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ABSTRACT
Objective: To describe the frequency
of self-weighing and reactions to pre-
scribed weekly weighing among indi-
viduals with eating disorder (ED)
diagnoses, and to compare individuals
weighing more or less frequently on
mass index (BMI) and the Eating Dis-
order Examination (EDE) subscales.

Method: Baseline EDE and demo-
graphics from five studies (N5 758).

Results: Self-weighing was most fre-
quent among individuals with ano-
rexia nervosa (AN), followed by those
with bulimia nervosa (BN) and binge
eating disorder (BED). On average,
participants reacted moderately nega-
tive to prescribed weekly weighing.
No relationship between weighing fre-
quency and BMI was evident in any
sample. There was indication of
greater pathology (i.e., restraint, shape
concern, weight concern, global) in
AN with more frequent weighing. In
BN, mixed evidence emerged to sup-

port a relationship between more fre-
quent weighing and higher shape
concern, weight concern, and global
score. In BED, higher restraint was
found in those who weighed versus
those who did not.

Discussion: Weighing frequency in
each eating disorder (ED) sample was
to some extent associated with greater
ED severity, but not BMI. Future
research should examine relationships
between self-weighing, reactions to
changing weighing frequency, and ED
symptomatology in both ED and non-
ED groups to understand the impact of
self-weighing in heterogeneous popu-
lations. VC 2016 Wiley Periodicals, Inc.
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Introduction

Self-monitoring is a treatment component in eat-
ing disorders (EDs) and obesity.1,2 Controversy
remains about appropriate frequency of self-
weighing in both groups. On one hand, self-
weighing is increasingly studied for weight loss,
prevention of weight regain, and age-related weight
gain.3–5 However, for some, self-weighing may be
associated with negative psychological effects6;
one nonclinical sample of women experienced

increases in anxiety and depression and a decrease
in self-esteem attributable to daily weighing.7

Despite mixed evidence suggesting that frequent
self-weighing could be psychologically harmful in
non-ED populations,6 data are limited on self-
weighing in individuals with EDs. In one study, <5%
of inpatients reported self-weighing more than daily
upon admission,8 but higher rates of self-weighing
were observed in a sample of outpatients with EDs,
with 57% endorsing self-weighing at least twice a
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day.9 The discrepancy between these studies may be
due to differences in samples (i.e., inpatient vs. out-
patient) and assessment measures. Because only
these two studies have reported the frequency of
self-weighing in ED populations and findings are
inconsistent, further research is needed to clarify
self-weighing frequency in a population at high risk
for potentially adverse reactions.

Although self-weighing is gaining empirical sup-
port as a potentially effective weight control inter-
vention, concerns about imposing weighing exist.
Understanding the frequency of self-weighing in ED
samples has the potential to establish groundwork
for understanding if self-weighing is related to
greater ED pathology. In evidence-based ED treat-
ments, instructions for weighing are inconsistent,
though weekly weighing is most often recom-
mended.10 The primary objectives of this investiga-
tion were to: (1) examine the frequency of self-
weighing and reaction to prescribed weekly weighing
in individuals with symptoms of anorexia nervosa
(AN), bulimia nervosa (BN), and binge eating disor-
der (BED); (2) examine differences in BMI and eating
disorder psychopathology between self-weighing
frequencies.11

Methods

Participants

Data came from five samples. Sample 1 (n 5 137): par-

ticipants with either DSM-IV AN or eating disorder not

otherwise specified (EDNOS), AN type, recruited to par-

ticipate in a 2-week Ecological Momentary Assessment

(EMA) study.12 Sample 2 (n 5 93): individuals meeting

DSM-IV full/subthreshold criteria for BN recruited from

community and clinical sites to participate in a psycho-

therapy treatment trial.13 Sample 3 (n 5 137): females

who met DSM-IV BN criteria recruited from the commu-

nity for a 2-week EMA study.14 Sample 4 (n 5 133): indi-

viduals meeting DSM-IV criteria for BN/EDNOS

characterized by binge eating and purging and enrolled

in a psychotherapy treatment trial.15 Sample 5 (n 5 258):

Overweight individuals with DSM-IV BED recruited for a

psychotherapy treatment trial.16 Each study was

approved by its sites’ Institutional Review Board.

