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Abstract

Background and Objectives

A sizeable proportion of patients experiencing binge eating do not respond to cognitive

behavioral therapy (CBT). We present the sequential binge (SB), a new behavioral interven-

tion that complements CBT, and preliminary results of its effects. SB breaks up the binge

into repeated identical sequences of eating separated by incremental pauses. This pattern

of ingestion aims at facilitating boredom toward the ingested foods and at turning cognitive

control away from binge food restriction. SB is hypothesized to reduce food intake during

the binge and the number of daily binges.

Methods

Prospective pilot study. Fifteen binging patients with previous unsuccessful intensive CBT

were given SB as an adjunct to their treatment and were followed up for 16 weeks from

admission. All patients were reassessed 47 weeks on average after discharge.

Results

SB was associated with a 44% relative reduction in the planned food intake (p<0.001), a lon-

ger consecutive binge refractory period compared to regular binges (median: 48 hours ver-

sus 4 hours, p = 0.002) and an average relative reduction by 26% of binge number the day

after each SB (p = 0.004). 47% of patients reached binge abstinence for four consecutive

weeks 16 weeks after the first SB.

Conclusion

This case series shows promising evidence for the use of SB in patients with refractory binge

eating. Further evaluation in a prospective randomized controlled trial would be justified.
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Introduction

Binge eating is defined as “recurrent periods of uncontrolled overeating” [1]. It causes signifi-

cant distress in patients with bulimia nervosa (BN), anorexia nervosa binging subtype (ANB),

binge eating disorder (BED) or Other Specified Feeding or Eating Disorder [1]. According to

operant conditioning theory, the occurrence of binges is mainly triggered by strict dieting

between binges, which results from patients’ over concern about weight, shape and their con-

trol [1]. In turn, binge eating further reinforces strict dietary rules as well as overvaluation of

weight, shape and their control. Cognitive behavioral therapies (CBT) address this deleterious

circle by suppressing the reinforcing processes of binge occurrence: strict diet and over con-

cern about food, weight and shape [1].

However, only 40% to 50% of BN and BED patients recover from binge eating at the end of

a CBT course [2,3] and interventions recently developed do not improve much binge fre-

quency when they complement CBT [4,5]. This partial efficacy could stem from the fact that

CBT and these interventions neglect the processes occurring specifically during binges. These

processes facilitate a subsequent restriction of binge foods and reinforce binge occurrence [1].

These processes are i) the excessive food intake, which temporarily reduces the desire to eat

these foods through a saturation effect [6–9]; ii) the use of planning and other cognitive con-

trol abilities during the binge to reduce long-term binge food attractiveness [10,11]; and iii)

the overall feeling of loss of control at the end of the binge which is consecutive to the excessive

food intake, feeling that strengthens subsequent binge food restriction [1].

Here, we present a new behavioral intervention, the sequential binge (SB), that would tackle

the three aforementioned processes, and could potentially benefit patients who did not

improve with CBT. As recommended when developing new complex treatments [12], this

study aims at describing SB and its theoretical underlying mechanisms, testing its feasibility

with a pilot group of binging patients and providing a proof of concept with preliminary

results.

The SB intervention consists in replacing patients’ usual pattern of food ingestion during a

binge by a repeated monotonous food ingestion sequence, interspersed with short incremental

pauses. The sequence is set at every new binge without constraints on food choice or compen-

satory behaviors. Compared to a regular binge, only the sequence of food ingestion is changed.

Such an intervention may have an effect on the three processes described above. First, the

monotonous repeated ingestion of a sequence of foods aims at promoting boredom toward

the foods ingested during the binge and thus at reducing food intake [8,9]. Second, the rules of

ingestion during SB aim at training patients to keep focused on a goal that is unrelated to

binge food restriction. Specifically, patients would have to make their food rules more flexible,

reorient planning abilities and ignore task irrelevant information [10,13–15]. Pauses aim at

training patients on command to inhibit the dominant compulsive ingestion of binge foods

[10,16]. The increment in pause duration aims at training patients to promote a later intake of

reasonable quantities of binge foods when facing the desire to eat these foods (instead of an

immediate ingestion of excessive quantities) [15,17]. Without this increment, pauses might be

automated and only promote the inhibition of the rash food intake [17]. Overall, the reorienta-

tion of cognitive control skills and the reduction of binge food intake should reduce the feeling

of loss of control patients experience at the end of the binge.

Through its rules of ingestion, SB resembles a meal-like structured ingestion of binge foods

[18,19] but differs fundamentally in its goal. A meal-like structured ingestion of binge foods

aims at promoting positive feelings during binge food ingestion. SB however aims at reducing

food intake and reorienting cognitive control skills during the binge without looking for

experiencing the binge as a pleasurable meal [18,19]. SB also differs from CBT and mindful
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eating. Indeed, SB does not promote an alternative behavior to the symptom as CBT would

[19]. SB also sets an active behavioral response to the binge impulse whereas mindfulness pro-

motes a passive observation of events [20].

SB aims and mechanisms let us hypothesize that SB would reduce binge food intake during

binges, daily binge number the day after each implementation and increase the binge refrac-

tory period (the period without any binge craving) after each SB in a pilot group of ANB, BN

and BED patients.

Methods

Population

Between September 2008 and October 2010, in-patients or day-patients were recruited from

two specialist eating disorders units (Clinique des Vallées and Clinique Belmont). Patients

were eligible in the study if 1) they had an eating disorder diagnosis where binge eating was

prominent from the DSM-IV (i.e. BN, ANB, BED or EDNOS with significant binge eating)

[21]; and 2) they had been unresponsive to CBT. First inclusion criterion was ascertained at

patients’ admission by a psychiatrist through a structured interview. The second inclusion cri-

terion was fulfilled if i) patients experienced a persistent strong distress related to binges that

demotivated them and would have jeopardized the pursuit of CBT; or ii) they demonstrated a

relative reduction of binge frequency of less than 50% after at least four weeks of intensive

CBT within the unit [22]. There was no exclusion criterion.

Nineteen patients were eligible for the study. They were individually given oral and written

information by the therapist about the study and the SB intervention. Of those 19 patients, 15

were interested in implementing SB (1 day-patient, 14 in-patients; 6 ANB, 8 BN and 1 BED,

Fig 1), which led to an acceptance rate of 79%. All enrolled patients gave their signed informed

consent before enrollment. They were introduced to SB after a median duration of 27 days

after admission (interquartile: 20–56). The poor reduction in binge frequency (i.e. number of

binges over the past 4 weeks) between admission and the end of the first four weeks of inten-

sive CBT confirmed the second inclusion criterion (mean reduction (range): 10% (-6% to

27%)). A high binge frequency over the past 28 days characterized enrolled patients when

being introduced to SB (median: 42, interquartile, 30–71). The majority of participants (n = 9)

had psychiatric comorbidities associated with a poor prognosis of remission or recovery such

as substance–related, major depressive, bipolar or borderline personality disorders (see

Table 1 for more information) [23–26].

