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Abstract

Background One method to improve treatment outcomes for individuals with eating disorders (EDs) may be under-
standing and targeting individuals’motives for engaging in DE behaviors—or the functions of DE behaviors. The goal
of this study was to investigate and categorize the various functions of DE behaviors from the perspectives of adults
who engage in DE behaviors and clinicians who treat EDs.

Methods Individuals who engage in DE behaviors (n=16) and clinicians who treat EDs (n=14) were interviewed,
and a thematic analysis was conducted to determine key functions of DE behaviors.

Results Four main functions of DE behaviors were identified by the authors: (1) alleviating shape, weight, and eating
concerns; (2) regulating emotions; (3) regulating one’s self-concept; and (4) regulating interpersonal relationships/
communicating with others.

Conclusions Differences in participant responses, particularly regarding the relevance of alleviating shape
and weight concerns as an DE behavior function, highlight the importance of individualized conceptualizations of DE
behavior functions for any given client.

Keywords Eating disorders, Functions, Binge eating, Restricting, Purging, Clinicians, Thematic analysis

Plain English summary

There are many reasons why individuals engage in disordered eating (DE) behaviors, and gathering information

on these functions of one’s DE behaviors might help clinicians decide which treatments to administer to individual
clients. This study identified and organized numerous functions of DE behaviors based on perspectives of both adults
who engage in DE behaviors and clinicians who treat EDs. These functions can be largely grouped into four cat-
egories: (1) reducing concerns about one’s shape, weight, and/or eating habits; (2) managing one’s emotions; (3)
managing one’s beliefs about themselves as a person; and (4) managing relationships with others or communicating
with others. Using treatments that address these reasons for one’s DE behaviors may be beneficial for clients.
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USA Individualized case conceptualizations continue to be a

critical part of treatment planning for various forms of
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psychopathology, including EDs [2, 3]. Considering the
specific function that disordered eating (DE) behaviors
may serve could potentially improve case formulation
and decision-making in ED treatment. Indeed, DE behav-
iors are often conceptualized as maladaptive behaviors in
which an individual engages to attain some goal, suggest-
ing that individuals use DE behaviors because they serve
a specific function [4]. Moreover, not all individuals who
engage in DE behaviors meet narrow diagnostic criteria
for an ED, and regardless of diagnostic status, DE behav-
iors have an adverse effect on health and well-being [5, 6].
Comprehensively understanding the functions of distinct
DE behaviors (i.e., restricting, binge eating, self-inducing
vomiting, misusing laxatives, and excessively exercising)
may inform strong case conceptualizations and help cli-
nicians determine intervention targets and treatment
modalities for those with EDs and those who engage in
DE behaviors [4, 7].

In addition to influencing shape and weight, several
factors may be important motivators of DE behaviors.
DE symptoms may help individuals regulate emotions [8,
9]; escape critical self-awareness [10]; provide a sense of
worth and identity [11]; feel powerful and in control [12,
13]; and cope with relational difficulties and communi-
cate with others [14, 15]. For example, a qualitative study
aimed at understanding women’s experiences with EDs
indicated that DE behaviors can serve as a means of con-
necting with others and gaining a sense of control [16].
Although this study provides important information on
individuals’ experiences with EDs, the study’s focus was
not on the nuanced and varied functions that DE behav-
iors can serve for people, nor did they seek information
from clinicians who treat EDs [16]. Given the importance
of goal consensus and collaboration in therapeutic rela-
tionships [17, 18], it is useful to consider the perspec-
tives of individuals who engage in DE behaviors as well
as clinicians who deliver treatment for EDs. Relatedly,
Budd [16] exclusively explored social functions of EDs,
rather than their potential biological and psychological
functions. Given that EDs are biopsychosocial condi-
tions [19], looking beyond just the social functions of DE
behaviors is essential for comprehensively understanding
these complex conditions.

Multiple qualitative studies have examined both patient
experiences of and clinician perspectives on AN. Kyri-
acou and colleagues [20] conducted focus groups with
individuals receiving in-patient treatment for AN, par-
ent caregivers, and clinicians working in the ED unit to
explore difficulties with emotions and social cognition in
AN. Regarding potential functions of AN, they concluded
that individuals may use restriction to avoid and cope
with negative emotions [20]. Additionally, Sibeoni and
colleagues [21] conducted a meta-synthesis of qualitative
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studies to examine beliefs about the causes of AN and
the experience of AN according to adolescents with the
disorder, parents, and healthcare providers. They found
that adolescents often described perfectionism, low self-
esteem, poor body image, the desire to ‘fit in, and iden-
tity difficulties as causes of their AN; the adolescents
also noted that their AN functioned to protect them,
increase their energy and self-esteem, and provide them
with feelings of being in control. Healthcare providers
cited biomedical causes of AN, and they described a need
for control (over others) as the core of the disorder [21].
Although these studies provide insight from various per-
spectives on the experience and some functions of AN,
they did not explicitly seek to understand the functions of
the restrictive behavior—rather than the causes and asso-
ciated difficulties of the full syndrome—and they did not
specifically investigate the functions of binge eating and
compensatory behaviors.

The present study

Understanding which functions are the most central
for an individual—rather than defaulting to shape and
weight concerns as driving individuals’ eating pathol-
ogy—may be important for treatment selection and
decision making. However, to our knowledge, no study
has examined the functions of restricting, binge eat-
ing, and compensatory behaviors from the perspectives
of people who engage in DE behaviors as well as clini-
cians who treat EDs. We opted to employ a qualitative
methodology, because qualitative methods such as semi-
structured interviews allow researchers to collect rich
data about individuals’ experiences that otherwise might
be overlooked with quantitative methods [22]. Using a
post-positivism epistemological framework, research-
ers acknowledge that multiple subjective experiences
of reality can exist and that research can never fully
describe one truth [23, 24]. The goal of this study was to
characterize subjective functions of different DE behav-
iors from multiple vantage points to help inform more
comprehensive, personalized case conceptualizations in
ED treatment. Given that data source triangulation is a
well-established mode of enhancing the credibility of
qualitative research (see [25, 26]), we aimed to achieve
this by conducting semi-structured interviews with both
clinicians who treat EDs (i.e., subject matter experts) and
individuals who engage in DE behaviors (i.e., experts of
their own experiences).

Methods

Participants

Participants were individuals who self-identified as
engaging in DE behaviors (n=16) and clinicians who
treat EDs (n=14). Participants were recruited using



Kinnear et al. Journal of Eating Disorders (2023) 11:141

various remote methods, such as advertisements on
[Masked] University Facebook groups and a Reddit
page dedicated to EDs. Advertisements were labeled
either, “Do you often go to extreme measures to control
your shape and weight?” or, “Have you or someone else
thought you have an eating disorder?” and indicated that
we were seeking “individuals who engage in eating dis-
order behaviors (such as restricting food intake, binge
eating, and purging)” A member of the research team
emailed clinicians across Canada, and snowball sampling
methods were used to recruit additional clinician partici-
pants. Table 1 includes participant demographic informa-
tion, and Fig. 1 includes clinician theoretical orientation.

