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Abstract

Purpose—Self-discrepancy (i.e., perceived differences between one’s actual self and personal
standards) has been associated with binge eating disorder (BED) symptoms. However, little is
known about how weight discrepancy (i.e., the difference between one’s actual and ideal weights)
interacts with or is distinguished from nonappearance self-discrepancy (discrepancy unrelated to
weight or shape) in predicting BED severity. The current study examined how these two forms of
discrepancy independently and interactively relate to BED and associated symptoms to elucidate
how facets of self-discrepancy may operate to precipitate and maintain BED.
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Methods—Adults with BED (N=111) completed questionnaires and interviews prior to treatment
that assessed self-discrepancy (Computerized Selves) and weight discrepancy (assessed during the
Eating Disorder Examination [EDE]) as predictors of global eating disorder (ED) symptomatology
(EDE Global score), depression (Beck Depression Inventory), anxiety (State-Trait Anxiety
Inventory), self-esteem (Rosenberg Self-Esteem Scale), and ED-related impairment (Clinical
Impairment Assessment).

Results—Multivariate regression models indicated nonappearance self-discrepancy and weight
discrepancy were not significantly related to the severity of global ED symptoms, but both
independently predicted impairment (05<.05). Nonappearance self-discrepancy, but not weight
discrepancy, was also associated with higher depression (p=.001), anxiety (p<.001), and lower
self-esteem (p<.001).

Conclusion—These findings suggest distinct associations of weight discrepancy and
nonappearance self-discrepancy with ED and related symptoms, as well as each of these
constructs’ relevance to everyday functioning in BED. The results also highlight potential avenues
for future research to examine mechanistic pathways by which self-discrepancy influences BED
severity.

Level of evidence—Level V, descriptive cross-sectional study.
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Binge eating disorder (BED) is an eating disorder that is associated with a range of
psychological and medical comorbidities, impairment, and increased mortality [1-4].
Despite the clinical severity of this disorder, outcomes of psychological and behavioral
treatments for BED remain suboptimal [5], which indicates a need to identify relevant
maintenance factors that could inform more effective intervention approaches. Self-
discrepancy, the degree to which individuals perceive a difference between their actual self
and their personal standards (referred to as self-guides), has been identified as a possible risk
and maintenance factor of various types of psychopathology [6], including some eating
disorders [7,8]. Self-discrepancy theory proposes the existence of multiple cognitive self-
representations that are components of self-evaluation, including the actual self (i.e., what
individuals perceive themselves to be), the ideal self (i.e., a mental representation of
attributes individuals would ideally like to possess), and the ought self [i.e., a representation
of attributes individuals believe they are obligated to attain; 9].

According to self-discrepancy theory, high degrees of self-discrepancy can lead to negative
affective states, which can contribute to the engagement in a variety of maladaptive
behaviors and ultimately the development of psychiatric disorders [10]. Previous research
has focused on the impact of self-discrepancy on the maintenance of depression and anxiety
[e.g., 6]. Consistent with tenets of self-discrepancy theory, a meta-analysis of research on
self-discrepancy across psychopathology showed a relationship between self-discrepancy
and psychopathology (e.g., anxiety and depression) and indicated that self-discrepancy was
also linked to negative emotions, including general negative affect, anger, and guilt/shame
[11]. However, while self-discrepancy theory originally posited that specific self-
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discrepancies differentially relate to particular emotional states, with actual:ideal
discrepancy linked to depression and actual:ought discrepancy being associated with anxiety,
this meta-analysis did not find support for this distinction. Rather, actual:ideal discrepancy
was more strongly associated with depression and anxiety compared to actual:ought
discrepancy.