Measures

The Eating Disorder Examination (EDE) is a semi-

structured interview assessing eating behaviors and cog-

nitions that has demonstrated adequate validity and reli-

ability.17,18 Recent versions include a question about self-

weighing frequency in the past 28 days (this item will be

referred to as “WEIGHING”). Participant’s reaction to hav-

ing a prescribed schedule of weekly weighing is assessed T
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(REACTION TO PRESCRIBED WEIGHING, this item will

be referred to as “REACTION”). Table 1 shows the EDE

version used by sample and the presence or absence of

the WEIGHING and REACTION items. Four out of five

samples included WEIGHING, and all five samples

included REACTION. The EDE, demographic data, height,

and weight were collected at baseline.

The WEIGHING item states “Over the past four weeks

how often have you weighed yourself?.”18 WEIGHING

does not contribute to EDE subscales or global score.

The REACTION item asks “How would you feel if you

were asked to weigh yourself once each week for the next

4 weeks?” in EDE v1219 and in v16, “Over the past four

weeks how would you have felt if you had been asked to

weigh yourself once each week for the subsequent four

weeks . . .. just once a week; no more often and no less

often?.”18 Ratings range from 0 (no reaction) to 6

(marked reaction). REACTION contributes to the weight

concern subscale. In sample 1, the inter-rater reliability

for REACTION was relatively high (ICC 5 0.883).

Data Analyses

Analyses were conducted using SPSS v20. Alpha 5 0.05.

Descriptive statistics were run for WEIGHING and REAC-

TION; means and standard deviations describe self-

weighing frequency. * Stratifying by sample, the

Independent-Samples Kruskal-Wallis test was used to

assess differences for BMI (height/weight2) and EDE sub-

scales based on the following self-weighing categories:

daily or greater, a few times per week, weekly or less, or

none. Individuals avoiding weighing were removed from

analyses. Pairwise post-hoc comparisons were made using

the Mann-Whitney U.

Results

Objective 1: Frequency of Self-Weighing and

Reaction to Weekly Weighing

Table 1 displays data availability and descriptive
characteristics. The two BN samples with the WEIGH-
ING item were combined for WEIGHING analyses
because the difference between mean weighing fre-
quency was not significant (t 5 0.03; df 5 223;
P 5 0.97). Figure 1 shows means 6 standard deviation
for reported self-weighing in the past 28 days:
AN 5 22.1 6 42.3; BN 5 17.8 6 34.6; BED 5 7.1 6 12.5.
There was no significant difference between means
for REACTION in the three BN samples (F 5 0.096;
df 5 362; P 5 0.91); these groups were combined for
REACTION. Average reaction to prescribed weekly
weighing was 3.6 6 2.2 in the AN sample, indicating a
moderately negative but manageable reaction. In the
BN samples, reaction to prescribed weighing was
3.6 6 1.7, and in the BED sample, reaction to pre-
scribed weighing was 2.4 6 1.9. Figure 2 displays
these descriptive statistics.

Objective 2: Comparisons by Weighing

Frequency

Table 2 shows results comparing individuals who
weighed daily or more, a few times per week,
weekly or less, or not at all by sample.

In the AN sample, restraint was significantly higher
in the daily or more group (3.6 6 1.4) compared with
the few times per week (2.3 6 1.4) and none
(2.4 6 1.6; P < 0.05) groups, but not the weekly or
less group. Shape concern, weight concern and
global scores were significantly higher in the daily or
more group compared with each other group (P <
0.05).

FIGURE 1. Self-weighing frequency by sample. Note: Bars are mean
reported number of times individual self-weighed within the past 28
days as reported by the EDE. Whiskers are one standard deviation
above the mean. [Color figure can be viewed in the online issue, which
is available at wileyonlinelibrary.com.]

