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severity in core items of eating disorder scales and body
dissatisfaction. 
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Diferencias clínicas entre pacientes obesos 
mórbidos con y sin atracones

Introducción. Nuestro objetivo fue evaluar las dife-
rencias clínicas de pacientes obesos con y sin alteracio-
nes de la conducta alimentaria. 

Material y métodos. Se estudiaron a 210 pacientes
con obesidad mórbida derivados de forma consecutiva a
una consulta de psiquiatría en un hospital general por
diferentes motivos. Se realizó una entrevista clínica, se
valoró la presencia de comorbilidad psiquiátrica y se
aplicaron una serie de escalas de psicopatología y de
conducta alimentaria: Escala de Depresión de Beck
(BDI), Escala de Ansiedad de Beck (BAI), Inventario de
Obsesiones-Compulsiones de Maudsley (MOCI), Escala
de Impulsividad de Barrat (BIS), Inventario de Trastor-
nos de la Alimentación (EDI), Test de Actitudes hacia la
Comida (EAT), Test de Bulimia de Edimburgo (BITE) y
Cuestionario sobre la Figura Corporal (BSQ). La muestra
se dividió en dos grupos: pacientes con conductas de
atracones según las definiciones de las CIE-10 y el DSM-IV
y aquellos sin estas conductas. En el primer grupo se in-
cluyeron 14 pacientes con bulimia nerviosa, 32 con cri-
terios de trastorno por atracón y 15 pacientes con atra-
cones sin criterios para uno de los dos trastornos citados
(total, 61 pacientes con atracones frente a 145 sin atra-
cones). 

Resultados. Los pacientes con atracones tenían más
psicopatología, fundamentalmente mayor prevalencia de
distimia, eran más impulsivos según la BIS y obtenían
puntuaciones más elevadas en algunas escalas que valo-
raban la alteración de la conducta alimentaria. Estos pa-
cientes tenían más antecedentes familiares de trastornos
de la conducta alimentaria (TCA) y presentaban mayor
insatisfacción corporal a pesar de un menor índice de

Introduction. Our objective was to evaluate clinical differ-
ences between morbid obese patients with and without
binge eating. 

Methods. We evaluated 210 morbid obese patients
who were referred consecutively to a psychiatric evaluation
in a general hospital for different reasons. We used a clini-
cal interview, evaluated psychiatric comorbidity and applied
a series of psychopathology and eating behavior scales:
Beck Depression Inventory (BDI), Beck Anxiety Inventory
(BAI), Maudsley Obsessive-Compulsive Interview (MOCI),
Barrat Impulsiveness Scale (BIS), Eating Disorder Inventory
(EDI), Eating Attitudes Test (EAT), Bulimic Investigatory Test
Edinburgh (BITE) and Body Shape Questionnaire (BSQ).  The
sample was divided in two subgroups: patients with binge
eating according to ICD-10 and DSM-IV criteria, and pa-
tients without binge eating. The first subgroup was com-
posed of 14 patients with bulimia nervosa, 32 with binge 
eating disorder, and 15 patients with binge eating who did
not fulfill criteria for bulimia or binge eating disorder (sub-
group was composed by 61 patients vs 145 patients without
binge eating). 

Results. Binge eating patients showed more psychopa-
thology, more prevalence of dysthymia, higher score in im-
pulsiveness, and scales that evaluated eating disorder. Binge
eating patients showed more familial background of eating
disorders; more body dissatisfaction in spite of a lower Body
Mass Index (BMI). This group showed more functional disa-
bility induced by obesity and more weight and shape over-
concern. 

Conclusions. The findings suggest that the morbid
obese with binge eating constitute a distinct subgroup
(independently of eating disorder diagnosis) among the
obese population, with more psychopathology severity, 
especially affective disorder, more impulsivity, and more
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masa corporal (IMC). Este grupo refería mayores limita-
ciones funcionales debidas a su obesidad y presentaba
mayor obsesividad sobre el peso y la comida. 

Conclusiones. Por tanto, los obesos mórbidos con
atracones forman un grupo posiblemente homogéneo
(independientemente del diagnóstico de trastorno de la
conducta alimentaria presente) y diferenciado del resto
de los obesos mórbidos por la existencia de mayor psico-
patología fundamentalmente de tipo afectivo, mayor im-
pulsividad y mayor severidad en las escalas que evalúan
síntomas nucleares de los trastornos de la conducta ali-
mentaria e insatisfacción corporal.
Palabras clave:
Atracones. Psicopatología. Obesidad mórbida. Trastorno por atracón. Trastornos de la con-
ducta alimentaria. Impulsividad.

