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Abstract
Purpose The current study investigated the prevalence of compensatory behaviours (caloric restriction, increased exercise 
and bulimic tendencies) in response to alcohol consumption (also known as Drunkorexia) in students, non-students and 
previous students, as well as beginning to understand the presence of possible predictors of these behaviours (body esteem, 
sensation seeking).
Methods A volunteer sample of students, non-students and previous students (n = 95) completed the Compensatory Eating 
and Behaviours in Response to Alcohol Consumption Scale, a questionnaire which measures overall Drunkorexia engage-
ment. The participants also completed the Body Esteem Scale for Adolescents and Adults Scale (BESAA) and the Brief 
Sensation Seeking Scale (BSSS) to investigate predictors of Drunkorexia.
Results The results indicated that there was no significant difference in Drunkorexia engagement and behaviours between 
students, non-students and previous students. It was also found that both low body esteem and high sensation seeking 
tendencies were significant predictors of Drunkorexia; specifically, the appearance esteem factor of the BESAA and the 
disinhibition factor of the BSSS.
Conclusions Findings suggest that Drunkorexia is also present outside of student populations, and therefore, future interven-
tions and research should include non-students in samples. In addition, findings support the idea that Drunkorexia cannot be 
classified solely as an eating disorder or a substance abuse disorder. As a result of this, further research should be conducted 
to fully understand why this complex behaviour exists.
Evidence‑based medicine level III (Evidence obtained from case-control analytic study)

Keywords Drunkorexia · Alcohol use · Substance use · Compensatory behaviours · Disordered eating

Introduction

Alcohol is a widely used, socially acceptable ‘drug’ that 
alters a person’s perception when consumed [1]. Its poten-
tial detrimental effects to the health of the individual, soci-
ety and health care systems are widely described. On an 
individual level, heavy alcohol consumption is associated 

with effects on the brain, leading to reduced abilities of, for 
example, memory and executive function [2]. On a societal 
and health care system level, the cost of excessive alcohol 
consumption is extensively documented: for example, in 
2017/2018, there were 1.2 million hospital admissions as 
a result of excess alcohol consumption in the UK leading 
to an estimated yearly cost of 3.5 billion pounds a year [3]. 
A population that is especially associated with excessive 
alcohol consumption are university students; with excessive 
alcohol consumption being viewed as key to the university 
student lifestyle [4–6].

The effects of alcohol on the brain are largely dependent 
on blood alcohol concentration; with higher levels creating 
greater impairments in attention, vigilance, problem solv-
ing and reaction time [7–9]. A moderating factor for blood 
alcohol concentration is food intake. Alcohol is absorbed 
into the blood stream through the stomach, meaning when 
alcohol is consumed with no prior food intake, blood alcohol 
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concentration is elevated due to much quicker absorp-
tion [10]. This can thus exacerbate the effects of alcohol 
significantly.

The relationship between alcohol and food intake has long 
been investigated. Disordered eating combined with alcohol 
abuse has been highlighted for both men and women [11, 
12]. This link is thought to be bi-directional, meaning that 
as alcohol consumption increases, food intake decreases; and 
vice versa [13]. Hypothesised, potential motivating factors 
for these behaviours are feeling the effects of alcohol more 
quickly or limiting calories intake via food to balance the 
caloric value in alcohol [14].

This use of restricted eating in response to alcohol con-
sumption has been labelled Drunkorexia [15]. In this con-
text, reduced eating is seen as both an inappropriate com-
pensatory behaviour to avoid weight gain [16], and a food 
and alcohol disturbance [11]. While some limited research 
has been conducted investigating the prevalence of these 
behaviours, as well as underlying motivations and reason-
ings; many questions are left unanswered [17].

In recent years, there has been an increase in research 
interest and attention to Drunkorexia. Regarding prevalence, 
Roosen and Mills [18], for example, showed that 42% of 
their Canadian undergraduate sample were concerned with 
the caloric content of the alcohol they are consuming, and 
37% did restrict their food before alcohol consumption. Fur-
thermore, Knight et al. [19] showed that of their Australian 
all-female sample, 64% of participants used compensatory 
behaviours in response to alcohol. Those 64% generally 
exhibited more eating disorder symptoms compared to the 
36% who did not engage in these compensatory behaviours. 
However, issue with the study is the lack of testing/reporting 
as to whether any of the sample had any previous clinical 
diagnosis of eating disorders, therefore, making it impos-
sible to distinguish whether those that did restrict caloric 
intake did so solely in response to alcohol or due to an eat-
ing disorder.