Self-discrepancy theory has also been applied to eating disorders and is thought to be an
important eating disorder intervention target. Self-discrepancy may trigger symptom
expression and is a central component of integrative cognitive-affective therapy (ICAT), an
evidence-based treatment developed for bulimia nervosa [BN; 12,7] and more recently
adapted for BED. Early research on self-discrepancy in the context of eating disorder
symptoms showed that, in both men and women, bulimic behaviors were associated with
actual:ideal discrepancy and that anorexic symptoms were linked to actual:ought
discrepancy, suggesting specific associations between an individual’s self-discrepancy and
various forms of eating pathology [8]. More recent research has shown that across eating
disorder diagnoses such as BN and BED, actual:ought discrepancy is directly linked with
purging, binge eating, and overall eating pathology [13]. Relatedly, the meta-analysis
mentioned above showed positive correlations between self-discrepancy and eating disorder
symptoms, supporting the relevance of self-discrepancy theory to eating pathology [11].

One specific manifestation of self-discrepancy that may be pertinent to eating pathology is
weight discrepancy [14,15], or the difference between an individual’s perception of their
actual weight and the weight the person would ideally like to be. Previous research indicates
a link between weight discrepancy and binge eating in nonclinical samples. One study
demonstrated this link among college students, finding that a measure of weight and size
discrepancy predicted body dissatisfaction, binge eating, and low levels of physical activity
and fruit and vegetable consumption [16,8]. Another study showed that, among young girls,
a larger perceived body size and a smaller idealized body size were precursors to eating
disorder symptoms [17]. Given these findings, it stands to reason that a high weight
discrepancy might be a marker of more severe symptoms in eating disorders. Consistent
with this possibility, individuals with BN and anorexia nervosa (AN) have been shown to
have lower weight goals than those without these disorders [18,19].

However, little research has investigated weight discrepancies among individuals with binge
eating disorder (BED), despite evidence that body image disturbance and overvaluation are
relevant to individuals with BED [e.qg., 20,21]. Specifically, among individuals with BED,
those who report clinically significant overvaluation of shape and weight report greater
eating psychopathology and poorer psychological functioning compared to those with
subclinical overvaluation of shape and weight [22]. Several other studies support the
contention that individuals with BED exhibit disturbances in the cognitive-affective
component of body image distinct from controls with obesity [23] and similar to those with
anorexia or bulimia nervosa [20,21]. This research implies that individuals with BED could
have elevated weight discrepancy, which could, in turn, impact the severity of symptoms. A
greater desire to lose large amounts of weight could suggest greater concerns about weight
and eating in this group, but, to our knowledge, the topic has not been directly studied. The
growing evidence that the overvaluation of shape and weight is an indicator of BED severity
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implies that a greater weight discrepancy could also provide information about the nature or
severity of BED symptoms [24].

Taken together, both nonappearance self-discrepancy (i.e., self-discrepancy in areas that are
not related to weight or appearance, such as in areas of intelligence or happiness) and weight
discrepancy are relevant constructs and potential treatment targets for individuals with eating
disorders. However, to our knowledge, no previous research has investigated these constructs
in BED or examined the independent and interactive associations of both weight discrepancy
and nonappearance self-discrepancy with eating pathology. That is, when considering the
role of weight discrepancy in BED, it is important to investigate whether the role of weight
discrepancy in eating disorder symptomatology functions separately from that of
nonappearance self-discrepancy, and whether these two forms of self-discrepancy interact to
predict symptom severity and clinical impairment. That is, it may be that weight-discrepancy
adds information above and beyond nonappearance self-discrepancy about eating disorder
symptoms. This is consistent with tenets of previous models of eating disorders which
emphasize the role of body dissatisfaction and self-evaluation based on shape and weight as
having particular importance in eating disorder maintenance beyond that of general low self-
esteem [25,26].