INTRODUCTION

Obesity is a chronic disease having elevated prevalence
that is of great relevance in public health due to its in-
creased incidence in Western countries and its serious repercus-
sions for health. Obesity is not considered an eating beha-
vior disorder (EBD). However, a significant subgroup of
obese subjects have eating behavior disorders, although the
clinical and prognostic relevance of these alterations is de-
batable. In 1959, Stunkard proposed the so-called binge 
eating syndrome and in 1992, Spitzer established the defin-
ition of Binge Eating Disorder (BED)1. Therefore, provision-
al diagnostic criteria have recently been described for this
disorder2.  Currently, patients who suffer this disorder can
only be diagnosed within the unspecified EBD category,
both in the DSM-IV2 as well as the ICD-103 classification.
Prevalence of BED in primary care ranges from 3.3 % to
8.5%4. BED is more frequent than other EBD5. In the obese,
prevalence of BED is 9% to 34%1,6,7.

Binge eating disorder (BED) diagnosis is used to identify
subjects who have binge eating as well as bulimia nervosa
(BN) but without its compensatory behaviors characteris-
tics. Provisional research criteria of this disorder establish a
series of strict criteria regarding frequency of binge eating
and its behavior repercussions2. 

BED is a controversial nosological entity. Four possibili-
ties of conceptualization have been described: a variant of
bulimia nervosa, a behavior subtype of obesity, a reflex be-
havior of the presence of psychopathology in obesity or an
independent disorder8. Some authors support the validity of
this diagnosis as it has important clinical differences regard-
ing the obese without associated EBD and has differences
regarding other patients with anorexia or bulimia nervosa9.
This disorder develops in at a later age than BN10, with 
greater presence of males than in other EBD and with core
symptoms characteristic of the eating behavior disorders11.
It is also characterized by significant social deterioration
and overconcern about the body, figure and weight6. For

other authors, the disorder has elevated clinical heteroge-
neity, a very variable course, with frequent spontaneous re-
missions, elevated response to placebo and efficacy of the
classical programs of weight loss to decrease binge eating.
Thus, simply, it would be useful as a marker of the presence
of psychopathology1. Furthermore, it has elevated clinical
similarity to BN, supporting the idea of vulnerability conti-
nuum12. The authors coincide that the obese with BED form
a subgroup with greater psychopathology, with more pre-
valence of mood disorders, personality disorders and conco-
mitant drug dependence1,7,13-16.

In addition, provisional research criteria for BED of the
DSM-IV have been questioned. Limited differences have 
been observed between those patients who fulfill all the criter-
ia and those with binge eating who do not fulfill them. For
some, this suggests a nosological continuum between them
and the presence of all the BED criteria would only indicate
greater severity17. Other authors support a continuum be-
tween BED, BN and subthreshold pictures of both18.

Our objective was to assess the clinical differences be-
tween both groups of patients with morbid obesity evalua-
ted in a psychiatry consultation of the general hospital:
those with presence of binge eating versus those who have
no disorder in this sense.

MATERIAL AND METHODS

The sample consists of 210 patients with morbid obesity
criteria who were evaluated consecutively in the Psychiatry
Unit of a General Hospital for several reasons (presurgical
assessment, presence of eating behavior disorders or pre-
sence of psychopathology). All the patients underwent a cli-
nical interview. A series of clinical and sociodemographic
variables were collected in a systematized way and different
scales were used to evaluate psychopathology and eating
behavior: Beck Depression Inventory (BDI)19, Beck Anxiety
Inventory (BAI)20, Eating Attitudes Test (EAT)21 Eating Disor-
der Inventory (EDI)22, Bulimic Investigatory Test Edinburgh
(BITE)23, Body Shape Questionnaire (BSQ)24, Maudsley Ob-
sessive-compulsive Interview (MOCI)25 and Barrat Impul-
siveness Scale (BIS)26.  In all the patients, the presence or not
of all the diagnostic criteria of bulimia nervosa of DSM-IV
and ICD-10 and the presence or not of diagnostic criteria of
research for binge eating disorder of DSM-IV were evalua-
ted systematically. Psychiatric diagnoses were made 
through a clinical interview, following the ICD-10 criteria.
Body dissatisfaction was measured on a Likert type scale
from 1 to 10 (maximum dissatisfaction).  Presence and sever-
ity were evaluated on a mild-moderate-serious scale of cli-
nical variables of interest. Presence of self-aggressive beha-
viors and suicidal ideation and background of suicide
attempts were investigated. 

A comparison between groups (patients with and with-
out binge eating) was done with the chi-square test for
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qualitative variables and the Student's t test for quantita-
tive variables. Previously a test of homogeneity of the varian-
ces for quantitative variables was done with the Levene
test. Fisher's exact test was used when the chi-square was
not applicable. 

RESULTS

The sample was divided into two subgroups according
to the presence or not of binge eating defined by criter-
ion A of the diagnostic criteria of bulimia in both the
ICD-10 and DSM-IV. Previously, an assessment was made
of the subgroups of patients with bulimia nervosa criter-
ia and those who complied with the provisional criteria
of the DSM-IV binge eating disorder. Given that they were
small subgroups, no statistical comparison was made, al-
though it was observed that the clinical and sociodem-
ographic characteristics were very similar to each other
and between patients with only binge eating (without
fulfilling BN or BED criteria).  Fourteen 14 patients in the
sample were diagnosed of bulimia nervosa according to
DSM-IV criteria, 32 fulfilled the DSM-IV criteria for binge
eating disorder and 15 had binge eating (according to
the DSM-IV and ICD-10 binge eating definition), but did
not fulfill criteria for one of the previous diagnosis.
Among these groups, no relevant clinical differences were
observed except for a major prevalence of personality
disorders in the bulimia subgroup. There were 6 patients
without binge eating who reported the existence of self-
provoked vomits, all with mild intensity and infrequent
and they were included in the obese group without binge
eating.  

