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Abstract
Background
Grazing, the repetitious and unplanned eating of small amounts of food with or without a sense of loss of control (LOC), is an eating pattern of recent interest which is highly prevalent in eating disorders and obesity. The current study aimed to (1) assess psychometric properties of a short inventory of grazing (SIG), consisting of a “grazing in general” item and a “compulsive/LOC grazing” item and (2) examine associations between compulsive and non-compulsive grazing and body mass index (BMI), eating disorder psychopathology, distress and health-related quality of life.

Methods
Participants recruited from a university and the community (n = 227; 75.3% female; age = 25.00 (9.88; 17.58–57.17) years; BMI = 23.24 (4.91, 14.20–46.06) kg/m2) completed an online test battery including the SIG. Parametric and non-parametric statistics were computed to assess internal consistency, test-retest reliability and construct validity, to test associations between the SIG and the other study variables, and to examine between-group differences.

Results
The SIG demonstrated appropriate psychometric properties. Results indicated that both grazing in general and low-frequency LOC grazing are common; however, LOC grazing of moderate-severe frequency and/or associated with marked distress is unusual. Frequency of LOC grazing, but not grazing in general, was significantly associated with higher BMI, psychological distress, compensatory behaviours and lower mental health-related quality of life. The presence of compulsive grazing was also associated with eating disorder caseness and binge-type eating disorder diagnostic groups.

Conclusions
Results support the positioning of “compulsive” LOC grazing on a continuum of problematic eating. The SIG is a parsimonious measure of this eating pattern of emergent interest.
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Plain English summary
Grazing is the repetitive and unplanned eating of small amounts of food that sometimes includes a feeling of loss of control, i.e. that you cannot stop or resist eating. Grazing is common in eating disorders and obesity. This study aimed to (1) test a new, two-question measure of grazing in general and grazing with a sense of loss of control and (2) look at connections with related concepts. Two hundred and twenty seven university and community participants (mainly female, average age 25 years, average body mass index in the “healthy” range) completed questionnaires online. The Short Inventory of Grazing (SIG) suitably measured how often grazing takes place. Grazing was common, but grazing with loss of control that happened at least four times a week and/or which caused strong distress (upset) was unusual. Only grazing with loss of control was related to higher body mass index, likelihood of having an eating disorder, compensating for overeating, more psychological distress, and worse mental health-related quality of life. Grazing with a sense of loss of control seems to be an unhelpful eating behaviour.

Background
Both obesity and eating disorders (ED) are global contributors to disability, morbidity and mortality [1, 2]. Thus far, research into eating behaviours present in ED and obesity has predominantly targeted binge eating [3], although eating patterns in both ED and obesity are highly diverse, and the full range of eating behaviours to be addressed in treatment is not clear at present [4]. Grazing is one other eating pattern of interest that has been identified in ED and obesity, and which is relatively common in these groups [5, 6]. For obese samples, mean pooled prevalence of grazing was found to be approximately 30% in weight loss treatment settings, and approximately 23% in the community; in ED samples seeking treatment, prevalence was approximately 60% [7]. Less is known about the prevalence of grazing in normative samples. A prior study surveying grazing presence and frequency in a non-clinical sample of university students indicated that approximately 90% of participants endorsed some grazing, with 21% grazing on approximately half the number of days over the past month, 12% grazing most days, and 5% grazing every day [8].
One of the reasons for the considerable variance in prevalence estimates is the lack of consistency regarding the features of grazing in the overall body of literature. However, recent research has coalesced around a definition based on expert consensus [9], characterising grazing as the repetitive eating of small/modest amounts of food in an unplanned manner, with two subtypes: “compulsive” grazing, which incorporates a sense of loss of control (LOC; i.e. a sense that one cannot resist grazing), and “non-compulsive” grazing, where a sense of LOC is absent. A recent systematic review of grazing in obesity and ED [7] suggests that where LOC is present, associations exist with lower mental health-related quality of life (MHRQoL), higher psychological distress, more severe ED psychopathology (such as lower body image, more severe and frequent binge eating), and less successful weight reduction treatment outcomes. In adult non-clinical samples, grazing associated with a sense of LOC has been found to be positively correlated with BMI and psychological distress [10] and to have stronger associations with eating disorder psychopathology than non-compulsive grazing [11]; additionally, very recently a significant positive association has also been found between compulsive grazing and food addiction severity (based on the Yale Food Addiction Scale, which uses a substance dependence disorder symptom model modified for eating behaviours) [12]. Although this is changing, there is still a paucity of information on this pattern of eating in community-based samples, ED samples, as well as in persons with overweight/obesity not seeking weight loss treatment, or seeking non-surgical treatment.
Given that clinical and research interest in grazing is relatively recent, few measures for this pattern of eating exist. The Grazing Questionnaire (GQ) [3] (English) and the Rep(eat)-Q [10] (Portuguese and Norwegian) are the only validated measures that have been specifically developed to examine this pattern of eating. The GQ measures the severity of grazing based on proportion of time spent engaging in aspects of this behaviour, and contains a “grazing” factor, and a “LOC” factor. The GQ, however, does not provide frequency of grazing occasions over a particular time period, e.g. on a weekly basis. The Rep(eat)-Q does collect frequency data, but only over the past four weeks, which is a relatively short time frame for establishing if an enduring pattern exists (e.g. the DSM-5 criteria for bulimia nervosa (BN)/binge eating disorder (BED) require a three-month history of binge eating, an eating behaviour which is also characterised by a sense of LOC [13]). Additionally, the Rep(eat)-Q is a 12-item measure, which is less convenient to use in screening batteries or epidemiological studies, where brevity is an important consideration.
Neither the GQ or the Rep(eat)-Q include information on whether this form of eating is associated with distress specifically related to grazing itself (conceptually similar to distress due to binge eating, which is a diagnostic criterion for BED), or if it is associated with a decrease in health-related quality of life (HRQoL), similar to ED behaviours [14, 15]. These considerations are especially pertinent in determining whether grazing with or without a compulsive element represents a psychopathological eating behaviour requiring specific clinical attention, a matter which is still unclear.
Therefore, the aims of the current study are: (1) to validate a short inventory of grazing (SIG) which includes a compulsive dimension, and which follows the DSM-5 diagnostic style in terms of defining grazing behaviour and specifying frequency over the past 3 months; and (2) to compare compulsive and non-compulsive grazing in terms of BMI, ED psychopathology, grazing-related distress, general psychological distress and HRQoL.

Methods
Design
This was a prospective, descriptive study. Dependent variables were participants’ scores on the various study measures, including the SIG, ED symptomatology, HRQoL, and BMI.

Item development
The SIG items were developed after canvassing the literature for defining features of grazing [7, 9], and following discussion with ED experts (co-authors ST and PH). Prior expert consensus found that (1) “repetitive” and (2) “unplanned eating” of (3) “small/modest amounts of food” were the primary defining features of grazing. Hence, the definition of grazing used in the first item of the SIG, assessing grazing in general (GRG), is: “repeatedly (more than twice in the same time period during the day) picking or nibbling small amounts of food outside of planned meals and snacks.” Given the aim of investigating a “compulsive” subtype of grazing including a sense of LOC, a second item was developed (GRLOC), following the definition of compulsive grazing presented in Conceição et al. [9] (and subsequently used in Conceição et al. [10]), i.e. occasions of grazing associated with a sense of not being able to resist eating, or being driven/compelled to eat.
Frequency is rated for both items on a seven-point scale (0 to 6) ranging from “none at all” to “eight or more times per week”. This reflects a DSM-5 style categorisation of severity based on frequency of BE in BED and BN, i.e. mild: 1–3 episodes per week; moderate: 4–7 episodes per week; and severe/extreme: ≥ 8 episodes per week. The SIG has been included in Additional file 1.

