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Abstract 
Objective To provide an updated overview of binge eating disorder (BED) that 
includes recommendations relevant for primary care practitioners.

Quality of evidence PubMed, Google Scholar, and PsycInfo were searched with 
no time restriction using the subject headings binge eating disorder, treatment, 
review, guidelines, psychotherapy, primary care, and pharmacotherapy. Levels 
of evidence for all treatment recommendations ranged from I to III.

Main message Binge eating disorder is associated with considerable patient 
distress and impairment, as well as medical and psychiatric comorbidities, and 
was added to the Diagnostic and Statistical Manual of Mental Disorders, 5th 
edition, in 2013. Primary care practitioners are well suited to screen, diagnose, 
and initiate treatment for BED. A stepped-care approach to treatment starts 
with guided self-help, adding or moving to pharmacotherapy or individual 
psychotherapy as needed. The psychotherapies with the most research support 
include cognitive behaviour therapy, interpersonal therapy, and dialectical 
behaviour therapy. In terms of pharmacotherapy, evidence supports the 
use of lisdexamfetamine, antidepressant medications, and anticonvulsant 
medications. 

Conclusion This overview provides guidance on screening, diagnosis, and 
treatment approaches based on the currently available evidence, as well as 
expert opinions of a diverse group of experts to help guide clinicians where 
evidence is limited. 

In 2013 the new diagnosis binge eating disorder (BED) was added to the 
Diagnostic and Statistical Manual of Mental Disorders, 5th edition (DSM-5).1 
Binge eating disorder is characterized by regular episodes of binge eating 

in the absence of regular compensatory behaviour, such as self-induced vomit-
ing, fasting, excessive exercising, or misuse of laxatives. Binge eating is defined 
as consuming an abnormally large amount of food in a discrete period of time 
(eg, 1 to 2 hours) while experiencing a sense of loss of control.1 

Binge eating disorder is the most prevalent eating disorder but fre-
quently goes undiagnosed in primary care.2 The lifetime prevalence of BED is 
between 0.85% and 2.8% in the community.2,3 Binge eating disorder is more 
common in men compared with other eating disorders, and it has a female-
to-male ratio of approximately 2:1.4,5

Individuals with BED are at an increased risk of a range of other medical 
conditions, including hypertension and type 2 diabetes.6 Binge eating disor-
der has strong associations with obesity, with studies estimating a preva-
lence of 30% to 50% in patients seeking treatment for obesity.7  Importantly, 
however, BED appears to increase the risk of physical disorders over and 
above the risk associated with obesity alone. Further longitudinal studies are 
needed to fully elucidate the nature of this relationship.8 

Psychiatric comorbidities are common; 79% of people with BED also meet 
criteria for another psychiatric disorder,9 with increased rates of depression, 

Editor’s key points
} Binge eating disorder (BED) is 
the most prevalent eating disorder 
but often goes undetected, despite 
being added to the Diagnostic 
and Statistical Manual of Mental 
Disorders, 5th edition, in 2013.

} Given the potential medical 
morbidity, the economic 
repercussions, and the chronic and 
debilitating impact on patients, it is 
important for BED to be accurately 
diagnosed and managed.

} Based on their relationships 
with patients, primary care 
practitioners can play critical roles 
in the screening, diagnosis, and 
management of BED. Primary care 
practitioners can also provide 
education and support to patients as 
well as collaborate with other health 
care professionals (eg, dietitians 
and therapists with eating disorder 
experience) to help improve the lives 
of patients with BED.
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bipolar disorder, anxiety disorders, substance use, and 
attention deficit hyperactivity disorder (ADHD).3,10,11

Binge eating disorder carries a substantial economic 
burden. A Canadian study found that each individual 
with BED results in average health care costs of $2759 
per year related to physician visits, medication use (eg, 
antidepressant medication), and medical tests: this is 
36.5% higher than published age- and gender-matched 
controls.12 

Despite the debilitating nature of BED and its consid-
erable medical and psychiatric comorbidities, an online 
survey found only 3.2% of individuals who met DSM-5 
criteria for BED had received a diagnosis from a health 
care provider.4 This low diagnosis rate may be owing 
to clinicians’ lack of awareness of BED or reluctance of 
patients to discuss their symptoms. 