Patients with binge eating were younger, had more fam-
ily background of EBD and a tendency to greater psychia-
tric family burden, above all in the mother, was observed
(table 1). This group had greater psychiatric comorbidity,
basically greater presence of dysthymia and had personality
disorder more frequently. They reported suicidal ideation,
greater number of suicidal attempts, more insomnia pro-
blems and greater use of antidepressants (table 2). No sta-
tistically significant differences were observed in the preva-
lence of drug dependence, although there were 10 % more
addicts in the binge eating group. Among the patients who
had had any suicide attempt, mean attempts tended to 
be greater in the binge eating group (mean: 2.1; SD: 1.5)
compared to the group without binge eating (mean: 1.2;
SD: 0.4).

As was to be expected, patients with binge eating had
more EBD diagnoses, both following DSM-IV as well as
ICD-10 criteria (table 2). They also had greater body dissatis-
faction, greater weight, figure and food overconcern, and
more sociofunctional limitations due to their obesity. Use of
diuretics, laxatives and anorexigenic agents with purgative
purposes was admitted by a small percentage of patients.
Use of laxatives was greater in the binge eating group 
(3 patients, 5%, vs 1 patient, 0.7%, Fisher's exact test with
p = 0.07). Patients with binge eating had lower self-esteem,
more anxious and impulsive personality traits and reported
more guilty ideas. There were no differences in the presence
of alexithymia. BMI at the time of evaluation was greater in
patients without binge eating (table 3). Patients with binge
eating had higher scores on some scales that evaluated eat-
ing behavior, on the Beck depression scale and on Barrat
impulsiveness scale (table 4). 
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Table 1 Sociodemographic characteristics

With binge eating Without binge eating χ2 or t p
(n = 61) (n = 149)

Age (years) 38.39 (SD: 11.13) 42.20 (SD: 10.99) 2.27 0.002
Woman 54 (88.5 %) 126 (84.6 %) 0.55 NS
Married 40 (66.7%) 100 (69.4 %) 0.56 NS
Presence of medical disease 36 (59 %) 89 (60.1 %) 10.6 NS

Diabetes mellitus 2 (3.3 %) 6 (4.1 %)
Arterial hypertension arterial 7 (11.5 %) 20 (13.5 %)
Others 27 (44.2 %) 63 (42.6 %)

FB of EBD 7 (11.7 %) 0 (0 %) Fisher 0.001
FB of obesity  (1st degree relative) 34 (56.7 %) 81 (55. 9 %) 0.01 NS
Father with psychiatric disorder 7 (11.9 %) 12 (8.6 %) 0.52 NS
Mother with psychiatric disorder 13 (22 %) 17 (12.1 %) 3.2 0.07
Siblings with psychiatric disorder 10 (16. 9 %) 14 (10 %) 1.9 NS

SD: standard deviation; NS: non-significant; FB: family background; EBD: eating behavior disorder. 
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DISCUSSION

Obese with binge eating as differentiated 
clinical subtype

Presence of binge eating in the obese, even if they do
not fulfill the criteria of a specific diagnosis such as bulim-
ia or binge eating disorder, is relevant from the clinical
point of view. Thus, it has been considered that abnormal
eating patterns, although they are not considered mental
disorders, are important for their impact on health27.
Equally, other authors do not observe qualitative differ-

ences between patients with binge eating (subthreshold
pictures) and those who fulfill diagnostic criteria of BED
or BN17. These patients are characterized by their greater
impulsiveness, low self-esteem, obsession for thinness,
body dissatisfaction and presence of depressive
symptoms17,18. The so-called core eating symptoms such
as excessive concern about weight and figure are similar
between patients with binge eating and patients with
BN9,28. These data make it recommendable to include a
group with the diagnosis of subthreshold BED in the stu-
dies on the subject1, supporting the continuum between
these EBD18. 
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Table 2 Psychiatric diagnosis and psychopathology

With binge eating Without binge eating χ2 or t p
(n = 61) (n = 149)

Comorbid psychiatric diagnosis 35 (57.4%) 64 (43.5%) 3.3 0.07

Dysthymia 22 (36.1%) 26 (17.7%) 8.2 0.004
Other mood disorders 7 (11.4%) 11 (7.5%)
Anxiety disorders 4 (6.5%) 10 (6.7%)
Adaptation disorders 2 (3.3%) 14 (9.5%)
Other psychiatric disorders 0 (0%) 3 (2.1%)

