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Introduction
Worldwide, at least 2.8 million deaths annually are attrib-
uted to overweight and obesity [64], with these condi-
tions also accounting for an estimated 35.8 million (2.3%) 
of disability-adjusted life years (DALYs). Their treatment 
has become one of the major cost drivers for health-
care organizations [21], as underscored by the fact that 
member countries of the Organization for Economic 
Cooperation and Development (OECD) [47] allocate, 
on average, 8.4% of their healthcare budget to address 
the consequences of these conditions. These data can be 
better understood by noting that obesity substantially 
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Abstract
Background  The increasing consumption of energy-dense foods has become a subject of scientific debate as it has 
been identified as one of the main risk factors for eating disorders, including obesity. At the same time, interventions 
aimed at promoting healthier eating habits have shown poor long-term effectiveness rates. In this context, the 
present study answers the call to identify strategies capable of promoting the effectiveness of these interventions 
by evaluating the association between restrained eating and energy-dense food consumption and focusing on 
the potential buffering role of self-compassion – considering both the self-compassionate engagement and self-
compassionate action – in such a relationship.

Method  A total of 240 Italians completed a self-reported questionnaire measuring restrained eating, self-
compassionate engagement, self-compassionate action, and energy-dense food intake.

Results  Findings indicated that restrained eating was positively associated with energy-dense food consumption. 
In addition, among the two aspects of self-compassion considered, only self-compassionate action significantly 
moderated the impact of restrained eating on energy-dense food intake.

Conclusions  The limitations of the study and the implications for intervention leveraging self-compassion and future 
research in the realm of eating habits are discussed.
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contributes to healthcare costs associated with other 
chronic diseases [21], notably diabetes (71%), cardiovas-
cular diseases (23%), and certain types of cancer (9%). In 
such an analysis, it must be considered that overweight 
and obesity also put individuals at risk of negative psy-
chological outcomes, such as depression and anxiety 
disorders [2]. Consequently, the total economic burden 
of obesity on healthcare systems likely exceeds the 8.4% 
figure reported by the OECD [47].

A significant factor in the growing prevalence of over-
weight and obesity can be attributed to the increasing 
intake of energy-dense foods that are rich in fat, sugar, and 
salt but with low nutritional value [58]. In light of this, it 
is readily comprehensible why governments have invested 
substantial resources in implementing obesity preventive 
programs. In fact, even modest decreases in body weight 
have been demonstrated to mitigate the health risks asso-
ciated with obesity [65]. However, as Rahimi-Ardabili 
et al. [53] argued, these interventions typically report 
poor long-term effectiveness rates. In other words, the 
majority of individuals who lose weight tend to regain it 
after some time [22]. These outcomes can be explained 
by taking into account that most intervention programs 
primarily adopt an informational approach [13, 49]. 
This includes educational campaigns, nutritional label-
ing, dietary guidelines, and awareness programs aimed 
at informing and guiding people’s choices about which 
types of foods should be consumed more frequently, such 
as fruits, vegetables, lean meats, fish, and wholegrain 
cereals, and which should be eaten less frequently, like 
sugary and fatty foods [14, 41]. In order to enhance their 
effectiveness, Khattab [38] suggests adopting a multi-
dimensional approach that considers a broad range of 
factors, including psychological ones. Among them, the 
present study focused on restrained eating and self-com-
passion to investigate their potential role in disinhibition 
and consequent intake of energy-dense foods. More in 
detail, by providing a better understanding of these fac-
tors, the study aimed to inform the development of more 
effective interventions that address the complex interac-
tions between psychological and behavioral dimensions 
of overweight and obesity.