Participants
A non-clinical sample consisting of 227 participants was selected for this study, consisting of university students (n = 153) and general community members (n = 74). University students chose to participate in the study via an online research participation system for University of Sydney psychology students, while community participants had access to the study information and a link to the survey on community websites such as Gumtree Australia. A self-selected subset of student participants (n = 51) completed the SIG a second time, after an interval of two weeks, for test-retest reliability. As reimbursement, university participants received course credit; community participants did not receive reimbursement. In order to maximize sample heterogeneity, no restrictions were placed on inclusion characteristics (e.g. BMI, sex, etc.), however participant data were only included if participants completed basic demographics and the SIG at a minimum, which represented approximately 50% of the survey. Sixty-tree recorded responses did not meet this criterion, and there were seven repeated responses; hence, out of 297 total responses, 70 (23.57%) were considered invalid and were not used.
All participants resided in Australia, and were predominantly of Caucasian (50.7%) or Asian (41.0%) ethnicity; most participants (92.5%) had completed at least 12 years of education, and most (63.4%) were single. The majority were physically healthy; in terms of psychological health, 46 (20.3%) reported current anxiety, 35 (15.4%) current depression, and 15 (6.6%) a current ED. For full demographic and health-related sample characteristics see Additional file 2.
As the community and university participants differed on demographic variables such as age, BMI and sex distribution, initial analyses were carried out to determine if differences existed between these subgroups in terms of the study outcomes. No significant differences were found between the groups in terms of grazing frequency/severity distribution, association with ED diagnostic group, or ED caseness, and when examining associations between the SIG and the other study measures, the two groups yielded a similar pattern of results. Therefore, the groups were merged to increase power, and subsequent analyses were conducted on the pooled sample data.
The study was approved by the University of Sydney Human Research Ethics Committee, and online written informed consent was obtained from all participants.

Measures
The following measures were included in the study survey:
Demographic questions and brief health screen
This questionnaire included sociodemographic items such as age, sex, ethnicity, education level, postcode (for estimating income, using the ABS Estimates of Personal Income for Small Areas) [16], and health screening items such as mental and physical health conditions, and weight loss attempts.

BMI
This was calculated as kg/m2 based on self-reported weight and height. This was then categorised using the WHO adult BMI classification [17].

Grazing distress
A single item assessing severity of distress regarding grazing was used. The question asked, “Is the grazing you experience usually associated with distress?” was answered on a four-point scale: “N/A as I do not graze”, “Not at all”, “Yes - a little” or “Yes - a lot”. This item was based on the DSM-5 distress criterion for BED, i.e. presence of “marked distress”; this was operationalised as the endorsement of the “Yes – a lot” option.

Depression Anxiety Stress Scale (DASS-21) [18]
This 21-item self-report measure consists of three subscales each containing seven items assessing depression (e.g. “I couldn’t seem to experience any positive feeling at all”), anxiety (e.g. “ I felt I was close to panic”) and stress (e.g. “ I felt that I was using a lot of nervous energy”) severity experienced over the previous week. Responses are rated on a four-point scale, ranging from “Did not apply to me at all” to “Applied to me very much, or most of the time”. Higher scores indicate higher symptom severity. Cronbach’s alpha for the study sample was .922, .804 and .871 for the depression, anxiety and stress subscales, respectively, and .937 for the total score.

Grazing Questionnaire (GQ) [3]
This seven-item self-report instrument measures the severity of grazing behaviour in general rather than over a particular time frame. Items (e.g. “Do you eat more or less continuously throughout the day or during extended parts of the day (e.g., all afternoon)?”) are answered on a five-point scale ranging from “Never” to “All of the time”. Higher scores indicate more severe grazing. The GQ encompasses two factors: a “grazing” factor and a “LOC over grazing” factor. Cronbach’s alpha for the study sample was .908 for the GQ, .897 for the grazing factor and .900 for the LOC factor.

Eating Disorder Examination-Questionnaire (EDE-Q) [19]
This self-report measure assesses ED psychopathology over the previous 28 days and produces frequency information on episodes of objective overeating (OOE), objective and subjective binge eating (OBE and SBE), compensatory behaviours and driven exercise, as well as a global eating psychopathology score, and four subscale scores (restraint, eating concern, shape concern, weight concern). Examples of items include: “Have you gone for long periods of time (eight hours or more) without eating anything at all in order to influence your shape or weight?”, and “Have you had a definite fear that you might gain weight?” Cronbach’s alpha for the study sample was .957 for the global score, and .834, .849, .927, .862 for the Restraint, Eating Concern, Shape Concern, and Weight Concern subscales, respectively.

Binge Eating Scale (BES) [20]
The BES is a 16-item questionnaire assessing the presence and severity of binge eating symptomatology. Each item presents a range of three to four statements regarding an aspect of binge eating (e.g. “I can control my impulses towards food” to “I feel totally unable to control my relationship with food and I try desperately to fight my impulses toward food.”) In the current study, Cronbach’s alpha for the BES was .922.

Dutch Eating Behaviour Questionnaire (DEBQ) [21]
The DEBQ is a 33-item instrument assessing emotional, external and restrained eating behaviour. Items are rated on a five-point scale ranging from “Never” to “Very often”. Only the Emotional Eating subscale (13 items; e.g. “Do you have a desire to eat when you are feeling lonely?”) and External Eating subscale (10 items; e.g. “ Do you eat more than usual, when you see others eating?”) were used in the current study; these exhibited Cronbach’s alpha of .956 and .876, respectively.

Loss of Control Over Eating Scale-Brief (LOCES-B) [22]
The LOCES-B is a seven-item scale assessing degree of LOC while eating (e.g. “I felt helpless about controlling my eating.”) Frequency of different aspects of LOC while eating in the past 4 weeks is rated on a five-point scale ranging from “Never” to “Always”. Item scores were averaged to generate a mean total score. In the current study, Cronbach’s alpha for the LOCES-B was .951.

Medical Outcomes Study Short Form (SF-12) [23]
The SF-12 is a 12-item measure of HRQoL (e.g.: “During the past four weeks, how much did pain interfere with your normal work, including both work outside the home and housework?”). Two summary scores are generated: the Mental Component Summary (MCS) reflecting MHRQoL and Physical Component Summary (PCS) reflecting physical health-related quality of life (PHRQoL). These range between 0 and 100 with a mean of 50 and standard deviation of 10, and with increasing values equating to better HRQoL. In this study, Cronbach’s alpha for the SF-12 was .816.

Self-Report Habit Index (SRHI) [24]
THE SRHI is a 12-item instrument that measures self-reported perceptions of habit strength for an identified behaviour (in the current study, grazing; e.g. “Grazing is something…I do automatically.”) Answers are rated on a seven-point scale ranging from “Strongly disagree” to “Strongly agree”. Responses were summed to create an overall score. Cronbach’s alpha for the SRHI was .962. A different scoring algorithm, utilising only four of the items, yields a “behavioural automaticity index” (SRBAI), which was also calculated; its Cronbach’s alpha was .940.