Despite Drunkorexia currently not being classified as an 
eating disorder and thus there not being a clinical diagnostic 
scale available, the Compensatory Eating and Behaviours in 
Response to Alcohol Consumption scale (CEBRACs) [20] 
has been developed to measure the amount and frequency 
with which participants exhibit ‘Drunkorexic’ behaviours. 
It was developed based upon the qualitative research of Per-
alta et al. (11) and Burke et al. [21]. When compared to the 
three subscales (drive for thinness, bulimia and body dis-
satisfaction) of the EDI-2 [22], the CEBRACs was found to 
be a valid measure [20, 23] which is now commonly used in 
drunkorexia studies [24, 25]. The CEBRACS scale is split 
into three time periods for participants to report any changes 
in their behaviour before drinking while under the effects 
of alcohol (during drinking) and after the effects of alcohol 
have worn off (after drinking). However, the CEBRACs is 

not used in clinical practice due to the lack of classification 
as a recognised clinical disorder – despite many arguing that 
Drunkorexia should be viewed as a clinical eating disorder.

Furthering the debate as to whether Drunkorexia should 
be classes as an eating disorder or substance use disorder, 
Choquette et al. [17], proposed that an adaptation of Fair-
burn’s [26] well-known transdiagnostic model of eating dis-
orders, to explain the onset and maintenance of ‘Drunkore-
xic’ behaviours. The authors argued that Drunkorexia should 
be viewed as a food and alcohol disturbance, rather than as a 
disorder (either eating disorder or substance use disorder). In 
this adaptation, caloric restriction is engaging in as planned 
mechanism to either compensate for the caloric content of 
the alcohol they are consuming for appearance purposes, 
or to feel the intoxicating effects of alcohol stronger and 
quicker. Therefore, guilt and negative affect may occur if 
individuals do not restrict their eating prior to an episode of 
binge drinking, creating a problematic cycle prompted by 
overvaluation of weight and shape as restriction after drink-
ing may occur. Fairburn’s [26] also included the idea of situ-
ational circumstances (such as life events and mood changes) 
which may be relevant to both restricting for caloric con-
sumption and increasing the intoxication effects of alcohol. 
This adaptation and proposed name change incorporate all 
aspects of Drunkorexia while not limiting the behaviours 
as either an eating disorder or a substance abuse disorder. 
I might, therefore, serve as guidance for classification of 
Drunkorexia.

While an increasing number of studies investigating 
Drunkorexia are being conducted, there are still a plethora 
of unanswered questions, often as a result of methodological 
limitations [17]:

Firstly, studies are almost exclusively conducted with 
samples recruited from college (US) /university populations; 
possibly leading to the inaccurate assumption that Drunko-
rexia is only associated with university students [27]. Only 
one study, conducted by Lupi et al. [28] included both stu-
dents (73%) and non-students (27%). The findings revealed 
Drunkorexia to be a common behaviour across their sample 
of 18–26-year-old Italian young adults and showed a signifi-
cant correlation between these behaviours and both binge 
drinking and cocaine use. While it is a positive that the study 
was one of the first to include non-students, further research 
with a more even distribution of students and non-students 
is needed.

Secondly, most studies investigating Drunkorexia are 
conducted in the USA, Australia, and Canada [19, 27, 29]. 
Research from the UK is lacking. Only Scott et al. [30] 
recently (2020) published a qualitative study, where female 
interviewees were reported to have expressed calorie con-
cerns with their alcohol use, while males were more likely 
to mention using the gym or exercising more before or after 
drinking. However, this study did not quantitively assess 
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the prevalence and extent of Drunkorexia behaviours; thus, 
the extent to which these behaviours were engaged in, is 
unknown.