—— Objective ——
Given the low rate of screening for BED by health care 
professionals, and the association with obesity, mental 
health disorders, and metabolic disorders, it is important 
that primary care practitioners (PCPs) become aware of 
this underdiagnosed eating disorder. This article pro-
vides recommendations to highlight how PCPs are in 
a strong position to screen for, diagnose, and manage 
BED in a primary care setting. 

—— Quality of evidence ——
A literature search was conducted in PubMed, PsycInfo, 
and Google Scholar with no time restriction using the 
subject headings binge eating disorder, treatment, review, 
guidelines, psychotherapy, primary care, and phar-
macotherapy. References from selected articles were 
reviewed. The level of evidence for most treatment rec-
ommendations was level I. When level I or II evidence 
was not available, expert experience from key clinical 
and research opinion leaders in the Canadian eating dis-
order field was used as level III evidence. 

—— Main message ——
Pathophysiology
An interaction between biological, psychological, and 
social factors contributes to the development and con-
tinuation of BED. Below, we briefly summarize the main 
conceptual models that have been proposed to explain 
BED. Each of these models examines unique factors that 
may apply to some patients and not others, creating a 
fuller understanding of the complex systems underlying 
BED, and thus may best be viewed as complementary as 
opposed to competing explanations. 

The emotion-affect regulation theory of BED posits 
that individuals with BED have difficulties regulating 
their emotions and engage in binge eating to regulate 

aversive emotional states.13 While binge eating provides 
temporary relief, the guilt and distress that follow tend 
to trigger further binge eating, perpetuating the disor-
der. The reason that some individuals with BED expe-
rience emotional dysregulation is not fully understood; 
however, there is evidence that supports causal factors 
related to genetics, epigenetics, and adverse childhood 
events (eg, childhood trauma).14 

Neurobiological theories of BED focus on dysfunc-
tional neural mechanisms in the brain’s reward sys-
tems, including a low dopaminergic state, and resulting 
hyperreactivity to the hedonic properties of food.15 In 
addition, executive functioning deficits (eg, inhibitory 
control) and impulse control difficulties have been impli-
cated in BED.16,17 

The cognitive behavioural model proposes that binge 
eating develops as a result of dietary restraint with 
the intention of suppressing weight. According to this 
model, rigid dietary restraint perpetuates a cycle in which 
restraint contributes to binge eating, which in turn exac-
erbates guilt and shame, further triggering binge eating 
and attempts to restrict food intake, and so on.13 

Screening and diagnosis
One of the challenges of screening for BED is that indi-
viduals find the disorder difficult to discuss with their 
health care providers, in part because of the stigma 
and shame associated with binge eating18,19 and obesity. 
Box 1 contains recommendations for taking a history in 
a manner that mitigates shame and guilt.1

In primary care, PCPs can ask simple and direct ques-
tions to efficiently screen for BED (Box 1).1 It is impor-
tant to keep specific case-finding indicators for BED in 
mind, including weight gain in the year before seeking 
treatment, reluctance to discuss eating habits, metabolic 
syndrome, mood or anxiety disorders, childhood obe-
sity, recurrent unsuccessful attempts to diet, exposure 
to traumatic life events or stressors, and familial eat-
ing problems (eg, family preoccupied with dieting, body 
shape, and weight).19 

For those who have positive screening results for 
BED, the DSM-5 diagnostic criteria should be used to 
confirm the diagnosis (Box 2).1 Receiving a diagnosis of 
BED, when appropriate, can in itself be very helpful for 
patients. Many experience high levels of shame, stigma, 
and self-blame, and therefore it can be therapeutic for 
patients to understand that BED is a mental health dis-
order with a complex pathogenesis. 