Personality disorder 22 (36.7%) 23 (15.8%) 10.9 0.001

Emotional instability disorder 4 (6.7%) 1 (0.7%)
Histronic disorder 2 (3.3%) 4 (2.7%)
Anancastic disorder 4 (6.7%) 6 (4.1%)
Anxious disorder 0 (0%) 2 (1.4%)
Dependent disorder 1 (1.7%) 0 (0%)
Unspecified disorder 11 (18.3%) 10 (6.8%)

Drug dependence 29 (49.2%) 58 (40%) 1.43 NS

Alcohol dependence 2 (3.4%) 1 (0.7%)
Nicotine dependence 24 (40.7%) 55 (37.9%) 0.44 NS
Multiple drug dependence 3 (5.1%) 2 (1.4%)

EBD diagnosis (ICD-10) 154.9 0.0001

Bulimia nervosa 11 (18%) 0 (0%)
Atypical bulimia 4 (6.6%) 0 (0%)
Unspecified EBD 46 (75.4%) 9 (6.1%)

EBD diagnosis (DSM-IV) 151 0.001

Bulimia nervosa 14 (23%) 0 (0%)
Unspecified EBD 47 (77.1%) 10 (6.8%)

Suicidal ideation 16 (27.6 %) 16 (11.4 %) 7.9 0.005
No. suicide attempts 0.29 (SD: 0.92) 0.05 (SD: 0.25) 1.98 0.05
Sexual dysfunction 21 (51.2 %) 36 (37.5 %) 2.2 NS
Insomnia 32 (57.1%) 51 (38.9%) 5.3 0.02

Use of antidepressants 52 (85.2%) 50 (34%) 51.6 0.000
Use of other psychodrugs 4 (6.5%) 4 (2.7%)

EBD: eating behavior disorder. 
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We do not observe differences in the presence of conco-
mitant medical disease, more related with the presence of
obesity than with eating behavior disorder. We also do not
observe any differences in family background of obesity.
Family background of EBD was greater in the binge eating
group, which supports a family component (genetic or en-
vironmental) in these problems. It has been stated that fam-
ily eating behavior problems are a risk factor for BED29.
There may be more psychiatric family burden in the binge
eating subgroup. In any event, assessment of the psychia-
tric family background was based on the interview of the

patient and was not verified with the evaluation of the fam-
ily members. 

Psychopathology in obese patients
with binge eating

Patients with binge eating have greater psychopatho-
logy, fundamentally more depressive symptoms and greater
presence of a comorbid diagnosis of dysthymia. The patient
group with binge eating has twice the risk of being diag-
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Table 3 Clinical characteristics of eating behavior

With binge eating Without binge eating χ2 or t p
(n = 61) (n = 149)

Severity of binge eating

Mild 30 (49.2%) 0 (0%) 210.00 0.0001
Moderate 28 (45.9%) 0 (0%)
Serious 3 (4.9%) 0 (0%)

Vomiting

Mild 9 (14.8%) 6 (4%) 35.01 0.0001
Moderate 9 (14.8%) 0 (0%)
Serious 1 (1.6%) 0 (0%)

Sedentary life

Mild 7 (12.5 %) 19 (13.5%) 1.44 NS
Moderate 38 (67.9%) 85 (60.3%)
Serious 6 (10.7%) 24 (17%)

Weight/food over-concern

Mild 21 (40.4%) 39 (29.3%) 15.69 0.001
Moderate 24 (46.2%) 40 (30.1%)
Serious 2 (3.8%) 2 (1.5%)

Sociofunctional limitations

Mild 11 (20%) 22 (16.4%) 9.22 0.026
Moderate 29 (52.7%) 62 (46.3%)
Serious 7 (12.7%) 6 (4.5%)

In bariatric surgery program

Yes 24 (39.3%) 121 (81.2%) 35.49 0.0001
No 37 (60.7%) 28 (18.8%)

Age of obesity onset (years) 19.77 (SD: 12.54) 19.18 (SD: 10.78) 0.327 NS
Previous weight (kg) 67.28 (SD: 13.20) 70.55 (SD: 13.13) 1.030 NS
Maximum weight 116.95 (SD: 23.09) 121.01 (SD: 20.44) 1.207 NS
Minimum weight 77.68 (SD: 23.53) 85.45 (SD: 23.32) 1.429 NS
Present weight 111.82 (SD: 23.34) 116.90 (SD: 19.40) 1.493 NS
Current body mass index (kg/m2) 43.22 (SD: 7.92) 45.62 (SD: 6.58) 2.077 0.05
Degree of body dissatisfaction 

(0: minimum; 10: maximum satisfaction) 8.77 (SD: 2.42) 7.31 (SD: 3.18) 2.892 0.005