Beyond their impact on BED-specific symptoms, weight discrepancy and nonappearance
self-discrepancy may have an impact on other areas of psychological health for individuals
with BED. Given the close links among affect, emotion dysregulation, and binge eating, it is
possible that various aspects of self-discrepancy have particular relevance in maintaining
negative affective states and co-occurring mood and anxiety symptoms in BED [e.g., 27]. It
may be that self-discrepancy and weight-discrepancy generate negative affect, which in turn
precipitates both eating disorder and co-occurring symptoms. The theoretical model
underlying ICAT, for example, posits that having a high actual:ideal or actual:ought self-
discrepancy could trigger or maintain eating disorder symptoms due to its impact on affect,
regardless of whether those discrepancies are weight-based [28,7]. Likewise, the dual-
pathway model contends that body dissatisfaction can contribute to negative affect and
restrained eating, which, in turn, contributes to eating disorder symptoms [29,26]. However,
some research suggests that this model does not account for all of the variance linking body
dissatisfaction to eating disorder symptoms, and there may be other ways of conceptualizing
body dissatisfaction, such as through a weight discrepancy lens, that may shed more light on
the nature of this relationship, particularly in the context of BED.

Relatedly, there is some evidence that among individuals with BED, body dissatisfaction and
self-esteem are closely linked [30-32], suggesting the possible role of weight discrepancy in
self-esteem for individuals with BED. For example, an experiment among individuals with
BED found that inducing a state of low self-esteem impacted measures of body
dissatisfaction but not emotional ratings, indicating a potential distinct association between
self-esteem and body dissatisfaction [31]. These findings warrant further investigation of the
nature of the relationship between body dissatisfaction and self-esteem in BED, perhaps by
studying weight discrepancy and its distinct impact on self-esteem.
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The current study sought to disentangle weight discrepancy and nonappearance self-
discrepancy and their relation to symptom severity and clinical impairment in BED. The
study focused on actual:ideal weight discrepancy and actual:ideal nonappearance self-
discrepancies that were not weight- or shape-based. Characterizing how each of these types
of self-discrepancy relates to symptoms in BED could clarify aspects of the disorder’s
maintenance cycle as well as which treatment targets may be most important for this group
of patients. Given the potential impact of self-discrepancy on self-esteem, anxiety, mood,
and clinical impairment, the current study also examined the relation between self-
discrepancy and these constructs.

Considering the evidence that overvaluation of shape and weight is clinically meaningful in
BED and that nonappearance self-discrepancy also seems to correlate with eating disorder-
related symptoms [24,13], it is possible that both weight discrepancy and nonappearance
actual:ideal self-discrepancy independently contribute to eating disorder-related symptoms.
Moreover, the effects of each could be additive or intensify the impact of the other.
Specifically, given that overvaluation of shape and weight is particularly pertinent to BED
[20,21], it is possible that having higher levels of weight discrepancy, one variable that is
closely tied with that overvaluation, leaves an individual more vulnerable to the potential
negative impact of other areas of self-discrepancy on their mental health. We therefore
hypothesized that both weight and nonappearance self-discrepancies would significantly
predict eating disorder severity and associated symptoms (i.e., anxiety, depression, self-
esteem, and clinical impairment), and that these two constructs would interact, such that the
relationship between nonappearance self-discrepancy and symptoms would be stronger
among individuals with higher weight discrepancies.

Participants consisted of 111 adults who were recruited for a two-site randomized clinical
trial for BED. All participants met the Diagnostic and Statistical Manual of Mental
Disorders (DSM-5) criteria for BED (American Psychiatric Association, 2013). Exclusion
criteria included the following: (1) unable to read English, (2) BMI less than 21, (3) lifetime
history of psychotic symptoms or bipolar disorder, (4) substance use disorder within six
months of enrollment, (5) medically or psychiatrically unstable (e.g., acute suicidality), (6)
purging behavior (self-induced vomiting, misuse of laxatives or diuretics) more than once
per month for the previous three months, (7) current diagnosis of BN, (8) medical condition
impacting eating or weight (e.g., thyroid condition), (9) history of gastric bypass surgery,
(10) currently pregnant or lactating, (11) currently receiving weight loss or eating disorder
treatment, (12) taking any medication impacting eating or weight (e.g., stimulants) or (13)
psychotropic medication changes in the six weeks prior to enroliment.