FIGURE 2. Reaction to prescribed weekly weighing by sample.
Note: Bars are mean reaction to prescribed weekly weighing as
reported by the EDE. 0—no reaction; 2—slight reaction; 4—moderate
reaction (definite reaction, but manageable), 6—marked reaction (pro-
nounced reaction which would affect other aspects of the participants’
life). Whiskers are one standard deviation above the mean. [Color fig-
ure can be viewed in the online issue, which is available at wileyonli-
nelibrary.com.]

*Reported frequency of self-weighing 700 times in 28 days in

Sample 3, z scores 5 10.2.

SELF-WEIGHING BEHAVIOR IN EATING DISORDERS
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In both BN samples, weight concern was signifi-
cantly higher in those weighing daily or more
(Sample 2 5 4.6 6 1.0; Sample 3 5 4.8 6 0.9) com-
pared with each other group (Sample 2 means
range 3.3–3.8; Sample 3 means range 3.5–4.3).

In the BED sample, restraint was significantly
higher in all groups that weighed daily or more
(1.9 6 1.3), a few times per week (1.8 6 1.3), or
weekly or less 1.6 6 1.2 compared with the group
that did not weigh (1.3 6 1.4).

No statistically significant BMI differences were
found between weighing groups for any sample.

Discussion

Self-weighing was most frequent among individuals
with AN, followed by those with BN and BED. No
sample weighed daily on average, but the mean for
all samples weighed was greater than weekly. ED
participants exhibited a moderately negative reac-

tion to being directed to weigh weekly. In comparing
BMI and EDE subscales between those weighing
daily or more, a few times a week, weekly or less, or
not at all, BMI was not significantly different in any
sample. Restraint was higher in those who weighed
more frequently in AN and BED. Additionally, those
weighing more frequently in the AN group exhibited
greater shape concern, weight concern, and global
scores. A relationship was evident in BN between
greater weighing and weight concern.

Although weekly weighing is often advised in ED
treatments (e.g. CBT-Enhanced),10 data are limited
on frequency of self-weighing prior to treatment
and psychological correlates of frequent self-
weighing. Findings from the present study indicate
that individuals with EDs report greater than
weekly self-weighing regardless of diagnosis and
that the weekly self-weighing that is recommended
in most treatments would prompt a moderately
negative reaction.

TABLE 2. Frequency of weighing by sample; Means 6 standard deviations for BMI and EDE subscales according to
weighing frequency

Sample
(n; primary
diagnosis) % avoida, b (n)

% (n) Weighing
daily or greater

% (n) a few
times a week

% (n) weighing
weekly or less % not weighing P values

1 (137; AN) 3.6 (5) 28.8 (38) 21.2 (28) 31 (23.5) 25.5 (35)
BMI kg/m2 (n) 17.3 6 0.9 (n 5 37) 16.8 6 1.3 (n 5 27) 17.1 6 1.2 (n 5 30) 17.2 6 1.1 (n 5 35) 0.349
Restraint (n) 3.6* 6 1.4 (n 5 38) 2.3†,‡ 6 1.4 (n 5 28) 2.8*,‡ 6 1.8 (n 5 31) 2.4†,‡ 6 1.6 (n 5 35) 0.004
Eating concern (n) 2.4 6 1.2 (n 5 38) 2.0 6 1.5 (n 5 28) 1.9 6 1.5 (n 5 31) 1.6 6 1.2 (n 5 35) 0.056
Shape concern (n) 3.8* 6 1.5 (n 5 38) 2.5† 6 1.7 (n 5 28) 2.9† 6 1.7 (n 5 31) 2.8† 6 1.3 (n 5 35) 0.012
Weight concern (n) 4.1* 6 1.4 (n 5 38) 2.7† 6 1.4 (n 5 28) 2.5† 6 1.7 (n 5 31) 2.8† 6 1.7 (n 5 35) <0.001
Global (n) 3.5* 6 1.1 (n 5 38) 2.4† 6 1.3 (n 5 28) 2.5† 6 1.4 (n 5 31) 2.4† 6 1.2 (n 5 35) 0.001