The study was approved by an independent research ethical committee (Comité de Protec-

tion des Personnes Sud Est IV).

Protocol

Outlines. Patients were enrolled in a multiple baseline prospective study. The period

between admission and the first SB was the baseline reference. Because patients could choose

not to implement SB at every binge, the period ranging from first SB to discharge constituted

an ABAB-like design, with A referring to days with at least one SB and B referring to days

without any SB. Note that B days could refer to days without any binge or to days with regular

binges only and are control periods (as is the baseline reference).

During their stay at the hospital that lasted for 16 weeks (median, interquartile: 12–34),

patients received individual CBT as designed for inpatient settings [19]. Patients also engaged

in a multi-faceted therapeutic group program designed to enhance their cognitive, behavioral,

nutritional and emotional skills. BN or BED patients also received high dose SSRI (Selective

Serotonin Reuptake Inhibitor) as recommended [2,27].

The sequential binge, a new therapeutic approach for binge eating
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We chose an inpatient rather than outpatient setting for the following reasons. First, an

inpatient setting allows fast reactivity of the medical team in case of poor compliance to the

technique or major adverse events (two patients had a clinically significant depressive episode

after the onset of SB) [28,29]. Second, a substantial proportion of our patients had AN, psychi-

atric co-morbidities, and/or a large number of binge episodes at admission. According to liter-

ature, those patients are more likely to fail to respond to CBT [23–26] and require a more

intensive program in an inpatient setting [19,30].

Until the first SB, CBT was complemented by at least one binge management strategy.

Binge management strategies were stopped just before the first SB to avoid any interaction

Fig 1. Flow chart of inclusion of patients.

doi:10.1371/journal.pone.0165696.g001
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with SB. However, CBT, SSRI and the multi-faceted group program were continued. The ratio-

nale for continuing CBT and SSRI was that SB does not target the core mechanisms occurring

outside binges, such as dietary restraint and overvaluation of weight, shape and their control.

All patients were contacted for a reassessment 47 weeks ± 7 weeks after discharge.

CBT and binge management strategies. Since admission, all patients received individual

sessions of one hour of CBT-E for eating disorders according to Fairburn [19]. They were

delivered twice weekly by either a psychiatrist with 11 years experience, or a psychologist with

8 years experience. This was complemented by a French translation of Fairburn’s self-help

book [18,31]. This book allowed patients to efficiently prepare the upcoming sessions of

CBT-E. CBT-E included three main successive steps: first, therapists provided psycho-educa-

tional information about the reinforcing mechanisms of the disorder. In addition, patients

were asked to monitor their daily food intake while they had three calibrated daily meals com-

plemented by one or two snacks at set times. Secondly, excessive or dysfunctional body image,

strict dieting and relationship between life events, mood and eating were identified and chal-

lenged with cognitive and behavioral exercises (e.g. thought challenging, behavioral exposures

and problem solving). Third, relapse prevention strategies were developed [19]. Regular

reviews were conducted throughout the treatment. Likewise the progress reviews, potential

barriers to change and motivational issues were regularly discussed and addressed if necessary.

Step 1 of CBT-E included the use of distraction techniques when patients faced the urge to

binge [19]. This was complemented with other binge management techniques tailored to the

patients that included: bingeing with non-binge foods; ‘scheduled binges’ (patients binged

Table 1. Participants’ socio-demographic and clinical characteristics. Medians (interquartile) are

reported, otherwise specified.

Pilot group (n = 15)

Age at SB presentation,years 24 (22–27)

Female gender, n (%) 14 (93)

Education, years 13 (12–14)

Brothers, n 1 (0–2)

Sisters, n 1 (0–2)

Eating disorder diagnosis

- Anorexia Nervosa 6 (40%)

- Bulimia Nervosa 8 (53%)

- Binge eating disorder 1 (7%)

Psychiatric co-morbidities

- At least one, n (%)* 12 (80)

- Associated with poor prognosis, n (%)** 9 (60%)

History of anorexia nervosa, n (%) 11 (73%)

BMI at first SB use, kg/m2 18.2 (16.6–20.4)

Time from disorder occurrence to SB presentation, years 11 (6–13)

Time from disorder diagnosis to SB presentation, years 6.1 (2.9–9.8)

Number of binges over the past 28 days at SB presentation 42 (30–71)

Number of binges over the past 28 days at first SB use 32 (27–64)

Abbreviations: SB: sequential binge; BMI: body mass index.

*: substance related disorder, social phobia, post-traumatic stress disorder, obsessive compulsive disorder,

parasomnia due to restless leg syndrome, major depressive disorder, bipolar disorder, dependent

personality disorder, borderline personality disorder.

**: substance related disorder, major depressive disorder, bipolar disorder, borderline personality disorder.

doi:10.1371/journal.pone.0165696.t001

The sequential binge, a new therapeutic approach for binge eating

PLOS ONE | DOI:10.1371/journal.pone.0165696 November 10, 2016 5 / 17



only on days pre-arranged with the therapist); and/or nasogastric feeding for a minimum one

month period [32].

The medical team did not exert any control over binges or regular eating. Patients could

binge during their stay at the hospital as they had access to foods.

The sequential binge (SB). The SB protocol consisted of 3 distinct steps that were

explained to the patient. As the urge to binge is not synchronous among patients, the SB proto-

col was set individually.

Step 1: Packaging foods. Patients were asked to gather all the foods they had planned to

eat during their binge, as they would have done for a regular binge. Then patients had to share

the food out into 6 to 10 identical packages, each package including a portion of each binge food.

Packages could be prepared either before the binge (e.g. several hours or days) or when the urge

to binge occurred, depending on the patients’ habits. All packages had to be identical regarding

food types, brands and quantity of food, although the amounts of food were allowed to differ

from one food type to another in the same package. As binge food craving transiently increases

at the beginning of the binge [33], the amount of food in the first package had to be large enough

so that the end of the ingestion of the first package occurred after this transient increase.

As women ingest on average 642 kcal during each meal and the total intake of a binge is

3469 kcal on average [7,34], we calculated that sharing out food into 6 to 10 packages corre-

sponded to 50–90% of an average meal for each package. This fulfilled the objective of promot-

ing a reasonable amount of food in one intake. As the duration of a regular binge is 41 minutes

on average [7], the ingestion of each package should last between 4 and 7 minutes.

Step 2: The food ingestion sequence. Food was ingested sequentially with incremental

pauses between packages. The time order of food ingestion is presented in Fig 2.

Ingestion: All prepared packages were stored out of sight but could be easily accessed (for

instance in a corner of the room where the binge takes place) except for the first package

which was eaten without delay. Food in the first package was eaten without any predefined

order. However, the sequence of ingestion for the first package had to be reproduced for the

subsequent packages.