SD: standard deviation; NS: non-significant.
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nosed of dysthymia, although there are no differences in
the presence of other psychiatric disorders. Several studies
have observed an association between obesity and presence
of depressive symptoms30-32. The association is clearer when
binge eating is present5. In a study on twins, the presence
of binge eating was associated to that of depressive epi-
sodes33. In a large sample, a correlation between presence of a
history of depression and diagnosis of BED was observed.
Furthermore, the presence of depression was a negative
predictive factor for weight loss34. Coaggregation of EBD,
including BED, with affective disorders, was described in a
family study, suggesting common family causal factors35.
Prevalence values obtained by us for mood disorders are 
similar to those reported by other authors1,4,7,13,16. As us, 
other authors do not observe major prevalence of other axis I
diagnoses13. Equally, our data of greater score on the Beck
Depression Scale in the presence of binge eating coincides
with most of the authors15,36,37. The score on this scale de-
creases with weight loss38. In agreement with these data,
we observed that patients with binge eating have more pro-
blems of insomnia, more suicidal ideation and more suicide
attempts. This greater risk of suicidal ideation and behaviors
has already been described previously by other authors4,5.
No statistical differences were observed between the

groups regarding the presence of sexual dysfunction since
this variable was collected in a small part of the sample. How-
ever, the difference was clinically relevant (51.2 % of se-
xual dysfunction in the binge eating group vs 37.5 % in the
group without binge eating).

The patient group with binge eating also had more than
twice the diagnoses of personality disorders (36.7 % vs
15.8 %). The diagnoses were heterogeneous and were classi-
fied as non-specified in a significant percentage as they did
not clearly fit into a specific diagnosis. These data also
agree with other studies that observe greater prevalence of
personality disorders in the obese with binge eating disor-
der, histrionic, borderline, anancastic and personality avoi-
dance disorders predominating7,13,14,39.

Patients with binge eating scored higher on the Barrat
Impulsiveness Scale (BIS), indicating a relationship between
the presence of impulsiveness and binge eating. Further-
more, they had more diagnoses of emotional instability disor-
der, greater rate of suicide attempts and increased number
of attempts by those attempting suicide, which supports
this impulsiveness. Impulsiveness and binge eating beha-
viors have been associated with the presence of suicidal be-
haviors in patients with EBD40. Greater impulsiveness is an
outstanding characteristic of BED37. For some authors, this
suggests that there may be a serotonic dysfunction in this di-
sorder41. It has been observed that a series of negative emo-
tional states are the main factors that precede binge
eating42. Thus, based on our data, we could consider that
the presence of depressed mood together with greater im-
pulsiveness would be the genesis of binge eating behaviors
in obese patients, although we could not establish a causal
relations due to our study's design.

There were no differences in the presence of obsessive-
compulsive symptoms measured by the MOCI. However, the
subjects scored higher on the perfectionism subscale of the EDI
scale. Thus, the perfectionism trait and obsessive symptoms,
clearly associated to anorexia nervosa, do not seem to be a
distinctive characteristic of the obese with BED43.

When we evaluated the presence of alexithymia through
the clinical interview, we did not find any differences be-
tween the groups. When a questionnaire such as the Toronto
Alexithymia Scale was used, we also did not find any differ-
ences44. Thus, alexithymia does not seem to be a relevant
characteristic of patients with binge eating.

Evaluation of eating behavior in obese 
patients with binge eating

We observe higher scores in the binge eating subgroup in
some sub-scales that assess psychopathology characteristic
of eating behavior disorders: in the EDI-B, EDI-I, EDI-P, EDI-
IA, BITE-symptoms and BSQ subscales. We did not observe
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Table 4 Scale scores

With binge eating Without binge eating t p
(n = 61) (n = 149)

BDI 17.14 (SD: 9.84) 12.21 (SD: 8.89) 2.654 0.01
BAI 18.69 (SD: 13.11) 14.48 (SD: 11.49) 1.736 NS
BIS 53.59 (SD: 14.38) 47.54 (SD: 11.23) 2.320 0.02
EDI-DT 12.46 (SD: 5.06) 10.41 (SD: 5.59) 1.878 NS
EDI-B 5.43 (SD: 4.63) 1.76 (SD: 2.57) 4.411 0.001
EDI-BD 19.91 (SD: 6.91) 17.71 (SD: 6.78) 1.613 NS
EDI-I 7.94 (SD: 6.11) 4.67 (SD: 4.92) 3.085 0.01
EDI-P 5.23 (SD: 3.77) 3.69 (SD: 3.58) 2.116 0.05
EDI-ID 4.06 (SD: 3.45) 3.72 (SD: 3.95) 0.440 NS
EDI-IA 7.77 (SD: 5.67) 5.16 (SD: 5.65) 2.299 0.05
EDI-MF 6.71 (SD: 4.93) 6.02 (SD: 3.94) 0.810 NS
MOCI-total 10.06 (SD: 5.37) 8.74 (SD: 4.76) 1.271 NS
BITE symptoms 17.54 (SD: 8.19) 8.68 (SD: 6.02) 5.728 0.001
BITE severity 4.26 (SD: 6.63) 3.17 (SD: 8.04) 0.697 NS
BSQ 132.06 (SD: 39.64) 111.63 (SD: 41.83) 2.381 0.05
EAT 56.11 (SD: 18.34) 61.84 (SD: 13.04) 1.698 0.06