2 (91; BN) 5.5 (5) 26.7 (23) 29.1 (25) 23.3 (20) 20.9 (18)
BMI kg/m2 (n) 22.8 6 2.8 (n 5 21) 23.0 6 5.2 (n 5 22) 25.0 6 5.8 (n 5 18) 22.3 6 2.7 (n 5 18) 0.324
Restraint (n) 3.2 6 1.4 (n 5 23) 3.1 6 1.5 (n 5 25) 2.8 6 1.5 (n 5 20) 2.7 6 1.6 (n 5 18) 0.642
Eating concern (n) 3.1 6 1.7 (n 5 23) 3.1 6 1.3 (n 5 25) 2.5 6 1.3 (n 5 20) 2.2 6 1.2 (n 5 18) 0.086
Shape concern (n) 4.1 6 1.0 (n 5 23) 4.2 6 1.1 (n 5 25) 4.2 6 1.0 (n 5 20) 3.5 6 1.3 (n 5 18) 0.295
Weight concern (n) 4.6* 6 1.0 (n 5 23) 3.8† 6 0.8 (n 5 25) 3.7† 6 1.2 (n 5 20) 3.3† 6 1.5 (n 5 18) 0.020
Global (n) 3.7 6 1.0 (n 5 23) 3.5 6 1.0 (n 5 25) 3.3 6 1.0 (n 5 20) 2.9 6 1.2 (n 5 18) 0.214

Sample
(n; primary
diagnosis)

%avoida, b

(n)
% (n) weighing
daily or greater

% (n) a few
times a week

% (n) weighing
weekly or less

% not weighing P values

3 (134; BN) 8.2 (11) 27.6 (34) 23.6 (29) 32.5 (40) 16.3 (20)
BMI kg/m2 (n) 23.6 6 3.9 (n 5 34) 23.6 6 5.1 (n 5 29) 23.5 6 5.7 (n 5 40) 24.9 6 6.7 (n 5 20) 0.815
Restraint (n) 3.0 6 1.5 (n 5 34) 3.7 6 1.4 (n 5 29) 3.0 6 1.7 (n 5 40) 2.3 6 1.6 (n 5 20) 0.051
Eating concern (n) 3.1 6 1.7 (n 5 34) 2.4 6 1.2 (n 5 29) 1.9 6 1.3 (n 5 40) 1.9 6 1.5 (n 5 20) 0.144
Shape concern (n) 4.2* 6 1.0 (n 5 34) 4.1* 6 1.2 (n 5 29) 3.3† 6 1.5 (n 5 40) 3.3*,† 6 1.6 (n 5 20) 0.034
Weight concern (n) 4.8* 6 0.9 (n 5 34) 4.3† 6 1.1 (n 5 29) 3.5‡ 6 1.4 (n 5 40) 3.5†,‡ 6 1.8 (n 5 20) <0.001
Global (n) 3.6* 6 0.8 (n 5 34) 3.6* 6 0.9 (n 5 29) 2.9† 6 1.2 (n 5 40) 2.8‡ 6 1.5 (n 5 20) 0.015

