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Abstract
Purpose To compare community girls at risk and not at risk for binge eating (BE) in attachment representations through a
narrative interview and to test the predictive role of attachment pattern(s) on the risk of binge eating among community girls.
Methods From 772 community adolescents of both sexes (33% boys) screened through the Binge Eating Scale (BES), 112
girls between 14 and 18 years, 56 placed in a group at risk for binge eating (BEG), and 56 matched peers, not at risk (NBEG),
were assessed in attachment representations through the Friends and Family Interview (FFI).
Results (1) Compared to NBEG, girls in the BEG showed more insecure-preoccupied classifications and scores, together
with lower narrative coherence, mother’s representation as a secure base/safe haven, reflective functioning, adaptive response,
and more anger toward mother. (2) Both insecure-dismissing and preoccupied patterns predicted 15% more binge-eating
symptoms in the whole sample of community girls.
Conclusions Insecure attachment representations are confirmed risk factors for more binge eating, affecting emotional
regulation and leading to “emotional eating”, thus a dimensional assessment of attachment could be helpful for prevention
and intervention. Implications and limits are discussed.
Level of evidence III. Evidence obtained from cohort or case–control analytic studies
Keywords Binge eating · Attachment · Adolescence · Friends & Family Interview · Community sample

Introduction
Since its addition to the last edition of the Diagnostic and
Statistical Manual of Mental Disorder (DSM-5), research
on Binge Eating Disorder (BED) constantly increased [1].
Its definition entails brief, recurrent, and psychologically
stressful overeating episodes, alongside the perception of a
loss of control on food intake, but without consequent compensatory behaviors like in bulimia [1, 2].
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Studies revealed that BED is the highest common eating
disorder (ED), with a lifetime prevalence of 1–3%, compared to 0.2–1.4% of anorexia nervosa (AN) and 0.6–1.9%
of bulimia nervosa (BN) [2–4], prevailing among female
gender like other EDs. Males seem underrepresented in the
literature concerning ED [5], which seems to be linked to
different issues in the disorders’ conceptualization and clinical practice. Indeed, until the Fourth edition of the DSM,
EDs criteria were strongly “female-centric” [6, 7], thus
research was more focused on female samples [8]. According to Støving and colleagues [9], clinicians are less aware
of EDs clinical manifestations in males, and they tend to
undervalue its diagnosis. Moreover, few men are likely to
seek help for their eating behaviors. However, since the fifth
edition of DSM [1], there has been a reported 28.9% increase
in EDs diagnoses in men during the lifespan. These observations highlight the difficulties in collecting data about EDs in
men and underline the importance of providing meaningful
data.
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Generally, BED is associated with highly negative physical and psychological disease, as obesity, diabetes, chronic
pain, depression, anxiety, bipolar disorders and substance
abuse, leading to severe social impairment and lower quality of life [1, 4, 10, 11]. Perspective and longitudinal studies [12, 13] highlighted that BED in adulthood is strongly
associated to binge-eating (BE) behaviors and externalizing
symptoms in adolescence. Therefore, exploring BE attitudes
in community adolescent samples may be highly relevant to
think and realize preventive interventions, and to examine
psychological vulnerabilities that could be connected to BE.
One of the psychological factors that was mostly associated with all EDs, is insecure attachment [14, 15]. The
attachment theory [16] postulates that a child develops an
early attachment bond with a specific caregiver, internalized as an internal representation of the self, other, and
their mutual relationship (IWM; Internal Working Model).
Knowingly or not, IWMs will guide expectations, feelings,
and behaviors in other significant relationships until adulthood [16]. Moreover, throughout life, IWMs grant access
to information related to the attachment system, in terms
of memories, thoughts, and reflections. Their influence can
be captured by interviews like the Adult Attachment Interview (AAI) [17] that highlight interviewees’ discourse style
when speaking about attachment experiences and relationships. Specifically, if caregivers pay attention and coherently
respond when the child’s express his/her attachment needs,
the child would form a secure IWM, meaning an experience
of the self as worthy of love and attention, the caregiver as
available and responsive, the significant relationship as a
source of gratification and help [16]. Secure IWM can be
seen in adults able to value and invest in attachment relationships in a good balance with self-realization and to
remember and speak about their early attachment relationships in an open, balanced, detailed, and carefree way [17,
18]. On the contrary, unfavorable early parent–child relationships predispose to develop insecure IWMs. When the
child minimizes the attachment need of proximity in favor
of exploration to avoid the caregiver’s rejection, an avoidant
IWM is more probable. Avoidant IWMs may develop in dismissing adults more prone to devalue, idealize or derogate