Procedures and materials

This study received approval from [Masked] University’s
Research Ethics Board, and all participants provided
informed consent. Participants completed a semi-struc-
tured interview as part of a larger study. These interviews
were conducted via telephone due to COVID-19 pan-
demic restrictions on in-person research, which allowed
us to recruit participants internationally. Interviews were
audio-recorded, and extensive notes were taken during

Table 1 Descriptive statistics among total sample

N M/% SD Range
ED group 16
Age 16 2438 519 18-32
Gender
Woman 14 87.5
Man 1 6.25
‘Uncomfortably female’ 1 6.25
Race/ethnicity
White 12 75.00
Asian 1 6.25
Black or African American 1 6.25
Middle Eastern 1 6.25
Multi-racial 1 6.25
Body mass index (BMI) 16 23.00 810 179-51.7
Behaviors endorsed
Restriction 16 100.00
Binge eating 14 87.50
Compensatory behaviors 10 62.50
Clinician group 14
Profession
Clinical or counselling psychologist 4 2857
Social Worker 4 28.57
Dietician 2 14.28
Psychiatrist 2 14.28
Registered psychotherapist 2 14.28
Years of experience 14 1260 1190 1-39
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each interview. All participants were given the option to
enter their contact information in a raffle to win one of
six $25 prizes.

We first asked participants who engage in DE behav-
iors if they restrict their food intake, engage in binge eat-
ing, self-induce vomiting, use laxatives, and/or engage
in excessive exercise. We asked participants to describe
what each behavior “looks like” for them to understand
the presentation of their behaviors. Although we did not
conduct formal diagnostic interviews, nearly all partici-
pants described pathological eating behaviors. Subse-
quently, we asked participants “Can you tell me all the
reasons you might engage in each of these behaviors?”
and “Why do you think other people might do this that
may not apply to you?” We asked clinician participants,
“What do you think are the reasons people with eating
disorders engage in the following behaviors: restriction,
binge eating, self-induced vomiting, laxative use, and
excessive exercise?” Interview guides are provided (see
Additional file 1).

Sample size was guided by the principle of informa-
tion power, such that fewer participants are needed when
the data contain more relevant and rich information data
[27]. Data covered a breadth of DE functions, with many
participants describing functions in great detail. Addi-
tionally, throughout the interviews, many responses were
repeated [28]. Interviews averaged approximately 23 min
for the DE behavior group and 20 min for clinicians.
Two research assistants (RAs) transcribed each semi-
structured interview verbatim using Microsoft Word. A
third RA combined and reviewed the transcripts. When
RAs found discrepancies between the transcripts, the RA
combining the transcripts consulted the audio-recorded
interview.

Researcher positionality

Researcher positionality plays a critical role in shaping
the way data are generated, analyzed, and presented [29,
30]. Therefore, it is essential that we position ourselves in
relation to this analysis. The first author was responsible
for study design, conducting interviews, data analysis,
and manuscript writing. The second and third authors
served as consultants to the project and assisted with
manuscript editing. The last (“senior”) author oversaw
the project and participated in study design and manu-
script writing. All authors identify as White, cisgender,
and able-bodied. The third author identifies as a man
and the other authors identify as women. At the time of
the study, the first two authors were graduate students,
the third author was a clinician, and the fourth author
was an assistant professor, all in Southwestern Ontario.
Together, the authors have expertise in qualitative and
quantitative methods as well as EDs and treatment
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4 6 8 10 12 14

Number of Clinicians who Deliver for EDs
Fig. 1 Therapies administered by clinician participants. These therapies are not mutually exclusive; CBT-T=CBT-Ten; DBT = Dialectical
Behaviour Therapy; ACT =Acceptance and Commitment Therapy; CPT=Cognitive Processing Therapy; EMDR=Eye Movement Desensitization
and Reprocessing; EFT =Emotion Focused Therapy; IPT=Interpersonal Psychotherapy; FT=Feminist Therapy; MI=Motivational Interviewing;

IE=Intuitive Eating; CFT=Compassion-Focused Therapy

through lived experiences and/or education and training.
Having these experiences as people with lived experi-
ences of EDs and/or clinicians provides us with a unique,
though incomplete, lens through which we view these
data. While our varied experiences tune us in to different
features of the interviews, our relative homogeneity may
have resulted in gaps in our analysis.

Data analyses

The first author reviewed all 30 sets of interview notes
and created a list of 66 DE behavior functions using par-
ticipant responses. Some of these functions were similar
in nature, but they were all included to capture the dif-
ferent language participants used. This method yielded
a total of 158 potential functions of DE behaviors when
combined with functions from our research team and
extant literature on functions of maladaptive behaviors
(e.g., [4, 31-33]) The first author sorted all functions
into overarching categories and subcategories using her
knowledge of theories and mechanisms known to be
related to EDs. The first author, last author (i.e., princi-
pal investigator), and two other lab members discussed
and agreed upon these categories. We resolved disagree-
ments in categories by referring to the principal investi-
gator’s knowledge and expertise in the field of EDs and
by coming to verbal agreement. Although agreement on

these categories does not fully represent objective real-
ity (i.e., [23, 24]), we sought verbal agreement to achieve
researcher triangulation. This framework became the
codebook for the thematic analysis of the semi-struc-
tured interviews.

We conducted a codebook thematic analysis on the
semi-structured interviews, using both a semantic and
latent analytic approach (i.e., examining both overt and
underlying meanings of participant responses) and a
critical realist framework [34—37]. Using the codebook,
two RAs coded each interview. RAs took notes as they
were coding and indicated any responses that did not fit
within the identified themes. A third RA reviewed initial
codes in the transcripts to identify any additional codes
that were not noted by the other RAs. After coding was
completed, a fourth RA collated all coded sections from
the Word documents into a Microsoft Excel sheet. The
first author and coding RAs held consensus meetings
to ensure sufficient agreement on the categorization of
participants’ responses and to resolve any inconsisten-
cies. Once the codes were determined, the research team
identified the themes of the data.

The thematic analysis adhered to the trustworthiness
criteria of credibility, transferability, dependability, and
confirmability outlined by Lincoln and Guba [38], and
we established trustworthiness at multiple stages of data
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analysis, following recommendations from Nowell and
colleagues [26]. For instance, researcher triangulation
occurred at many stages of the analysis, including code-
book development, discrepancy identification, and code
determination, and the process of coding and analyzing
data has been described above in detail. Finally, because
analyses were conducted on the spectrum between latent
and semantic analyses [34], RAs often coded responses
based on participants’ explicit statements. Through a
post-positivist lens, we acknowledge that our individual
perspectives shaped the analysis of the data, and there-
fore, the following analysis is a co-construction of partici-
pants’ motivations of eating disorder behaviors.