Restrained eating
Rarely do people consume food based solely on bio-
chemical signals. More frequently, their eating choices 
are the result of social interactions, external stimuli, or 
emotional states. As postulated by Van Strien et al. [60], 
we can consider various eating styles or manifestations 
of individual tendencies to regulate food consumption. 
These include emotional and external eating which are, 
respectively, characterized by food intake independent 
of the internal state of hunger and satiety but instead 
based on emotional stimuli (e.g., anxiety, boredom, or 

loneliness; [61]) and eating in response to external stim-
uli related to food (e.g., the appearance or smell of food, 
seeing other individuals eating [60]). An additional eating 
style of particular note in the context of food restriction 
is restrained eating. This style is characterized by adopt-
ing food restrictions to control and manage body weight 
[50].

Although it has been well acknowledged that these 
eating styles can predict overweight and disordered 
eating patterns [6, 52], the nature of the relationship 
between restrained eating and health outcomes is still 
debated within the academic community. Accord-
ing to the Restraint theory [32, 33], the strict dietary 
rules of restrained eating require considerable cognitive 
resources, making restrained eaters more vulnerable to 
losing control over their eating. Specifically, due to the 
high cognitive load, they have fewer resources to draw 
upon when facing stressors related to their diet. This con-
dition, along with the physiological discomfort caused by 
hunger, can trigger a process of food disinhibition, lead-
ing to overeating or binge eating [11, 12, 39, 51, 52], a 
crucial symptom of bulimia nervosa [66]. Furthermore, 
such increased cognitive load can result in an attentional 
bias toward food cues. Accordingly, those who intention-
ally limit their food consumption are more likely to pay 
attention to food-related stimuli [30], and this awareness 
can, in turn, trigger or intensify the strong desire for a 
specific type of food or food cravings [24]. In this context, 
experimental studies have demonstrated that restrained 
eaters consume similar amounts of high-calorie foods 
as unrestrained eaters under conditions of full cognitive 
capacity [7]. However, under conditions of high cogni-
tive load, restrained eaters exhibit significantly greater 
consumption than their unrestrained counterparts [63]. 
Therefore, paradoxically, restrained eaters can be identi-
fied as a group at risk for weight gain and obesity. In sup-
port of such speculation, the literature has recognized 
restrained eating as a potential risk factor for poor eat-
ing-related outcomes. More specifically, Bellisle et al. [5] 
reported positive relationships between restrained eating 
and both disinhibition and hunger. Additionally, Hunt 
et al. [34] and van Strien et al. [61] showed that dietary 
restraint can predict weight gain. Consistent with these 
findings, Cui and colleagues [17] identified restrained 
eating as a potential antecedent of overeating, negative 
affects, and mortality threat.

However, as outlined by a literature review by Scha-
umberg et al. [54], this area of research is characterized 
by mixed findings. Indeed, in contrast with the studies 
mentioned above, other research showed no association 
between restrained eating and variables such as weight 
gain [42], binge eating [57], or unhealthy food intake [16]. 
In particular, a study conducted by Benbaibeche et al. 
[6] on a non-clinical population reported that restrained 
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eating did not significantly predict higher body mass 
index (BMI), while emotional and external eating did. 
Similarly, Ouwens et al. [48] found a non-significant path 
between restrained eating and food consumption. More-
over, a study by Caso et al. [16] conducted on a college 
population did not find a statistically significant associa-
tion between restrained eating and unhealthy eating.

These inconsistent findings, therefore, suggest the need 
for a deeper understanding of the impact of restrained 
eating, which could be enriched by considering further 
variables that might moderate these relationships. Spe-
cifically, a large number of studies have pointed out that 
dietary restraint may be particularly problematic for indi-
viduals low in self-regulation [35, 59]. As postulated by 
the Self-regulation theory [31], self-regulation refers to 
individuals’ ability to engage in and adhere to behaviors 
that foster health and well-being [19]. A subset of this 
ability is emotional self-regulation, which consists of the 
ability to manage effectively one’s emotions [62]. Among 
studies that considered this ability in food choices, Bur-
ton and Abbott [10] found positive associations between 
restrained eating, low self-esteem, difficulty in emotional 
regulation, and binge eating. Similarly, a study by Hager-
man et al. [28] used a daily diary design and reported that 
restrained eaters showed more cravings for unhealthy 
food and overeating in situations that undermine self-
regulation. Thus, it can be assumed that such restrained 
eating behaviors are a manifestation of a maladaptive 
way of coping with stressful conditions, including those 
associated with dietary restraint. Therefore, it is plausible 
to hypothesize that promoting greater regulation skills 
among restrained eaters could limit the impact of dietary 
restraint on the consumption of unhealthy foods.