attachment relationships and experiences in favor of selfstrength, and speak about them in an untruthful, generic,
and too concise way [17, 18]. Else, when the child shows
hyperactivation and vigilance to attachment-related stimuli,
thus inhibiting exploration from seeking continuous proximity with an unpredictable and discontinuous caregiver, an
ambivalent/resistant IWM is more probable. Ambivalent/
resistant IWMs might foster entangled/preoccupied adults
that limit their independence and excessively emphasize
unsatisfying attachment relationships and talk about them
in angry, vague, and confusing ways [18]. Finally, when
the child experiences attachment traumas as parental loss,
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abandonment, neglecting, abusive and frightened/frightening caregivers, he/she may fail to organize a unique, coherent
attachment strategy, thus developing a disorganized IWM.
An early disorganized IWM might harbor disorganized (i.e.,
unresolved and fearful) adults that live long-life attachment relationships in a fearful way and breakdown when
attachment traumatizing experience (i.e., loss, abuse) were
recalled [18].
Moreover, IWMs are responsible for individuals’ emotion
regulation and distress perception in the attachment context
[19]. Indeed, individuals with secure attachment can regulate their emotions also thanks to secure IWM that permits
them to have a good representation of the self, the others,
and the relationships which are also crucial dimension in the
development of personality disorders [20]. Consequentially,
individuals with avoidant/dismissing attachment patterns
will probably use avoidant emotion regulation strategies,
and an individual characterized by ambivalent/preoccupied
attachment patterns will be primarily incapable of modulating his emotional state [21]. In this way, the attachment
can be used as a theoretical framework for comprehending
BE, meaning that maladaptive IWM coming from insecure
attachment is responsible for interpersonal problems that
often result in negative affect. Negative affect is not processed maturely and adaptively by individuals with insecure
attachment styles. Some individuals then tend to regulate
this negative emotional state with food, which often results
in loss of eating control, i.e., BE [22]. Using the attachment
theory to understand BE is consistent with an interpersonal
perspective: secure relationships are essential human needs
fundamental to psychological well-being. Indeed, a conceptual framework on EDs based on the attachment theory
would suggest that negative social evaluation trigger eating
disturbances [23].
In the last 30 years, more than 70 studies, several reviews,
and meta-analyses highlighted more attachment insecurity
and disorganization both in clinical adults and adolescents
with EDs, and in community samples with higher eating
disordered behaviors [14, 15, 24–31]. However, few studies
focus specifically on BED, probably due to its recent recognition as a separate diagnosis [1].
Studies on clinical adults with BED suggest a significant
presence of disorganized categories in their AAIs [32], as
well as better intervention outcomes, were related to reductions of patients’ attachment insecurity, both in the form of
anxiety or avoidance [33], while no attachment studies on
clinical adolescents with BED were found [34–36]. Studies on non-clinical samples showed relations between BE
behaviors, both in adults and adolescent, and higher attachment insecurity, in terms of anxiety, preoccupation, avoidance and fearfulness [14] measured through self-report
questionnaires [37–39], which revealed biases such as social
desirability, situational issues, and casual responses. Only
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a recent study on community adolescents assessed IWMs
through an interview, highlighting greater attachment preoccupation in at risk of BE girls compared to their not at risk of
BE peers, as well as an independent predictive role of both
preoccupied and dismissing attachment patterns on higher
presence of BE behaviors [40].
Given that adolescence is a critical stage where psychopathology might develop and BED might arise [3, 41, 42], this
contribution aims at expanding the current knowledge on the
associations between attachment and BE attitudes in a nonclinical adolescent sample. Moreover, given that almost all
studies with non-clinical groups employed self-report questionnaires [36], we used an age-adapted interview exploring attachment styles to overcome the biases mentioned
above and surpass the superficial focus on attachment-only
classifications. Indeed, we considered a microanalysis of
attachment narratives in crucial dimensions, such as reflective functioning [35], peer relationships [32], and affective/
emotion regulation [25, 38].
More specifically, we hypothesized that: (1) participants
resulting at moderate/high risk of BE would show higher
insecurity, especially in terms of higher preoccupied patterns and related scales, than peers being non at risk of BE.
Moreover, at the explorative level, we examined whether
BE groups would show lower scores in specific attachmentrelated dimensions, such as reflective functioning, selfesteem, peer relationships, and affective/emotion regulation;
(2) both preoccupied and dismissing attachment patterns
would be predictive of more BE behaviors.