Results

Through the analytic process, we identified four key
themes that characterize the functions of DE behaviors
from the interviews: (1) alleviating shape, weight, and
eating concerns; (2) regulating emotions; (3) regulat-
ing one’s self-concept; and (4) regulating interpersonal

To meet social
expectations/avoid
fat stigma

To control shape
and weight

To copewith fears
of food insecurity

Shape, Weight,
and Eating
Concerns

To regulate
physiological
responses

To compensate

To achieve and
maintain control or
to satisfy a
compulsion

Self Regulation

To respond to
trauma

To regulate
self-hatred

To give oneself a
sense of identity and
self-esteem
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relationships/communicating with others. Each of these
four themes was divided into subthemes of more specific
functions (Fig. 2).

Although each of these themes was well-represented in
the data, some themes were more frequently mentioned
than others. Frequency counts and examples of each
subtheme are included in Table 2. Although frequency
counts do not capture how prominent themes were in
each interview [39], we have included them to demon-
strate differences we coded in responses between clini-
cians and people who engage in DE behaviors.

Shape, weight, and eating concerns

The first key theme surrounding the functions of DE
behaviors is the role of shape, weight, and eating con-
cerns. Functions within this theme directly relate to the
appearance-related goals and physical consequences of
DE behaviors.

To avoid social
interactions or other
commitments

To prove myself to
others

To punish or push
others away

Interpersonal
Regulation/
Communication

To communicate
emotions

To seek help

To decrease

Emotion negative emotions

Regulation

To replace other

To increase positive
forms of self-harm

emotions or self-
soothe

To avoid emotions

Fig. 2 Themes constructed from interviews with 16 participants who engage in DE behaviors and 14 clinicians. Dashed lines represent functions

that overlap between categories



Page 6 of 15

(2023) 11:141

Kinnear et al. Journal of Eating Disorders

(1 [ # UDIDIUID) 3]QDJIDAD POOJ dADY PUD UMO JNOA UO

34,noA 35U 1pY1 2bpUDWI O] PIDY AJ|D31 511 1D3 03 JDYM 1O 1D3
0] UaYM 10 102 J,ubd NOA 31| pjo3 SADMJD 21aM NOA J1 1O 3|puby
03 pipy Ajjpai aq UD> 3oULPUNQGD UJ 3] BUIADY UaY1 pUD POO)
buinpy 10U Jo 3ybnoyl ay1 1snf asnp3aq ‘siapiosip buipa 0} sios
-In22.d b1q 31D 35041 ‘3|qDJIDAD AJIpD3J JOU SOM POO) pUD 3N
-aSUl pooy 21oM NOA 1™ **10 Pa121i1sal SOM pooy J1 ‘dn buimoin

(c# UpIDIUID) 10Y] J0J 3)DSUSAWOD 0] POO)
ay1Jo pu bumab Aq 11 1oy dn aypw 01 bujob a1A3y3 os ‘buva
11341 JO [013U02 1O pUD ‘y2NW 00] U3]D3 dADY O] pania2iad A3y |

(€1#1updidiipd

dnoio g3) dnxo0q 1ybu 1 abind 1snf uayl pup aApy 01 JjasAw
MOJID LUpIP | 1Y BUO| 05 J0J bUIIDIIISI SOM [ 1DY] POOJ 3Y]
103 Ub2 |, 10 AN %50 3 MOIY1 1SN{ puD 3wt} Jauup 10 SIY3 103
Ub> | 10319, ‘31| SoM 31 buoj 05 10§ BUINDIIISI JO pDAISUI ‘O

(9# upIUID)

102 3buiq 03" 5126611 Aupw buiinbal jou 01 9)q1dadsns noA
SOYDW UBYI IDY] “UOIIDAIDIS S YUIYL | '9SNDI Y] SIDYL IDY)
921bD J,UOP | ‘s3SI ISOW U] 3SOY) YIIM 216D Ajjpnidb Juop
|,9944) SDM | UdYM DLUNDI] PDY | 10 J91D3 [DUOIIOW UD W),
‘Mo NOA 10 53435 AQ UaALID S| bulipa abuiq ay1 ayif 400 Abud })

(€1# updidinbg dnoio g3) ,buoy

00] AbM U23q $31 ‘oM 31| ‘DOOJ SIYI PaaU am, 1| buiAps st fpoq
InoA ‘a1 S31°*buldLISal 2y JO 22UaNDISUOD D dYlf JO Jo1IDW
D 1SN[ SOM A|Dai 31 331 ‘SpioMIaYb awpd 1pY3 buiabuiq ayi ing

(1# upIo1UlD) 0P pNoys Au1 yuiy1 Aoy 1pym 1o

110 123dX3 10 JUbM JO pupy pub 3jdoad Jay10 1oym buiop Jo pury
AQ Jalja1 1] 10Y1 994 A3y SIAIIDXD] 1O 351249X3 10 BUIIWOA JO
bunouisai a1 sbuiyl buiop Ag os pup 1ybiam 41341 1noqo spuawW
-wod buibpipdsip buiAps 10 1yblam asoj pinoys Aay1 wayl bui
-[j21 s12uIDd ‘siaquUBW Ajjwib) ‘S1US1Dd X1 AQ OS |DUISIX3 2ADY
upd a)doad 0s|p uay1 INq 1ybiam 3soj 01 JUDM PINOM UOIUIOS
1DY1 SUOSDaI [DUIBIU $,2134] O ‘[DUIBIUJ SNSIaA [DUISIX3 15[ S,1]

(S 1 #3updidiipg dnoio (3) 1024 IDY1 2ADY | INQ ‘1DY]
JWPD JaA3 031 JUDM JUOP | 0P | 15Nl i} ‘9530 40 1yb1amiano
buiaq Jo 1paj abny siy1 2AbY Op | **31 Op 01 dADY | Yl $/934 ]

(6# UDIIUIID) 1DY1 JapUN 210W 10| D

SaIay1 1YL YUIYD [ INQq 3] Op 9]doad UOSDaI [aA3] 2204NS Y| KiaA
D a3l AJUID1IAD SIDY1 OS pUD Iyl 2Q 01 JUDM | 25nD23q 2bind
110 UIY1 3Q 01 JUDM | 9SNDIAQ 1I11SJ |, ‘a3l PUIL 112y} JO dO)
ay1 uo aq Aigpqoid pinom 1py1 2bouil Apoq JO SM3iA puD LJnis
g3 yum buipap Jo pursy soym ApogAuD Ysp pjnom nok Jj ‘s 10y}
1DYy1 yuIyl | pub 1ybiam buiboubu 3q pjnom Sauo [aA3] 204NS