Participants were recruited between 2014 and 2017 at two study sites in the Midwestern
region of the United States. Strategies for recruitment included at eating disorder clinics,
social media postings, and community advertisements. All participants provided informed
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consent to participate in the study; while they did not know the particular goal of the current
study, they were informed about the treatment components of the larger experiment on
which the current study is based.

After initial screenings, eligible participants completed a baseline study visit that included
semi-structured interviews and questionnaires assessing past and current eating disorder
symptoms and comorbid psychopathology. Diagnoses of mental disorders were provided
based on the Structured Clinical Interview for DSM-1V [33]. Height and weight were also
measured to calculate BMI. The present study utilized only the baseline (pre-treatment)
assessments prior to randomization; full study protocol and treatment outcome data are
presented elsewhere (Peterson et al., under review).

The Eating Disorder Examination 16.0 [34; EDE]—The EDE is a semi-structured
investigator-based interview, was used to assess baseline eating disorder symptoms and
verify that participants met DSM-5 BED diagnostic criteria. It has been shown to have good
reliability and validity and is a widely-used measure for eating pathology [35,36]. Interview
assessors were trained and received routine supervision from a licensed psychologist. For the
present study, the EDE global score was used as an outcome and appeared to have
acceptable reliability in the current sample, a = .74. The binge eating frequency item of the
EDE was also used as an outcome. Weight discrepancy was based on the EDE desired
weight item (On average, over the past month what weight have you wanted to be?) and
calculated as the difference between the participants’ current weight and desired weight.

Computerized Selves [CS; 37]—The CS is an adapted version of the computerized
Selves Questionnaire [6], in which participants provide reports of perceived actual self and
self-standards. Participants are asked to list words describing their ideal self and ought self,
after which they rate each descriptor using 1-7 Likert scales based on how far they are from
possessing the descriptor (1-7 scale). These scores were used as indices of actual:ideal and
actual:ought self-discrepancy, respectively. There is limited information about the
psychometrics of the CS, but it has been used in a number of studies focused on measuring
self-discrepancy, and the questionnaire on which it was based, the Selves Questionnaire, has
been described as the most widely used measure of self-discrepancy [38,37,39,40,6].

While there are both actual:ideal and actual:ought self-discrepancy constructs, the current
study used only the actual:ideal self-discrepancy CS measure. This choice was due to our
desire to directly compare nonappearance self-discrepancy and weight discrepancy, and our
measure of weight discrepancy seemed to reflect an actual:ideal discrepancy more so than an
actual:ought discrepancy. Specifically, the wording of the EDE item used to calculate weight
discrepancy (i.e., “On average, over the past month what weight have you wanted to be?”)
aligned more directly with an actual:ideal discrepancy (which refers to discrepancies with
one’s own standards) compared to actual:ought discrepancy (which refers to discrepancies
with perceived standards from others).

Given that participants could have included weight- or appearance-related words in their CS
actual:ideal assessment, all ratings on appearance-related words reported on the CS were
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removed before scoring the CS actual:ideal measure. This approach was taken to ensure that
the EDE measure of weight discrepancy and the CS measure of nonappearance self-
discrepancy assessed distinct components of self-discrepancy. Two coders (E.L. and K.S.)
reviewed all participants’ CS responses and distinguished nonappearance from appearance-
related words in order to remove appearance-related words prior to CS scoring. Any
discrepancies between coding (of which there were only two) were handled in a conservative
manner: the words in question were removed to ensure that the measure included only
nonappearance actual:ideal self-discrepancy. Nonappearance actual:ideal self-discrepancy
was then calculated using a mean of all of the remaining nonappearance word ratings for
each participant.