Thirdly, research investigating reasoning and motivations 
behind engagement in Drunkorexia is currently lacking. Pos-
sible predictors are thought to be emotional dysregulation, 
motivation to decrease negative mood [31, 32] and to pre-
vent weight gain due to the calories of alcohol [20, 25]. 
Furthermore, Hill and Lego [29] investigated the relation-
ship between Drunkorexia (i.e., the amount and frequency 
of Drunkorexia behaviours via the CEBRACS), body esteem 
and sensation-seeking with a sample of 448 undergraduate 
students. Body esteem is the dimension of self-esteem that 
primarily focuses on an individual’s perception of and atti-
tude towards their weight and appearance [33]. Problems 
with body-/self-esteem are well reported for patients with 
eating disorders (mainly anorexia and bulimia nervosa) 
[34, 35], while increased sensation-seeking has been found 
to be a predictor of increased alcohol consumption, espe-
cially in university students [36]. It was found that poor 
body esteem and higher sensation seeking were significant 
predictors of ‘Drunkorexic’ behaviours. Body esteem was 
found to be a significant predictor of Drunkorexia, with 
the subscales appearance esteem and weight esteem being 
significant predictors of restriction, exercise, and dietary 
restraint. Sensation seeking was also a significant predic-
tor of both drunkorexia and, unsurprisingly, alcohol use. To 
date, Drunkorexia is primarily seen as an eating disturbance, 
this study further highlights the disagreement as to whether 
it should be viewed as such or as a substance use issue [25]; 
or as both. Further investigating which role these predic-
tors play in Drunkorexia will also yield insight into a better 
classification for Drunkorexia. While this study is the first to 
include the predictors of body esteem and sensation seeking 
and provides a good basis for further research, it is extremely 
limited in terms of generalisability, as all participants were 
undergraduate students from one introductory psychology 
course. It is also unclear as to whether participants were 
screened for any prior eating disorder diagnoses. This causes 
an issue for the findings, as it is a possibility that they might 
be reporting behaviours related to their diagnosis, but it is 
been interpreted as drunkorexic behaviours.

The current study

The aim of the current study was to investigate the preva-
lence of compensatory behaviours (caloric restriction, 
increased exercise and bulimic tendencies) in response to 
alcohol consumption (also known as Drunkorexia) in stu-
dents, non-students and previous students, as well as to 
understand the presence of possible predictors of these 

behaviours (body esteem and sensation seeking; as in Hill 
and Lego (29) study).

Firstly, it was predicted that all three groups of partici-
pants will engage similarly in Drunkorexia behaviours; and 
thus, that there will be no significant difference in Drunko-
rexia behaviours between students and non-students. This 
would provide evidence against the idea that Drunkorexia is 
only associated with the typical ‘university student lifestyle’ 
but much further spread than previously thought.

Secondly, low body esteem and high sensation seeking 
behaviours were explored as predictors of Drunkorexia; it 
was predicted that each would be a significant predictor for 
engagement in Drunkorexia behaviours for the whole sample 
(as in Hill & Lego).

Methods

Ethical approval was granted by the University of Hudders-
field; Department of Psychology Ethical Review Procedure. 
This study was conducted in line with the Ethics code of the 
British Psychological Society.

Design

A between groups design was used for this study; there were 
three participant groups (students, not students and previous 
students) who all took part in the same questionnaires.

Participants

Individuals aged 18–26, who are either students or non-
students (including previous students) were eligible to par-
ticipate. As aforementioned, the majority of participants in 
Drunkorexia research are students, leading to the assumption 
that the behaviours are only present in students. Lupi et al. 
[28], one of the only studies to include non-students, also 
used the age group of 18–26 years. Due to 18–26 years being 
the most common age group of university students [37]; this 
was chosen as the appropriate participant age range. Notably, 
Hill and Lego [29] did not have any limit on participants’ 
ages. However, their sample was limited to students, mean-
ing that the need to control for age may not have appeared 
as pertinent in their study. Furthermore, individuals with 
previous diagnoses of eating disorders were also excluded. 
This means that a considerable confounding variable (pres-
ence of eating disorders) will have been removed. Individu-
als with previous diagnoses of alcohol use disorders were 
not excluded, as per comparable research in ‘Drunkorexia’ 
(18,19,29). This decision was based on the recurrent finding 
that many university students (thus, one of the subsamples 
in the study) see binge drinking, or excessive alcohol use, as 
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central to their university experience, rather than a problem 
(38).

Measures

Demographics

A demographics questionnaire was developed by the authors 
to collect demographic information about participants; this 
included gender, age, occupation, how many days they have 
drank alcohol in the past month, weight and height. Inclu-
sion of height and weight allowed the manual calculation of 
Body Mass Index (BMI).