Methods
Research design and participants
The research design of the current study included two waves
of data collection. In the first wave, 772 community adolescents (33% males, aged 13–19 years, mean [M] = 15.6,
standard deviation [SD] = 1.2) from high schools in Northern Italy, respectively 385 in the urban areas of Liguria
(38% males, Mage = 15.59, SDage = 1.1) and 387 in the urban
areas of Lombardy (28% males, Mage = 15.7, SDage = 1.3)
were assessed on BE behaviors via the Binge Eating Scale
(BES). No difference on BES scores neither on demographic
variables was found between participants from Liguria and
Lombardia.
Based on this screening of the first wave, 56 girls and
one boy were selected because their BES total score overpassed the cut-off score of 17, index of a moderate risk of
binge eating in adolescents [43, 44]. Given that the only
boy at risk refused to participate, the second wave, 15 days
later, included only 112 girls: 56 female adolescents (7.3%)
between 14 and 18 years were considered part of the BE
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group (BEG) and matched for age and gender with 56 peers
without BE (non-binge eating group = NBEG).

Variables and measures
An ad hoc social-demographic questionnaire was used to
collect demographic information about participants.
To evaluate the risk of BE in community adolescent sample, the Italian version of the BES [43, 44] was used. The
BES is a well-known Likert-type self-report to measure specifically the presence of binge-eating behaviors and features
indicative of an eating disorder, and it includes 16 items
based on behavioral characteristics (e.g., amount of food
consumed) and emotional and cognitive features. Scores
range from 0 to 46: a score of 17 is a cut-off for the presence
of a BED. The Italian version of the BES has been validated
and has good internal consistency reliability (Cronbach’s
alpha 0.89) with a moderate mean inter-item correlation
(r = 0.34) [44].
To assess attachment representations, we administered
the Friends and Family Interview (FFI) [45, 46]. The FFI is
a semi-structured interview asking adolescents (aged 11–17)
a set of 27 questions about themselves and their relationships
with the most significant individuals in their lives, including
parents, best friends, siblings and favorite teacher. FFIs were
videotaped and transcribed verbatim and transcripts were
rated by expert and reliable coders (first and second authors)
according to the FFI coding system [15].
Based on the highest score, it is possible to highlight one
of the four attachment classifications: secure, insecure-dismissing, insecure-preoccupied, insecure-disorganized. The
FFI coding system also includes the following dimensional
scales: (1) coherence, based on Grice’s maxims of good
conversation, such as truth, economy, relation, and manner,
plus overall coherence; (2) reflective functioning, in terms
of developmental perspective, theory of mind, and diversity of feelings; (3) evidence of secure base (father, mother,
and other significant figure); (4) evidence of self–esteem, in
terms of social competence, school competence, and selfregard; (5) peer relations, intended as frequency of contact
and quality of best friendship; (6) sibling relations, in terms
of warmth, hostility, and rivalry; (7) affective regulation in
attachment relationships, intended as idealization, role reversal, anger, derogation, and adaptive response; and (8) differentiation of parental representations. Every scale and classification was scored on a 7-point scale from 1 to 4 including
midpoints (1 = no evidence; 2 = mild evidence; 3 = moderate
evidence; 4 = marked evidence). The FFI showed good psychometric properties in terms of inter-rater reliability, factor
structure, between country invariance, content, discriminant
and convergent validity [46]. For this study, two reliable
coders evaluated 25% of the interviews (n = 28) and obtained

13

498

Eating and Weight Disorders - Studies on Anorexia, Bulimia and Obesity (2022) 27:495–504

a Cohen’s k = 1 (p < 0.001) on the four‐way classification
system. Only one coder evaluated the remaining FFIs.

Procedure
The study procedure was approved both by the Research
Ethical Committee of the Department of Educational Sciences, University of Genoa and by the Ethical Committee
of Milano-Bicocca University, in line with the Declaration
of Helsinki. All families and participants were informed
of the university staff’s research goals. In line with ethical
requirements, it was emphasized that participants’ cooperation was voluntary, without providing compensation, and
that their answers were confidential and used only for the
study. Participants, recruited through schools and voluntarily
agreed to participate in the study, were requested to return
to the research team a written informed consent signed by
their parents before assessments were administered. In the
1st wave, adolescents completed questionnaires collectively
during school hours, while in the 2nd wave, participants
were interviewed in an individual session with trained Master Psychology students at school.