Social Desirability Scale (SDS-17) [25]
The SDS is a 17-item instrument assessing an individual’s propensity for portraying themselves in a favourable manner, and was included in this battery in order to capture potential bias in self-reporting of grazing behaviour. Items (e.g. “I sometimes litter.”) are endorsed on a dichotomous “true”-“false” scale. Higher scores indicate higher social desirability. In the current study Item 4 was omitted, as instructed by the creators of the scale, due to its lack of validity in certain populations [25]. The Kuder-Richardson 20 internal consistency coefficient for the present study was .685.

ED research classification
Based on symptoms endorsed on the EDE-Q, algorithms were designed to classify participants into groups defined by clusters of symptoms that were similar to those found in anorexia nervosa (AN), BN, BED-Broad (i.e. criteria A, D, E and F of DSM-5 BED), other specified feeding or eating disorder-AN (OSFED-AN; i.e. atypical AN), OSFED-BN (atypical BN), OSFED-BED (atypical BED) and OSFED-PD (purging disorder), similar to Hay et al. [26] and Berg et al. [27], using DSM-5 criteria. For these algorithms, see Additional file 3.

ED caseness
An additional method for distinguishing ED cases from non-cases was employed, based on that derived by Mond et al. [28]: (1) EDE-Q Global Score ≥ 2.3 AND (2) the occurrence of any OBEs, OR exercising for weight or shape reasons at least once per week.


Procedure
The SIG, grazing distress item, and the other questionnaires describe above, were included in an online survey delivered using the Qualtrics online survey software and completed by the entire sample. Test-retest data for the SIG only was collected from a subset of 51 university participants, following an interval of two weeks.
The psychometric properties of the SIG were assessed by applying the criteria of adequacy for measurement properties as defined by Terwee et al. [29] and modified by Burton et al. [30].

Statistical plan
Data were cleaned prior to analysis and inspected for erroneous values and for normality. As many of the study instruments measure atypical behaviour or symptoms (e.g. OBE, depression severity), many of the obtained data were not normally distributed; therefore, robust or nonparametric tests were used where this was the case, as described below. Alpha was set at .05, unless otherwise noted.
Internal consistency for the SIG was tested with Spearman-Brown coefficient, as well as Cronbach’s alpha; it has been demonstrated Cronbach’s alpha is robust to departures from normality in sample sizes of at least 100 [31], and that the Spearman-Brown coefficient is less biased than alpha for two-item measures [32]. Test-retest reliability was calculated using Wilcoxon’s Signed-Rank Test and Kendall’s tau-b.
Correlations between the SIG and related measures was calculated using Kendall’s tau-b association (for non-normally distributed data); effect sizes were based on Cohen’s guidelines for r. As Kendall’s tau-b is not directly interpretable and yields smaller values than r, a conversion was employed [33, 34] which provided the following cut-offs for effect size: small: tau = .06 (equivalent to r = .1); medium: tau = .19 (equivalent to r = .3); large: tau = .33 (equivalent to r = .5). Between-group differences were tested with one-way ANOVA, as this has been shown to be robust to violations of the normality assumption [35, 36], or where group variances were heterogeneous, Welch’s Test was used instead. Omega-squared was used for effect size in between-group comparisons, using the formula provided by Carroll et al. [37], as it has been shown to be less biased than eta-squared, especially in the presence of non-normality or heteroscedasticity [38–40]; effect size cut-offs of .01 for small, .06 for medium and .14 for large were used. Given the substantial number of validation measures used, alpha was set at .01 for correlations and between-group analyses, to limit the type I error rate.
Predictive validity was tested with multiple linear regression, using heteroscedasticity-consistent standard error estimators where required (i.e. where the homoscedasticity assumption was not met), using the RLM macro [41, 42]. Association between the presence of compulsive grazing and BMI categories/ED diagnostic groups was conducted using Pearson chi-square, or Fisher’s Exact Test for small (< 5) cell counts. All reported analyses were conducted using the IBM SPSS Statistics 22 program.


Results
Frequency of grazing and distress
Frequency of grazing as measured by SIG and the level of distress due to grazing is listed in Table 1. Most participants endorsed “mild” or “moderate” grazing (66.5%), with 14.5% endorsing “severe” grazing. One hundred and ninety-five participants (85.9%) had no or “mild” LOC grazing, with only 14.1% experiencing “moderate” or “severe” LOC grazing; 9.7% of participants endorsed marked distress due to grazing. Scores obtained by the sample on the study measures are recorded in Additional file 4.Table 1Frequency of grazing and distress due to grazing


	 	 	SIG 1 GRG Frequency (%)
	SIG 2 GRLOC Frequency (%)
	Grazing distress
	Frequency (%)

	Sample groups

	 Total sample
	No grazing
	17 (7.5)
	90 (39.6)
	None
	95 (41.9)

	 	< 1/wk
	26 (11.5)
	42 (18.5)
	A little
	93 (41.0)

	 	Mild (1–3)
	80 (35.2)
	63 (27.8)
	A lot
	22 (9.7)

	 	Moderate (4–7)
	71 (31.3)
	26 (11.5)
	 	 
	 	Severe (8+)
	33 (14.5)
	6 (2.6)
	 	 
	 University sample
	No grazing
	10 (6.5)
	67 (43.8)
	None
	66 (43.1)

	 	< 1/wk
	19 (12.4)
	31 (20.3)
	A little
	65 (42.5)

	 	Mild (1–3)
	57 (37.3)
	34 (22.2)
	A lot
	12 (7.8)

	 	Moderate (4–7)
	47 (30.7)
	18 (11.8)
	 	 
	 	Severe (8+)
	20 (13.1)
	3 (2.0)
	 	 
	 Community sample
	No grazing
	7 (9.5)
	23 (31.1)
	None
	29 (39.2)

	 	< 1/wk
	7 (9.5)
	11 (14.9)
	A little
	28 (37.8)

	 	Mild (1–3)
	23 (31.1)
	29 (39.2)
	A lot
	10 (13.5)

	 	Moderate (4–7)
	24 (32.4)
	8 (10.8)
	 	 
	 	Severe (8+)
	13 (17.6)
	3 (4.1)
	 	 




Psychometric properties of the SIG
Internal consistency
Spearman-Brown split-half reliability coefficient, as well as Cronbach’s alpha, were obtained. The SIG displayed acceptable internal consistency (Spearman-Brown coefficient = 0.73; Cronbach’s alpha = 0.72). The two items displayed a strong association with each other (Kendall’s tau-b = .468, p < .001).

Reliability
Test-retest reliability was calculated for a university sample subset (n = 51) after an interval of two weeks. The results showed good test-retest reliability for the GRLOC item, with paired sample tests finding no significant difference between Time 1 and Time 2 scores (Wilcoxon Signed-Rank Z = −.54, p = .588). Scores on the GRG item, however, did show a significant difference between Time 1 and Time 2 (Wilcoxon Signed-Rank Z = − 3.19, p = .001). Associations between Time 1 and Time 2 scores were significant at p < .001 for both items: GRG Kendall’s tau-b = .82, GRLOC Kendall’s tau-b = .68.