Drunkorexia (the compensatory eating 
and behaviours in response to alcohol consumption 
scale)

“Drunkorexic” behaviours were measured using the Com-
pensatory Eating and Behaviours in Response to Alcohol 
Consumption Scale [20, 23]. The CEBRACS measures 
Drunkorexia behaviours across four factors (alcohol effects, 
bulimia, diet and exercise; and restriction) as well as a total 
score. Higher total scores indicate increased problems with 
compensatory behaviours, with the minimum score being 
21 and the maximum score being 105 [20]. Internal con-
sistency values for the sub-scales of the CEBRACs were 
as follows: alcohol effects α = 0.93; bulimia α = 0.35, diet 
and exercise α = 0.86 and restriction α = 0.69. The overall 
internal consistency of the CEBRACs was found to be good 
with α = 0.89. Only the total CEBRACS score was used in 
this study.

Body‑esteem (Body esteem scale)

The Body Esteem Scale for Adolescents and Adults was 
used to measure body-esteem (BESAA) [33]; it is a 23-item 
questionnaire that assesses body esteem across three sub-
scales; appearance esteem, weight esteem and attribution. 
Higher scores on this measure indicate better overall body 
esteem. Internal consistency values for the current study 
were as follows: appearance esteem α = 0.923, weight 
esteem α = 0.925 and attribution α = 0.761. The internal 
consistency reliability of the overall BESAA was found to 
be extremely good; α = 0.948.

Hill and Lego [29] found that the attribution sub-scale 
of their sample had low internal consistency (α = 0.424) but 
good reliability for appearance esteem and weight esteem 
(AE: α = 0.825; WE: α = 0.825), thus only using appearance 
and weight esteem as predictors. However, the current study 
used all three sub-scales to understand all aspects of body 
esteem as a predictor of Drunkorexia.

Sensation‑seeking (brief sensation seeking scale)

The Brief Sensation Seeking Scale (BSSS) [38] was used 
to measure Sensation-seeking; it assesses sensation seeking 
across four domains (thrill and adventure seeking, experi-
ence seeking, disinhibition and boredom susceptibility), as 
well as a total score. The BSSS consists of eight items, with 
two items per subscale, measured on five-point Likert scales 
(strongly disagree—strongly agree). A higher total score 
indicates that participants either engage, or wish to engage, 
in riskier or thrilling activities. The BSS has been found 
to be a reliable and valid predictor of drug and alcohol use 
[38]. For the BSSS, Hill and Lego [29] reported adequate 
reliability with α = 0.737. In the current study, the BSSS also 
showed adequate overall reliability (α = 0.713); internal con-
sistency reliability of the subscales varied (thrill and adven-
ture seeking α = 0.495, experience seeking α = 0.184, dis-
inhibition α = 0.608 and boredom susceptibility α = 0.265).

Procedure

The survey was created on Qualtrics and advertised on cam-
pus, as well as shared across multiple social media sites. 
The study was also on the university’s research participation 
system, for students to complete in return for course credit. 
The order participants were presented with the surveys are 
as follows: information sheet, consent form, demographic 
questions, CEBRACS, BEESA, BSSS and the debrief sheet 
(Supplementary material 1).

Analysis

Analyses were conducted on IBM SPSS ver. 26. After par-
ticipants were removed (for either: incomplete answers, age, 
did not drink or explicit answers); negative items on the 
BESAA [33] were reversed scored. As it was assumed that 
any missing data at this point was missing at random, it 
was decided to do mean substitution for missing values; this 
allows analysis to still be completed on the dataset [39] and 
the creating of total scores of the scales, which is essential 
for the current study. The total scores for the CEBRACs, 
BESAA and BSSS were calculated, as well as the appropri-
ate sub-scales.

Results

Demographics

Sample size

Initially, 170 participants accessed the survey link. Out of 
those, two did not consent (n = 2), 53 were removed due 
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to not meeting the inclusion criteria of age (in detail: not 
being aged 18–25 (n = 17) or did not drink alcohol (n = 36)). 
Twenty participants dropped out prematurely (n = 20); thus, 
leaving a final sample size of 95. In detail, the sample con-
sisted of ninety-five participants, twelve males and eighty-
two females (mean age = 21.39, SD = 2.46, n = 94; one par-
ticipant did not report their gender and age but was retained).

Age by occupation

The occupational breakdown of participants showed 
there were sixty-four students (n = 64, mean age = 20.55, 
SD = 2.02), eleven non-students (n = 11, mean age = 21.55, 
SD = 2.46) and twenty previous students who are now work-
ing (n = 19, mean age = 24.16, SD = 1.71). The overall sam-
ple mean age was 21.39 (SD = 2.46; n = 91; missing n = 1).