Data analyses
Statistical analyses were conducted using the Statistical
Package for Social Science (SPSS; Version 21.0) software.
Chi-square test was used to compare BEG e NBEG on categorical variables, such as FFI’s attachment classifications,
Cramer’s Phi (φc) as a measure of effect size for 2 × 2 comparisons, and Cramer’s V for more than 2 categories. t-Test

was used to perform comparison on continuous variables’
scores, such as FFI’s dimensional scales. Second, to explore
the correlation between BES and FFI attachment patterns’
scales, Spearman’s correlations were computed on the
whole group (N = 112). Based on them, a multiple regression analysis was performed to evaluate the predictive role of
attachment patterns on BES score, reporting Cohen’s f2 as a
measure of effect size (f2 ≥ 0.02 small effect, ≥ 0.15 medium,
and ≥ 0.3 large).

Results
First wave
Overall, 57 (7.4%) community adolescents (n = 23, 96%
females from Liguria, and n = 34 from Lombardia, all girls)
resulted being at risk of BED (i.e., BES scores > 17). More
specifically, 1.7% (n = 13) reported severe symptoms and
5.7% (n = 44) reported moderate symptoms. No differences
on BES scores neither on demographic variables were found
between participants from Liguria and Lombardy. Table 1
shows demographics in BEG (n = 56, girls as the only one
boy refused to take part further) and NBEG (n = 56, girls):
no group differences in matching variables, except for BES
scores, were found.

Table 1  Matching characteristics of 112 community girls divided in two groups as at risk for binge eating (BEG) and not at risk (NBEG)
BEG

NBEG

t(df)

p

Matching variables

M

SD

M

SD

BES/total score
Age
Siblings (number)

23.30
16.4
1.10

4.90
1.3
.82

5.50
16.4
1.10

4.30
1.3
0.72

n

%

n

%

χ2(df)

p

9
33
6
8

16
59
11
14

10
36
3
7

18
64
5
12

2.57(2)

38
14
4

68
25
7

44
10
2

78
18
3.5

18.20(1)

Body mass index
Underweight
Normal
Overweight
No response
Parents
Cohabiting
Separated
No response

20.10(106)
0.07(109)
0.12 (108)

95% CI
LL

UL

16.1
− 0.47
− 0.27

19.6
0.51
0.31

Cramer’s V

LL

UL

0.276

0.12

0.28

0.30

0.181

0.10

0.20

18.2

0.000
0.900
0.900

n = 56 in each group. At risk with scores for binge eating > 17 in the Binge Eating Scale (BES); χ2 test was performed on percentage distribution
with values > 5
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Table 2  Comparison on
distribution of attachment
categories by the Friends
& Family Interview in 112
community girls at risk for
binge eating (BEG) and not at
risk (NBEG)

BEG

2-Way
Secure
Insecure
3-Way
Secure-autonomous
Insecure-dismissing
Insecure-preoccupied
Disorganized

499
χ2(df)

NBEG

n

%

n

%

27
29

48
52

42
14

75
25

27
12
16
1

48
21
28
1.7

42
8
6
0

75
14
11
0

p

Cramer’s V

95% CI
LL

UL

15.39(1)

0.000

0.28

1.7

0

14.69(2)

0.001

0.27

0.000

0.002

n = 56 in each group. χ2 test was performed on percentage distribution with values > 5, thus disorganized
categories were not compared

Second wave
As Table 2 shows, BEG obtained significantly more insecure
classifications (52%) than NBEG (25%) in the two-way system and three-way system, and it was the only group showing one disorganized classification.
The comparison on the FFI dimensional scales reported
in Table 3 highlighted that BEG obtained higher scores than
NBEG in insecure-preoccupied patterns and anger towards
the mother, and lower scores on scales of coherence in terms
of relation, reflective functioning in terms of diversity of
feelings toward father, mother as a secure base/safe haven,
self-regard and adaptive response.
Considering the total sample of the second wave
(N = 112), higher BES scores showed correlations with
higher dismissing (r = 0.21, p = 0.014), preoccupied
(r = 0.34, p < 0.001) and disorganized (r = 0.18, p = 0.03)
scores. Therefore, dismissing, preoccupied and disorganized patterns were inserted as independent predictors for
BES scores in a multiple regression. The final model was
strongly significant, explaining 15% of variance of the BES
scores, F (3,105) = 7.42, R2 = 0.175 (adjusted R2 = 0.151),
p < 0.001, showing a medium effect size, Cohen’s f2 = 0.21.
The analysis of coefficients revealed both insecure-dismissing (β = 0.22, p = 0.015, 95% CI 0.13–1.14) and preoccupied
(β = 0.32, p = 0.001, 95% CI 1.64–5.95) patterns as significant independent predictors for higher BES scores in all
girls, the latter as the strongest one.