SD: Standard deviation; BDI: Beck Depression Inventory; BAI: Beck An-
xiety Inventory; BIS: Barrat Impulsiveness Scale; EDI: Eating Disorder
Inventory. Subscales: drive for thinness (EDI-DT), bulimic symptoms
(bulimia, EDI-B), body dissatisfaction (EDI-BD), ineffectiveness and
low self-esteem (EDI-I), perfectionism (EDI-P), interpersonal distrust
(EDI-ID), interoceptive awareness (EDI-IA) maturity fears (EDI-MF).
MOCI: Maudsley obsessive-compulsive symptoms inventory; BITE: Bu-
limic Investigatory Test Edinburgh; BSQ: Body Shape Questionnaire;
EAT: Eating Attitudes Test.
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any clinically relevant differences between these scales ac-
cording to whether there was a binge eating disorder, bulim-
ia nervosa or only the presence of binge eating without cri-
teria for one of the previous, except for a greater score on
the BSQ scale in bulimia. With the limitations due to the
small sample size of the subgroups, this would support ho-
mogeneity between these pictures and possibly the lack of
clear diagnostic limits between binge eating disorder as 
an independent entity, bulimia or binge eating alone, sup-
porting the continuity between both disorders. 

The main differences in these scales between the two
subgroups are observed, as was to be expected, in those 
measuring bulimic behaviors (EDI-B, BITE-symptoms). Scores
on the EDI agree with those obtained in the Fassino et al.
study37 in a smaller sample, except for the fact that they
observed a statistically significant difference in the DT sub-
scale. We observed differences in this scale that did not reach
statistical significance. They consider patients with cri-
teria for BED, and thus presumably more serious. There were
no differences in the body dissatisfaction subscale of the
EDI, due to an elevated score of it in the group without binge
eating. This indicates there is already high body dissatis-
faction even among the obese without binge eating. In any
event, when body dissatisfaction was evaluated in another
way (1 to 10 scale), a higher score was observed in patients
with binge eating, also supported by the differences in the
BSQ scale. Other authors observe this elevated score in
the EDI-BD subscale (body dissatisfaction) that improves
with weight loss45,46. The authors coincide that the greater
body dissatisfaction is associated with the presence of BED
and not to the degree of obesity36,46. Thus, we observe grea-
ter dissatisfaction in spite of an inferior BMI at the time of
the baseline evaluation in the binge eating subgroup. Greater
body dissatisfaction has been related with low self-esteem47.
We have detected lower self-esteem in patients with binge
eating by a dichotomic variable from the clinical evaluation
and it has also been equally reported by other authors in re-
lationship with BED11,15.

We observe that patients with binge eating have more
overconcern about weight, figure and food, which are con-
sidered core symptoms of EBD. This greater concern about
weight and figure is characteristic of BED9,10,48 and should
be considered according to some as a cardinal symptom in
the diagnostic criteria of BED48. 

The EAT scale does not seem to help to differentiate these
subgroups, possibly in relationship with the fact that its 
original design was to assess anorexia nervosa and its lack
of capacity to differentiate between EBD types21.

We must indicate as limitations of the study that the co-
morbid psychiatric diagnoses and personality disorders were
not made with a structured interview, although the diagno-
ses of bulimia and binge eating disorder were structured.
Many of the clinical variables were evaluated with the clini-

cal interview and validated scales were not used for them.
In any event, it was observed that there was agreement be-
tween variables such as impulsiveness or presence of depres-
sive symptoms that were assessed in both ways (scale and
clinical evaluation). Family background was based exclu-
sively on the information from the patient and was not com-
pared with the information from family members. The sam-
ple came from a psychiatry office and thus with high
prevalence of psychopathology and eating behavior disor-
ders. Thus it is possible that the results cannot be extrapola-
ted to other samples of obese subjects (primary health care
clinics, endocrinology or general population).

Although it is not possible to rule out or support the
existence of binge eating disorder as a different nosological
entity with our data, as has been suggested in the DSM-IV
nomenclature or by other authors8, our impression is that
there are limited clinical differences with bulimia in obese
patients and that the current research criteria seem to be
quite strict and exclude a subgroup of patients with binge
eating who may also have limited clinical and possibly evo-
lutive differences with those who fulfill binge eating disor-
der criteria. Thus, the presence of binge eating in obese pa-
tients must be considered clinically relevant. This is because
of its differential characteristics and the possible need for a
different therapeutic approach. Thus, morbidly obese sub-
jects with binge eating form a possibly homogeneous group
(independently of the diagnosis of present eating behavior
disorder). They are differentiated from the rest of the mor-
bid obese subjects due to the existence of major psychopa-
thology, fundamentally affective, greater impulsiveness and
greater severity in the scales that evaluated eating behavior
and body dissatisfaction. These patients have lower self-
esteem and greater concern about weight and food, even
though they do not have more severe obesity. Therefore, 
the presence of psychopathology and of eating behavior dis-
orders must be assessed in all severely obese subjects. More
studies that identify the most adequate therapeutic approa-
ches for these patients and evaluate the prognostic rele-
vance of these alterations are necessary.