Pause: After the first package was eaten, patients had to pause. During this pause, they were

allowed to engage in any activities provided they were not related to food, not a compensatory

behavior, not a physical activity and intellectually not too demanding. Indeed, any compensa-

tory behavior or physical activity during pauses might lead patients to experience the intake of

Fig 2. Time order of food ingestion during the sequential binge (example with 4 binge foods and 4 packages).

doi:10.1371/journal.pone.0165696.g002
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each package as an independent binge and thus would strengthen the feeling of loss of control

at the end of the binge. Setting an activity unrelated to food during pauses aimed at disrupting

the automated ingestion of binge food which usually happens in a regular binge. Conversely,

an activity that is too cognitively demanding would capture too much attention and thus

would reduce the ability to recall the sequence. As a distractor, the concurrent activity, what-

ever its nature, was also expected to reduce craving for the selected food [35]. Each package

had to be entirely finished before pausing and moving on to the next one.

The physical move required to get the next package also aimed at preventing an automated

ingestion of food [36].

The duration of pauses was incremental for the first three packages at least, and stabilized

for the remaining packages. Pauses were incremental at the beginning of SB to prevent their

automation during SB (which would then resemble a regular binge interspersed with regular

pauses). However, if pause duration was to increase till the end of SB, patients would learn to

permanently delay food ingestion, which in turn could promote food restriction. Instead, sta-

bilizing pause duration towards the end of SB would promote delayed ingestion (rather than

restriction) of a reasonable amount of food [17].

Package size and pause duration were constrained by the time course of the specific desire

to eat one food. The desire to eat a specific food progressively decreases during its ingestion

[37]. Then, the desire slowly increases back to its initial value about an hour after the ingestion

has stopped [37].

Over SB, a gradual decrease of the cumulative desire to eat a specific food could only occur

if, for each package, the food intake lasted substantially less than the duration of this craving

reset. If the desire to eat the selected food is reset to its initial peak, boredom could never

occur. Overall, pauses were not too long to satisfy this constraint i.e. optimally elicit the occur-

rence of boredom for binge food (typically 120 seconds, lower than 300 seconds). Note that

the first pause was chosen to last 10 seconds as patients might not be able to stand longer

pauses (craving for binge food is still intense at the end of the first package).

Step 3: End of the binge. Binge ended at the patients’ convenience, i.e. at any time during

SB. Spared binge food was either disposed of or stored for a subsequent binge (regular or SB)

at the patients’ convenience.

At the end of each SB, a therapist reviewed that the process was adequately implemented in

a face-to-face interview with the patient. Of particular importance were i) the number of pack-

ages stored out of hand and the sequence of ingestion from one package to another; ii) pauses

between two packages: duration, activities during pauses, compensatory behaviors, physical

activities; iii) potential food skipped; iv) variation of the sequence of ingestion across SBs; v)

rule sets for choosing foods for SBs that would have differed from a regular binge.

Patients were encouraged to implement SB whenever they had an urge to binge. Encourage-

ment was reiterated after two consecutive regular binges.

To prevent any automation of food ingestion during SB, the parameters of SB (pause dura-

tion, types of food and sequence of ingestion) were changed before each implementation.

Note that the medical team was allowed to help patients during the first step only.

Assessment

Binges were defined as any food ingestion perceived as large and experienced with a feeling of

loss of control. This definition refers to subjective binge eating [38]. Compared to objective

binge eating which is based on the objective amount of food ingested, subjective binge eating

better reflects the core of patients’ distress [38]. With its design, SB can be implemented only if

the patient intends to binge with a large amount of foods. However, SB is hypothesized to

The sequential binge, a new therapeutic approach for binge eating
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impact subsequent episodes of food intake with a feeling of loss of control whatever the

amount of food and perceived by the patient as a binge. Therefore we collected subjective

binges that include all these episodes.

Information about binge characteristics (i.e. SB vs. regular binge), compensatory behaviors,

medical treatment and patients’ feedback were collected routinely by nurses specialized in the

treatment of eating disorders. Patients daily self-monitored the type and amount of foods they

ingested, the time and place where they started and finished eating, the nature of the binge

(regular vs. sequential), any purging behaviors and their feelings and comments [19]. In an

additional standardized self-administered questionnaire built for the purpose of the study,

patients reported the binge refractory period (for both SB and regular binges) and the number

of packages prepared and ingested at each SB. The amount of food planned for each SB was a

reliable measure of the food intake during binges because almost all patients usually eat the

amount of food they have planned [39,40].

Patients’ notebooks and information collected by the medical team were used to compute

daily binge number. If those differed, only information on patients’ notebooks was used. Note

that assessing binge number with standardized questionnaires such as the Eating Disorder

Examination Questionnaire [19] would not be suitable for our study. Indeed, these question-

naires collect the total number of binges over a period of 28 consecutive days which is not

appropriate for investigating immediate effects of our intervention on daily binge number.

Height was measured once at admission and weight was measured weekly. Socio-demo-

graphic data at enrollment were collected in a standardized self-administered questionnaire.

During the follow-up assessment occurring 47 weeks on average after discharge, the current

clinical status and the disorder evolution and treatments since discharge were collected

through a structured clinical interview.

Statistical analysis

All enrolled patients were included in the present analysis. Analysis was carried out in four steps.

Step 1. We investigated the characteristics of implementation of the first SB: the time

between SB presentation and first SB; binge frequency at SB presentation; reduction in binge

frequency between admission and SB presentation; and their associations. Associations were

appraised with the Spearman correlation coefficient. This step of the analysis also aimed at

confirming the ABAB like design. Specifically, we tested whether the number of binges the day

before each SB was significantly different to the number of binges the day before the first SB.

We ran a linear mixed model in which the number of binges the day before SB was modeled as

a function of SB index (“first” for first SB vs. “following” for all the other SBs). Participants

were modeled as a random factor(model 1).

Step 2. We investigated the immediate effects of SB on the quantity of binge food ingested,

the binge refractory period and the daily binge number. The relative reduction of food intake

was estimated as the ratio of the number of packages remaining at the end of SB to the initial

number of packages. The Wilcoxon test was used to compare the duration of the refractory

period after SBs vs. regular binges. The association between the reduction in food ingestion

and the relative binge refractory period (computed as the ratio of the individual average dura-

tion of the binge refractory period after SB to the one after a regular binge) was assessed with

the Spearman correlation coefficient.

We then analyzed the effect of SB on daily binge number. The period from admission to the

first implementation of SB (exclusive) was reported as the pre-SB period. The period from the

first implementation of SB to discharge was reported as the post-SB period. The periods during

which SB was not implemented (i.e. the pre-SB period and days without SB over the post-SB
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period) were control conditions for each participant. We labeled each day with SB as “SB day”

and each day SB was not implemented as “no-SB day”. There was a series of “SB days” and

“no-SB days” for each patient.