Discussion
In the current study, we expanded a previous sample of community adolescents [40] to explore the role of their attachment representations on their levels of binge-eating (BE)
tendencies, comparing two groups of girls screened for at
risk or not BE behaviors and exploring the role of attachment patterns as predictors of higher BE features.

In the current study, we enlarged a previous sample of
community adolescents [40] to explore the role of their
attachment representations on their levels of binge-eating
(BE) attitudes, both comparing two groups of girls screened
at risk or not for BE, and exploring the role of attachment
patterns as predictors for more BE.
The initial screening through the BES revealed 7.4% teenagers at risk for binge eating, of which 1.7% revealed severe
risk of BE behaviors, and 5.7% resulted at moderate risk
(99% girls). If the former fell into the literature range for
community adolescents (1–3% [3]), the latter exceeded the
peak prevalence reported in literature (4.6% [10]).
Only one boy resulted at risk for BE in the screening, and
he refused to be involved in the second wave, allowing us
to interpret our results only generalizing them to the female
population. According to the literature [11], this result may
suggest a possible cultural vulnerability to binge eating in
girls from Northern Italy that would deserve to be investigated through national and inter-country epidemiological
research within a culturally informed perspective [47].
All the girls screened at risk for binge eating were compared in attachment representations with not-at-risk peers,
employing the FFI, an age-adapted attachment interview
already used with a part of this sample so far [40], within
scarce literature using a narrative approach, more time-consuming but also more informative [36]. Results confirmed
that community girls at risk for binge eating appeared more
insecure in attachment IWMs than not-at-risk peers, receiving twice as many insecure classifications (52% vs. 25%), in
line with clinical adolescents’ findings reported in reviews
[14, 34–36]. However, unlike clinical teenagers [36], only
one girl in the BEG was classified as disorganized, probably due to general lower disorganization rates in community
groups with little or no traumatic experiences, compared to
clinical and high-risk ones [48, 49].
Albeit insecure, girls in the BEG showed primarily organized attachment IWMs, with a prevalence of preoccupied
classifications on dismissing ones, together with higher
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Table 3  Comparison of scores
on the FFI’s scales of 112
community girls divided in
two groups as at risk for binge
eating (BEG) and not at risk
(NBEG)
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BEG

Patterns
Secure-autonomous
Insecure-dismissing
Insecure-preoccupied
Insecure-disorganized
Coherence
Truth
Economy
Relation
Manner
Overall coherence
Reflective functioning
Developmental perspective
Theory of mind
Mother
Father
Friend
Sibling
Teacher
Diversity of feeling
Self
Mother
Father
Friend
Sibling
Secure base/safe haven
Mother
Father
Self-esteem
Social competence
School competence
Self-regard
Peer relationship (best friend)
Frequency of contact
Quality of contact
Sibling relationship
Warmth
Hostility
Rivalry
Affect regulation
Idealization
Self
Mother
Father
Role-reversal
Mother
Father
Anger
Mother

NBEG

t(df)

p

95% CI

M

SD

M

SD

LL

UL

3.09
2.99
2.70
1.71

4.44
0.75
4.81
0.76

2.99
2.70
1.71
2.11

0.75
4.81
0.76
0.86

0.17(110)
1.52 (110)
3.62(110)
1.66(110)

0.865
0.131
0.000
0.100

− 1.09
− 0.30
0.24
− 0.02

1.29
2.28
0.84
0.27

2.92
3.08
2.75
3.02
2.61

0.65
0.64
0.75
0.73
0.70

3.08
2.75
3.02
2.61
3.00

0.64
0.75
0.73
0.70
0.63

− 1.36(110)
− 1.95(110)
− 3.16(110)
− 0.96(110)
− 1.98(110)