Self-compassion
A growing corpus of research has recently highlighted 
the need to pay attention to self-compassion in food 
decision-making processes. Notably, self-compassion is a 
term referring to healthy self-attitudes [43], an expression 
of the recognition that suffering, inadequacy, and failure 
are aspects constitutive of the human condition and that 
all people — oneself included — are worthy of compas-
sion [26, 43]. Extant literature in this area has shown that 
self-compassion is a resource capable of improving men-
tal health [27, 29, 44], to facilitate the adoption of healthy 
eating habits [23, 56], reduce energy-dense foods intake, 
and prevent unhealthy and pathological eating behaviors 
[53] associated with such foods.

These findings can be interpreted within the con-
text of the strong empirical support of self-compassion 
as an adaptive emotional regulation and coping strat-
egy [4, 8, 20, 46]. Indeed, self-compassion is intrinsi-
cally linked to “mindfulness” [3, 9, 45], which consists of 
a state of awareness in which thoughts and feelings are 

nonjudgmentally observed as they are. For this reason, 
self-compassionate individuals tend to employ this strat-
egy when facing negative events. In these situations, they 
experience lower rumination levels, less extreme reac-
tions, and more positive emotions since self-compassion 
allows them to reduce negative emotional patterns and 
promote positive feelings better than individuals low in 
self-compassion [1].

According to Gilbert et al. [27], self-compassion con-
sists of two kinds of competencies.

The first involves compassionate engagement, which 
encompasses being sensitive and connected to stimuli 
of distress or suffering; adopting an accepting, non-
critical, and non-judgmental attitude towards one’s own 
feelings of suffering; and making sense of these experi-
ences, understanding motivations underlying adopting 
such an approach [25]. The second competency reflects 
compassionate action, which, as Gilbert ([27] p.4) assert, 
“involves competencies for the effective turning of atten-
tion, reasoning, and behaviors to the alleviation and 
prevention of suffering. This competency encompasses 
intentionally directing attention toward strategies that 
can mitigate or prevent suffering; the adoption of men-
tal imagery to identify potential solutions; the evalua-
tion of the most effective actions to address a situation 
involving suffering; the ability to experience emotions 
that convey compassion, acknowledging that compassion 
comprehends more than a single emotional state; the use 
of bodily sensations and experiences to inform compas-
sionate action; and the ability to translate compassionate 
intentions into concrete actions. Consequently, compas-
sionate action can be conceived as an expression of an 
individual’s general self-regulation ability. 

As a whole, self-compassionate individuals should be 
less self-critical when they face stressors, including those 
related to dietary restraint. Such speculation is corrobo-
rated by Adams and Leary’s [1] seminal study involving 
a non-clinical population of college women randomly 
assigned to one of three conditions: unhealthy food pre-
load with self-compassion, unhealthy food preload with-
out self-compassion, and no-preload control condition. 
The food preload consisted of simulating a diet break by 
asking participants to eat unhealthy food. While partici-
pants in the control condition received no food, those in 
both preload conditions consumed a set amount of food. 
Additionally, only women in preload with self-compas-
sion condition met a researcher who spoke about the 
importance of self-compassion in addressing negative 
feelings associated with diet breaks.