The immediate effect of SB on the day-to-day relative variation in daily binge number was

assessed with a linear mixed model (model 2) as recommended for longitudinal data [41,42].

This model included daily number of binges as the dependent variable and the following inde-

pendent variables: (1) number of binges the previous day, (2) use of SB (“SB day” vs. “no-SB

day” during the pre-SB period vs. “no-SB day” in the post-SB period), (3) interaction between

(1) and (2), (4) age at first diagnosis [26,43], (5) time elapsed between first diagnosis and SB

presentation [43], (6) diagnosis (AN versus BN and BED together) [44], (7) co-morbidities

associated with impulsivity or mood [23] (presence/absence of substance–related, major

depressive, bipolar or borderline personality disorder), and (8) educational level [24]. Partici-

pants were set as a random factor over the intercept. Note that only data ranging from 10 days

before first SB to 38 days after first SB were included in the model. This cutoff was chosen in

order to elicit the same period of follow-up in all participants.

As each patient implemented SB several times and CBT every day, this model allowed us to

extract the specific contribution of SB to the reduction in daily binge number after its imple-

mentation compared to CBT, and whether these variations were associated to the number of

binges the day before.

We then investigated whether SB effect on the reduction in daily binge number was entirely

or not entirely mediated by the reduction of binge food intake during SB. A regular mixed

model is not appropriate to assess this effect [45]. We used the sequential g-estimator approach

developed by Vansteelandt applied to model 2 complemented with the reduction of food

intake on days with SB [45](model 3).

For model 2 and model 3, missing data for daily binge number were linearly interpolated

with the nearest available daily binge number. Daily binge number included both regular

binges and SBs in this interpolation.

We also ran three other imputation methods to assess the robustness of the results. The first

one was the same as the aforementioned interpolation method except that SBs were not

included in the calculation of daily binge number (they were however added after the interpo-

lation) (imputation A). The rationale behind this method is that SB might have been better

recorded as they were the main focus of the study. The other methods included the replace-

ment of all missing data by the closest available daily binge number before the missing data

(imputation B) or following the missing data (imputation C).

To visualize the results obtained with the mixed models, we plotted the daily binge number

as a function of the time interval elapsed between two consecutive SB. First, we computed the

relative daily binge number of a day by dividing the daily binge number of that day by the

daily binge number of the previous SB day. Second, time between two consecutive SBs (e.g. SB

A and SB B) was transformed into percentages so that a time interval of 0% corresponds to SB

A day and a time interval of 100% to SB B day. For each percent of time, a paired t-test was

computed to compare each relative daily binge number to that of SB A day (i.e. 100% of daily

binge number). Multiple comparisons were accounted for with Benjamini false discovery rate.

Step 3. This step investigated the long term outcome of patients. It encompassed potential

side effects, recovery (defined as no binges over four consecutive weeks) and remissions

(defined as less than two binges per week over four consecutive weeks). No further analysis

was carried out in this step because the study design does not allow any inference about a

causal relationship with SB and it was not the goal of the study.

Step 4. We analyzed any spontaneous feedback reported by the patients that was not

assessed systematically by questionnaires or interviews.
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Analyses were carried out with lmer package in R (release 3.0.1), SAS1 (version 9.2; SAS

Institute Inc, Cary, NC) and Matlab1 (release 2010b; Mathworks Inc.).

Results

Characteristics of SB implementation

Fifteen patients implemented SB 6 days after being introduced to SB (interquartile: 1.5–15.5).

Ten patients implemented SB with the aim of entirely suppressing binges, two with the aim of

reducing binge frequency or binge food intake, one with these two aims and two did not pro-

vide information. Time between admission and SB presentation was not associated with binge

frequency at admission (r = -0.08; p = 0.78). Binge frequency at SB presentation tended to be

inversely associated with the delay between SB presentation and its first implementation (r =

-0.48, p = 0.07), while reduction of binge frequency between admission and SB presentation

was not (r = 0.18, p = 0.53). Overall, participants implemented SB twice (median number = 2,

interquartile: 2–5) four days apart (median: 4, interquartile: 2–7) over the 38 days following

first SB.

The number of binges the day before the first SB was similar to the number of binges before

each of the following SBs (1.11 versus 1.45 binge, p = 0.15, model 1).

Immediate effects of SB

During SB, patients ingested substantially less food compared to what they had originally

planned (mean relative reduction (SD): 44% (20%)). The binge refractory period was substan-

tially longer after an SB than after a regular binge (median (interquartile): 48 (6–168) vs 4

(1.5–24) hours respectively, p = 0.002). The relative reduction in food intake was associated

with the relative binge refractory period (r = 0.59, p = 0.03): the less patients consumed food

during a binge, the longer the refractory period.

Every SB day was associated with an average of 26% reduction in daily binge number the

day after (p = 0.004, model 2). The daily binge number increased by 10% (mean) the day after

each day without SB during the pre-SB period (p = 0.05, model 2) and by 66% during the post-

SB period (p<0.0001, model 2). These two percentages were significantly different (+10% ver-

sus +66%, p<0.0001, model 2). Day-to-day variation in daily binge number was significantly

different between SB days and no-SB days in the pre-SB period (-26% versus +10%, p = 0.0006,

model 2). Similar results were found with the three other methods of imputations (variation in

binge number: -23%, -14% and -26% for SB days during the post-SB period; +15%, +17% and

+6% for no-SB days during the pre-SB period; +72%, +58% and +63% for no-SB days during

the post-SB period; imputations A, B and C respectively, model 2).

Coherently, during the first two thirds of the time between two consecutive SBs, the binge

number of a day was significantly lower than the one of the previous SB day (Fig 3A, and Fig

3B illustrating the variations in daily binge number between the day before and the day after

SB for the first two SBs).

We then tested whether the observed effect of SB on the daily binge number was entirely or

not entirely mediated by the reduction in binge food intake. Binge number on days after SB

was 19% (p = 0.03, model 3) lower than the day before SB. This 19% reduction was not medi-

ated by the reduction of binge food intake during SB. By contrast, there was a 68% increase in

binge number the day after no-SB days. This percentage was significantly different from the

19% reduction the day after SB days (p<0.0001, model 3). Results were consistent with the

three other methods of imputations (-16%, -7%, -18% for SB days vs. +89%, +69%, +60% for

no-SB days for imputations A, B and C respectively).
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Long term effects of the sequential binge

A clinically significant depressive episode occurred in two patients after the first SB. It disap-

peared with the reduction in binge frequency and subsequent SB use without any change in

medication. Patients attributed this depressive episode to an absence of binge craving to relieve

their negative emotions during the binge refractory period.