5 (258; BED) 4.3 (11) 9.3 (23) 22.7 (56) 36.0 (89) 32.0 (79)
BMI kg/m2 (n) 40.7 6 9.4 (n 5 20) 40.3 6 8.7 (n 5 51) 37.6 6 7.5 (n 5 80) 36.9 6 6.7 (n 5 71) 0.093
Restraint (n) 1.9* 6 1.3 (n 5 23) 1.8* 6 1.3 (n 5 56) 1.6* 6 1.2 (n 5 89) 1.3† 6 1.4 (n 5 79) 0.047
Eating concern (n) 1.8 6 1.1 (n 5 23) 2.0 6 1.2 (n 5 56) 2.1 6 1.3 (n 5 89) 1.6 6 1.3 (n 5 79) 0.054
Shape concern (n) 3.5 6 0.8 (n 5 23) 3.6 6 1.2 (n 5 56) 3.6 6 1.0 (n 5 89) 3.5 6 1.1 (n 5 79) 0.840
Weight concern (n) 3.7 6 0.9 (n 5 23) 3.4 6 0.9 (n 5 56) 3.3 6 1.0 (n 5 89) 3.3 6 1.3 (n 5 79) 0.322
Global (n) 2.7 6 0.7 (n 5 23) 2.7 6 0.9 (n 5 56) 2.7 6 0.8 (n 5 89) 2.5 6 1.0 (n 5 79) 0.143

aThe difference between % of participants avoiding weighing by sample was not statistically significant (v2 5 3.6; df 5 3; P 5 0.31).
bThose who reported avoidance of weighing were excluded from analyses.
cBolded values indicate weighing groups are significantly different at P < 0.05 as indicated by an Independent-Samples Kruskal-Wallis test.
*,†,‡ different symbols indicate a significant difference between groups at P < 0.05 as indicated by an Independent-Samples Mann-Whitney U test.
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Limitations of this study include the number of
statistical comparisons and heterogeneity of the
samples. Samples differed on a number of char-
acteristics; thus, comparisons between ED diag-
noses were not made due to potential
confounding factors. The small number of partici-
pants reporting avoidance of weighing did not
allow for comparisons between those who never
weigh but do not mind being weighed and those
who actively avoid weighing. Others have noted
that self-weighing is the most commonly avoided
checking behavior.9,20 The cross sectional nature
of these data does not allow for causal inference;
the directionality of the relationship between self-
weighing and ED psychopathology remains
unclear. However, descriptive data presented here
lay the groundwork for future work in this area.
Future studies may provide insight into the role
of self-weighing within ED symptomatology by
comparing individuals who do not weigh with
those who avoid self-weighing.

There is evidence that self-weighing is an effec-
tive strategy for adult weight management.1,3,4

Although some research has investigated potential
harmful correlates of weighing, those with EDs
have largely been ignored. Results from this study
suggest that greater baseline weighing frequency is
associated with increased ED psychopathology and
this may differ by diagnostic category. Future work
is needed to determine the role of self-weighing in
EDs and whether weighing is a contributor to
adverse outcomes, a symptom of pathology, or
both.

The research here was supported in part by the U.S.

Dept. of Veterans Affairs. Dr. T. L. Smith is the Associate

Director for Improving Clinical Care, VA South Central

Mental Illness Research, Education & Clinical Center at

the Center for Innovations in Quality, Effectiveness &

Safety (IQuEST; CIN 13-413), Michael E. DeBakey VA

Medical Center, Houston Texas. The views expressed in

this article are those of the authors and do not necessar-

ily reflect the position or policy of the U.S. Dept. of Veter-

ans Affairs or the U.S. government.

References

1. Burke LE, Wang J, Sevick MA. Self-monitoring in weight loss: A systematic

review of the literature. J Am Diet Assoc 2011;111:92–102.

2. Wilson G, Terrence Vitousek KM. Self-monitoring in the assessment of eating

disorders. Psychol Assess 1999;11:480–489.

3. Pacanowski CR, Bertz F, Levitsky DA. Daily self-weighing to control body

weight in adults a critical review of the literature. SAGE Open 2014;4. doi:

10.1177/2158244014556992.

4. VanWormer JJ, French SA, Pereira MA, Welsh EM. The impact of regular self-

weighing on weight management: A systematic literature review. Int J Behav

Nutr Phys Act 2008;5:54. http://doi.org/10.1186/1479-5868-5-54.

5. Zheng Y, Klem ML, Sereika SM, Danford CA, Ewing LJ, Burke LE. Self-weigh-

ing in weight management: A systematic literature review. Obesity 2015;23:

256–265.