Findings showed that highly restrictive eaters – exposed 
to both the unhealthy preload and the self-compassion 
manipulation – reported significantly lower unhealthy 
food intake compared to participants low in restrictive 
eating in the no-preload condition and marginally lower 
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food intake compared to restrictive eaters who received 
the preload without the self-compassion induction. Self-
compassion manipulation also increased positive affect 
and reduced negative affect among restrained eaters, sug-
gesting its potential to mitigate disinhibited eating and 
energy-dense food consumption. A subsequent labora-
tory study [55] on a clinical female population confirmed 
the positive impact of self-compassion on healthy food 
consumption. Following this line of research, Kelly and 
Stephen [37] conducted a daily diary study that involved 
female college students and reported negative associa-
tions between self-compassion and restrictive eating. In 
contrast, a positive relationship emerged between self-
compassion and healthy food consumption.

While recognizing the value of these studies, it is note-
worthy that they focused on specific populations (i.e., 
college students, women, and people with clinical condi-
tions), raising questions about their ability to explain the 
pattern related to self-compassion in other demograph-
ics. Furthermore, those studies that adopted an experi-
ment design to evaluate eating behaviors might not have 
reflected real-world eating patterns since eating in the lab 
may be unnatural, as Johnson et al. [36] suggest.

In light of the above, this study had two primary aims. 
The first aim was to explore the relationships between 
restrained eating and energy-dense food consumption 
within a broader population that does not consist solely 
of college students or women. The second aim was to 
examine whether self-compassion could be associated 
with energy-dense food consumption and moderate the 
relationship between restrained eating and the consump-
tion of such foods. This second goal has more practical 
implications since it meets the need to improve low long-
term effective rates of weight management intervention 
[53] and, in turn, mitigate poor health-related outcomes 
derived from energy-dense food consumption, including 
overweight and obesity.

Based on these aims, we tested the following hypoth-
eses in the present study.

Hypothesis 1 (H1) Restrained eating is positively 
associated with energy-dense food consumption.
Hypothesis 2 (H2) Compassionate engagement 
moderates the relationship between restrained eating 
and energy-dense food consumption.
Hypothesis 3 (H3) Compassionate action moderates 
the relationship between restrained eating and 
energy-dense food consumption.

Materials and methods
The current study used a cross-sectional design. 
The inclusion criteria included and reporting an 
18.5 ≥ BMI < 30 (the cut-off point for normal weight). 
Participants were recruited by advertising a link to a 

self-report questionnaire on some of the main Italian 
social networking sites (e.g., Facebook groups). They 
were informed about the anonymity of data collec-
tion and signed the informed consent form. Thereafter, 
they completed an online self-reported questionnaire 
implemented on the Google Forms platform. The ques-
tionnaire took approximately 20  min to complete and 
required a mandatory answer to each item, so no respon-
dents had missing values.

We carried out an a priori power analysis to estimate 
the required sample size for detecting a medium effect 
size (f2 = 0.15) for multiple regression analysis with eight 
predictors, an alpha = 0.05 and power = 0.80. The esti-
mated sample size was N = 109. Thus, we planned to 
recruit N > 109 into the study in order to ensure adequate 
power to detect potential moderation effects, also taking 
into account possible participants’ ineligibility. Among 
the invited participants, N = 330, a total of 240 Italian 
individuals met the inclusion criteria and completed the 
questionnaire. They were mainly women (77.5%) and 
aged between 18 and 56 years (M = 24.8; SD = 6.7). Addi-
tionally, most were students (84.6%) and were in a roman-
tic relationship (62.9%). Data were collected between July 
2021 and April 2022. This study was conducted following 
the receipt of ethical approval from the Ethics Committee 
of the University of Turin (protocol number: 0338127).

Measures
In the first section of the questionnaire, participants filled 
out the informed consent form. Then, they were asked 
for their demographic information (i.e., age, work con-
dition, relationship status, Italian region of residence), 
weight, and height. Besides, to evaluate the hypothesized 
relationship between psychological variables, the follow-
ing measures were administered to all the participants in 
the same order.

Restrained eating
Restrained eating was assessed using the Restrained Eat-
ing subscale developed by Guidetti [69]. The instrument 
consists of 5 items (e.g., Do you eat less to avoid weight 
gain and become heavier?”) rated on a 5-point scale 
(from 1 = “never” to 5 = “very often”). Cronbach’s α = 0.86. 
Supplementary materials include items of the scale and 
the permission for its use.