0.177
0.054
0.002
0.339
0.051

− 0.41
− 0.55
− 0.65
− 0.34
− 0.46

0.08
0.00
− 0.15
0.12
0.00

2.83

0.74

2.97

0.82

− 0.94(110)

0.350

− 0.43

0.15

2.94
3.25
2.36
2.47
2.85

0.75
3.04
1.01
0.90
0.62

3.25
2.36
2.47
2.85
3.00

3.04
1.01
0.90
0.62
0.77

− 0.74(110)
− 0.59(107)
− 1.15(109)
− 1.65(83)
0(105)

0.464
0.555
0.253
0.103
0.999

− 1.14
− 0.47
− 0.41
− 0.71
− 0.36

0.52
0.25
0.11
0.07
0.36

2.92
3.13
2.94
3.00
2.31

0.89
1.01
0.85
0.96
1.15

3.13
2.94
3.00
2.31
2.78

1.01
0.85
0.96
1.15
1.03

− 1.14(110)
− 0.38(110)
− 2.27(108)
1.03(107)
0.57(94)

0.256
0.708
0.025
0.307
0.573

− 0.56
− 0.41
− 0.89
− 0.17
− 0.31

0.15
0.28
− 0.06
0.54
0.56

2.28
2.10

0.92
1.13

2.65
2.27

0.86
0.88

− 2.22(110)
− 0.89(108)

0.029
0.374

− 0.71
− 0.56

− 0.04
0.21

3.22
3.04
3.04

3.02
0.70
0.61

3.04
3.04
3.15

0.70
0.61
0.60

0.43(110)
− 0.90(110)
− 2.46(110)

0.668
0.369
0.016

− 0.64
− 0.33
− 0.55

1.00
0.12
− 0.06

3.21
3.05

0.86
1.09

3.05
3.63

1.09
4.32

0.86(109)
− 0.09(110)

0.393
0.929

− 0.21
− 1.45

0.53
1.32

2.83
2.97
1.84

0.79
0.66
1.00

2.97
1.84
1.64

0.66
1.00
0.81

− 0.90(88)
1.04(88)
− 0.54(88)

0.372
0.299
0.588

− 0.44
− 0.18
− 0.43

0.17
0.58
0.25

1.53
1.54
1.70

0.73
0.73
0.82

1.54
1.70
1.78

0.73
0.82
0.68

− 0.13(110)
− 0.57(110)
0.99(109)

0.898
0.573
0.325

− 0.29
− 0.36
− 0.17

0.26
0.20
0.52

1.69
1.56

0.70
0.69

1.80
1.63

1.02
0.79

0.95(110)
1.66(109)

0.342
0.099

− 0.13
− 0.05

0.38
0.55

1.92

1.07

1.69

0.70

2.07(110)

0.041

0.02

0.72
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Table 3  (continued)

BEG

Father
Derogation
Self
Mother
Father
Adaptive response
Differentiation of parental
representations
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NBEG

t(df)

p

95% CI

M

SD

M

SD

LL

UL

1.55

0.79

1.56

0.69

1.15(109)

0.254

− 0.14

0.54

1.66
1.39
1.41
1.25
3.64

0.85
0.72
0.71
0.64
2.98

1.59
1.34
1.92
1.55
1.64

0.87
0.72
1.07
0.79
1.03

1.79(110)
1.30(110)
1.43(109)
−3.30(110)
1.15(110)

0.076
0.198
0.157
0.001
0.253

− 0.03
− 0.09
− 0.09
− 0.79
− 0.35

0.56
0.42
0.54
− 0.20
1.31

The bold values indicate the significant p-values
Friends and family interview (FFI)
n = 56 in each group