Gender and age

Out of the ninety-five participants, twelve identified as 
males and eighty-two females (mean age = 21.39, SD = 2.46, 
n = 94; missing n = 1, see above).

Alcohol consumption

The mean number of days that participants consumed alco-
hol (in relation to 30 days prior to the survey) was 6 days 
(SD = 4.77, n = 95, Range = 1–23). Using an independent 
samples t-test, no significant difference in days consum-
ing alcohol between men (n = 12, m = 6.42, SD = 6.47) 
and women (n = 82, m = 5.95, SD = 4.55) were found; 
t(92) = 0.312, p = 0.756. A one-way ANOVA was conducted 
to investigate differences in alcohol use between the three 
occupation groups; no significant difference in alcohol use 
was found across the groups (F [2, 92] = 0.098, p = 0.907). 
These results suggest that there are no differences in days 
alcohol was consumed between the two genders, and 
occupations.

BMI

The mean for Body Mass Index (BMI) for men was 
m = 24.51 (n = 12, SD = 5.65) and for women m = 23.99 
(n = 67, SD = 5.19).

CEBRACs

Reported Drunkorexia behaviours for men was m = 26.92 
(n = 12, SD = 6.92) and for women; m = 33.52 (n = 82, 
SD = 11.63); there were no significant differences between 
the groups (Independent samples -test: t(92) = − 1.914, 
p = 0.059) (see Table 1). In terms of CEBRACs scores 
and occupation, previous students had a mean score of 

m = 34.60 (n = 20, SD = 11.01), non-students had a mean 
score of m = 31.18 (n = 11, SD = 14.06) and students had a 
mean score of m = 32.23 (n = 64, SD = 10.97). Further One-
way ANOVAs were conducted to assess gender differences 
on the subscales of the CEBRACs, the ANOVAs were not 
significant (p > 0.05; range p: 0.081–0.597); suggesting no 
differences between groups on the subscales either.

Testing of hypothesis 1; Drunkorexia behaviours 
across groups

As predicted, participants in all three groups (students, 
non-students and previous students) engaged in Drunkore-
xia behaviours, as reflected by their CEBRACs total score 
(mean CEBRACs scores range: 31.2–34.6; Table 2). A one-
way ANOVA was conducted to investigate the differences 
between the groups and found no significant differences on 
engagement in Drunkorexia behaviours between the three 
groups. (F [2, 92] = 0.429, p = 0.652). For completion, two 
further One-way ANOVAs were conducted to investigate 
differences in body-esteem (F [2, 90] = 1.384, p = 0.256) and 
sensation seeking (F [2, 87] = 1.127, p = 0.329) between the 
three groups; both were non-significant.

Further One-way ANOVAs were conducted to assess 
differences on the subscales of the CEBRACs between the 
three groups. The ANOVAs were not significant (p > 0.05; 
range p: 0.186–0.923); suggesting no differences between 
groups on the subscales either.

Regressions

Firstly, a Multiple Regression Analysis (Enter Method) 
was conducted to investigate how well the variables body 
esteem total and sensation seeking total predicted the out-
come variable Drunkorexia (via total CEBRACs) score. 
Both body-esteem total score (t = − 4.69, p ≤ 0.001) and 
sensation-seeking total score (t = 3.395, p ≤ 0.001) were 
found to be significant predictors of engagement in Drunk-
orexia behaviours (F(2, 87) = 19.91, p ≤ 0.001). Over-
all, they accounted for 30% of the variance of CEBRAC 
scores. The regression line shows ‘Drunkorexia behav-
iours (CEBRACs total) = 33.74 + (− 0.271 × Body Esteem 
Total) + (0.64 × Sensation Seeking Total). These results 
indicated that participants with higher sensation seeking 
scores and lower body esteem scores were more likely to 
have higher CEBRACs scores, thus, engage in more Drunko-
rexia behaviours.

