities. To address this challenge,
some discussion during treatment focused on clarifying
the relative importance of values and how to mitigate the
negative effects of one action on another value. The
participant also reported having difficulty engaging in
exposures for homework and eating more than planned
in one particular exposure. As a result, further exposures
included more specific parameters and sessions also focused
on problem-solving barriers to completing exposures.

At the conclusion of treatment, Julie had lost 3.8 lbs
(a 1.47% decrease in body weight) and had a binge
frequency of zero for the previous month (see Table 2).
Overall, her eating was less variable in that she was able to eat
regularly and refrain from extreme restriction punctuated
by sudden binges, as she had experienced prior to treatment.

Julie reported feeling “completely satisfied” with her
therapist and that the most helpful part of treatment was
“being able to talk one on one with someone about it
instead of a group . . . [which] helped me be more
accountable” (see Table 3). However, Julie described the
least beneficial aspect of the treatment as being that “the
food exposures felt too soon,” suggesting that focusing
heavily on preparing for exposures may be beneficial.

Case 4: “Sam”
Phase I Summary

At Phase I start, Sam’s BMI was 31.6 kg/mQ. The
duration of her BE symptoms was 1.5 years prior to
beginning treatment, with 28 objective binge episodes
over the month prior to treatment. At Phase I end, her
BMI was 29.5 and she reported 0 binge episodes over the
past month.

Phase II Presenting Problem
Sam was a 61-year-old White woman who was retired
and lived alone. She reported a long history of body image

disturbance, always experiencing feeling “fat” despite
times when her body weight was in the normal range.
She reported fluctuations in her weight throughout her
adulthood, with her highest weight was at the time of
Phase II treatment entry at 204 Ibs and her lowest weight
was around 160 lbs (at age 30). She first sought weight
loss support in her 20s through a commercial weight
loss program and more recently (2010), lost 46.4 lbs
(from 206.2 to 159.8 lbs) through research-study weight
loss group treatment over the course of 6 months. She
reported successfully maintaining this weight loss for
6 months after the program (161.4 lbs at 6 months).
Sam reported steady weight regain over the subsequent
3 years, reaching 202.6 Ibs and subsequently maintaining
that weight until presenting for the current study.

Sam reported one episode of overeating per night over
the past month, some of which were subjective binge
episodes and some of which were subjective overeating
episodes. Subjective binge episodes comprised of eating
mindlessly with a sense that she could not stop and
subsequent significant feelings of guilt and shame.
Overeating episodes involved grazing (e.g., multiple
servings of crackers, or ice cream over several hours).
Sam’s overeating episodes were largely maintained by a
habitual drive to seek food for comfort and partially
by some dietary restraint (skipping meals). She denied
engaging in any compensatory behavior (e.g., vomiting,
laxative use, exercise).

Sam met criteria for OSFED-other at the start of Phase II
treatment. Sam also reported a history of depression, and
at the time she presented for Phase II, met criteria for
Major Depressive Disorder, Mild, Recurrent. She did not
report other psychiatric history of note. Sam’s goals for
the program were to remit BE episodes and overeating
episodes and to clarify her values/sense of purpose in life
and was relatively ambivalent about weight loss.

Phase II Treatment Progress

At Phase II start, Sam’s BMI was 32.3 kg/m2 and as
describe above, reported nightly episodes of either
subjective binge episodes or overeating episodes. In the
first session, her goals for treatment were discussed, in
addition to gathering background information and
assessing her current BE symptoms (see Table 1 for a
description of session-by-session treatment content). The
patient and therapist agreed on a longer-term goal of a
10% weight loss and discussed that treatment would
involve getting her started with skills to work towards her
weight loss goal in a healthy and gradual manner.

Sessions 1-2 involved beginning to learn to monitor
calories without making dietary changes, weigh and
measure food, gradually increase physical activity (starting
with 15 minutes on 3 days per week), and reestablish a
pattern of regular eating. Sam also reestablished some
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skills she learned in Phase I for BE management, such as
stimulus control (e.g., removal of ice cream from her kitchen
temporarily, preportioning) and behavioral coping strate-
gies (e.g., distraction, self-soothing). In Session 3, Sam set a
calorie goal of 1,400 calories, which was 50 calories fewer
than her daily average consumption. By Session 6, Sam was
not able to maintain her calorie goal of 1,400 (she surpassed
her limit by between 100 and 350 calories each week); thus,
Sam and the therapist collaboratively established a more
reasonable calorie goal of 1,5650. By Session 8, Sam was
successfully consuming calories under her goal on most
weeks, which she reported the higher calorie goal facilitated.