Construct validity
SIG scores were not significantly associated with age or sex. Only GRLOC was positively associated with BMI (Kendall’s tau-b = .184, p < .001).
Convergent validity was assessed by calculating associations between the two SIG items and measures of ED psychopathology, BMI, and other theoretically-related constructs (see Table 2). Significant, positive associations were identified between the SIG and all included measures of ED symptoms (with the exception of restraint and compensatory behaviours, which were only significantly associated with GRLOC and not GRG); these were within the medium-to-large range for GRLOC, and small-to-medium range for GRG, indicating good convergent validity of the SIG.Table 2Associations between SIG items and demographic characteristics, psychological, weight and eating variables


	 	SIG1 - GRG
	SIG2 - GRLOC

	
                                n = 227
                              

	 Age
	.016
	.083

	 Sex
	−.106
	−.067

	 BMI
	.079
	.184a

	 Distress due to grazing
	
                                .205
                                a
                              
	
                                .433
                                a
                              

	 DASS-21 D
	.059
	
                                .189
                                a
                              

	 DASS-21 A
	.072
	.177b

	 DASS-21 S
	.069
	
                                .207
                                a
                              

	 DASS-21 T
	.071
	
                                .220
                                a
                              

	
                                n = 219
                              

	 EDE-Q OOE
	.172b
	
                                .362
                                a
                              

	 EDE-Q OBE
	
                                .228
                                a
                              
	
                                .519
                                a
                              

	 EDE-Q SBE
	.170c
	
                                .410
                                a
                              

	 EDE-Q Vomiting
	.087
	
                                .189
                                c
                              

	 EDE-Q Laxative use
	−.025
	
                                .192
                                b
                              

	 EDE-Q Driven exercise
	.076
	.184b

	
                                n = 226
                              

	 EDE-Q Restraint
	.107
	
                                .356
                                a
                              

	 EDE-Q Eating Concern
	
                                .221
                                a
                              
	
                                .472
                                a
                              

	 EDE-Q Shape Concern
	.166b
	
                                .371
                                a
                              

	 EDE-Q Weight Concern
	.166b
	
                                .392
                                a
                              

	 EDE-Q Global
	.166b
	
                                .422
                                a
                              

	
                                n = 213
                              

	 BES
	
                                .299
                                a
                              
	
                                .589
                                a
                              

	
                                n = 210
                              

	 DEBQ Emotional
	
                                .279
                                a
                              
	
                                .498
                                a
                              

	 DEBQ External
	
                                .385
                                a
                              
	
                                .405
                                a
                              

	
                                n = 215
                              

	 LOCES
	
                                .327
                                a
                              
	
                                .606
                                a
                              

	 SHRI Total
	
                                .542
                                a
                              
	
                                .431
                                a
                              

	 SHRI BAI
	
                                .478
                                a
                              
	
                                .427
                                a
                              

	 GQ Grazing
	
                                .609
                                a
                              
	
                                .466
                                a
                              

	 GQ LOC Grazing
	
                                .374
                                a
                              
	
                                .629
                                a
                              

	 GQ Total
	
                                .556
                                a
                              
	
                                .589
                                a
                              

	 SF-12 PCS
	.018
	−.001

	 SF-12 MCS
	−.031
	
                                -.215
                                a
                              

	
                                n = 209
                              

	 SDS17 (16-item)
	−.092
	-.177b


Note. a p < .001;b p = .001; c p = .002. Associations represent Kendall tau-b values. Bold figures indicate significant associations with a medium or larger effect size



The SIG demonstrated good divergent validity; as expected, only GRLOC, and not GRG, was significantly and positively associated with psychological distress and negatively associated with MHRQoL and social desirability. Consistent with previous research on grazing, no associations were found between either of the SIG items and PHRQoL.
The SIG demonstrated good concurrent validity; associations with the GQ and its two factors [3] yielded significant positive associations in the large range. Associations were, however, < 0.80, which indicates that although the two questionnaires are highly related, they are not identical.
ANOVAs were performed to determine if the SIG could differentiate between subgroups of participants who were classified as ED cases and non-cases using the criteria determined in Mond et al. [28], participants who did and did not meet research criteria for an ED diagnosis based on EDE-Q responses, and participants whose BMIs fell into the “obese” range vs the “non-obese” range. SIG scores (both GRG and GRLOC) were significantly higher for participants classified as cases (GRG: 3.76 (±1.62) vs. 3.10 (±1.78), F(1, 221) = 6.45, p = .012, omega-sq. = 0.025; GRLOC: 2.71 (±1.64) vs. 1.06 (±1.37), Welch statistic (1, 95.20) = 49.59, p < .001, omega-sq. = 0.180). Similarly, SIG scores were significantly higher for participants who met research criteria for an ED diagnosis than those who did not (GRG: 3.90 (±1.70) vs. 2.87 (±1.69), F(1, 217) = 19.27, p < .001, omega-sq. = 0.077; GRLOC: 2.70 (±1.70) vs. 0.77 (±1.05), Welch statistic (1, 120.67) = 87.03, p < .001, omega-sq. = 0.282). GRG scores were not significantly different for participants with and without obesity (3.65 (±1.87) vs. 3.28 (±1.75), F(1, 225) = .83, p = .365), and GRLOC scores for these two groups were marginally significantly different (2.15 (±1.93) vs. 1.47 (±1.62), F(1, 225) = 3.09, p = .080, omega-sq. = 0.009).

Floor and ceiling effects
As seen in Table 1, < 15% of participants achieved the lowest or highest possible scores on either item of the SIG, suggesting that the scale used is able to reflect different frequency levels of this behaviour in the sample.


Compulsive vs non-compulsive grazing
Since GRG as defined in Item 1 of the SIG encompasses both LOC grazing and non-LOC grazing, further analyses were undertaken to compare the participants who only engaged in non-LOC grazing (GRLOC-; n = 73) and those who engaged in any degree of LOC grazing (GRLOC+; n = 137). Significant differences were found on most variables as outlined below, and effect sizes for these differences were generally in the medium to very large range. Full results of one-way ANOVAs/Welch Tests comparing these two groups are presented in Additional file 5.
Age was not found to significantly differ between the groups (p = .115), and no significant association with sex was found (X2(1) = 0.012, p = .914).
Compulsive grazing and BMI
The GRLOC+ group had a higher BMI (closer to the “overweight” range) than the GRLOC- group (24.13 (±5.03) vs 21.82 (±3.65), p = .001). Further analyses were conducted to test if the presence of compulsive grazing was predictive of a BMI increase. Controlling for age, sex, household income, marital status and education, as well as for presence of OBEs/SBEs, the presence of GRLOC+ did significantly predict an increase in BMI of 1.14 kg/m2 over GRLOC- (95% CI [0.05, 2.23], SE = 0.55, t(194) = 2.06, p = .041). The severity of GRLOC also significantly predicted an increase in BMI, such that for every increase in severity category, BMI was predicted to increase by 1.29 kg/m2 (95% CI [0.09, 2.49], SE = 0.61, t(211) = 2.12, p = .035).
No significant association was found between compulsive grazing and the presence of a BMI above the “healthy” range (X2(1) = 2.28, p = .131), or the presence of obesity specifically (X2(1) = 1.37, p = .243). To assess this descriptively, BMI was examined across grazing severity levels; for all GRG severity levels, as well as for mild or moderate GRLOC, mean BMI was in the “healthy” range. For severe LOC grazing, mean BMI fell into the “obese” range (31.55 (±10.77) kg/m2), however, this group only contained six cases.