Self-compassionate engagement
Self-compassionate engagement was assessed by adopt-
ing the Self-compassion Engagement Scale  [27, 68].  The 
instrument consists of 8 items reflecting the various 
compassion engagement elements: 1) motivation to care 
for well-being 2) attention/sensitivity to suffering 3) 
sympathy 4) distress tolerance 5) empathy and 6) being 
accepting and non-judgemental. Participants are asked to 
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evaluate the items, considering how they respond when 
confronted by their own suffering, using a 10-point scale 
(from 1 = “never” to 10 = “always”). An example of an item 
is “I am accepting, non-critical, and non-judgemental of 
my feelings of distress.” Cronbach’s α = 0.63.

Self-compassionate action
Self-compassionate action was measured through the 
Self-compassion Action Scale [27, 68]. The instrument 
consists of 5 items reflecting the following compassion 
action elements: 1) directing attention to what is help-
ful 2) thinking and reasoning about what is likely to be 
helpful 3) taking helpful actions, and 4) creating inner 
feelings of support, kindness, helpfulness, and encour-
agement to deal with distress. Participants are asked to 
evaluate the items, considering how they respond when 
confronted by their own suffering, using a 10-point scale 
(from 1 = “never” to 10 = “always”). An example of an item 
is “I direct my attention to what is likely to be helpful to 
me.” Cronbach’s α = 0.84.

Frequency of energy-dense food consumption
Energy-dense food consumption was assessed by consid-
ering different types of foods that can be included in this 
category: fried food, mayonnaise and ketchup, prepack-
aged salty snacks, prepackaged sweet snacks, fast food, 
chocolate, cold cuts, and sugar-sweetened beverages. 
Participants were asked to respond to the question, “How 
often have you eaten this food in the last two weeks?” on 
a 5-point scale from 1 = “never” to 5 = “more than once a 
day.” Cronbach’s α = 0.79.

Statistical analyses
Statistical analyses were conducted using IBM SPSS ver-
sion 29. Firstly, descriptive analyses were performed on 
all variables included in the study. Subsequently, bivari-
ate correlations were computed to assess the association 
between these variables. In order to examine the statisti-
cal significance of predictors and the potential modera-
tion effects of self-compassion dimensions, hierarchical 
multiple regression analyses were carried out. Prior to 
performing the analyses, all quantitative variable scores 
were standardized. The variables were then entered 

into the regression model in the following order: age, 
sex, BMI (Model 1); restrained eating (Model 2); self-
compassionate action, self-compassionate engagement 
(Model 3); interactions terms (Model 4). The latter were 
self-compassionate engagement × restrained eating and 
self-compassionate action × restrained eating. Finally, as 
Dawson [18] suggests, simple slope analyses were per-
formed through PROCESS macro (Model 1) to interpret 
the significant interactions.

Results
Descriptive analysis
Descriptive analyses and Pearson’s correlations among 
variables are shown in Table 1. On average, participants 
declared that they adopted a restrained eating style and 
had eaten energy-dense food about once a week during 
the previous two weeks. Specifically, such consumption 
tended to increase when they reported higher levels of 
restrained eating. Regarding self-compassion, partici-
pants reported above-average levels in the two assessed 
dimensions: self-compassionate engagement and self-
compassionate action.

The latter, in particular, was higher among men than 
women and, overall, among participants with higher lev-
els of self-compassionate engagement.