(6# uDdI1IDd dnoiD G3) 1ybiam Awl j013u0 01 Japiosip bunpa
Aw pasn Ajpuuyap | 4obunok som | uaym ing ‘mou yanuw os JoN

ol 9

vl €l

A1IN23sul Pooy JO S1ea) Yum adod o]

4031331 32| 10 SI0IARYS] J2Y10 10§ 3esuadwod of

sasuodsal [ea1bojolsAyd srenbal o)

eWBIIS 18} PIOAR/SUOIIRIDAAXD [£121D0S 199W O]

1ybrom pue adeys |03U0d 0] SUIdUOD bunes pue 1yblam ‘adeys bulieird)y

9|dwex3

(u) uepiuyy (u) dnoi a3

awayigng away

sajonb ajdwexa pue 'sjunod Aduanbaly ‘sswlayl uoduN) 03 T alqel



Page 7 of 15

(2023) 11:141

Kinnear et al. Journal of Eating Disorders

(z# upIulD) utbaq

A3y1 22U0 101102 112Y1 JO 3pPISINO S UaYO 1 Ajjpo1bojoyAsd
ybnoyi uana ‘Jo3u02 J12Y1 UIYUM SI aA31jaq Aay1 1py1 buiyiouios
s1 [lo1Abyaq g3 ay1] Inq 4aulipd bulisauwop AiaA ‘ajdwbxa

10§ ‘sjuaipd buiiauwiop A1aA aAbY Aay3 ax1j ‘spalp 13410 uj
U01I2111524 1SOWID [32) OYM MOU 1YbLI S1U31J2 JO J3qUUNU D 3ADY |

(S1#updidiivg dnoio g3)

Lup2 318N pup Jou auIbpWI 01 Palil | L,UpPINO2 | 3| 51234 15Ny
(Z1# UpdidiIpd dnoio (g3) sbnip owu bujob

1noyUM ajij YaM 2dod 01 Aom D sp ‘a1 “Aj1ipd uanip Ajainjosqo
$1 U0 15310 SIY1 1Nq A|p2IpOLIad ¥2Dq JWOD S pUYy " *asn
bnup ojul buisdpjai wou) aw Juaaid sdjay OS|p 3 1Yl 95D Y1
S ‘MOU Ing "a5D2 31 L,USDM 11 ‘PaLIDIS 15iL) | uaym ‘ljpuibLio

(01 # UDIDIUID) SaNSS| 13Y10 1N0QD bUyUILY)

LuaIp Aay1 'sbuiyl asoy (b ;dn moayi | [jiM, 40 ,;dn umoiyl
3ADY [ PINOYS, 1O i SIY} UdIDa SADY JOU | PINOYS, 10 ¢SIYl UdIDa
aADY | pINOYS, JO S31I0JD3 IN0GD BUIYUIY) SI QUOWOS S BUO) SY/

(8#13updidilIp4 dnoio g3) 4o 3004 Aw bui
-bind pup bujabuiq axi Aq 1no quunu Aj239/dwiod upd | ‘05 S1y2
op 01 buryIom i asja buiyiou a1 ‘umop upiq Aw Mojys 03 paau |

(£# upIUID)

13pIosIp builba 11341 UO 310M 03 apiaap Aoy uaym ajdoad 01 ssoj
JUDDYIUbIS D31 D 1] [23) UDD 11 350] 01 pUD ‘IDY] YsInbujjai 0]
3jdoad ioj pipy 31 pub ‘[1apiosip buliba ay1] uo JUNod upd A3y

(/#3Updid1Ipg dnoio) (73) 12YDaM 1jaf | ‘SoAIIDXD| a5 O poy IO
buiabuiq Som | uaym pup buiidLISaI SDM | UdYM 3|qIpaidul 13} |

(§# upiIUID) uonDNJIS 131 3q s

PIno2 11 mouy NoA “buiyIauios aq pjno3 1140 YiM diysuonpjal
D SbY 10Y1 U0SIad J0 “1aquuaWl AjiLuby b Mouy NoA ayf ‘Siay10
1N0QqD 15[ 5,31 ADS ||, A341 SOUINAWIOS “SaLUIBUIOS ING ‘SaNISLUIAL]
10 [12bup] 1n0qD XD 01 AjA¥1] 210W 2UD 3)d03d 1LY YUY |

(6# )upddiiivg
dnoio g3) 1uawipal} 01 aUob pup QDY SIY1 YD3IQq 03 PaLL} AI|
N[ YBNoy1 UaAs ‘aw 1) |j1ys buidod aA1Da43 1S0W 341 S1 ‘Yl

SN Jj1ys buidod ppq v s1° "1 O Jaljai ay3 3] Jo pupy s Ii—Aw
$P23) JO pUIY JDY] SS211S YIOM 11 MOU JaPJO UaAS 10D | SD Uay)
PUD ‘SS341S [OOYDS JO aSNDI3q SOM 11 J3Pjo 33| D 10D | uaym Uay)
pUD ‘3WOY 1D $53435 JO 3SNDI3q AjlIDWILA SOM 11 [00YIS 3|ppIw U]
SDM | Uaym x| J1uiinq buiaq pa1upis 151y | uaym Jabunok som |
Uaym ‘0 'suospal paipjal ssalis oy abind pup abuiq | ‘Ajjoo1dA|

€l 91 uoIs;NdwoD e Ajsiies 01 40 [0IUOD URIURW PUR 9A3IYDR O] asuodsal euayds aAdepe|ew/uolie|nbai-}|as

wiIeY-J|3S JO SWOJ 12410 ade|dal o

4 / SUOIIOWS PIOAR O]

zl 6 241005435 10 SUOIOWD aASOd 3seaidou) o]

€l 91 SUOIOWS aARHIU 35219p O] uonenbas uonow]

9|dwex3

(u) uepiuyy  (u) dnois @3 awayigns awsayy

(panunuod) g ajqey



Page 8 of 15

(2023) 11:141

Kinnear et al. Journal of Eating Disorders

(S# upidIUID) diysuonpjal 1oy 2bo

-ubwi 03 J3pio uj swoldwAs ul buibpbua Ajsnoiasuodqns Jo pury
Aq diysuoipjal b Jo pupy (04303 0 210U LWdY3 YiM abpbua
2q/bwi ajdoad anpy 0 Japio Ul 3j01 ¥21s Y1 Apjd Ajsnoiosuoogns
uIpbp ‘agAow 01 bunupm 05 sdiysuonbjal 2duaN}Ul AjSNoIDS
-u02gns o1 buiAi1 Jo Aom D 3q OS|D UDD 1 YUIYT | "UOIDLISY