Clinical Impairment Assessment [CIA; 41]—The CIA is a 16-item self-report
measure of psychosocial impairment related to eating disorder symptoms, which assesses
the degree to which individuals’ eating habits, exercising, or feelings about eating, shape, or
weight, have affected their life over the past four weeks. It asks participants are asked to rate
to what extent their eating habits, exercising, or feelings about their eating, shape or weight
have influenced various experiences, such as to what extent it has “interfered with [their]
relationship with others.” Participants then identify each of these items as happening “not at
all,” “a little,” “quite a bit,” or “a lot.” The CIA has been shown to have acceptable test-
retest reliability and internal consistency in eating disorder samples [41,42]. The measure
also has several studies providing population norms for the measure [e.g., 43] and it appears
to have construct validity based on its relationship to clinical impairment ratings made by
clinicians and measures of eating pathology (Bohn et al., 2008). The CIA had excellent
reliability in the current sample, a = .92.

Beck Depression Inventory [BDI; 44]—The BDI is a 21-item multiple choice
questionnaire measuring symptoms of depression over the past week. Items ask participants
about various symptoms, including hopelessness, irritability, and fatigue, and they range in
ratings from 0-3, which are defined differently for each item. This measure has been widely
used in research to measure depression symptoms, and it has been shown to have good
psychometric properties in clinical and nonclinical populations [45]. In the current study, the
BDI had good reliability, a = .87.

State-Trait Anxiety Inventory [STAI; 46]—The STAI is a 40-item self-report measure
of anxiety symptoms. It includes items that asks participants to report how they “feel in this
moment” and how they feel “in general” to measure both their current state and their trait-
level anxiety. Participants respond to items such as, “I feel at ease” and “I am a steady
person” and rate each of these on a scale of 1-4 (ranging from “not at all” to “very much
s0”). The measure has been widely used and has been shown to have good internal
consistency and test-retest reliability [47,48], and had excellent reliability in the current
sample, a =.92.

Rosenberg Self-Esteem Scale [RSES; 49]—The RSES is a 10-item measure of self-
esteem and self-worth. It has a scale from 1-4 of strongly agree to strongly disagree for
items focused on self-esteem such as, “I feel that I’m a person of worth, at least on an equal
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plane with others.” The RSES is considered to be the most widely-used measure of self-
esteem and has shown to be a reliable and valid measure across a number of studies [50,51].
It had excellent reliability in the current sample, a = .92.

Data Analytic Strategy

Results

Prior to our analyses, the normality of all dependent variables was confirmed, the variables
were mean-centered before computing the interaction term, and multicollinearity was
examined and fount not to be a problem for any of the analyses. The independent and
interactive effects of weight discrepancy and actual:ideal nonappearance self-discrepancy
were entered into multiple linear regression models as predictors of each outcome (i.e.,
eating disorder severity [EDE global], depression [BDI-I1], anxiety [STAI], self-esteem
[RSES], and clinical impairment [CIA]). All models were examined with and without BMI
as a covariate, which did not significantly change the pattern of results. We removed
participants for analyses when they had missing data. Analyses were based on available data
without imputation. Only one participant was removed for one analysis.

The participants was comprised of 69.1% women, with 72.4% of individuals identifying as
Caucasian (Mage = 39.38+13.51 years, ranging from 18 to 64). The participants exhibited a
mean body mass index (BMI) of 35.00 + 8.54 kg/m? (range = 21.41- 62.03; details of the
study are available elsewhere; Peterson et al., under review). Within the sample, 11.6% met
criteria for a current DSM-5 mood disorder diagnosis, and 19.6% met criteria for a current
DSM-5 anxiety disorder. See Table 1 for descriptive statistics of the study’s major variables.