Hierarchical regression analysis
The results of the hierarchical regression analysis are dis-
played in Table  2. Model 1, which only included socio-
demographic variables, did not account for a significant 
portion of the variance in energy-dense food intake 
(R2 = 0.008, F(3,236) = 0.639, p = 0.591). Specifically, no vari-
able emerged as a significant predictor of energy-dense 
food consumption. The inclusion of the restrained eat-
ing variable in Model 2 resulted in a substantial increase 
in the explained variance (R2 = 0.039, ΔR2 = 0.031, 
F(4,235) = 4.215, p = 0.006). Specifically, restrained eat-
ing (β = 0.179, p = 0.006) emerged as a positive predic-
tor of energy-dense food intake. In Model 3, although 
self-compassionate engagement and self-compassionate 
action were added, restrained eating (β = 0.184, p = 0.005) 
was still the only significant predictor of energy-dense 
food intake. Thus, the observed increase in explained 

Table 1  Descriptive statistics and Pearson’s correlations among the variables
M (SD) 1 2 3 4 5 6

1. Age 24.8 (6.70) 1
2. Sex 1.78 (0.42) .02 1
3. BMI 22.58 (2.45) .09 -.21** 1
4. Restrained eating 3.11 (1.14) -.05 -.01 -.12 1
5. SC engagement 6.03 (1.43) -.04 .15* .08 -.01 1
6. SC action 6.46 (2.12) .06 -.13* .06 .03 .41** 1
7. Energy-dense food 2.16 (0.65) -.06 -.03 -.06 .19** -.10 -.02
 * p < .05; ** p < .01; SC = Self-compassionate; Sex coding: 1 = male
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variance in Model 3 was not statistically significant 
(R2 = 0.042, ΔR2 = 0.003, F(6,233) = 1.719, p = 0.703). Finally, 
in Model 4, a significant interaction between self-com-
passionate action and restrained eating emerged (β = 
− 1.017, p = 0.002). This fourth model emerged as best 
fitting, explaining the higher portion of the variance in 
energy-dense food consumption (R2 = 0.081, F(8,231) = 6.76, 
p = 0.009). Regarding the main effects of this model, 
self-compassionate engagement (β = − 0.498, p = 0.033) 
negatively predicted energy-dense food consumption, 
whereas self-compassionate action positively predicted it 
(β = 0.699, p = 0.003).

In order to interpret the moderation effect of self-
compassionate action on restrained eating in relation 
to energy-dense food intake, a simple slope analysis was 

carried out. The results of this analysis (Fig.  1) showed 
that restrained eating significantly predicted energy-
dense food consumption only for participants with lower 
self-compassionate action scores. Indeed, restrained eat-
ing led to an increased energy-dense food consumption 
among individuals who showed lower self-compassionate 
action (B = 0.033; p < 0.001; 95% CI [0.150, 0.507]). Among 
those with higher levels of self-compassionate action, the 
association between restrained eating and energy-dense 
food consumption was not statistically significant (B 
= 0.03; p = 0.739; 95% CI [− 0.151, 0.213]). Consequently, 
H3 was confirmed, while H2 was not.

Discussion
The present study explored the association between 
restrained eating and energy-dense food consump-
tion, also considering the potential moderating role of 
both dimensions of self-compassion (i.e., compassionate 
engagement and compassionate action [27]). This investi-
gation addresses the critical need to identify psychosocial 
resources that may be leveraged to enhance the effective-
ness of weight management and healthy eating interven-
tions [53], which should primarily aim at reducing the 
energy-dense food intake [58].

The analysis of the results revealed that most of the 
hypothesized relationships were confirmed. More in 
detail, in line with H1, restrained eating – net of the 
impact of self-compassion – was positively associated 
with energy-dense food intake. This result aligns with 
previous studies that have demonstrated the detrimental 
impact of such eating style on increased food consump-
tion [28] and eating disorders [10]. Moreover, as posited 
by the Restraint theory [33], it is reasonable to suppose 
that restrained eaters are at heightened risk of making 
unhealthy food choices. Thus, adopting this eating style 

Table 2  Hierarchical multiple regression analysis of energy-
dense food consumption
Independent variables Model 