(8# 1updId11I04 dnoio g3),,spiom Aw asn o1 buirby

QU JNOYIIM 11 10J XSD [IM APOQq Awl 1nq ‘paau | IDYM 104 XSD O]
MOY MOUY JUOP |, ‘31| JO JOLLIDQ 1Y) UMOPYDAIQ pUD A1) 0} Aom
D 3aq uDpd A0 10U Wi, ‘3] JO d2UDIDIAAD [DUISIXS ‘Win 3 |

(ZL# upIUID) JjasAw 1nogp
12113Q (924 | U2Y1 puD, ‘pUD MOUY LUOP | /pOOD %00 3usaop Apoq
Aw | asnb2aq ‘Ipaw S1Y1 103 JUpINOYS | 210421341 05, JO 3|22 3y
a1pmadiad Aow 1oyl 'ybnoua poob Jou wi, **a1pniadiad Kom

[DIOIADY2Q 3A1IUBOD D Ul *JO 1J0S SUOIIUBOD 35041 2501 1DY)
YUIYL OS[D | UdY [ *SDUIYDS 2AIIADPDIDW 3S0Y] JOJ Sa1DSUSAUWO0I
MOY3WIOS 3] 1DY1 IO SIOIADYSq YUM JjasAu ysiund | 10yl aq
PIN02 11 **"aAl123Jap WID | 2X1f [224 | J1 “OS “SOUWIAYDS 2AdppDIDW
1UaJaYyip 10 sApjd Jo 10S [1apiosip builba ay1] 10y1 Yulyl |

(01#updpiiod dnoio @3) buiya jo pury
AIbn 10y1 wij 3snp23q 102 10U 0] AISIP 3] | 1Y) buuIyl pub
uosiad Aibn Ajawaiixa ub oy buijaa) SAomip Ajjpiauab isnf wi|

(CL# upIUID)
[]oM S31I0JD2 JUNO 21N UDD | INq 35]2 bujyIAuD 10 Poob 10U W

(/#1UpdidiIDg

dnoi9 g3) 102 031 J0U JaMOdjiM 3yl pDY | 35NDI3Q JUSIXS UD O]
w2yl uby 12113q [33J pINOM | *aulj |33} | pub Abp 10yl J|D 1D
102 J,UpIp | 3sND33q pnoid 334 p 10 Abp 1DY1 103 pIp | 3sND23Qq
pDq (324 JaY312 pinom | ‘ppay Aw ui “App (b U103 1uaADY A3y)
asnpiaq Aibuny os buiaq 1noqo bujuip|dwod som wayl Jo

2UO puUD [O0YDS 1D SPU3LL) WOS YIIM 1NO buibupy aw Som 11 J1
2I2YM aA2AWO0D K1aA pauini—ii bulipa Jou Jo [jpws bulApls

(64 ubidIUID) bUINDI} INO buibpubw Jo Aom aa22301d

D S,/ 05 SN qUINU AJ|0303 UDD SBUIYL JUBIaYIp 253y ||p ‘Buiabuiq
‘buibind ‘bunoiiisal mouy NoA asnpdaq ‘si0iApyaq g3 01 poa|
AlUID1I22 UD2 APOQ UMO INOA JO |043U03 JO AWouoIND 10 A12)0S
bunyopy Jo buijaa) 1y i ‘1ybL 001 11 Jo 1upd 2bny D S LWNDI|
(Z1# 3updidi3ipd dnoio G3) Aom ayi jjp ob buuob wi| Jupdyiubls
192} 01 bUIOD J0U Wi J1 231] SI UONDDAI DO ISOW|D UD S5anb |

3y} Jo 1pd pup uayl MWodYIubIs [33) ,UOp NOA JI ‘| 21| *-2ADY

| 1DY1 pliom ay1 Jo punoibAojd ‘a1 jpauaw ayi saydiowi 1snf

U " ipwis aq 01 bunuom Jipws bujaay 1snfaq pinod 11 Jo 1o

4 9

djay 95 o

paJ1ey-}|as a1einbal o

Y1OM-J[35 pue AHIUSPI JO SSUSS e J|353U0 SAID O]

euinels] 01 UCOQme (o]}

uonesiunuwos pue COEED@E _mCOm\_wa_mﬁ‘:

9|dwex3

(u) uepruyy  (u) dnoip a3

awlyigns

EEN |

(panunuod) g ajqey



Page 9 of 15

(2023) 11:141

Kinnear et al. Journal of Eating Disorders

(1 # UpIdIUID) sdiysuonpjal Ui A1ayps builpinobau oy

JO U0II2UNJ 343 pUD J3PIOSIp buba ub Yim 1Uaij3 3yl Yim Ajjp
-uosJadiaiur uianpd ind-ysnd p Jo pury Saiay1 0S Ajjpuonpjal
30UDISIp 21312 01 Abm D 10 ,NOK 3, ub a1 buiaq dn spusa Jo pury
1opI0sIp bulba ay1 pup 'aw Jpau 2Wo2 Juop aspa|d ayif Jo Aomp
ysnd p ayij s243y1 350j2 003 16 3jdoad uaym ayif sp Uy Inq Ul
9/doad sbujiq Japiosip buiipa ayi 0S Yonw 0S PaAO| 9q 01 JUDM

|, Mouy noA ‘ysnd p ax1| JO puly $31aY """ POM JUaUWIID3I) 3U) Ul
1n0 Apyd $1Y1 JO 10] D 235 AJJDNIDD )\ *S|PNPIAIPUI YIIM UOHDIIU
-NLIWO2 [DUOSIaAI23UI JO JILUDUAD [Ind-ysnd b Jo puly b aYij 3q
U140 UDD 2431 JUaWIYDDIID IN0QD BupjuIy] ‘235 UaYO | YUyl |

(/#1updidnipg dnoin g3) JjasAw burysiund aw
12/0 AYInb 1324 pinom A3yi mauy | asnpiaq ‘JjasAw buiysiund Aq
Wayl ysiund 03 JUDM | 05 ‘SS3|y1IOM [9a) W 24D PInom A3y |

(€14 upidIUlD) ,0p SANb NOA 3 1 JUDM
U2A3 L,UOp | pUD ‘PO0J Paau UaAa Luop | Inq djay pub ajdoad
DPa3u JOU | Op AJUO JOU JUBIDLYNS~jaS WD | ‘BulylAup paau uop |

(1 L#updidnipd dnois (73)

UMOP Juam sbulyl 1041 Aom ayi 21| pup SNoIAGo Aiah axij Som
3y Inq - *sbuiyl asoy1 pios Ajipay12ads ayif 1aAau 3y puy abp

SIYy ubw  210p 01 Appai aq 1] 01 AUjIqD Aw buisal a31) SOM
"3 a1 334 | I pUD dW UDY] Jap|o ApOGawIos builbp Som |
asnNp3q A1INIDW 3] pUD [013U0I-J[3S 3Yl] JO JIOS dUIOS pDY | AXI|
10Y1 an01d 3] 01 poy Aj3ua1sISuod | diysuonpas 1oyl Ui 31 33 |
(Z 1 # upbIulD) Aomp wiayi ysnd o uy adoad [ind Jayi1e