Compulsive grazing and ED
The GRLOC+ group experienced more severe eating psychopathology (including higher frequency and severity of BE, p < .001; more severe emotional and external eating, p < .001; and more severe LOC over eating, p < .001), and higher grazing habitualness (p < .001) than the GRLOC- group. No differences were found for compensatory behaviours (p > .01 for all).
In terms of research ED diagnoses, there was a statistically significant association between the presence of GRLOC+ and EDE-Q BN (X2(1) = 9.23, p = .002, phi = .210) and EDE-Q BED-Broad (X2(1) = 11.77, p = .001, phi = .241), and the association with EDE-Q OSFED-BED reached marginal significance (X2(1) = 3.79, p = .052, phi = .137). There was also a statistically significant association between the presence of grazing with LOC and EDE-Q ED caseness (X2(1) = 22.44, p < .001, phi = .330). There were no statistically significant association between the presence of grazing with LOC and EDE-Q AN (Fisher’s Exact Test p = .544), EDE-Q OSFED-AN (X2(1) = 1.14, p = .285) or EDE-Q OSFED-PD (Fisher’s Exact Test p = 1.000). Tests of association could not be performed for EDE-Q OSFED-BN, as none of the participants classified into this group endorsed any grazing.

Compulsive grazing, distress and HRQoL
The GRLOC+ group experienced higher distress related to grazing (p < .001), and specifically, a significant association existed with marked distress due to grazing (X2(1) = 9.89, p = .002, phi = .217). The compulsive grazing group also endorsed more severe psychological distress in general (largely in the “mild” range, vs. “normal” range for GRLOC-, p < .01).
The GRLOC+ group experienced lower MHRQoL than GRLOC- (38.09 (±12.25) vs 44.42 (±11.28), p < .001). Further analyses were conducted to test if compulsive grazing was predictive of a lower MHRQoL. Controlling for demographic variables (age, sex, marital status, education, household income and BMI), the presence of GRLOC+ significantly predicted a decrease in MHRQoL of 4.85 points over GRLOC- (95% CI [− 8.51, − 1.20], SE = 1.85, t(191) = − 2.62, p = .009). The severity of GRLOC also significantly predicted a decrease in MHRQoL, such that for every increase in severity category, MHRQoL was predicted to decrease by 4.12 points (95% CI [− 6.49, − 1.75], SE = 1.20, t(207) = − 3.43, p < .001).



Discussion
The SIG showed adequate psychometric properties in a nonclinical sample consisting of university students and community members. Overall, the SIG was found to be a valid and reliable measure with adequate internal consistency across the whole sample. The SIG displayed good floor and ceiling effects. The GRLOC item displayed good test-retest reliability across an interval of two weeks, whereas the GRG item was found to show temporal variance across this interval. This suggests that LOC grazing is a more stable and enduring construct, whereas grazing without LOC varies over time, potentially in response to environmental variables.
The significant positive associations between the SIG and the GQ support the concurrent validity of the SIG. As expected, the GRG item was more highly associated with the “grazing” factor than the “LOC” factor of the GQ, whereas the GRLOC item displayed the opposite pattern. Good convergent and divergent validity were evidenced by the pattern of associations between SIG scores and the other relevant constructs. Both grazing in general and compulsive grazing scores were significantly higher for participants meeting criteria for ED caseness/research ED diagnosis, and both showed associations with related facets of ED psychopathology, although in all cases the associations were stronger for compulsive grazing than for grazing in general. Only compulsive grazing (GRLOC) was significantly and positively associated with BMI, psychological distress, restraint and compensatory behaviours, and negatively with MHRQoL and social desirability. Neither type of grazing was significantly associated with PHRQoL, which is consistent with prior research [7]. Interestingly, grazing in general and compulsive grazing showed similar associations with a measure of habitualness of grazing behaviour, suggesting the grazing with or without a compulsive element may possess an automatic, reflexive component, which is theoretically related to the repetitive nature of this form of eating. This result is consistent with prior research which suggests that grazing is related to experiencing less mindfulness [43], and specifically, eating which is less mindful [44].
When specifically examining differences between participants who engaged in compulsive grazing and participants who grazed without LOC, the compulsive grazing group had a significantly higher BMI than those without LOC, and compulsive grazing remained predictive of a higher BMI even when controlling for relevant demographic and eating variables. This finding is in line with other studies which distinguished between grazing with and without LOC (e.g. [10]). Previous studies which only assessed grazing generically (i.e. similar to the GRG item) have generally failed to find an association between grazing and BMI (e.g. [8, 45]). It must be noted, however, that the observed BMI difference between the two groups was not very large, and both groups had a mean BMI within the “healthy” range. Further, no significant association was found between the presence of compulsive grazing and the presence of overweight or obesity; however, there were only 20 participants with obesity (8.8%) in the sample, which is a significantly lower proportion that that found in the general population (27.9%), or even the inner-city Sydney rate (16.0%) [46], which may account for this finding. Participants with severe LOC grazing were the only subgroup with a mean BMI within the “obese” range, suggesting a link between high LOC grazing frequency and detrimental weight outcomes (although there were only six participants in this group, so this finding should be interpreted with caution).
The compulsive grazing group obtained elevated scores on most measures of ED psychopathology, whereas scores for the non-compulsive grazing group were largely consistent with general population norms [28, 47–49]. When examining associations with specific ED diagnostic groups, the presence of GRLOC was significantly associated with the predominantly binge-type ED diagnostic groups (BN, BED-Broad, and OSFED-BED; associations with OSFED-BN could not be computed). This is partly consistent with previous research in clinical ED groups seeking treatment [5] which found a higher prevalence of grazing in patients with BN than in those with BED and AN. Prior research used a definition of grazing which did not explicitly include or exclude LOC as mentioned above, which may account for the discrepancy with regards to the BED vs AN findings.
Few people (n = 17) did not engage in any grazing, a result consistent with other studies examining grazing in non-clinical samples [3, 8]. Hence, from a statistical infrequency perspective, grazing in general appears to be a normative behaviour. Interestingly, more than half the sample (60.4%) experienced some degree of LOC related to grazing, however most of these participants (76.6%) had LOC grazing of very low frequency. Only 32 participants (14.1% of the total sample, or 23.4% of those with any LOC grazing) experienced moderate-to-severe LOC grazing, and only 22 participants (9.7% of the sample) experienced marked distress regarding grazing behaviour. The significant, negative association between GRLOC and social desirability (similar to individuals who experience binge eating, or emotional and external eating [50, 51]) indicates that compulsive grazing may be under-reported, due to motivation to give socially desirable responses regarding “appropriate” eating behaviour.
Overall, the findings of this study support the notion of compulsive grazing, a type of grazing characterised by a sense of loss of control coupled with repetitive, unplanned eating of small amounts of food, as distinct from non-compulsive grazing. Previous research has not found clear support for classing compulsive grazing as a disordered eating behaviour, given relatively weak associations with psychological distress and other relevant constructs such as impulsivity [10]. The current study extended this research by examining grazing frequency over a longer period of time, and in conjunction with both general psychological distress and distress related to grazing, as well as quality of life and ED diagnostic grouping. Results reflected moderate negative correlations with psychological distress, MHRQoL scores similar to those found in a community sample meeting criteria for BED [26] and to normative scores for community members diagnosed with a mental health condition [52], and a significant association with marked distress specifically due to grazing, as well as with binge-type ED diagnostic groups. These findings suggest that compulsive grazing may be considered as part of a disordered eating pattern; whether it represents a stand-alone psychopathological eating behaviour, however, is not yet clear. Further investigation into the use of severity cut-offs is also required, as the current research obtained mixed results in this respect (only “severe” compulsive grazing appeared to be associated with a BMI in the “obese” range, whereas compulsive grazing of any frequency, i.e. even mild in severity, was associated with marked distress due to grazing, with lower MHRQoL, and with ED caseness/research diagnoses).
This study had several limitations, including a validation sample which was somewhat homogeneous in terms of demographics (predominantly female, young, physically healthy, with at least 12 years of education, with a mean BMI in the “healthy” range), although the inclusion of both students and general community members increased the variability of the sample. The SIG was not tested for face validity or for comprehension; however, a definition of grazing was provided as part of the SIG, to ensure that participants understood the characteristics of this eating pattern. ED diagnostic groups were based on self-report, which is not as valid as a clinical interview conducted by a mental health clinician (although studies have found that the EDE-Q can discriminate well between cases and non-cases [28]). Weight and height were also self-reported; while weight, more than height, is over- or under-reported in some cases, there is evidence that there is high concordance between self-reported and objectively measured weight [53]. Additionally, the MHRQoL of the overall sample was somewhat lower than the general population norms, and a relatively high proportion of the sample endorsed mental health conditions.
The study also demonstrated several strengths, such as the adequate sample size relative to the length of the SIG and the large range of validation measures included. The development of the SIG included expert consultation, and its wording and resulting severity categories are in line with DSM-5 disorders such as BN and BED. The SIG is a concise and easy-to-administer measure developed and validated in English which parsimoniously records frequency of both grazing in general, and grazing with a compulsive element.
Future research involving the SIG should involve larger samples, to establish population-level information about grazing with and without a compulsive dimension. Longitudinal research would also be of interest for examining changes in grazing behaviour over time, especially to determine if a pattern similar to that of binge eating emerges (i.e. increased prevalence over time, accompanied by a decrease in distress and functional impairment, as seen in Mitchison et al. [54]). The SIG should also be examined in clinical groups, such as individuals with obesity presenting for weight reduction treatment, and ED samples where a diagnosis of ED has been established by clinical interview. It would also be important to examine this eating behaviour in children and adolescents, as detrimental eating patterns develop at a young age and are associated with risk of developing an ED later in life [55]. Examining grazing within different ethnic groups would also be of interest, especially taking acculturation into account, as this has shown a differential impact on eating disorder psychopathology [56]. As a relatively new eating behaviour of interest, grazing should be assessed using various research methodologies (i.e. not only self-report), such as in laboratory studies and ecological momentary assessment studies. In addition, in order to better characterise grazing, associations with other processes should be examined; for example, a growing body of literature has suggested executive functioning deficits in individuals engaging in binge eating [57–59]. At present, it is unknown if similar deficits exist in persons who graze, especially where a LOC element is present. Additionally, since both grazing in general and compulsive grazing have shown an association with habitualness, and since theoretically the repetitive eating which characterises grazing could be seen as an automatic behaviour partly prompted by environmental cues, further exploration of the role of habit in maintaining this style of eating should be undertaken.