1 β
Model 
2 β

Model 
3 β

Model 
4 β

Step 1: Control variables
  Age -.056 -.049 -.048 -.042
  Gender -.040 -.033 -.035 -.049
  BMI -.061 -.038 -.035 -.038
Step 2: Restrained eating
  Restrained eating - .179* .184** .317
Step 3: Self-compassion
  SC engagement - - -.062 -.498*
  SC action - - .014 .699**
Step 4: Interaction terms
  Restrained eating × SC 
engagement

- - - .754

  Restrained eating × SC action - - - −1.017**
Adjusted R2 -.005 .023 .018 .049
ΔF - .031** .003 .038**
*p < 0.05; **p < 0.01

Fig. 1  The moderating effect of self-compassionate action on the relationship between restrained eating and energy-dense food consumption. Note. 
RE = Restrained eating; SC = Self-compassionate
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translates into the paradox of consuming those same 
foods – energy-dense foods – that these individuals aim 
to avoid. In other words, the cognitive load associated 
with dietary restraint and the resulting food disinhi-
bition can lead not only to overeating and binge eating 
[10, 17] but also to the consumption of such unhealthy 
foods. Although this evidence contributes to the incon-
sistent literature on the relationship between restrained 
eating and energy-dense food consumption, it is partially 
in contrast with earlier research [15, 16]. These differ-
ences could be explained by taking into account the main 
characteristics of samples included in existing literature. 
Specifically, it must be underscored that the prior studies 
were predominantly conducted among college students, 
yielding potentially misleading results, as these individu-
als face specific stressors [67] that can influence the rela-
tionships under investigation. Hence, this demographic 
composition prompts two considerations. On the one 
hand, it could explain the discrepancy between previous 
studies findings and those of the present study. On the 
other hand, it highlights that limiting the investigation of 
restrained eating to college students might fail the aim of 
grasping the different nuances of restrained eating mani-
festation as well as related psychosocial factors across a 
broader spectrum of the population.

 Additionally, the moderation analysis results, which 
confirmed H3 but not H2, revealed that compassion-
ate action may play a buffering role in the relation-
ship between restrained eating and energy-dense food 
intake. However, the findings did not support such a 
role for compassionate engagement. In this regard, it is 
important to note that most prior studies have not dif-
ferentiated between compassionate engagement and 
compassionate action competencies, as the present study 
did. In this vein, these results suggest a specific role of 
self-compassionate action among restrained eaters. Spe-
cifically, the potential of this self-compassion dimension 
in improving individuals’ regulation of emotional dis-
comfort through concrete coping strategies can explain 
why it negatively moderated the relationship between 
restrained eating and energy-dense food consumption. 
At the same time, self-compassionate action had a posi-
tive association with energy-dense food consumption, 
presumably because individuals may still indulge in high-
calorie foods as a form of self-soothing in non-restrained 
eating contexts. In this case, energy-dense foods may 
be seen as a way to care for oneself or reduce stress, 
regardless of dietary restraint. Thus, even though self-
compassionate action can reduce the harmful effects of 
restrained eating by promoting healthier emotional reg-
ulation, it might not necessarily lead to healthier eating 
habits in general, resulting in higher energy-dense food 
consumption. In contrast, self-compassionate engage-
ment — focused on mindful awareness and acceptance 