By Session 10, Sam was successful in gradually
increasing her physical activity goals (up to 35 minutes
for 5 days per week) and in establishing a pattern of
regular eating. Although she experienced zero to one
subjective binge episode per week, she remitted evening
grazing behavior associated with overeating. She lost
3.8 Ibs (1.9% of initial body weight) from the start of
treatment. She reported behavioral coping strategies of
distraction and self-soothing and distress tolerance
strategies of defusion and urge surfing were most helpful
in preventing binge episodes. Sam also conducted a series
of successful food exposures both in and out of session
with foods she found hedonically rewarding or foods she
typically overate, with the goal of eating a portion of the
food and tolerating urges to consume more. In addition,
Sam’s depression symptoms as measured by the BDI
substantially decreased and her quality of life as measured
by the QOLI had increased (see Table 2).

On the posttreatment acceptability questionnaire, Sam
reported feeling “mostly satisfied” with treatment and
“completely satisfied” with her therapist (see Table 3).
Although she reported she “disagreed” that treatment
helped her with weight control, decreased ED symptoms,
or reduced her overall distress, she reported greatly
benefitting from the exposures in that they helped
increase her awareness of trigger foods. Sam reported
that if the treatment program were longer, she may have
achieved greater benefit.

Challenges Involved in Treatment
Development and Delivery

As we developed the treatment approach, conflicting
strategies from the BE, behavioral weight loss, and
acceptance-based treatments had to be integrated into
one coherent framework. In this section, we will describe
how we addressed the challenges that arose in combining
several theoretically distinct treatment approaches.

Conflicting Approaches to Managing Cognitions

Although CBT typically encourages challenging dis-
torted cognitions (e.g., overvaluation of shape and weight;
Fairburn, 2008; Fairburn et al., 1993) and BWL treatments

typically spend 1-2 sessions on restructuring negative
cognitions related being overweight, acceptance-based
approaches discourage evaluation and modification of
cognitions (see Juarascio et al., 2016, for more detail).
Therefore, to avoid delivering conflicting components of
the treatments, we chose to exclude cognitive restructuring
components in this treatment. Instead, we incorporated
an acceptance-based approach to cognitive symptoms,
while integrating only the behavioral components of CBT
and BWL treatments.

Conflicting Approaches for Changing Eating Patterns

CBT and BWL treatment also employ conflicting
behavioral strategies for changing eating patterns. For
example, some CBT strategies, such as eliminating strict
dietary rules (Fairburn, 2008), are inconsistent with BWL
treatment, which focuses on limiting high-calorie foods
(Butryn, Webb, & Wadden, 2011b). Furthermore, CBT
does not put focus on monitoring calories, which is a core
component of BWL treatment. The current treatment
aimed to integrate these opposing strategies by focusing
on promoting regular eating throughout the day to avoid
feeling overly hungry and subsequently overeating or
bingeing. Treatment also focused on ways to reduce
“hidden” calories that would not be noticeably missed in
one’s diet (e.g., switching to diet soda rather than regular
soda, using skim milk rather than whole) while encour-
aging participants to regularly incorporate hedonic foods
(i.e., “treat” foods) into their diet to avoid feelings of
deprivation that may lead to a binge. Participants also
received guidelines for reducing calories gradually over
the course of treatment to promote flexible dietary
restraint rather than strict calorie restriction.

Brief Treatment Duration

Another challenge faced was the brevity of the treatment.
The treatment was only 10 sessions, given the aim to
demonstrate initial feasibility and acceptability of the
treatment before delivering it on a larger scale. Participants
in this study previously learned many of the behavioral
strategies for BE and acceptance-based skills in Phase I
(Juarascio et al., 2016), which allowed us to present some
treatment material in Phase II as a review rather than a
full introduction of the concepts. However, in a larger trial of
the treatment, the treatment would include a greater
number of sessions that would include all strategies from
Phase I and Phase II of the study over a longer period of
time, which we anticipate would facilitate greater weightloss.