Conclusions
In conclusion, the current study adds support to notion of compulsive grazing being part of a disordered eating continuum. The results of the study suggest that the SIG is a promising self-report measure of presence and frequency of grazing with or without a compulsive element, assessed over a longer period of time. Due to its parsimony, the SIG would be suitable for inclusion in epidemiological studies, where survey length and respondent burden are significant considerations. Inclusion of both SIG items would allow for differentiation and comparisons between compulsive and non-compulsive grazing. Given its pattern of associations with measures of ED psychopathology, distress and MHRQoL, and especially given the associations with binge-type EDs, the GRLOC item of the SIG could be considered for inclusion in ED screening, and for assessing a fuller range of eating behaviours which may be present in persons with ED or high BMI presenting for treatment.

Acknowledgements
Not applicable.
Funding
This research did not receive any specific grant from funding agencies in the public, commercial, or not-for-profit sectors.

Availability of data and materials
The datasets used and/or analysed during the current study are available from the corresponding author on reasonable request.


Authors’ contributions
AIH prepared the manuscript. AIH, PH and ST were involved in the conception and design of the study. AIH collected, analysed and interpreted the data, with substantial input from PH and ST. PH and ST substantially contributed to the revision of the manuscript. All authors read and approved the final manuscript.

Ethics approval and consent to participate
The study was approved by the University of Sydney Human Research Ethics Committee (Approval Number: 2017/096), and online written informed consent was obtained from all participants.

Consent for publication
Not applicable.

Competing interests
AIH has no competing interests.
PH receives/has received sessional fees and lecture fees from the Australian Medical Council, Therapeutic Guidelines publication, and HETI New South Wales and royalties/honoraria from Hogrefe and Huber, McGraw Hill Education, and Blackwell Scientific Publications, Biomed Central and PlosMedicine and she has received research grants from the NHMRC and ARC. She is Deputy Chair of the Steering Committee of the National Eating Disorders Collaboration in Australia (2012-) and Member of the ICD-11 Working Group for Eating Disorders (2012-) and was Chair Clinical Practice Guidelines Project Working Group (Eating Disorders) of RANZCP (2012–2015). In July 2017, she provided a commissioned report for Shire Pharmaceuticals on lisdexamfetamine and binge eating disorder (BED) and has received funding form Shire to attend and present at meetings on BED. She is Editor-in-Chief of Journal of Eating Disorders.
ST has received royalties from Hogrefe and Huber, McGraw Hill Education and Routledge for the publication of books/chapters. He is the Chair of the Shire (Australian) BED Advisory Committee and has provided commissioned reports, received travel grants, grant funding, travel grants and honoraria from Shire Pharmaceuticals, and is a consultant to WW International. He is Editor-in-Chief of Journal of Eating Disorders.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


[image: Creative Commons]Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Arcelus J, Mitchell AJ, Wales J, Nielsen S. Mortality rates in patients with anorexia nervosa and other eating disorders. A meta-analysis of 36 studies. Arch Gen Psychiatry. 2011;68:724–31. https://​doi.​org/​10.​1001/​archgenpsychiatr​y.​2011.​74.CrossrefPubMed

2.
World Health Organization. Global health risks: mortality and burden of disease attributable to selected major risks. Geneva: WHO; 2009. Available from: http://​www.​who.​int/​healthinfo/​global_​burden_​disease/​GlobalHealthRisk​s_​report_​full.​pdf
                        

3.
Lane B, Szabó M. Uncontrolled, repetitive eating of small amounts of food or 'grazing': development and evaluation of a new measure of atypical eating. Behav Chang. 2013;30:57–73. https://​doi.​org/​10.​1017/​bec.​2013.​6.Crossref

4.
Carter FA, Jansen A. Improving psychological treatment for obesity. Which eating behaviours should we target? Appetite. 2012;58:1063–9. https://​doi.​org/​10.​1016/​j.​appet.​2012.​01.​016.CrossrefPubMed

5.
Conceição EM, Crosby R, Mitchell JE, et al. Picking or nibbling: frequency and associated clinical features in bulimia nervosa, anorexia nervosa, and binge eating disorder. Int J Eat Disord. 2013;46:815–8. https://​doi.​org/​10.​1002/​eat.​22167.CrossrefPubMedPubMedCentral

6.
Saunders R. "grazing": a high-risk behavior. Obes Surg. 2004;14:98–102. https://​doi.​org/​10.​1381/​0960892047727873​74.CrossrefPubMed

7.
Heriseanu AI, Hay P, Corbit L, Touyz S. Grazing in adults with obesity and eating disorders: a systematic review of associated clinical features and meta-analysis of prevalence. Clinical psychology review. 2017;58:16–32. https://​doi.​org/​10.​1016/​j.​cpr.​2017.​09.​004.Crossref