REFERENCES

1. Stunkard AJ, Allison KC. Binge eating disorder: disorder or mar-
ker? Int J Eat Disord 2003;34:S107-16.

2. American Psychiatric Association. Diagnostic and statistical man-
ual of mental disorders, 4th ed. Washington: APA, 1994. 

3. Organización Mundial de la Salud. CIE-10. Trastornos mentales
y del comportamiento. Madrid: Meditor, 1992. 

4. Johnson JG, Spitzer RL, Williams JBW. Health problems, impair-
ment and illnesses associated with bulimia nervosa and binge
eating disorder among primary care and obstetric gynaecology
patients. Psychol Med 2001;31:1455-66.

5. Johnsen LAP, Gorin A, Stone AA, le Grange D. Characteristics of
binge eating among women in the community seeking treat-
ment for binge eating or weight loss. Eat Behav 2003;3:
295-305.

Clinical differences between morbid obese patients with and without binge eatingF. Arias Horcajadas, et al.

368 18Actas Esp Psiquiatr 2006;34(6):362-370

362-370(I).qxd  10/11/06  10:29  Página 7



6. Spitzer RL, Yanovski S, Wadden T, Wing R, Marcus MD, Stunkard A,
et al. Binge eating disorder: its further validation in a multisite
study. Int J Eat Disord 1993;13:137-53.

7. Yanovski SZ, Nelson JE, Dubbert BK, Spitzer RL. Association of
binge eating disorder and psychiatric comorbidity in obese sub-
jects. Am J Psychiatry 1993;150:1472-9.

8. Devlin MJ, Goldfein JA, Dobrow I. What is this thing called BED?
Current status of binge eating disorder nosology. Int J Eat Dis-
ord 2003;34:2-18.

9. Wilfley DE, Schwartz MB, Spurrell EB, Fairburn CG. Using the Eat-
ing Disorder Examination to identify the specific psychopathology
of binge eating disorder. Int J Eat Disord 2000;27:259-69.

10. Gromel K, Sargent RG, Watkins JA, Shoob HD, DiGioacchino RF,
Malin AS. Measurements of body image in clinical weight loss
participants with and without binge-eating traits. Eat Behav
2000;1:191-202.

11. Wilfley DE, Wilson GT, Agras WS. The clinical significance of
binge eating disorder. Int J Eat Disord 2003;34:S96-S106.

12. Vervaet M, van Heeringen C, Audenaert K. Binge eating disorder
and non-purging bulimia: more similar than different? Eur Eat
Disord Rev 2004;12:27-33.

13. Specker S, de Zwaan M, Raymond N, Mitchell J. Psychopatho-
logy in subgroups of obese women with and without binge 
eating disorder. Compr Psychiatry 1994;35:185-90.

14. Picot AK, Lilenfeld LRR. The relationship among binge severity,
personality psychopathology, and body mass index. Int J Eat 
Disord 2003;34:98-107.

15. Isnard P, Michel G, Frelut ML, Vila G, Falissard B, Naja W, et al.
Binge eating and psychopathology in severely obese adoles-
cents. Int J Eat Disord 2003;34:235-43.

16. Fontenelle LF, Mendlowicz MV, Bezerra de Menezes G, Papel-
baum M, Freitas SR, Godoy-Matos A, et al. Psychiatric comorbi-
dity in a Brazilian sample of patients with binge-eating disor-
der. Psychiatr Res 2003;119:189-94.

17. Zwaan M, Mitchell JE, Seim HC, Specker SM, Pyle RL, Raymond
NC, et al. Eating related and general psychopathology in obese
females with binge eating disorder. Int J Eat Disord 1994;15:
43-52.

18. Fitzgibbon ML, Sánchez-Johnsen LAP, Martinovich Z. A test of
the continuity perspective across bulimic and binge eating path-
ology. Int J Eat Disord 2003;34:83-97.

19. Beck AT, Ward CM, Mendelson M, Mock JE, Erbaugh JK. An in-
ventory for measuring depression. Arch Gen Psychiatr 1961;4:
561-71.

20. Beck AT, Brown G, Epstein N, Steer RA. An Inventory for measur-
ing clinical anxiety: Psychometric properties. J Consult Clin
Psychol 1988;56:893-97.

21. Garner DM, Garfinkel PE. The eating attitudes test: an index of
symptoms of anorexia nervosa. Psychol Med 1979;9:273-9.

22. Garner DM, Olmstead MP, Polivi J. Development and validation
of a multidimensional Eating Disorder Inventory for anorexia
nervosa and bulimia. Int J Eat Disord 1983;2:15-34.

23. Henderson M, Freeman CP. A self-rating scale for bulimia. The
BITE. Br J Psychiatry 1987;150:18-24.

24. Cooper PJ, Taylor MJ, Cooper Z, Fairburn CG. The development
and validation of the Body Shape Questionnaire. Int J Eat Disord
1987:6:485-94.

25. Rachman SJ, Hodgson R. Obsessions and compulsions. Englewo-
od Cliffs. New Jersey: Prentice-Hall, 1980.

26. Barratt ES. Impulsiveness and agression. Violence and mental di-
sorder. Development in risk assessment. In: Monahan J, Steadman HJ,
editors. Chicago: University of Chicago Press, 1995; p. 61-79.