Specific Challenges Encountered in Treatment Delivery

We faced several challenges related to individual charac-
teristics of participants that informed our implementation
of the treatment. First, participants varied in their level



408 Evans et al.

of healthy weight control behaviors at the beginning of
treatment (e.g., Rachel began treatment already consum-
ing a moderate daily caloric intake and in the overweight,
not obese, weight range), which led the therapist to
implement interventions flexibly (e.g., encouraged Rachel
to increase physical activity but not make large calorie
reductions). Second, because food exposures can be
distressing, we found that it was important for participants
to have a structured approach to promote successful at-
home exposure practice (e.g., schedule exposures at
specific times with specific foods, plan coping strategies
to use afterwards, problem solve ahead of time any
challenges he/she may encounter). Third, we found that
some participants may require more time spent on
clarifying values and identifying values-based activities to
increase reward and meaning in everyday life, as they may
have few other life domains that feel engaging or rewarding
aside from BE (e.g., Sam was not engaged in many activities
and reported that food was one of her sole sources of
reward). Finally, we found that multiple participants in
the study struggled to meet their physical activity goals
either because they did not see physical activity asimportant
or had trouble using psychological strategies to help them
engage in physical activity, which may have been related to
the fact that the current protocol placed reduced emphasis
on physical activity relative to other behavioral strategies
due to time constraints.

Conclusion

The prevalence of overweight and obesity in individuals
with BE suggests that weight loss is an important treatment
goal in this population. Here, we conducted a proof-of-
concept trial to evaluate the potential effectiveness of an
acceptance-based weight loss treatment tailored for indi-
viduals with BE, combining elements from CBT and
acceptance-based BWL treatment. Overall, participants
responded positively to these strategies and found the
treatment to be helpful in both maintaining reductions
in BE and facilitating weight loss. A particular strength of
the current study is that we trialed this treatment in par-
ticipants with varying severity of BE symptoms. This range of
symptomatology is representative to whatis typically seen in
the community, as 53% of individuals with eating disorders
meet criteria for EDNOS (Keel, Brown, Holm-Denoma, &
Bodell, 2011), and of that category, 7% have subthreshold
BED (Hay, Girosi, & Mond, 2015). The findings from
the current proof-of-concept trial suggest this novel and
integrative protocol warrants additional consideration as
a clinical treatment for individuals with a range of clinical
BE symptoms seeking weight loss.

There are several limitations of the current study that
could be altered in future study of this treatment. First, the
present study examined the initial feasibility and accept-
ability of acceptance-based strategies in participants who

had already completed Phase I of the studys; it is possible
that the positive reactions to Phase II could be in part due
to practice effects. Future trials should test the feasibility
and acceptability of this treatment in participants naive
to the ABBT approach. Second, by first testing the
treatment on a small scale, we hoped to demonstrate
initial feasibility and acceptability before scaling upward
to a larger trial with a greater number of participants and
a greater number of sessions necessary to produce weight
loss and long-term weight management skills. Given the
short treatment duration, it is likely that maximum
weight-loss potential was not realized, and participants
may have faced difficulty in continuing weight control
behaviors independently after treatment ended. As such,
a larger-scale trial of this treatment should be conducted
involving a longer treatment duration to fully evaluate
the effects on weight loss. Third, several participants
found physical activity to be one of the more challenging
aspects of treatment. We suggest increasing the emphasis
on physical activity in larger trials of this treatment
approach, which would also allow for more gradual
increases in physical activity over a longer treatment
duration. Fourth, while BMI is a good estimate of obesity,
body fat, and health risk, it does not fully capture the
positive health benefits that can accompany weight loss.
To comprehensively assess weight, health risk, and health
benefits conferred by treatment, future, longer-term
trials should include a complete battery of assessment
measures to fully assess change in health risk factors (e.g.,
lipid levels, triglycerides, blood pressure) over the course
of treatment. Fifth, while we promoted the same gradual
weight-loss goals for each participant, future research
should investigate how to better personalize weight-loss
goals for each participant based on factors such as
growth charts to arrive at an optimal, sustainable weight
loss goal for each individual. Finally, a portion of the
current sample exhibited comorbidities (e.g., depression
symptoms), which the current protocol did not address.
A longer treatment protocol would allow for additional
incorporation of strategies to address comorbidities
common in individuals with BE.

In summary, we found that the present ABBT for
individuals with BE was acceptable to an initial small
group of participants, and participants successfully
achieved preliminary weight loss while managing BE
symptoms. Further research is needed to determine the
effectiveness of this novel treatment for reducing BE
symptoms and producing weight loss when delivered in a
single treatment package, for a longer duration, and in
larger samples of participants with BE pathology.
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