8.
Reas DL, Wisting L, Kapstad H, Lask B. Nibbling: frequency and relationship to BMI, pattern of eating, and shape, weight, and eating concerns among university women. Eat Behav. 2012;13:65–6. https://​doi.​org/​10.​1016/​j.​eatbeh.​2011.​10.​005.CrossrefPubMed

9.
Conceição EM, Mitchell JE, Engel S, Machado P, Lancaster K, Wonderlich S. What is "grazing"? Reviewing its definition, frequency, clinical characteristics, and impact on bariatric surgery outcomes, and proposing a standardized definition. Surg Obes Relat Dis. 2014;10:973–82. https://​doi.​org/​10.​1016/​j.​soard.​2014.​05.​002.CrossrefPubMed

10.
Conceição EM, Mitchell JE, Machado PPP, et al. Repetitive eating questionnaire [rep(eat)-Q]: enlightening the concept of grazing and psychometric properties in a Portuguese sample. Appetite. 2017;117:351–8. https://​doi.​org/​10.​1016/​j.​appet.​2017.​07.​012.Crossref

11.
Reas DL, Lindvall Dahlgren C, Wonderlich J, Syversen G, Lundin KI. Confirmatory factor analysis and psychometric properties of the Norwegian version of the repetitive eating questionnaire: further evidence for two distinct subtypes of grazing behaviour. Eur Eat Disord Rev. 2018. https://​doi.​org/​10.​1002/​erv.​2631.

12.
Bonder R, Davis C, Kuk JL, Loxton NJ. Compulsive “grazing” and addictive tendencies towards food. Eur Eat Disord Rev. 2018;2018:1–5. https://​doi.​org/​10.​1002/​erv.​2642.Crossref

13.
American Psychiatric Association. Diagnostic and statistical manual of mental disorders: DSM-5. Washington, DC: American Psychiatric Association; 2013.Crossref

14.
Mond JM, Latner JD, Hay PH, Owen C, Rodgers B. Objective and subjective bulimic episodes in the classification of bulimic-type eating disorders: another nail in the coffin of a problematic distinction. Behav Res Ther. 2010;48:661–9. https://​doi.​org/​10.​1016/​j.​brat.​2010.​03.​020.CrossrefPubMed

15.
Ágh T, Kovács G, Supina D, et al. A systematic review of the health-related quality of life and economic burdens of anorexia nervosa, bulimia nervosa, and binge eating disorder. Eat Weight Disord. 2016;21:353–64. https://​doi.​org/​10.​1007/​s40519-016-0264-x.CrossrefPubMedPubMedCentral

16.
Australian Bureau of Statistics. 6524.0.55.002 - Estimates of Personal Income for Small Areas, 2011-2016. Australian Bureau of Statistics; 2018 19/06/2018. Available from: http://​www.​abs.​gov.​au/​ausstats/​abs@.​nsf/​mf/​6524.​0.​55.​002.

17.
World Health Organisation. BMI classification 2018 [Available from: http://​www.​euro.​who.​int/​en/​health-topics/​disease-prevention/​nutrition/​a-healthy-lifestyle/​body-mass-index-bmi].

18.
Lovibond SH, Lovibond PF. Manual for the depression anxiety stress scales 2nd ed. Psychology Foundation: Sydney; 1995.

19.
Fairburn CG, Beglin S. Eating disorder examination questionnaire (EDE-Q 6.0). Cognitive behavior therapy and eating disorders. New York: The Guilford Press; 2008.

20.
Gormally J, Black S, Daston S, Rardin D. The assessment of binge eating severity among obese persons. Addict Behav. 1982;7:47–55. https://​doi.​org/​10.​1016/​0306-4603(82)90024-7.CrossrefPubMed

21.
van Strien T, Frijters JER, Bergers GPA, Defares PB. The Dutch eating behavior questionnaire (DEBQ) for assessment of restrained, emotional, and external eating behavior. Int J Eat Disord. 1986;5:295–315. https://​doi.​org/​10.​1002/​1098-108X(198602)5:​2<295:​:​AID-EAT2260050209>3.​0.​CO;2-T.Crossref

22.
Latner JD, Mond JM, Kelly MC, Haynes SN, Hay PJ. The loss of control over eating scale: development and psychometric evaluation. Int J Eat Disord. 2014;47:647–59. https://​doi.​org/​10.​1002/​eat.​22296.CrossrefPubMed

23.
Ware J, Kosinski M, Keller S. A 12-item short-form health survey: construction of scales and preliminary tests of reliability and validity. Med Care. 1996;34:220–33. https://​doi.​org/​10.​2307/​3766749.Crossref

24.
Verplanken B, Orbell S. Reflections on past behavior: a self-report index of habit strength. J Appl Soc Psychol. 2003;33:1313–30. https://​doi.​org/​10.​1111/​j.​1559-1816.​2003.​tb01951.​x.Crossref

25.
Stober J. The social desirability Scale-17 (SDS-17): development and first results on reliability and validity. Diagnostica. 1999;45:173–7.Crossref

26.
Hay P, Mitchison D, Collado AEL, Gonzalez-Chica DA, Stocks N, Touyz S. Burden and health-related quality of life of eating disorders, including avoidant/restrictive food intake disorder (ARFID), in the Australian population. J Eat Disord. 2017;5:21–30. https://​doi.​org/​10.​1186/​s40337-017-0149-z.CrossrefPubMedPubMedCentral

27.
Berg KC, Stiles-Shields EC, Swanson SA, Peterson CB, Lebow J, Le Grange D. Diagnostic concordance of the interview and questionnaire versions of the eating disorder examination. Int J Eat Disord. 2012;45:850–5. https://​doi.​org/​10.​1002/​eat.​20948.CrossrefPubMed

28.
Mond JM, Hay PJ, Rodgers B, Owen C, Beumont PJV. Validity of the eating disorder examination questionnaire (EDE-Q) in screening for eating disorders in community samples. Behaviour research and therapy, DOI. 2004;42:551–67 https://​doi.​org/​10.​1016/​S0005-7967(03)00161-X.

29.
Terwee CB, Bot SDM, de Boer MR, et al. Quality criteria were proposed for measurement properties of health status questionnaires. J Clin Epidemiol. 2006;60:34–42. https://​doi.​org/​10.​1016/​j.​jclinepi.​2006.​03.​012.CrossrefPubMed

30.
Burton AL, Abbott MJ, Modini M, Touyz S. Psychometric evaluation of self-report measures of binge-eating symptoms and related psychopathology: a systematic review of the literature. Int J Eat Disord. 2016;49:125–42. https://​doi.​org/​10.​1002/​eat.​22453.Crossref

31.
Yanyan S, Sheng Z. Is coefficient alpha robust to non-normal data? Front Psychol. 2012;3:34. https://​doi.​org/​10.​3389/​fpsyg.​2012.​00034.Crossref

32.
Eisinga R, Grotenhuis M, Pelzer B. The reliability of a two-item scale: Pearson, Cronbach, or spearman-Brown? International Journal of Public Health. 2013;58:637–42. https://​doi.​org/​10.​1007/​s00038-012-0416-3.CrossrefPubMed

33.
Best DJ. Extended tables for Kendall's tau. Biometrika. 1973;60:429–30. https://​doi.​org/​10.​1093/​biomet/​60.​2.​429.Crossref

34.
Walker DA. Converting Kendall's Tau for correlational or meta-analytic analyses. Journal of Modern Applied Statistical Methods. 2003;2:525–30. https://​doi.​org/​10.​22237/​jmasm/​1067646360.Crossref