UDD 31 UONDIIUNWILIOD JO UWLIOJ IDY] YIIM PUD “‘UONDIIUNUILIOD
JO ULIOJ D S| 10YI YUIYL [ WY1 d1DAIID Pinod 1 ssanb [ 10
Aom 10Y3 Ul Aomp wiayl ysnd pup 2b0ssaw 1oy 21021UNWILIOD
JO pupy 01 Aom p 31 ‘mouy NoA 1oy3 1) buiyIaWos Jo WoolyIng
sasnods Aw u abind pup abuiq Jo 110s | J 0 pup ‘9jdoad 0}
,NOA JJ3, UD JO 110S pUD JabUD 31D21UNUILIOD O) ADM D S YUIyl |

(/#Updidiipg dnoin g3) ,J10 10 103 Juom isni | ‘21241 103

0] buiUDbM 10§ 1) 934 AW HDW NOA 33UIS ‘DUl []oA, ‘Ij 3G ISnf
upd | U3yl [oN, ‘i 24,43yl pup /2131 103 01 JUDM | [|/N, “fIf S Ji
(01 # upDIUID) 21DUNSDI20I O]

SI01ADY2Q J3pIOSIp buiipa ay1 asn ajdoad ‘Alisianiun ul Ajjpiadsg
(84 UbdID114D4 dnouD 3) diysuonpjai b 03Ul UosIad 1yioub
buiiq 01 aw 10§ UOSDaJ OU S21aY1 OS ‘PaIapiosip bunipa Jadns oy
PUD AZDID Wi 31| [|M 3¥1] JO 3SNX2 UD SD 1 35N | SAWIIUIOS

S S

Keme s1ayio ysnd Jo ysiund o

$I910 0} Jj3sauo anoid o

SUONOW 21eDIUNWIWOD O]

SIUSWIWWIOD 19410 JO suol1deIalul |BIDOS PIOAR O]

9|dwex3

(u) vepruyy  (u) dnoip a3

awaygns awayy

(panunuod) g ajqey



Kinnear et al. Journal of Eating Disorders (2023) 11:141

To control shape and weight

We identified the desire and need to control one’s shape
and weight as one of the most frequently reported func-
tions of DE behaviors by participants in the DE behav-
ior group and clinicians. Moreover, three participants
in the DE behavior group and one clinician mentioned
that changing shape and weight is the original reason for
engaging in DE behaviors, suggesting this function may
become less relevant as the behaviors progress. While
some clinicians firmly believed that this is the key under-
lying function or core of DE behaviors, others did not
agree. Rather than being the true core of EDs, changing
shape and weight may also be the “surface-level” reason
for engaging in DE behaviors (Clinician #9).

To meet societal expectations and avoid fat stigma

The goal of meeting societal standards (for women) and
avoiding fat stigma was closely linked to the function of
changing shape and weight, although this function was
mentioned in the context of external cues and expecta-
tions. Clinicians and participants in the DE behavior
group mentioned that engagement in DE behaviors helps
individuals keep up with societal standards and female
body ideals, some of which was reinforced through posi-
tive feedback from others in their lives. Some partici-
pants in the DE behavior group specifically noted their
desire to avoid becoming fat or “obese;” they reported
that they did not want to be the largest person in their
friend group or “turn out like [their family members who
are overweight’]” (DE behavior group Participant #11).

To regulate physiological responses

Individuals may also engage in DE behaviors to regulate
uncomfortable physiological responses, which are often a
result of DE behaviors. Participants in the DE behavior
group mainly discussed the regulation of physiological
responses in the context of binge eating due to hunger.
Clinicians echoed this sentiment, and they also described
purging behavior (i.e., vomiting and using laxatives) to
relieve gastrointestinal distress or the distress that may
follow eating as well as to feel physically empty and to
decrease bloating.

To compensate for other behaviors or lack thereof

Some individuals with DE behaviors noted that their
behaviors functioned to compensate for binge eating or
to punish themselves for not restricting or exercising
enough. When people who engage in these behaviors
“fail” to meet their behavioral goals, they might compen-
sate by restricting more or punish themselves through
binge eating. Additionally, some participants—DE behav-
ior group and clinicians—framed self-induced vomiting
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as a way to live a “normal” life, free from intense restric-
tion and the symptoms that accompany restriction (i.e.,
dizziness, weakness).

To cope with fears of food insecurity

A few clinicians (but no participants with DE behav-
iors) noted that individuals may engage in DE behaviors
because they fear future inaccessibility of food. Clini-
cians speculated that beliefs about food scarcity could
have been the result of poverty and/or views of food in
the house growing up.

Emotion regulation

The next prominent theme we identified in the data
is emotion regulation. All 30 participants mentioned
emotion regulation as a function of DE behaviors in the
interviews.

To decrease negative emotions

Many participants described DE behaviors as decreas-
ing stress and/or anxiety, with participants in both
groups noting the use of DE behaviors to decrease spe-
cific negative emotions, such as loneliness, anger, guilt,
sadness, disappointment, and boredom.

To increase positive emotions or self-soothe

Multiple clinicians and participants in the DE behav-
ior group mentioned that a function of DE behaviors
is to comfort oneself. Clinicians added that DE behav-
iors are something that people can always count on to
make them feel better when times are tough. However,
the ways in which each behavior contributes to posi-
tive emotions may differ. For example, some partici-
pants reported that binge eating feels comforting, like
“a warm hug” (Clinician #12), whereas restricting might
help to “mellow out” (DE behavior group Participant
#16), provide a feeling of safety, or increase their energy
and mood. Clinicians noted that eating, exercising, and
vomiting can be positively reinforced through reward
(i.e., endorphin release) and feelings of stimulation.

To avoid emotions

Another function that DE behaviors serve is to avoid
emotions completely. This is often accomplished
through using the DE behaviors as a distraction and to
make oneself feel numb. Some participants noted that
restriction and exercise could be solutions to stress by
making one emotionless. Clinicians often said that DE
behaviors serve to numb and trigger a state of dissocia-
tion, with some drawing comparisons to self-harm.
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To replace other forms of self-harm

A less common function of DE behaviors was to
replace other harmful behaviors and/or serve to tol-
erate distress. Two participants in the DE behavior
group highlighted that their DE behaviors prevent
them from using substances, seemingly as a form of
harm-reduction.

Self-Concept regulation

Another overarching theme of DE behavior functions
we identified is self-concept regulation or respond-
ing to maladaptive schemas. Individuals who engage
in DE behaviors may have strong negative beliefs about
themselves and their place in the world. Engaging in DE
behaviors can help them justify, cope with, and make
sense of those beliefs.