scores only on insecure-preoccupied pattern’s scale, confirming results of previous research [40]. These findings may
support the broader diffusion of attachment entanglement
rather than avoidance in individuals showing purging/bingeeating symptoms [50], suggesting that girls with more BE
dispositions may be more prone to excessive affective hyperactivation in response to attachment-related stimuli, which
may inhibit their exploration of environment and autonomy
seeking [24, 26, 27].
In particular, the initial microanalysis on attachment
dimensions assessed by FFI’s scales allowed to identify the
mother as the attachment figure that BEG perceived as less
available to provide comfort in case of fear or distress, or
rather encourage exploration (i.e., being secure base/safe
haven). Our results also suggest that the mother is also the
unique source that triggers anger in BEG, as a (defensive)
strategy to regulate emotions already observed in clinical
ED adults [24]. This dynamic might contribute to their lower
adaptive response to upset and negative feelings than NBEG
and their ability to recall and tell attachment experiences fluently and coherently (i.e., lower coherence/relation) [15, 45].
Furthermore, in line with the literature findings [33,
35], BEG showed difficulties to recognize and understand
personal and others’ mental states (i.e., reflective functioning), and specifically BEG girls struggled to understand the
normal co-existence of different feelings, both positive and
negative, within the relationship with their fathers. This
might suggest a more superficial perception of the paternal
relationship that should be further investigated, as community girls that perceive inadequate father’s care were more
likely to show BE attitudes in another study [39]. Lastly,
in line with the literature, BEG showed lower self-esteem,
which may be a source of those negative feelings trigging the
“emotional eating” [25]. Also, a consequence of overeating
episodes and dieting fails if recurrent, as well as due to difficulties in social relationships might be related to insecure
IWMs [25, 36].

However, despite only attachment preoccupation differentiated between girls at risk or not for BE, both insecure
dismissing and preoccupied patterns predicted more BE
symptoms in the total sample, in line with findings from literature and the previous report [14, 37, 40]. Therefore, girls
showing minimization, devaluing and derogation of attachment within significant relationships, and under-activation in
response to attachment-related stimuli, may be more vulnerable to display BE behaviors [17, 29, 34–39].
Altogether, these findings support the hypothesis that BE
could be a maladaptive strategy to regulate negative emotions (i.e., raised from a lack of self-esteem), when a more
adaptive strategy is not available (i.e., seeking emotional
support) [25, 34]. For insecure individuals, attachment relationships could be a source of negative feelings in terms of
anxiety or anger in case of a preoccupied attachment and
unrecognized fear of rejection in dismissing ones, rather
than constituting a source of positive feelings and possible
help to regulate emotions, eventually favoring the recourse
to “emotional eating” (i.e., a tendency to eat in response to
overwhelming emotions) [51, 52].
Therefore, these findings suggest the preventive utility
to screen BE tendencies in adolescents’ general population
to early detect at-risk cases, and then eventually to assess
their attachment representations as possibly related to more
psychological distress. The use of an age-adapted interview
with a dimensional coding system, like the FFI, could help to
thoroughly map the adolescent’s domain(s) of vulnerability,
to design more targeted interventions [46], and eventually
to forecast intervention’s outcomes (e.g., more drop-out in
dismissing adolescents and lower efficacy in preoccupied
ones) [29].
However, our results need further investigation to be substantiated, due to the several limitations in this study. At
first, the screening of BE symptoms was performed only
through the BES, that, despite its validity, can be prone to
biases related to the exclusive use of questionnaires. Second,
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a third clinical group with BED could have been helpful both
to understand the role of attachment disorganization and to
better examine similarities and differences in BE between
community and clinical adolescents. Third, the higher prevalence of girls in the 1st wave (67%) reduced the probability
to find boys at risk for BE. Also, the inclusion of boys in
our sample for the 2nd wave was not possible because the
only boys at risk for BE refused to participate in this phase
of the study; this issue permits us to interpret our results
only generalizing them to the female population. Further,
participants came from the North-west part of Italy, limiting
their representativeness to the whole Italian population, and
no other factors related to BE were explored, such as emotion regulation strategies [25]. Lastly, causal connections
analyzed through prediction models could not be fully validated within a correlational design. Therefore, future studies
should involve larger mixed-gender clinical and community
groups—at risk or not for BE—from different parts of Italy,
with screening through a multi-method approach and measuring further vulnerability factors, possibly employing a
longitudinal design.

What is already known on this subject?
Insecure attachment is a risk factors for BED in clinical samples and general population, but only one previous study
used an in-depth attachment interview to investigate the role
of insecure patterns (preoccupied, dismissing and disorganized) as risk factors for more binge-eating features in nonclinical adolescents.

What does this study add?
For the first time, this study compared non-clinical girls at
risk or not for binge eating considering multiple dimensions
of attachment (e.g., social competence, reflective functioning, affective regulation strategies) and not only broader
classifications. Such dimensional assessment could help map
dimensions of vulnerability and resilience in teenagers, plan
prevention and intervention on binge-eating symptoms in
community adolescents.
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