Fig 3. (A) Daily binge number as a function of the time to next sequential binge (SB). Daily binge number was

computed relatively to the daily binge number of the previous SB day (in percent). For example, a daily binge

number of 100% equals to the binge number of the previous SB day. Time between two consecutive SBs (e.g. SB A

and SB B) was transformed into percentages so that a time interval of 0% corresponds to SB A day and a time

interval of 100% to SB B day. All percentages of daily binge number within the dashed rectangle (time 1% to time

66%) are significantly lower than 100% (i.e. than the daily binge number on the previous SB day). Note that we used

a threshold of p = 0.05 corrected for multiple comparisons with Benjamini false discovery rate. Eighty six SBs

implemented over the follow-up period were included. (B) Number of binges the days before and after first and

second SB. Mean and standard errors of the mean are reported.

doi:10.1371/journal.pone.0165696.g003
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Seven patients (47%) were free of binges for four consecutive weeks 16 weeks after the first

SB (interquartile: 8–30) and thirteen patients (87%) experienced less than 2 binges per week

for four consecutive weeks 13 weeks after the first SB.

Experience of the sequential binge

Ten patients spontaneously reported their expectancy regarding SB. Eight of them reported

that they had expected neither such a large reduction in food intake nor the long binge refrac-

tory period. The two remaining ones reported no surprise about the effects they observed after

the first SB.

Failure in implementing SB at each binge was due to the urge to binge (5 ANB and 3 BN

patients), a more intense pleasure provided by regular binges compared to SBs (3 ANB and 4

BN patients) or to the organizational and/or mental constraints related to the rules of ingestion

(3 BN patients).

Discussion

This article describes the sequential binge, a new therapeutic technique designed to actively

target binge eating episodes. SB breaks up the binge into a repeated identical sequence of

ingestion interspersed by incremental pauses. During the binge, this pattern of ingestion aims

at promoting boredom toward the ingested foods and at turning cognitive control skills away

from binge food restriction. With its design, SB can be implemented only if the patient intends

to binge with a large amount of foods. However, SB was hypothesized to impact subsequent

subjective binges. In a pilot group of binging patients (ANB, BN and BED) who did not

respond to an intensive course of CBT complemented with SSRI, we observed: an acceptance

rate (79%) close to the one of enhanced CBT (77%) [44]; food intake during SB almost halved

compared to what patients had planned to eat; the refractory period was substantially longer

after SBs compared to regular binges; daily binge number reduced substantially after each SB

implementation while days without SB were associated with a proportional increase of binges

the day after.

The substantial amount of uneaten food at the end of SB (patients ate only 44% of what

they had planned) is likely higher than at the end of a regular binge. Indeed, others have found

that most people eat entirely what they have planned [39,40].

The reduction in food intake during SB is likely due to the monotonous repetition of the

sequence of food ingestion, as demonstrated in healthy participants [8]. The process deamed

to mediate this effect is called specific satiety [8], the food specific signal triggering the end of

ingestion of a food despite a sustained hunger [9,46]. Additional processes might also be

involved: the visual perception of packages [47], a general boredom with the packages [48]

and/or a reduction in the reward associated with the intake of large amount of highly palatable

foods [49]. On the other hand, the reduction in food intake is unlikely to result from a reduced

eating speed or a distraction effect coming from the reproduction of the ingestion sequence

because these factors have not been shown to contribute to binge or regular food intake

[50,51]. Neither is the reduction of food intake likely to be driven by a higher awareness of

food ingestion during SB because cognitive resources are already recruited for reproducing the

sequence of ingestion and the duration of pauses is limited.

The reduction of food intake during SBs partially accounted for the longer refractory period

after SBs compared to regular binges. This could be influenced by a lower overall feeling of

loss of control at the end of the binge due to the reduction of binge food intake [1]. This lower

perception of loss of control would limit the strengthening of the diet after SB. In addition,

some of the BN participants reported that they failed to implement SB because of the reduced
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attractiveness of SB. Thus, one can also stipulate that the lower food intake during SB may

have reduced the reward associated with the intake of highly palatable foods [49] usually

ingested during binges [6,7], and the desire to engage in a new binge accordingly.

However, this weak association between the reduction of food intake and the longer refrac-

tory period leaves room for another mechanism to account for the lengthening of the refrac-

tory period after SB. Likewise, food intake did not account for the reduction in binge number

the day after SB. Instead, we postulate that the reduction of daily binge number after SB is

related to the specific rules of ingestion during SB. Those rules are designed to train and reori-

ent cognitive control abilities away from optimizing binge food restriction during the binge.

Indeed, there is an increasing amount of evidence showing that patients plan food restriction

and reinforce their dietary rules during binges, which in turn promotes subsequent binge epi-

sodes [1,10]. This break-up in the reinforcing mechanism of binge occurrence would favor a

longer binge refractory period and reduce the daily binge number.

The higher increase in daily binge number on days without SB in the post-SB vs. pre-SB

period could be interpreted as a side effect of SB. However, the increase in daily binge number

after SBs occurred only in the second half of the time interval elapsed between two consecutive

SBs, despite the presence of regular binges over the first half (Fig 3). The accumulation of regu-

lar binges between two consecutive SBs would have reinforced their occurrence [1] and over-

come the reduction in binge number consecutive to SB. Therefore, we believe that this higher

increase in daily binge numbers on non SB days in the post SB period results from the accumu-

lation of regular binges occurring between two consecutive SBs rather than a side effect of SB.

This points out the importance of warning patients that they should be implementing SB as

often as possible to benefit fully from it.

Each SB was implemented to its end and patients never moved to a regular way of binging

in the middle of SB, which supports its feasibility as an intervention for binge eating. However,

we observed that SB was overall implemented less than regular binges. This could signal a

motivational issue rather than difficulties in implementing SB. Indeed, patients preferred regu-

lar binges rather than SB because of a higher pleasure with regular binges. Motivation to imple-

ment SB could be raised by investigating patients’ thoughts and feelings (and especially their

sensation of loss of control) after they experienced SBs vs. regular binges. Understanding why

patients implement the next SB only when they experience again the same number of binges as

before the previous SB (Fig 3) might improve motivation to implement SB.

Our pilot study has several limitations. First no control group was included. Despite its sub-

stantial length, the unsuccessful implementation of binge management techniques, and the

ABAB-like design with repeated SB implementations, the period between admission and SB

presentation cannot be viewed as a valid control.

Second, one cannot completely exclude that the reduction of binge occurrence and

extended refractory periods after SB was due to patients’ stronger motivation to reduce binge

number at the time of SB or to an exceptionally high positive expectations towards SB. How-

ever, patients’ expectancy effects are unlikely because SB is per se a binge, hence goes against

patients’ desire to avoid binges [1]. Additionally, patients did not expect, neither focused their

efforts on, a reduction of daily binge number.