Table 2 displays the results of linear regression models. The main effects of actual:ideal
weight discrepancy, actual:ideal nonappearance self-discrepancy, and their interaction were
not significantly associated with eating disorder severity as measured by the EDE global
score, A3, 108) = 2.56, p= .06, /2 = .07, or by reported binge frequency, A3, 108) = 0.56, p
= .65, R2 = .02. A linear regression model including actual:ideal weight discrepancy,
actual:ideal nonappearance self-discrepancy and their interaction indicated that greater
actual:ideal nonappearance self-discrepancy was significantly related to higher depression
symptoms as measured by the BDI-II, while actual:ideal weight discrepancy was not
significantly related to depression symptoms. However, their interaction was not
significantly associated with depression symptoms. The overall model accounted for 14% of
the variance in BDI-11 scores, A3, 106) = 5.88, p< .01,* A2 = .14. Similar to the depression
model, greater actual:ideal nonappearance self-discrepancy was significantly associated with
higher anxiety symptoms as measured by the STAI, while actual:ideal weight discrepancy
and the interaction term were not significant. The model for anxiety accounted for 19% of
the variance in STAI scores, A3, 108) = 8.44, p< .001,* RZ = .19.

With respect to self-esteem (i.e., RSES scores), there was a significant main effect of
actual:ideal nonappearance self-discrepancy, such that greater nonappearance self-
discrepancy was associated with lower self-esteem, while actual:ideal weight discrepancy
was not significantly associated with self-esteem. The interaction term was also not
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significant. The model accounted for 16% of variance in RSES scores, A3, 108) = 6.98, p
<.001,* A% = .16.
Finally, both actual:ideal nonappearance self-discrepancy and actual:ideal weight
discrepancy had significant main effects on clinical impairment as measured by the CIA,
such that greater nonappearance and weight discrepancies were independently related to
higher levels of impairment. The interaction term was not significantly associated with the
CIA. The model for impairment accounted for 14% of variance in CIA scores, A3, 107) =
5.95, p=.001,* A% = .14.

Discussion

The current study found that in a sample of individuals with BED, nonappearance self-
discrepancy and weight discrepancy were not significantly related to the severity of ED
symptoms, as measured by the EDE global score and binge eating frequency; however, both
forms of self-discrepancy independently predicted eating disorder-related clinical
impairment. Nonappearance self-discrepancy was also significantly related to depression,
anxiety, and self-esteem, but weight discrepancy was not. These findings suggest that
nonappearance self-discrepancy and weight discrepancy contribute uniquely to functioning
in BED.

In the present sample, nonappearance actual:ideal discrepancy predicted emotions or mood-
based symptoms, such as anxiety, depression, and self-esteem beyond the impact of weight
discrepancy. This finding is consistent with some self-discrepancy literature showing that
self-discrepancy across many constructs relates to mood and anxiety [6]. The finding may
have important implications for understanding the etiology and maintenance of BED, given
that some researchers argue that BED has a distinct neurobiological phenotype that is
marked by emotional dysregulation [27]. Specifically, self-discrepancy in areas outside of
shape and weight concerns may negatively impact the emotional health of those with BED,
even in the absence of full-threshold mood and anxiety disorder diagnoses (in the current
sample, 11.6 met criteria for a mood disorder and 19.6% met criteria for an anxiety
disorder). This evidence suggests that BED interventions that address self-discrepancy
broadly across multiple areas [e.g., ICAT; 7], as opposed to merely addressing overvaluation
of shape and weight and binge eating symptoms, could be particularly useful to improve
individuals’ overall functioning and mood.