Secondly, when conducting the same regression analy-
sis with individual factors of the BEESA scale (Attribu-
tion, Weight Esteem and Appearance esteem) as well as 
total BSSS scores; only Appearance Esteem (t = −2.62; 
p = 0.011) and BSSS total score (t = 2.66; p = 0.009) pre-
dicted engagement in Drunkorexia behaviours (F(4, 
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Table 1  Descriptive statistics for gender

There is no significant difference in BMI between genders

Variables Total Men Women

N M SD Range N M SD Range N M SD Range

BMI 80 24.04 5.20 14.98–42.32 12 24.51 5.65 16.72–36.38 67 23.99 5.19 14.98–42.32
CEBRACs total score 95 32.61 11.29 21–74 12 26.92 6.92 21–42 82 33.52 11.63 21–74
Body esteem total score 93 62.62 17.53 26–102 12 74.08 13.81 55–96 80 60.86 17.55 26–102
Sensation seeking total score 90 24.90 5.35 13–38 12 25.33 6.33 14.37 77 24.78 5.24 13–38

85) = 12.14, p ≤ 0.000). Weight esteem (t = − 1.18, 
p = 0.241) as well as attribution (t = 1.67; p = 0.097) 
were not found to be a significant predictor of Drunkore-
xia behaviours. Overall, this model predicted 33% of the 
variance in scores. The regression line shows Drunkorexia 
behaviours (CEBRACs total) = 32.14 + (− 0.54 × appear-
ance esteem) + (0.549 × attribution) + (− 0.249 × weight 
esteem) + (0.507 × sensation seeking).

Thirdly, when only including the significant predic-
tors (sensation seeking total, appearance esteem) into 
the multiple regression; the following regression equa-
tion was calculated (F(2, 87) = 21.77, p < 0.001).; 
explaining 32% of the variance: Drunkorexia (Total 
CEBRACS total score) = 34.52—(0.594 × Appearance 
esteem) + (0.578 × Sensation seeking).

Fourthly, when conducting the multiple regression with 
individual factors of the BSSS (Thrill and adventure seek-
ing, boredom susceptibility, disinhibition factor & expe-
rience seeking) as well as appearance esteem; appear-
ance esteem (t = − 5.034, p ≤ 0.000) and Disinhibition 
(t = 2.031, p = 0.045) were found to be significant predic-
tors of Drunkorexia (F(5, 84) = 8.83, p ≤ 0.000). Overall, 
this model predicted 31% of the variance of scores; the 
regression equation is as follows: Drunkorexia behaviours 
(CEBRACs total score) = 35.562 + (− 0.605 × appearance 
esteem) + (0.261 × experience seeking) + (0.403 × bore-
dom susceptibility) + (0.399 × thrill and adventure 
seeking) + (1.193 × disinhibition).

Fifthly, when only conducting the multiple regression 
with the significant predictors (appearance esteem and dis-
inhibition), the following regression equation was calculated 
(F(2, 87) = 21.47, p ≤ 0.000); explaining 32% of the variance: 
Drunkorexia (CEBRACs total score) = 41.48 + (1.506 × dis-
inhibition) + (− 0.642 × appearance esteem).

Discussion

The aim of the current study was to investigate the differ-
ences in Drunkorexia between students, non-students and 
previous students, as well as to understand the presence of 

possible predictors of these behaviours in the sample (body 
esteem, sensation seeking).

As hypothesised, there was no significant difference 
found between students, non-students, and previous students 
on engagement with Drunkorexia behaviours. This is a novel 
and important finding, as, to date, no other study has investi-
gated, and reported, this finding. The current findings high-
light that Drunkorexia is present in populations other than 
current students, which so far has been overlooked. Tack-
ling Drunkorexia behaviour, via interventions in clinical and 
campus settings [16, 29], should, therefore, not be limited 
to student-only or clinical (eating disorder treatment) sam-
ples. It might, therefore, especially be a problem for the age 
group of 18–26 years; regardless of occupation. The study 
further highlights that that non-students should be included 
in future research investigating Drunkorexia, as they also 
engage in these behaviours (despite Drunkorexia typically 
being associated with university students).

Second, the regressions analysis showed both low body 
esteem and high sensation seeking were significant predic-
tors of engagement with Drunkorexia behaviours. This rep-
licates some of the findings by Hill and Lego [29]. However, 
upon further investigation, only appearance esteem and dis-
inhibition were found to be the significant individual pre-
dictors of engagement with Drunkorexia behaviours (rather 
than total scale scores); explaining about 30% of the vari-
ance in scores.

This is in contrast to Hill and Lego [29] who found weight 
esteem, appearance esteem and overall sensation seeking the 
significant predictors of Drunkorexia. Hill and Lego (29) 
did not further explore the factors underlying the BSSS as 
predictors of Drunkorexia. Therefore, the current research 
extends knowledge on the predictors of Drunkorexia, espe-
cially within the sensation seeking aspect. Disinhibition, as a 
central concept to sensation seeking, refers to the likelihood 
of a person engaging in less acceptable forms of sensation 
seeking, such as reckless behaviours, poor decision making 
and a reduced sensitivity to future consequences [38, 40, 
41]. It has also been linked to excessive alcohol consumption 
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[42]; thus, it is not entirely surprising to find this a predictor 
of a behaviour that is associated with substance abuse.