Third, the immediate effects of SB on binge number and on binge food intake are rather

related to SB than to the other therapeutic interventions (CBT-E, SSRIs, group program)

because SB positively impacts daily binge number the day after each of its implementation;

and conversely, not doing SB negatively impacts daily binge number. Also note that the other

therapeutic interventions were implemented without much success on daily binge number

during the entire baseline period.
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Fourth, our sample was small, highly selected (poor responders to CBT and SSRIs from in-

or day patient settings), and heterogeneous regarding both eating disorders diagnoses and co-

morbidities. Thus, one needs to be cautious about the generalization of our results on the pos-

sible benefits of SB. Moreover, assessing the clinical efficacy of SB was beyond the scope of this

study that aimed to assess the feasibility and immediate effects of SB.

Fifth, as assessment of daily binge number and the amount of binge food ingested during

SBs was based on patients’ report, it might be affected by a recall bias and selective feedback.

However binging patients report more accurately episodes of overeating compared to controls

[52]. Moreover, if present, this bias should have equally affected the report of both SBs and reg-

ular binges. Overall, this data collection bias should be limited and only marginally affect the

results.

Conclusions and Perspectives

Despite their limitations, our results provide a proof of concept of SB and demonstrate that SB

could be a feasible and therapeutic intervention for those patients who have failed to respond

to an intensive course of CBT+SSRI. Of particular importance are the immediate effects of SB

over food intake, daily binge number and binge refractory period. In addition, half of the par-

ticipants reached binge abstinence for at least one month. This justifies the need of a random-

ized controlled trial to provide a full overview of the immediate and long term effects of SB.

Especially, to improve the potential efficiency of SB, future studies might look for a cumulative

effect when SB is re-implemented before the effect of the previous one has faded away.
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reviewing the manuscript and Alain Perroud, MD, for clinical support.

Author Contributions

Conceptualization: RN.

Formal analysis: RN, DN.

Funding acquisition: RN, GC.

Investigation: RN, AN.

Methodology: RN, DN, GC, AN.

Software: RN, DN.

Writing – original draft: RN, DN, GC, GB, US, AN.

Writing – review & editing: RN, DN, GC, GB, US, AN.

References

1. Fairburn CG, Harrison PJ (2003) Eating disorders. Lancet 361: 407–416. doi: 10.1016/S0140-6736(03)

12378-1 PMID: 12573387

2. Bacaltchuk J, Hay P, Trefiglio R (2001) Antidepressants versus psychological treatments and their com-

bination for bulimia nervosa. Cochrane Database Syst Rev: CD003385. doi: 10.1002/14651858.

CD003385 PMID: 11687197

3. Hay PP, Bacaltchuk J, Stefano S, Kashyap P (2009) Psychological treatments for bulimia nervosa and

binging. Cochrane Database Syst Rev: CD000562. doi: 10.1002/14651858.CD000562.pub3 PMID:

19821271

The sequential binge, a new therapeutic approach for binge eating

PLOS ONE | DOI:10.1371/journal.pone.0165696 November 10, 2016 14 / 17

http://dx.doi.org/10.1016/S0140-6736(03)12378-1
http://dx.doi.org/10.1016/S0140-6736(03)12378-1
http://www.ncbi.nlm.nih.gov/pubmed/12573387
http://dx.doi.org/10.1002/14651858.CD003385
http://dx.doi.org/10.1002/14651858.CD003385
http://www.ncbi.nlm.nih.gov/pubmed/11687197
http://dx.doi.org/10.1002/14651858.CD000562.pub3
http://www.ncbi.nlm.nih.gov/pubmed/19821271


4. Fernandez-Aranda F, Jimenez-Murcia S, Santamaria JJ, Giner-Bartolome C, Mestre-Bach G, Granero

R, et al. (2015) The Use of Videogames as Complementary Therapeutic Tool for Cognitive Behavioral

Therapy in Bulimia Nervosa Patients. Cyberpsychol Behav Soc Netw 18: 744–751. doi: 10.1089/cyber.

2015.0265 PMID: 26583754

5. Goldstein M, Peters L, Thornton CE, Touyz SW (2014) The treatment of perfectionism within the eating

disorders: a pilot study. Eur Eat Disord Rev 22: 217–221. doi: 10.1002/erv.2281 PMID: 24474602

6. Raymond NC, Bartholome LT, Lee SS, Peterson RE, Raatz SK (2007) A comparison of energy intake

and food selection during laboratory binge eating episodes in obese women with and without a binge

eating disorder diagnosis. Int J Eat Disord 40: 67–71. doi: 10.1002/eat.20312 PMID: 17080451

7. Hadigan CM, Kissileff HR, Walsh BT (1989) Patterns of food selection during meals in women with

bulimia. Am J Clin Nutr 50: 759–766. PMID: 2801580

8. Brondel L, Lauraine G, Van Wymelbeke V, Romer M, Schaal B (2009) Alternation between foods within

a meal. Influence on satiation and consumption in humans. Appetite 53: 203–209. doi: 10.1016/j.appet.

2009.06.009 PMID: 19555729

9. Piqueras-Fiszman B, Spence C (2014) Colour, pleasantness, and consumption behaviour within a

meal. Appetite.

10. Neveu R, Neveu D, Barsumian F, Fouragnan E, Carrier E, Lai M, et al. (2014) Improved planning abili-

ties in binge eating. PLoS One 9: e105657. doi: 10.1371/journal.pone.0105657 PMID: 25148580

11. Neveu R, Fouragnan E, Barsumian F, Carrier E, Lai M, Nicolas A, et al. (2016) Preference for Safe

Over Risky Options in Binge Eating. Front Behav Neurosci 10: 65. doi: 10.3389/fnbeh.2016.00065

PMID: 27065829

12. Craig P, Dieppe P, Macintyre S, Michie S, Nazareth I, Petticrew M (2008) Developing and evaluating

complex interventions: the new Medical Research Council guidance. BMJ 337: a1655. doi: 10.1136/

bmj.a1655 PMID: 18824488

13. Alvarez-Moya EM, Jimenez-Murcia S, Moragas L, Gomez-Pena M, Aymami MN, Ochoa C, et al. (2009)

Executive functioning among female pathological gambling and bulimia nervosa patients: preliminary

findings. J Int Neuropsychol Soc 15: 302–306. doi: 10.1017/S1355617709090377 PMID: 19203440

14. Johansson L, Ghaderi A, Andersson G (2005) Stroop interference for food- and body-related words: a

meta-analysis. Eat Behav 6: 271–281. doi: 10.1016/j.eatbeh.2004.11.001 PMID: 15854873

15. Fairburn CG, Wilson GT, editors (1993) Binge eating: nature, assessment and treatment: Guilford

Press.

16. Rosval L, Steiger H, Bruce K, Israel M, Richardson J, Aubut M (2006) Impulsivity in women with eating

disorders: problem of response inhibition, planning, or attention? Int J Eat Disord 39: 590–593. doi: 10.