The current finding that both weight discrepancy and nonappearance self-discrepancy were
independently related to clinical impairment also suggests that addressing each of these
domains in the treatment of BED may be beneficial to a patient’s overall functioning. Each
domain may influence clinical impairment in a different manner. For instance, based on our
results, perhaps nonappearance self-discrepancy influences impairment through emotion-
based factors [52], while weight discrepancy through a pathway that may not be directly
linked to ED psychopathology (e.g., weight-related quality of life factors). Furthermore, it
suggests that BED treatment models should perhaps separate the influence of nonappearance
and weight discrepancies in the maintenance cycle of the disorder. This shift in
conceptualization is relevant to several eating disorder treatments and models (e.g., cognitive
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behavioral therapy enhanced, the dual pathway model, and ICAT) that have focused on
maintenance factors relevant to these constructs, such as the overvaluation of shape and
weight, internalization of the thin ideal, body dissatisfaction, and nonappearance self-
discrepancy [25,26,12]. In addition, during active treatment, new strategies could be used to
address these constructs. For example, treatments could target nonappearance self-
discrepancy and weight discrepancy through explicit discussion, education about the distinct
impact of these various types of self-discrepancies, and application to the individual patient.
BED patients could increase awareness of where their nonappearance self-discrepancies lie,
and how to reduce them, as well as consider how extreme nonappearance self-discrepancies
might affect their emotions. In addition, treatments could explicitly define the numeric value
patients’ current weight discrepancy and how this discrepancy might be impacting their
quality of life. Subsequently, treatment might focus on helping these patients reduce these
discrepancies or loosen any rigidity around these discrepancies. Part of the approach might
also involve helping the patient set realistic and achievable self-standards.

The unexpected finding that nonappearance self-discrepancy and weight discrepancy were
not related to eating disorder symptom severity in BED raises a number of questions, as this
result runs contrary to research suggesting that self-discrepancy is linked to eating disorder
symptoms [8,13,11]. However, it is noteworthy that these previous studies examined a
slightly different question in that they included control group comparisons or looked at
symptoms in an undergraduate sample, and therefore did not directly examine the relation of
self-discrepancy to disorder severity withina BED group [13,11,8]. The current finding that
neither discrepancy variable predicted either measure of BED-specific symptoms could also
provide information on the nature of symptoms in BED; at the group level, behavioral and
cognitive eating disorder symptoms (e.g., cognitive restraint and concerns about eating,
weight, and shape) may not be a direct response to feelings of inadequacy or difficulty in
meeting a self- standard, either related to one’s weight or overall self-concept.

Additionally, given the positive associations between nonappearance self-discrepancy and
negative affectivity found in the present study, it is possible that self-discrepancy may still
have relevance to BED symptoms through an indirect path involving affective responding
[52]. Theoretically, greater actual:ideal self-discrepancies may contribute to a higher
intensity of negative affect [10], which could trigger binge eating symptoms as a strategy to
reduce negative affect [e.g., 52,53]. This possibility may be true not just for self-discrepancy
as an overarching construct but also especially for nonappearance self-discrepancy given the
current findings. Specifically, nonappearance self-discrepancy may still be relevant to BED
severity despite its lack of direct relation in the current study, in that self-discrepancy could
contribute to BED symptoms through its impact on affect and mood. This possibility is
supported by the significant relationship between nonappearance self-discrepancy, anxiety,
and depression in the current study. Thus, it is conceivable that self-discrepancy may have
played a role in the onset of BED symptoms by promoting negative affectivity in the first
place. Then that negative affectivity may, in turn, maintain or predict BED symptoms
independent of self-discrepancy. In addition, it may be that the effects of self-discrepancies
on eating disorder symptoms play out on a shorter timescale that could not be captured with
the methodology of the present study; for instance, momentary models [e.g., control theory;
54,55] suggest that goal discrepancies trigger states of cognitive rumination and negative

Eat Weight Disord. Author manuscript; available in PMC 2022 June 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Lesser et al.

Funding:

Page 11

self-focus, which may in turn lead to episodes of eating disorder symptoms. Future
longitudinal and intensive longitudinal (i.e., ecological momentary assessment) research is
therefore warranted to investigate mediational models that examine potential indirect paths
of self-discrepancy leading to negative affect, which then predicts BED symptoms.