Furthermore, while Hill and Lego [29] also found weight 
esteem to be a significant predictor for engagement in 
Drunkorexia behaviours, the current study did not find the 
predictor of weight esteem to be significant (unlike Hill & 
Lego). A potential reason for this might be the exclusion of 
people with a previous diagnoses of eating disorders; which 
was not an exclusion criterion in past research. Hill and Lego 
did also not have this inclusion. Therefore, in their sample 
of 488 students there is a high chance that participants with 
EDs were included; considering estimates that between 2 
and 20% of higher education students, especially females, 
struggle with EDs, and that the age groups included in the 
current study sample (i.e., 18–26 years) include the highest 
risk group for the development of EDs [43, 44].

Thus, it could be suggested that Drunkorexia, for patients 
with EDs, may be a symptom of their illness (engagement in 
Drunkorexia with the intent of not gaining weight), whereas 
for people without EDs, engagement in Drunkorexia behav-
iours may be the result of wanting to feel the effects of alco-
hol quicker to increase their appearance esteem (and thus 
their confidence). It could, therefore, be further suggested 
that Drunkorexia, therefore, acts mainly as a compensatory 
behaviour to mask low appearance confidence in individu-
als with high disinhibition levels. These are important find-
ings; as they link to the debate as to whether Drunkore-
xia is driven by similar motivations as eating disorders or 
substance abuse disorder [16, 17]. The current results now 
suggest that it could possibly be either a symptom of EDs, 
i.e., engagement in Drunkorexia to prevent weight gain from 
alcohol, while the disinhibition factors of increased sensa-
tion-seeking may explain the aspect of substance use as a 
compensatory behaviour to feel the effects of alcohol quicker 
(i.e., to feel better about their appearance). Scott et al. [30] 
showed through their qualitative study how young people 
often change their eating and drinking habits to match their 
social situation, possibly why people without eating disor-
ders still participate in drunkorexia behaviours.

The result also provide further support for Choquette 
et al.’s [17]’ adapted model of Fairburn’s [26] transdiagnos-
tic model of eating disorders; suggesting that Drunkorexia 
should be seen more as an eating disturbance in response to 
alcohol (or a Food and Alcohol Disturbance), rather than a 
clinical disorder.

Furthermore, women were found to have slightly higher 
CEBRACs scores than men, but this difference was found 
to be non-significant; this finding is in line with previous 
research [20, 29]. However, it has to be acknowledged that 
the gender split as uneven in the current study. Nonethe-
less, Hill and Lego [29] as well as Rahal et al. [20]’s studies 
showed women did have slightly higher CEBRACs scores 
than men, indicating women exhibited more Drunkorexia 

behaviours than men—but as above, the difference was 
non-significant. Eisenberg and Fitz [45] found that women 
reported significantly more Drunkorexia behaviour than 
men. However, in Eisenberg and Fitz [45]’s study, the CEB-
RACs was not used but a single-item measure regarding 
restricting food before drinking. Eisenberg and Fitz’s study, 
therefore, may not accurately represent behaviours that make 
up Drunkorexia (such as exercise, diet, and bulimic tenden-
cies). Qualitative research has highlighted how women often 
report the idea of being aware of ‘empty calories’, and being 
concerned with the caloric content of their drinks more fre-
quently than men (30).

Limitations

A number of limitations of the present study warrant 
discussion.

Firstly, the main aim of the current study was to inves-
tigate the differences between students, non-students and 
previous students; however, the sample consisted of 67.4% 
students. Lupi et al. [28] is one of the only studies to have 
included non-students and their sample included 73.1% stu-
dents. While the current study had a greater representation 
of non-students, the distribution between groups was not as 
even as would have been preferred.

Secondly, the bulimia subscale of the CRBRACS had low 
internal consistency; however, as the overall internal consist-
ency reliability of the CEBRACs was high and the subscale 
was not used as either an individual predictor or outcome 
measure by itself, this limitation may have been overcome.