1002/eat.20296 PMID: 16826575

17. Neef NA, Bicard DF, Endo S (2001) Assessment of impulsivity and the development of self-control in

students with attention deficit hyperactivity disorder. J Appl Behav Anal 34: 397–408. doi: 10.1901/

jaba.2001.34-397 PMID: 11800181

18. Fairburn CG (1995) Overcoming binge eating. New York: Guilford Press.

19. Fairburn CG (2008) Cognitive Behavior Therapy and Eating Disorders. New York: Guilford Press.

20. Baer RA, Fischer S, Huss DB (2005) Mindfulness and acceptance in the treatment of disordered eating.

Journal of Rational-Emotive & Cognitive-Behavior Therapy 23: 281–300.

21. American Psychiatric Association A (2000) Diagnostic and statistical manual of mental disorders.

Washington DC: American Psychiatric Association.

22. Wilson GT, Loeb KL, Walsh BT, Labouvie E, Petkova E, Liu X, et al. (1999) Psychological versus phar-

macological treatments of bulimia nervosa: predictors and processes of change. J Consult Clin Psychol

67: 451–459. PMID: 10450615

23. NICE (2004) Eating disorders: core interventions in the treatment and management of anorexia ner-

vosa, bulimia nervosa and related eating disorders. In: Excellence NIfHaC, editor. London: The British

Psychological Society and Gaskell.

24. Agras WS, Crow SJ, Halmi KA, Mitchell JE, Wilson GT, Kraemer HC (2000) Outcome predictors for the

cognitive behavior treatment of bulimia nervosa: data from a multisite study. Am J Psychiatry 157:

1302–1308. doi: 10.1176/appi.ajp.157.8.1302 PMID: 10910795

25. Bulik CM, Sullivan PF, Carter FA, McIntosh VV, Joyce PR (1999) Predictors of rapid and sustained

response to cognitive-behavioral therapy for bulimia nervosa. Int J Eat Disord 26: 137–144. PMID:

10422602

26. Agras WS, Telch CF, Arnow B, Eldredge K, Detzer MJ, Henderson J, et al. (1995) Does interpersonal

therapy help patients with binge eating disorder who fail to respond to cognitive-behavioral therapy? J

Consult Clin Psychol 63: 356–360. PMID: 7608347

The sequential binge, a new therapeutic approach for binge eating

PLOS ONE | DOI:10.1371/journal.pone.0165696 November 10, 2016 15 / 17

http://dx.doi.org/10.1089/cyber.2015.0265
http://dx.doi.org/10.1089/cyber.2015.0265
http://www.ncbi.nlm.nih.gov/pubmed/26583754
http://dx.doi.org/10.1002/erv.2281
http://www.ncbi.nlm.nih.gov/pubmed/24474602
http://dx.doi.org/10.1002/eat.20312
http://www.ncbi.nlm.nih.gov/pubmed/17080451
http://www.ncbi.nlm.nih.gov/pubmed/2801580
http://dx.doi.org/10.1016/j.appet.2009.06.009
http://dx.doi.org/10.1016/j.appet.2009.06.009
http://www.ncbi.nlm.nih.gov/pubmed/19555729
http://dx.doi.org/10.1371/journal.pone.0105657
http://www.ncbi.nlm.nih.gov/pubmed/25148580
http://dx.doi.org/10.3389/fnbeh.2016.00065
http://www.ncbi.nlm.nih.gov/pubmed/27065829
http://dx.doi.org/10.1136/bmj.a1655
http://dx.doi.org/10.1136/bmj.a1655
http://www.ncbi.nlm.nih.gov/pubmed/18824488
http://dx.doi.org/10.1017/S1355617709090377
http://www.ncbi.nlm.nih.gov/pubmed/19203440
http://dx.doi.org/10.1016/j.eatbeh.2004.11.001
http://www.ncbi.nlm.nih.gov/pubmed/15854873
http://dx.doi.org/10.1002/eat.20296
http://dx.doi.org/10.1002/eat.20296
http://www.ncbi.nlm.nih.gov/pubmed/16826575
http://dx.doi.org/10.1901/jaba.2001.34-397
http://dx.doi.org/10.1901/jaba.2001.34-397
http://www.ncbi.nlm.nih.gov/pubmed/11800181
http://www.ncbi.nlm.nih.gov/pubmed/10450615
http://dx.doi.org/10.1176/appi.ajp.157.8.1302
http://www.ncbi.nlm.nih.gov/pubmed/10910795
http://www.ncbi.nlm.nih.gov/pubmed/10422602
http://www.ncbi.nlm.nih.gov/pubmed/7608347


27. Flament MF, Bissada H, Spettigue W (2012) Evidence-based pharmacotherapy of eating disorders. Int

J Neuropsychopharmacol 15: 189–207. doi: 10.1017/S1461145711000381 PMID: 21414249

28. Duggan C, Parry G, McMurran M, Davidson K, Dennis J (2014) The recording of adverse events from

psychological treatments in clinical trials: evidence from a review of NIHR-funded trials. Trials 15: 335.

doi: 10.1186/1745-6215-15-335 PMID: 25158932

29. Meister R, von Wolff A, Mohr H, Nestoriuc Y, Harter M, Holzel L, et al. (2016) Adverse event methods

were heterogeneous and insufficiently reported in randomized trials on persistent depressive disorder.

J Clin Epidemiol 71: 97–108. doi: 10.1016/j.jclinepi.2015.10.007 PMID: 26482955

30. Wilson GT (1996) Treatment of bulimia nervosa: when CBT fails. Behav Res Ther 34: 197–212. PMID:

8881090

31. Perroud A (2001) Faire face à la boulimie. Paris: Retz.

32. Rigaud DJ, Brayer V, Roblot A, Brindisi MC, Verges B (2011) Efficacy of tube feeding in binge-eating/

vomiting patients: a 2-month randomized trial with 1-year follow-up. JPEN J Parenter Enteral Nutr 35:

356–364. doi: 10.1177/0148607110382422 PMID: 21527597

33. Polivy J, Coleman J, Herman CP (2005) The effect of deprivation on food cravings and eating behavior

in restrained and unrestrained eaters. Int J Eat Disord 38: 301–309. doi: 10.1002/eat.20195 PMID:

16261600

34. Bellisle F, Dalix AM, Mennen L, Galan P, Hercberg S, de Castro JM, et al. (2003) Contribution of snacks

and meals in the diet of French adults: a diet-diary study. Physiol Behav 79: 183–189. PMID: 12834789

35. McClelland A, Kemps E, Tiggemann M (2006) Reduction of vividness and associated craving in person-

alized food imagery. J Clin Psychol 62: 355–365. doi: 10.1002/jclp.20216 PMID: 16299713

36. Brandimonte MA, Filippello P, Coluccia E, Altgassen M, Kliegel M (2011) To do or not to do? Prospec-

tive memory versus response inhibition in autism spectrum disorder and attention-deficit/hyperactivity

disorder. Memory 19: 56–66. doi: 10.1080/09658211.2010.535657 PMID: 21240748

37. Hetherington M, Rolls BJ, Burley VJ (1989) The time course of sensory-specific satiety. Appetite 12:

57–68. PMID: 2719473

38. Brownstone LM, Bardone-Cone AM, Fitzsimmons-Craft EE, Printz KS, Le Grange D, Mitchell JE, et al.

(2013) Subjective and objective binge eating in relation to eating disorder symptomatology, negative

affect, and personality dimensions. Int J Eat Disord 46: 66–76. doi: 10.1002/eat.22066 PMID:

23109272

39. Fay SH, Ferriday D, Hinton EC, Shakeshaft NG, Rogers PJ, Brunstrom JM (2011) What determines

real-world meal size? Evidence for pre-meal planning. Appetite 56: 284–289. doi: 10.1016/j.appet.