27. Tanofsky-Kraff M, Yanovski SZ. Eating disorder or disordered
eating? Non-normative eating patterns in obese individuals.
Obes Res 2004;12:1361-6.

28. Ramacciotti CE, Coli E, Paoli R, Gabriellini G, Schulte F, Castro-
giovanni S, et al. The relationship between binge eating disorder
and non-purging bulimia nervosa. Eat Weight Disord 2005;10:
8-12.

29. Striegel-Moore RH, Fairburn CG, Wilfley DE, Pike KM, Dohm FA,
Kraemer HC. Toward an understanding of risk factors for binge-
eating disorder in black and white women: a community-based
case-control study. Psychol Med 2005;35:907-17.

30. Blazer DG, Moody-Ayers S, Craft-Morgan J, Burchett B. Depres-
sion in diabetes and obesity. Racial/ethnic/gender issues in older
adults. J Psychosom Res 2002;53:913-6.

31. Dong C, Sánchez LE, Price RA. Relationship of obesity to depres-
sion: a family-based study. Int J Obesity 2004;28:790-5.

32. Faith MS, Matz PE, Jorge MA. Obesity-depression associations in
the population. J Psychosom Res 2002;53:935-42.

33. Reichborn-Kjennerud T, Bulik CM, Sullivan PF, Tambs K, Harris JR.
Psychiatric and medical symptoms in binge eating in the ab-
sence of compensatory behaviors. Obes Res 2004;12:1445-54.

34. Linde JA, Jeffery RW, Levy RL. Binge eating disorder, weight
control self-efficacy, and depression in overweight men and
women. Int J Obes 2004;28:418-25.

35. Mangweth B, Hudson JI, Pope HG, Hausmann A, de Col C, Laird NM,
et al. Family study of the aggregation of eating disorders and
mood disorders. Psychol Med 2003;33:1319-23.

36. Lloyd-Richardson EE, King TK, Forsyth LH, Clark MM. Body image
evaluations in obese females with binge eating disorder. Eat
Behav 2000;1:161-71.

37. Fassino S, Leombruni P, Pierò A, Abbate-Daga G, Rovera GG. 
Mood, eating attitudes, and anger in obese women with and wi-
thout Binge Eating Disorder. J Psychosom Res 2003;54:559-66.

38. Dixon JB, Dixon ME, O’Brien PE. Depression in association with
severe obesity. Changes with weight loss. Arch Intern Med 2003;
163:2058-65.

39. Van Hanswijck de Jonge P, Van Furth EF, Lacey JH, Waller G. The
prevalence of DSM-IV personality pathology among individuals
with bulimia nervosa, binge eating disorder and obesity. Psychol
Med 2003;33:1311-7.

40. Stein DJ, Lilenfeld LRR, Wildman PC, Marcus MD. Attempted
suicide and self-injury in patients diagnosed with eating disor-
ders. Compreh Psychiatry 2004;45:447-51.

41. Nasser JA, Gluck ME, Geliebter A. Impulsivity and test meal
intake in obese binge eating women. Appetite 2004;43:
303-7.

42. Vanderlinden J, DalleGrave R, Fernández F, Vandereycken W,
Pieters G. Which factors do provoke binge eating? An explora-
tory study in eating disorder patients. Eat Weight Disord 2004;
9:300-5.

43. Pratt EM, Telch CF, Labouvie EW, Wilson GT, Agras WS. Perfec-
tionism in women with binge eating disorder. Int J Eat Disord
2001;29:177-86.

Clinical differences between morbid obese patients with and without binge eatingF. Arias Horcajadas, et al.

19 369Actas Esp Psiquiatr 2006;34(6):362-370

362-370(I).qxd  10/11/06  10:29  Página 8



44. Zwaan M, Bach M, Mitchell JE, Ackard D, Specker SM, Pyle RL, et
al. Alexithymia, obesity, and binge eating disorder. Int J Eat Dis-
ord 1995;17:135-40.

45. Packianathan IC, Sheikh M, Feben S, Finer N. The Eating Disor-
der Inventory in a UK National Health Service Obesity Clinic
and its response to modest weight loss. Eat Behav 2003;3:275-84.

46. Sorbara M, Geliebter A. Body image disturbance in obese out-
patients before and after weight loss in relation to race, gender,

binge eating, and age of onset of obesity. Int J Eat Disord 2002;
31:416-23.

47. Matz PE, Foster GD, Faith MS, Wadden TA. Correlates of body
image dissatisfaction among overweight women seeking weight
loss. J Consult Clin Psychol 2002;70:1040-4.

48. Eldredge KL, Agras WS. Weight and shape overconcern and
emotional eating in binge eating disorder. Int J Eat Disord 1996;
19:73-82.

Clinical differences between morbid obese patients with and without binge eatingF. Arias Horcajadas, et al.

370 20Actas Esp Psiquiatr 2006;34(6):362-370

362-370(I).qxd  10/11/06  10:29  Página 9