— was negatively associated with energy-dense food 
consumption, as individuals who can leverage a height-
ened awareness of their emotional states may recognize 
unhealthy cravings and, in turn, resist them. However, 
the lack of significant moderation by self-compassionate 
engagement in the relationship between restrained eating 
and energy-dense food consumption suggests that mere 
awareness and acceptance of distress may not be suffi-
cient to counteract the cognitive and emotional burden 
of restrained eating. Although these individuals may be 
able of recognizing their feelings and being open to their 
suffering as well as the underlying motivation for such 
an attitude, this may not translate into healthier food 
choices without the skills enabling the action to address 
them in the restrained eating context. On the contrary, it 
can be stated that self-compassionate action can enable 
individuals to take practical steps to mitigate the stress of 
dietary restraint, reducing the impact of restrained eat-
ing on energy-dense food consumption. These findings 
align with the conclusions of Adams and Leary [1], since 
the authors reported that self-compassion acts differently 
among restrained and non-restrained eaters. Addition-
ally, Gilbert et al.’s [27] argument supports this specula-
tion, positing that mere compassionate engagement may 
not be enough to influence behavior without the ability 
to act upon that awareness. Thus, people showing restric-
tive eating patterns and lower in compassionate action 
tend to eat more unhealthy foods than those higher on 
this self-compassion dimension. Arguably, the former 
are more likely to engage in unhealthy eating because 
they are unable to use the competencies characteristics 
of compassionate action or rely on those of compassion-
ate engagement, which alone cannot result in effective 
emotional self-regulation. Consequently, as suggested by 
Adams and Leary [1], when these individuals experience 
stressful situations – such as those related to breaking 
diets – they may cope with the resulting negative affects 
(e.g., discomfort and self-criticism) or escape from self–
awareness by eating unhealthy food. In other words, they 
may struggle to employ adaptive coping strategies, result-
ing in a stronger food disinhibition response and in more 
frequent consumption of energy-dense foods rather than 
people higher in self-compassionate action. This reason-
ing is corroborated by the similarities identified between 
compassionate action competencies and self-regulation 
skills [27] as well as findings from prior studies [10, 28] 
which recognize the lack of self-regulation as a critical 
factor in explaining the process underlying the disinhibi-
tion among restrained eaters.

Conclusion
The findings of the present study have significant impli-
cations for a better understanding of the disinhibition 
effect associated with restrained eating habits, as well as 
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the potential impact of such an eating style and self-com-
passion on energy-dense food intake.

However, this contribution should be considered in 
the context of the limitations that characterize the pres-
ent study. Firstly, the cross-sectional design of the study 
limits the possibility of inferring cause-and-effect rela-
tionships. Secondly, the self-report measures adopted in 
the study may be susceptive to social desirability bias. 
For instance, participants may have underestimated the 
consumption of energy-dense foods. Hence, future stud-
ies should include more accurate measures of eating 
behavior, for example, using food diary apps [40]. More-
over, it should be emphasized that we focused solely 
on restrained eating and did not consider the impact of 
other eating styles (e.g., emotional eating and external 
eating) on the examined relationships. Finally, although 
this study suggests that compassionate action can reduce 
the negative effects of restrained eating, it did not explore 
the specific skills involved (e.g., attention, reasoning, and 
behavior [27]). Therefore, future studies should consider 
the different facets of eating style and compassionate 
action to thoroughly evaluate their potential implications 
for eating behaviors.

Despite these limitations, the present study sheds light 
on the inconsistent evidence of the relationship between 
restrained eating and food intake. Specifically, it under-
scores that restrained eaters reporting higher self-com-
passionate action might be better able to reduce the 
frequency of unhealthy eating. Consequently, the results 
support the potential beneficial effects of such a self-
compassion dimension in coping effectively with negative 
emotions, thereby reducing unhealthy food consumption 
among restrained eaters only, suggesting thereby a more 
nuanced relationship between self-compassion and food 
intake than previously reported.

Specifically, the results contribute to the literature by 
simultaneously considering two aspects of self-compas-
sion and examining their buffering role in relation to 
restrained eating and the related disinhibition since – 
as far as we know – no prior study has examined these 
relationships. In doing so, the present study supports 
the notion that not all aspects of self-compassion may 
affect eating behaviors and the different roles of such a 
factor among individuals who adopt restrained and non-
restrained eating.

In light of the above, the current study can inform 
future interventions about the factors that should 
be taken into account to promote healthy eating of 
restrained eaters. In order to improve their effective-
ness, it seems essential that these interventions should 
aim to support individuals to control their eating in a less 
rigid manner and react in more adaptive ways to stress 
cues, including those arising from diet failures [1] by 

improving the self-compassionate skills able to enhance 
their regulation about eating.
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