2011.01.006 PMID: 21232568

40. Wilkinson LL, Hinton EC, Fay SH, Rogers PJ, Brunstrom JM (2013) The ’variety effect’ is anticipated in

meal planning. Appetite 60: 175–179. doi: 10.1016/j.appet.2012.10.001 PMID: 23064393

41. Diggle P (2002) Analysis of longitudinal data. Oxford; New York: Oxford University Press. xv, 379 p. p.

42. Laird NM, Ware JH (1982) Random-effects models for longitudinal data. Biometrics 38: 963–974.

PMID: 7168798

43. Keel PK, Mitchell JE (1997) Outcome in bulimia nervosa. Am J Psychiatry 154: 313–321. doi: 10.1176/

ajp.154.3.313 PMID: 9054777

44. Byrne SM, Fursland A, Allen KL, Watson H (2011) The effectiveness of enhanced cognitive behavioural

therapy for eating disorders: an open trial. Behav Res Ther 49: 219–226. doi: 10.1016/j.brat.2011.01.

006 PMID: 21345418

45. Vansteelandt S (2009) Estimating direct effects in cohort and case-control studies. Epidemiology 20:

851–860. doi: 10.1097/EDE.0b013e3181b6f4c9 PMID: 19806060

46. Hetherington MM (1996) Sensory-specific satiety and its importance in meal termination. Neurosci Bio-

behav Rev 20: 113–117. PMID: 8622817

47. Kahn BE, Wansink B. (2004) The Influence of Assortment Structure on Perceived Variety and Con-

sumption Quantities. Journal of consumer research 30: 519–533.

48. Wansink B, van Ittersum K. (2003) Bottoms Up! The Influence of Elongation on Pouring and Consump-

tion Volume. Journal of consumer research 30: 455–463.

49. Avena NM, Bocarsly ME (2012) Dysregulation of brain reward systems in eating disorders: neurochemi-

cal information from animal models of binge eating, bulimia nervosa, and anorexia nervosa. Neurophar-

macology 63: 87–96. doi: 10.1016/j.neuropharm.2011.11.010 PMID: 22138162

50. Kissileff HR, Zimmerli EJ, Torres MI, Devlin MJ, Walsh BT (2008) Effect of eating rate on binge size in

Bulimia Nervosa. Physiol Behav 93: 481–485. doi: 10.1016/j.physbeh.2007.10.007 PMID: 17996257

The sequential binge, a new therapeutic approach for binge eating

PLOS ONE | DOI:10.1371/journal.pone.0165696 November 10, 2016 16 / 17

http://dx.doi.org/10.1017/S1461145711000381
http://www.ncbi.nlm.nih.gov/pubmed/21414249
http://dx.doi.org/10.1186/1745-6215-15-335
http://www.ncbi.nlm.nih.gov/pubmed/25158932
http://dx.doi.org/10.1016/j.jclinepi.2015.10.007
http://www.ncbi.nlm.nih.gov/pubmed/26482955
http://www.ncbi.nlm.nih.gov/pubmed/8881090
http://dx.doi.org/10.1177/0148607110382422
http://www.ncbi.nlm.nih.gov/pubmed/21527597
http://dx.doi.org/10.1002/eat.20195
http://www.ncbi.nlm.nih.gov/pubmed/16261600
http://www.ncbi.nlm.nih.gov/pubmed/12834789
http://dx.doi.org/10.1002/jclp.20216
http://www.ncbi.nlm.nih.gov/pubmed/16299713
http://dx.doi.org/10.1080/09658211.2010.535657
http://www.ncbi.nlm.nih.gov/pubmed/21240748
http://www.ncbi.nlm.nih.gov/pubmed/2719473
http://dx.doi.org/10.1002/eat.22066
http://www.ncbi.nlm.nih.gov/pubmed/23109272
http://dx.doi.org/10.1016/j.appet.2011.01.006
http://dx.doi.org/10.1016/j.appet.2011.01.006
http://www.ncbi.nlm.nih.gov/pubmed/21232568
http://dx.doi.org/10.1016/j.appet.2012.10.001
http://www.ncbi.nlm.nih.gov/pubmed/23064393
http://www.ncbi.nlm.nih.gov/pubmed/7168798
http://dx.doi.org/10.1176/ajp.154.3.313
http://dx.doi.org/10.1176/ajp.154.3.313
http://www.ncbi.nlm.nih.gov/pubmed/9054777
http://dx.doi.org/10.1016/j.brat.2011.01.006
http://dx.doi.org/10.1016/j.brat.2011.01.006
http://www.ncbi.nlm.nih.gov/pubmed/21345418
http://dx.doi.org/10.1097/EDE.0b013e3181b6f4c9
http://www.ncbi.nlm.nih.gov/pubmed/19806060
http://www.ncbi.nlm.nih.gov/pubmed/8622817
http://dx.doi.org/10.1016/j.neuropharm.2011.11.010
http://www.ncbi.nlm.nih.gov/pubmed/22138162
http://dx.doi.org/10.1016/j.physbeh.2007.10.007
http://www.ncbi.nlm.nih.gov/pubmed/17996257


51. Bellisle F, Dalix AM, Slama G (2004) Non food-related environmental stimuli induce increased meal

intake in healthy women: comparison of television viewing versus listening to a recorded story in labora-

tory settings. Appetite 43: 175–180. doi: 10.1016/j.appet.2004.04.004 PMID: 15458803

52. Bartholome LT, Peterson RE, Raatz SK, Raymond NC (2013) A comparison of the accuracy of self-

reported intake with measured intake of a laboratory overeating episode in overweight and obese

women with and without binge eating disorder. Eur J Nutr 52: 193–202. doi: 10.1007/s00394-012-

0302-z PMID: 22302613

The sequential binge, a new therapeutic approach for binge eating

PLOS ONE | DOI:10.1371/journal.pone.0165696 November 10, 2016 17 / 17

http://dx.doi.org/10.1016/j.appet.2004.04.004
http://www.ncbi.nlm.nih.gov/pubmed/15458803
http://dx.doi.org/10.1007/s00394-012-0302-z
http://dx.doi.org/10.1007/s00394-012-0302-z
http://www.ncbi.nlm.nih.gov/pubmed/22302613