35.
Blanca MJ, Alarcón R, Arnau J, Bono R, Bendayan R. Non-normal data: is ANOVA still a valid option? Psicothema. 2017;29:552–7. https://​doi.​org/​10.​7334/​psicothema2016.​383.CrossrefPubMed

36.
Schmider E, Ziegler M, Danay E, Beyer L, Bühner M. Is it really robust? Methodology. 2010;6:147–51. https://​doi.​org/​10.​1027/​1614-2241/​a000016.Crossref

37.
Carroll RM, Nordholm LA. Sampling characteristics of Kelley's epsilon squared and Hay's omega squared. Educ Psychol Meas. 1975;35:541–54. https://​doi.​org/​10.​1177/​0013164475035003​04.Crossref

38.
Albers C, Lakens D. When power analyses based on pilot data are biased: inaccurate effect size estimators and follow-up bias. Journal of experimental social psychology. 2018;74:187–95. https://​doi.​org/​10.​1016/​j.​jesp.​2017.​09.​004.Crossref

39.
Skidmore ST, Thompson B. Bias and precision of some classical ANOVA effect sizes when assumptions are violated. Behav Res Methods. 2013;45:536–46. https://​doi.​org/​10.​3758/​s13428-012-0257-2.Crossref

40.
Okada K. Is omega squared less biased? A comparison of three major effect size indices in one-way ANOVA. Behaviormetrika. 2013;40:129–47. https://​doi.​org/​10.​2333/​bhmk.​40.​129.Crossref

41.
Darlington RB, Hayes AF. Appendix A: The RLM macro for SPSS and SAS. Regression analysis and linear models: concepts, applications, and implementation. New York: Guilford Press; 2016.

42.
Hayes AF, Cai L. Using heteroskedasticity-consistent standard error estimators in OLS regression: an introduction and software implementation. Behav Res Methods. 2007;39:709–22. https://​doi.​org/​10.​3758/​bf03192961.CrossrefPubMed

43.
Levin ME, Dalrymple K, Himes S, Zimmerman M. Which facets of mindfulness are related to problematic eating among patients seeking bariatric surgery? Eat Behav. 2014;15:298–305. https://​doi.​org/​10.​1016/​j.​eatbeh.​2014.​03.​012.CrossrefPubMed

44.
Mantzios M, Egan H, Bahia H, Hussain M, Keyte R. How does grazing relate to body mass index, self-compassion, mindfulness and mindful eating in a student population? Health Psychology Open. 2018;5:1–7. https://​doi.​org/​10.​1177/​2055102918762701​.Crossref

45.
Burgmer R, Grigutsch K, Zipfel S, et al. The influence of eating behavior and eating pathology on weight loss after gastric restriction operations. Obes Surg. 2005;15:684–91. https://​doi.​org/​10.​1381/​0960892053923798​.CrossrefPubMed

46.
Australian Institute of Health and Welfare. Healthy Communities: Overweight and obesity rates across Australia, 2014–15. Cat. no. HPF 2. . AIHW; 2016. Available from: https://​www.​myhealthycommuni​ties.​gov.​au/​our-reports/​get-report-file/​hc27/​publication/​AIHW_​HC_​Report_​Overweight_​and_​Obesity_​Report_​December_​2016.

47.
Fairburn CG, Beglin SJ. Assessment of eating disorder psychopathology: interview or self-report questionnaire? International journal of eating disorders. 1994;16:363–70.PubMed

48.
Mond JM, Hay PJ, Rodgers B, Owen C. Eating disorder examination questionnaire (EDE-Q): norms for young adult women. Behav Res Ther. 2006;44:53–62. https://​doi.​org/​10.​1016/​j.​brat.​2004.​12.​003.CrossrefPubMed

49.
Smith KE, Mason TB, Murray SB, et al. Male clinical norms and sex differences on the eating disorder inventory (EDI) and eating disorder examination questionnaire (EDE-Q). Int J Eat Disord. 2017;50:769–75. https://​doi.​org/​10.​1002/​eat.​22716.CrossrefPubMedPubMedCentral

50.
Freitas D, Oliveira BM, Correia F, Pinhao S, Poinhos R. Eating behaviour among nutrition students and social desirability as a confounder. Appetite. 2017;113:187–92. https://​doi.​org/​10.​1016/​j.​appet.​2017.​02.​036.CrossrefPubMed

51.
Poínhos R, Oliveira BMPM, Correia F. Eating behavior in Portuguese higher education students: the effect of social desirability. Nutrition. 2015;31:310–4. https://​doi.​org/​10.​1016/​j.​nut.​2014.​07.​008.Crossref

52.
Avery J, Dal Grande E, Taylor A. Quality of life in South Australia as measured by the SF12 health status questionnaire. South Australian Department of Human Services; 2004. Available from: https://​www.​researchgate.​net/​profile/​Jodie_​Avery/​publication/​236019668_​Quality_​Of_​Life_​in_​South_​Australia_​as_​Measured_​by_​the_​SF12_​Health_​Status_​Questionnaire_​Population_​Norms_​For_​2003_​Trends_​From_​1997_​2003/​links/​00b7d515cba42bed​93000000/​Quality-Of-Life-in-South-Australia-as-Measured-by-the-SF12-Health-Status-Questionnaire-Population-Norms-For-2003-Trends-From-1997-2003.​pdf.

53.
Quick V, Byrd-Bredbenner C, Shoff S, et al. Concordance of self-report and measured height and weight of college students. J Nutr Educ Behav. 2015;47:94–8. https://​doi.​org/​10.​1016/​j.​jneb.​2014.​08.​012.Crossref

54.
Mitchison D, Touyz S, Gonzalez-Chica DA, Stocks N, Hay P. How abnormal is binge eating? 18-year time trends in population prevalence and burden. Acta Psychiatr Scand. 2017;136:147–55. https://​doi.​org/​10.​1111/​acps.​12735.CrossrefPubMed

55.
Kotler LA, Cohen P, Davies M, Pine DS, Walsh BT. Longitudinal relationships between childhood, adolescent, and adult eating disorders. Journal of the American Academy of Child & Adolescent Psychiatry. 2001;40:1434–40. https://​doi.​org/​10.​1097/​00004583-200112000-00014.Crossref

56.
Ball K, Kenardy J. Body weight, body image, and eating behaviours: relationships with ethnicity and acculturation in a community sample of young Australian women. Eat Behav. 2002;3:205-216. DOI: https://​doi.​org/​10.​1016/​S1471-0153(02)00062-4.

57.
Kittel R, Brauhardt A, Hilbert A. Cognitive and emotional functioning in binge-eating disorder: a systematic review. Int J Eat Disord. 2015;48:535–54. https://​doi.​org/​10.​1002/​eat.​22419.CrossrefPubMed

58.
Manasse SM, Espel HM, Forman EM, et al. The independent and interacting effects of hedonic hunger and executive function on binge eating. Appetite. 2015;89:16–21. https://​doi.​org/​10.​1016/​j.​appet.​2015.​01.​013.CrossrefPubMedPubMedCentral

59.
Svaldi J, Brand M, Tuschen-Caffier B. Decision-making impairments in women with binge eating disorder. Appetite. 2010;54:84–92. https://​doi.​org/​10.​1016/​j.​appet.​2009.​09.​010.Crossref




OEBPS/sidebar.gif





OEBPS/cc-by.png
() _®





OEBPS/contact.gif