To achieve and maintain control or to satisfy a compulsion
Both clinicians and participants in the DE behavior group
frequently said that DE behaviors function to establish
control over something in one’s life when they do not
have control over other aspects of their lives, often using
this exact wording.

Another commonly cited function of DE behaviors
within this subcategory is to satisfy a compulsion or
continue a habit. For instance, one participant in the DE
behavior group stated:

If someone has an eating disorder, like you kind of
get into those compulsive behaviours and it just, you
get set in your ways and that's what makes it so diffi-
cult to break out of. So, 1 feel like sometimes if some-
one were to get like stuck in those compulsive ways,
like ‘oh I'm gonna eat this only’ or T'm gonna do
this, like all these eating disorder rules, then I think
that like once you get trapped in that cycle then it, it
just kind of happens (ED Group Participant #9).

One clinician commented on this function by not-
ing that DE behaviors do “work” for people in terms of
meeting certain needs; when they work, they become
more entrenched and embedded over time (Clinician
#8). When this occurs, the DE behaviors become their
default coping strategy. However, one clinician specifi-
cally pushed against this idea, claiming that people often
say EDs are used to maintain control, but that this can,
at times, mask an underlying need to specifically control
shape and weight.

To respond to trauma

Many participants stated that DE behaviors might be
a response to trauma or method for managing trauma.
Many people with DE behaviors gave this response
for reasons why others might engage in DE behaviors.

Page 11 of 15

For instance, some might engage in DE behaviors as
an attempt to separate themselves from their body that
was abused. Clinicians often mentioned EDs as a means
of creating safety either physically (i.e., through making
one’s body larger or smaller) or mentally (i.e., through
numbing oneself). One clinician phrased it as, “We don’t
feel we're going to be hurt in the dissociative state” (Clini-
cian #2).

To give oneself a sense of identity and self-worth

Both participants who engage in DE behaviors and clini-
cians stated that DE behaviors can give someone a sense
of identity and self-worth. Participants in the DE behav-
ior group described how DE behaviors are something
they can be the best at, and the behaviors can provide a
sense of “purpose or an identity when you don’t have a
whole lot going on in your life or feel like overwhelmed”
(DE behavior group Participant #16). That is, individu-
als may find a sense of identity through engagement in
DE behaviors. However, identification with controlling
shape, weight, and eating can also dominate and likely
shrink other parts of identity [40].

To regulate self-hatred

People who engage in DE behaviors and clinicians both
discussed DE behaviors as a method of relieving thoughts
of self-hatred or preoccupying individuals until the
thoughts dissipate. Some clinicians mentioned that DE
behaviors can serve self-harm purposes. Notably, how-
ever, some clinicians did not agree that this is a function
of DE behaviors, with one stating that there are many
ways that people damage and punish themselves that are
purely aversive, whereas food has some rewarding aspect
to it.

Interpersonal regulation and communication

The final theme of DE behavior functions we identified
was the goal of interpersonal regulation/communication.
DE behaviors can be a way for individuals to manage
their relationships and communicate with others. Impor-
tantly, clinicians were cautious to describe this as “non-
manipulative” or non-malicious; participants in the DE
behavior group did not explicitly state this.

To seek help

Both participants in the DE behavior group and clini-
cians discussed how DE behaviors can be a method of
asking for help or communicating that an individual is
“not okay”” Clinicians described how DE behaviors (and
potential weight loss that might accompany the behav-
iors) can create a sense of worry and concern in others.
Indeed, some clinicians specifically described the DE
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behaviors as a means of seeking care and support and to
have their needs met.

To avoid social interactions or other commitments

Both groups noted that DE behaviors can become a way
to avoid sexual objectification or attention. Relatedly, DE
behaviors were reported to prevent individuals from vul-
nerability, intimacy, and relationships. Participants also
discussed how DE behaviors are used to procrastinate or
avoid responsibilities/commitments. Specifically, becom-
ing the “sick person” lowers everyone’s expectations for
those with EDs (DE behavior group Participant #16).
Together, DE behaviors may enable those who engage in
them to “get out” of uncomfortable situations (DE behav-
ior group Participant #13).

To communicate emotions

Clinicians and participants in the DE behavior group
added that EDs serve to communicate one’s emotions.
One participant in the DE behavior group said that they
use their DE behaviors to communicate their anger. Cli-
nicians noted that the DE behaviors can be a voice for
clients when they feel like they cannot otherwise com-
municate pain, distress, and difficult emotions.

To prove oneself to others
Participants in the DE behavior group said restriction
can be used to prove to others that they have self-control.
Participants in this group also endorsed that one function
of DE behaviors is to prove to others they do not need to
rely on anyone for help.

To punish or push others away

A few people who engage in DE behaviors noted that
the DE behaviors can feel like a form of revenge towards
their parents. On the other hand, clinicians spoke more
about pushing others away than punishing them.

Discussion

The goal of this study was to gain a more comprehensive
understanding of the functions of DE behaviors from
perspectives of individuals who engage in DE behaviors
and clinicians who treat EDs. We identified four main
functions of DE behaviors: (1) alleviating shape, weight,
and eating concerns; (2) regulating emotions; (3) regulat-
ing one’s self-concept; and (4) regulating interpersonal
relationships or communicating with others. Although
most subthemes were cited by both groups, one sub-
theme was only mentioned by clinicians (i.e., to cope
with fears of food insecurity), and one was only men-
tioned by participants in the DE behavior group (i.e., to
replace other forms of self-harm). Additionally, we found
that some subthemes overlapped with other themes. For
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instance, participant responses regarding control were
often related to control over shape and weight, and many
negative emotions participants described are implicitly
related to social contexts (e.g., loneliness, anger, guilt,
disappointment, etc.). We also identified tension in both
participant groups regarding the primacy of shape and
weight concerns as functions of DE behaviors, such that
some participants in each of these groups claimed these
functions are the core functions of DE behaviors while
others in each group noted the opposite.

The tension surrounding shape and weight concerns
as the primary function of DE behaviors may exist for
several reasons. First, the general public has a skewed
view towards media and the perpetuation of unrealistic
body standards as a cause of EDs [41]. Some people with
DE behaviors may be hesitant to report that regulating
shape/weight is a function of their DE behaviors as they
may not want to appear hyper-concerned about their
appearance (e.g., [42]). Second, clinicians’ theoretical ori-
entations may relate to their endorsement of shape and
weight concerns as the primary function of DE behav-
iors, with cognitive behavior therapy-enhanced (CBT-E)
practitioners emphasizing the importance of shape and
weight concerns given CBT-E’s focus on overevalua-
tion of shape, weight, and their control as a core feature
of EDs [43]. However, clinicians in the study were not
explicitly asked to rank the prominence of DE behavior
functions, so many did not specify whether they believed
shape and weight concerns were the key functions of EDs.
Third, it is likely that functions vary both between and
within individuals. For example, the function of one’s DE
behaviors may be to regulate emotion, and the function
of another’s DE behaviors may be to change their shape
and/or weight. Finally, it is also possible that the initial
function of DE behaviors is to change shape and weight,
and that the functions change over time. This explanation
is consistent with habit formation theory [44] where we
may expect that individuals in earlier stages of their ED
may be more likely to engage in DE behaviors to alleviate
shape/weight concerns, whereas someone later in their
illness may be more likely to engage in DE behaviors to
satisfy a compulsion.