6. Pacanowski CR, Linde JA, Neumark-Sztainer D. Self-weighing: Helpful or

harmful for psychological well-being? A review of the literature. Curr Obes

Rep 2015;4:65–72.

7. Ogden J, Whyman C. The effect of repeated weighing on psychological state.

Eur Eat Disord Rev 1997;5:121–130.

8. Støving RK, Andries A, Brixen K, Bilenberg N, Hørder K. Gender differences

in outcome of eating disorders: A retrospective cohort study. Psychiatry Res

2011;186:362–366.

9. Shafran R, Fairburn CG, Robinson P, Lask B. Body checking and its avoid-

ance in eating disorders. Int J Eat Disord 2004;35:93–101.

10. Waller G, Mountford VA. Weighing patients within cognitive-behavioural ther-

apy for eating disorders: How, when and why. Behav Res Ther 2015;70:1–10.

11. Linde JA, Jeffery RW, Crow SJ, Brelje KL, Pacanowski CR, Gavin KL, et al. The

tracking study: Description of a randomized controlled trial of variations on

weight tracking frequency in a behavioral weight loss program. Contemp

Clin Trials 2015;40:199–211.

12. Le Grange D, Crosby RD, Engel SG, Mitchell JE, Wonderlich SA, Crosby RD,

et al. DSM-IV-Defined Anorexia Nervosa versus Subthreshold Anorexia Nerv-

osa (EDNOS-AN). Eur Eat Disord Rev 2013;21:1–7.

13. Wonderlich SA, Peterson CB, Crosby RD, Smith TL, Klein MH, Mitchell JE,

et al. A randomized controlled comparison of integrative cognitive-affective

therapy (ICAT) and enhanced cognitive-behavioral therapy (CBT-E) for buli-

mia nervosa. Psychol Med 2014;44:543–553.

14. Smyth JM, Wonderlich SA, Heron KE, Sliwinski MJ, Crosby RD, Mitchell JE,

et al. Daily and momentary mood and stress are associated with binge eat-

ing and vomiting in bulimia nervosa patients in the natural environment.

J Consult Clin Psychol 2007;75:629–638.

15. Mitchell JE, Crosby RD, Wonderlich SA, Crow S, Lancaster K, Simonich H,

et al. A randomized trial comparing the efficacy of cognitive–behavioral

therapy for bulimia nervosa delivered via telemedicine versus face-to-face.

Behav Res Ther 2008;46:581–592.

16. Peterson CB, Mitchell JE, Crow SJ, Crosby RD, Wonderlich SA. The efficacy of

self-help group treatment and therapist-led group treatment for binge eat-

ing disorder. Am J Psychiatry 2009;166:1347–1354.

17. Berg KC, Peterson CB, Frazier P, Crow SJ. Psychometric evaluation of the

eating disorder examination and eating disorder examination-question-

naire: A systematic review of the literature. Int J Eat Disord 2012;45:428–

438.

18. Fairburn CG, Cooper Z, O’Connor ME: Eating disorder examination (Edition

16.0D). In: Fairburn CG, ed. Cognitive Behavior Therapy and Eating Disor-

ders. New York, NY: Guilford Press, 2008, pp. 265–308.

19. Fairburn CG, Cooper Z. The eating disorder examination. In: Fairburn CG,

Wilson GT, eds. Binge Eating: Nature, Assessment, and Treatment, 12th ed.

New York, NY: Guilford Press, 1993, pp. 317–360.

20. Kachani AT, Brasiliano S, Cord�as TA, Hochgraf PB. Body checking and associ-

ated cognitions among Brazilian outpatients with eating disorders and non-

psychiatric controls. Body Image 2013;10:127–130.

SELF-WEIGHING BEHAVIOR IN EATING DISORDERS

International Journal of Eating Disorders 49:8 817–821 2016 821

info:doi/10.1177/2158244014556992
http://doi.org/10.1186/1479-5868-5-54