A third limitation is the use of self-report questionnaires. 
It is unclear whether the answers are true representations of 
the participants. It is known that people who exhibit disor-
dered eating behaviours, often rationalise their behaviour 
as a healthy lifestyle choice [46]. This is likely due to the 
emphasis of the role of caloric imbalance in obesity and 
weight gain in the modern day, meaning vulnerable partici-
pants restrict calories to avoid this. Due to this, participants 
may not disclose the extent to which they participate in these 
behaviours as to not alert a problem as they cannot explain 
themselves further in a quantitative questionnaire. The use 
of self-report measures, however, did allow for a larger sam-
ple than would be possible with interviews or a narrative 
approach.

In addition, it is worth mentioning that the way in 
which alcohol consumption was reported in the demo-
graphic study may not be a true representation. By report-
ing how many days the participants drank alcohol, it may 
seem like a lower number would mean a smaller con-
sumption, but someone that only drank for a few days, 
may have drank more units than someone who drank 
regularly. Hill and Lego [29] measured alcohol by asking 
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participants to report the average amount of drinks they 
typically drank on a weekday and the weekend. While this 
still did not give an exact amount that participants drank, 
it allowed participants to give a more accurate represen-
tation in comparison to the current study. An alternative 
would be the Timeline Follow Back method for record-
ing alcohol consumption (TLFB; Sobell & Sobell, 1992). 
This is a retrospective self-report measure that uses a 
calendar-based method for participants to report the days 
that they drank alcohol, as well as the number of standard 
drinks consumed on said days. From this a number of 
things can be generated; drinks per drinking day (DDD), 
percentage of heavy drinking days (PHDD) and percent-
age of day abstinent (PDA), allowing for a more accurate 
measure of the amount and frequency consumed [48].

Recommendations for future work

Given that the current study, along with a number of other 
studies [27–29], were cross-sectional, future research 
should address if there are any changes in Drunkore-
xia behaviours longitudinally for any of the occupation 
groups. It is also important to consider that the current 
study collected date in the second term of the university 
year. It would be logical to assume that students may con-
sume more alcohol in the first term of the university year 
(e.g., during ‘Freshers’, Christmas etc.) in comparison to 
the second term. This may have affected results, as it is 
thought that when alcohol consumption is higher, people 
exhibit more Drunkorexia behaviours [27]. In addition, 
research needs to be extended to investigate prevalence 
of Drunkorexia amongst older age groups; to potentially 
further inform targeting and intervention development. 
This, therefore, highlights the need for further longitudinal 
research of the current age groups.

The inclusion/exclusion criteria of this study, as well 
as past studies, also warrants recommendations for fur-
ther research: while the current study excluded the par-
ticipation of individuals with previous diagnoses of eating 
disorders, it did not exclude participants with previous 
diagnoses of substance use disorders. Thus, excluding par-
ticipants with a history of alcohol/substance use issues 
is thus necessary for future research, to avoid behaviours 
associated with alcohol misuse being reported as ‘Drunko-
rexia’. This exclusion criterion has not been considered in 
past research.

In terms of recommendations for future interventions, 
Drunkorexia or any disordered eating behaviours in response 
to alcohol consumption should be taken seriously by both 
healthcare providers and universities. The severity of both, 
disordered eating and risky alcohol behaviours, should not 
be overlooked and adequate education on the subjects should 

be introduced at school-age to prevent these behaviours 
developing in adolescence and early adulthood.

Conclusion

The present study indicates that both poor body esteem 
and increased sensation seeking, specifically appearance 
esteem and disinhibition, are predictors of Drunkorexia 
behaviour. It also provides further support for the clas-
sification of Drunkorexia: the results support Choquette 
et al.’s [17] argument that Drunkorexia should be viewed 
as an eating disturbance, as a result of alcohol (or a Food 
and Alcohol Disturbance), rather than a clinical disorder 
(eating disorder, substance use disorder). In addition, 
the results provide support that thus warrants immediate 
research and clinical attention due to the prevalence of 
Drunkorexia across groups, considering damaging nature 
of compensatory behaviours prior, or in response, to alco-
hol consumption.

In summary, the results suggest the need for further 
research into motivations behind these complex behav-
iours, as well as the need for interventions across all occu-
pations, not just limiting them to students.

What is already known about the subject?

Restricted eating in response to alcohol consumption has 
been labelled Drunkorexia. Prevalence in non-student 
samples & motivators behind Drunkorexia are currently 
unclear.

What does this study add?

Students, previous students & non-students were equally as 
likely to engage in Drunkorexia. Low body esteem & high 
sensation seeking tendencies were significant predictors.
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