Another aim of this study was to learn more about
ED-specific functions. For instance, this study highlights
the variety of reasons/motivations underlying chang-
ing shape and weight, from alleviating concerns regard-
ing societal and personal beauty standards to creating
personal safety or avoiding attention from others. Fur-
thermore, the finding that individuals may engage in DE
behaviors to cleanse or purify oneself, “to disappear,” and
to avoid intimacy provides further support for the idea
that DE behaviors may arise to help an individual cope
with trauma [33, 45]. Strong correlations between trauma
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history and EDs have been well-documented, with post-
traumatic stress symptoms [46, 47] and accompanying
maladaptive beliefs about oneself being potential main-
tenance factors of DE behaviors [48]. In particular, body
shame, low self-esteem, and avoidance of intimacy or
future violence may mediate the relation between sexual
trauma and DE behaviors [49, 50], and the behaviors may
also serve to reduce tension associated with the trauma
[50]. Additionally, the function of control seems to be
quite prominent for DE behaviors [16, 51, 52]. Finally,
some individuals’ DE behaviors may be directly related
to gastrointestinal symptoms, and DE behaviors may be
perpetuated because they relieve gastrointestinal distress
(e.g., [53]). Although we identified some unique functions
of DE behaviors, this study adds support to known func-
tions of maladaptive behaviors, such as emotion regula-
tion and interpersonal regulation/ communication [54,
55].

Clinical implications

Taken together, these data highlight the diversity of func-
tions that DE behaviors serve, with individual differences
across participants. The four major themes provide sup-
port for the maintenance factors in the transdiagnostic
model of CBT-E “broad” (i.e., core low self-esteem, per-
fectionism, mood dysregulation, and interpersonal dif-
ficulties; [15]), and the various subthemes add deeper
conceptual understandings. Additionally, case concep-
tualization is a critical piece of treatment. One aspect
of case conceptualization for DE behaviors includes
identifying clients’ motives to engage in them, or what
need the DE behaviors fulfil for each individual; identi-
fying the specific reasons an individual may engage in
specific DE behaviors and matching other treatments
to these functions could potentially improve outcomes.
For instance, Interpersonal Psychotherapy focuses on
interpersonal difficulties rather than on ED symptoms
and is the leading alternative treatment to CBT-E for
non-underweight patients [43, 56]. For clients whose
DE behaviors serve interpersonal functions, Interper-
sonal Psychotherapy may be more effective at address-
ing the causal mechanism underlying their behaviors.
Conversely, many people with EDs experience elevated
shame and self-criticism, which may best be treated by
Compassion-Focused Therapy for EDs or mindfulness-
based therapies [11, 57]. Clients whose DE behaviors
function to regulate trauma responses may benefit from
treatment such as Cognitive Processing Therapy [58],
Prolonged Exposure [59], Michael White’s Narrative
Therapy [60], or integrated cognitive-behavioral therapy
for co-occurring ED and posttraumatic stress disorder
[61]. Furthermore, even when shape and weight concerns
are the primary motivator of one’s DE behaviors, clients
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and clinicians learning more about fat acceptance/activ-
ism may help address fat phobia, and feminist perspec-
tives may be beneficial to people who believe they must
conform to societal standards. Similarly, teaching clients
they can tolerate the discomfort of living in a larger body
or engaging in deliberate fat embodiment might address
fear of weight gain [62, 63].

Strengths and limitations

Limitations of this study include the relatively few par-
ticipants in the DE behavior group who engaged in com-
pensatory behaviors and the demographic homogeneity
of the sample. Indeed, participants in the DE behavior
group were primarily adult white women; thus, functions
that may be more relevant to individuals from minor-
itized and marginalized groups, men or individuals of
other genders, and children/adolescents may not have
been identified in this study, limiting the breadth and
generalizability of findings. Therefore, this study is a first
step toward comprehensively understanding the func-
tions of DE behaviors. It is also important to note that we
interviewed people with DE behaviors and clinicians who
treat EDs, so participant groups may have been report-
ing about different behaviors and levels of severity. With
that said, not all individuals who engage in DE behaviors
meet narrow diagnostic criteria for an ED, and partici-
pants in the DE behavior group may never have had the
opportunity and resources to receive a diagnosis. Addi-
tionally, we did not collect data on whether clinicians had
lived experience with an ED, so it is possible that some
clinicians may have had lived experience and responded
through that lens. We also did not collect demographic
data on the clinicians. Finally, although a unique feature
of this study is the direct investigation of DE behavior
functions, it is possible that this concept did not resonate
with participants. To generate a richer dataset, it would
have been beneficial to explore with participants the
assumption that DE behaviors serve some function for
them. Similarly, given the targeted focus on DE behavior
functions, we did not collect additional data on partici-
pants’ other lived experiences, such as substance abuse or
trauma history, which may uniquely affect the functions
of DE behaviors.

Despite these limitations, this study has several
strengths, including the inclusion of people who engage
in DE behaviors and clinicians who treat EDs from
across Canada and internationally. Taking both these
“insider” and “outsider” perspectives provides a rich-
ness in the data that might have been overlooked oth-
erwise [64]. Clinicians had a range of experiences in
terms of their professions, treatment approaches, and
their years of experience. Future research should focus
on individuals from underrepresented groups to gain



Kinnear et al. Journal of Eating Disorders (2023) 11:141

an even greater understanding of the functions of DE
behaviors and implications for treatment. Additionally,
future research should systematically measure these
functions of DE behaviors to understand whether they
provide unique ways of understanding the develop-
ment, maintenance, or treatment of EDs.

Conclusion

This study demonstrated numerous reported func-
tions of restricting, binge eating, and compensatory
behaviors, according to individuals who engage in DE
behaviors and clinicians who treat EDs. We condensed
and organized these functions into four themes and
corresponding subthemes. All participants acknowl-
edged that DE behaviors serve some function with the
specific functions dependent on the individual. Even if
these unique functions are not essential mechanisms
of the behaviors, identifying functions within these
themes and linking them to treatment in a meaningful
way may be validating for people with EDs and enhance
treatment engagement. Additionally, given that many
individuals with EDs do not maximally benefit from
treatment, addressing other needs or functions served
by DE behaviors may improve treatment outcomes.
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