Some limitations of the current study include its reliance on self-report data, as well as its
cross-sectional nature which limit the current study’s ability to draw causal conclusions, and
suggests a need for future research to consider these questions in a longitudinal manner. In
addition, it is possible that some of the words provided by participants on the CS (e.g.,
“happy”) may have related to some of the outcomes in this study (e.g., depression). The
sample also consisted of mostly Caucasian, female, treatment-seeking adults, thus limiting
generalization to other demographic groups. However, the study’s relatively large sample
size improves the current findings’ generalizability.

In conclusion, the current study suggests that nonappearance self-discrepancy and weight
discrepancy are associated with emotional symptoms, self-concept, and the degree of eating
disorder-related impairment. Given the relevance of emotional dysfunction in BED, it will
be important for future longitudinal and intensive longitudinal research to investigate
mechanisms by which self-discrepancies may indirectly relate to eating disorder symptoms.
In addition, the distinct relevance of each type of discrepancy with respect to clinical
impairment could inform future adaptations of treatments for BED, as targeting multiple
types of self-discrepancies may serve to improve patients’ quality of life and overall sense of
self.

This research was supported by the National Institute of Mental Health (C.B.P., grant number R34MH099040-
01A1; S.A.W.,, grant number R34MH098995)
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What is already known on this subject?

Self-discrepancy (i.e., the difference between what people perceive themselves to be and
what they would like to be) is related to eating disorder symptoms, and shape and weight
concerns appear to be a marker of binge eating disorder (BED) severity. However, little is
known regarding how weight discrepancy (i.e., the difference between what a person
weighs and what they would like to weigh) and self-discrepancy that is not related to
appearance independently and interactively relate to BED and associated symptoms.

What does this study add?

Neither form of discrepancy directly related to BED symptoms, but that nonappearance
self-discrepancy related positively to depression, anxiety, and self-esteem. In addition,
both forms of discrepancy independently and negatively related to quality of life. These
results could inform treatments by providing these potential treatment targets (i.e.,
nonappearance self-discrepancy and/or weight discrepancy), especially when addressing
anxiety, depression, self-esteem, or quality of life among BED patients.
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Table 1.

Descriptive Statistics for Major Variables.

Variable Mean  Standard Deviation

BMI 35.00 8.54

EDE Global Score 2.63 .90
EDE Binge Frequency 15.75 10.73
BDI-1I Total 15.03 10.00
STAI 48.45 11.29

RSES 3.16 177

CIA 23.03 9.69
Actual:ideal Nonappearance  7.33 1.70

Self-Discrepancy
Actual:ideal Weight 54.94 41.49
Discrepancy

Age 39.38 13.51

Page 16

Acronyms: Body mass index (BMI), Eating Disorder Examination (EDE), BDI-11 (Beck Depression Inventory Il), State-Trait Anxiety Inventory

(STAI), Rosenberg Self-Esteem Scale (RSES), Clinical Impairment Assessment (CIA).
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Table 2.

Statistical results for regression analyses including beta values for each predictor.

Outcome Nonappearance Main Effect Weight Main Effect Nonappearance x Weight
EDE Global beta=.11, p=25 beta=.13 p=.16 beta=-17,p=.06
EDE Binge Frequency beta=.10,p=.29 beta=-.05p =.64 beta =.05, p =.60
BDI-II beta:,32,p:.001* beta=.17,p =.07 beta=-.08, p=.35
STAI beta = .43, p <.001" beta =.07, p = .44 beta=.02, p =.84
RSES beta =-.38,p <.001" beta=-.14,p =.11 beta = -.02, p=.80
CIA beta=.29, p<.001" beta=.21,p=.02" beta=-.11,p=.22

*

The asterisk indicates a significant result. The term “nonappearance” refers to main effect parameters of nonappearance self-discrepancy, and the
term “weight” refers to main effect parameters of weight discrepancy. Acronyms: Body mass index (BMI), Eating Disorder Examination (EDE),
BDI-1I (Beck Depression Inventory I1), State-Trait Anxiety Inventory (STAI), Rosenberg Self-Esteem Scale (RSES), Clinical Impairment
Assessment (CIA).
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