Treatment
General principles. Individuals with BED often present 
to their PCPs with a primary goal of weight loss; thus, 
failing to respond to these concerns may negatively 
impact the therapeutic alliance. However, it is important 
to highlight that the sequential goals of BED treatment 
should be to reduce or eliminate binge eating episodes 
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and then, over the long term, to work with patients to 
explore ways of achieving their physical health goals 
safely. To this point, it is critical to help the patient 
reduce their overconcern about weight as well as unreal-
istic weight-loss goals because these factors tend to per-
petuate BED. This can also help reduce body shame that 
can serve as a maintaining factor for BED. Primary care 
providers can supply the patient with nutrition educa-
tion (eg, Canada’s Food Guide handout or consultation 
with a dietitian) on the importance of maintaining a nor-
mal meal structure and avoiding rigid dietary restraint as 
a means of quick weight loss. Importantly, PCPs should 
also be aware of their own implicit and explicit anti-fat 
biases and obesity stigma, which are pervasive in health 
care and can impact the care provided.20,21

Treatment options. Shared decision making with 
patients is recommended when choosing the evidence-
based treatments outlined in this article. Outpatient treat-
ment can be applied using a stepped-care approach with 
the decision on where to start and whether to combine or 
skip steps made on a case-by-case basis, taking into con-
sideration patient preference, patient motivation, comor-
bidities, and availability of treatment options (Figure 1). 

Guided self-help. Current research supports the efficacy 
(small to medium effect sizes) and cost-effectiveness  
of self-help treatment as the first step in the treatment of 
BED.18 Self-help interventions (eg, via books, Internet, or 
smartphone apps; Box 3) have the advantage of over-
coming accessibility-related barriers associated with 

traditional face-to-face psychotherapy. Limitations of 
self-help interventions can include low levels of patient 
adherence, which can be impacted by the lack of per-
sonal contact.22 Therefore, while self-help interventions 
can be offered without professional guidance, some evi-
dence suggests more favourable outcomes with guided 
self-help approaches.23 It is also important for PCPs to 
be familiar with the self-help programs they are rec-
ommending when providing guidance. In this context, 
guidance is supportive, brief, and less intensive than indi-
vidual psychotherapy and can be provided by a range of 
health care professionals, including PCPs. Effective guid-
ance can consist of an initial meeting followed by shorter 
follow-up sessions (eg, brief weekly or biweekly face-to-
face, telephone, or video sessions) to confirm adherence 
and provide support.24,25

Individual psychotherapy. In more complex cases 
where there is psychiatric comorbidity or when a patient 
does not respond to self-help interventions, a referral for 
individual psychotherapy may be warranted. There are 
several types of psychotherapy used to treat BED, with 
cognitive behaviour therapy (CBT), interpersonal ther-
apy, and dialectical behaviour therapy having the stron-
gest evidence base and accessibility.26 

Box 1. Recommendations for taking a history to 
diagnose BED: A) Approaches to help initiate a 
conversation about BED, and B) examples of BED 
screening questions.

A)
Affirm that BED is a real mental health condition

• “BED is a real mental health condition and I’m here to 
help you with it”

Emphasize that patients are not alone
• “BED is the most common eating disorder”

Try asking permission
• “I recognize this is a sensitive topic. Is it OK if I ask you 

some questions about your eating?”

B)
Within the past 3 months have you ...

• Had episodes of eating substantially more than what 
most people would eat in a similar period and felt out 
of control while doing so?1

• Felt distressed about these episodes of overeating (eg, 
embarrassed or guilty)?1

• Continued eating during these episodes despite not 
being hungry?1

BED—binge eating disorder.

Box 2. DSM-5 diagnostic criteria for BED

• Recurrent episodes of binge eating. An episode of 
binge eating is characterized by both of the following:

 - eating, in a discrete period of time (eg, within any 
2-hour period), an amount of food that is definitely 
larger than what most people would eat in a similar 
period of time under similar circumstances, and

 - a sense of lack of control over eating during the 
episode (eg, a feeling that one cannot stop eating or 
control what or how much one is eating)

• The binge eating episodes are associated with 3 (or 
more) of the following:

 -eating much more rapidly than normal,
 -eating until feeling uncomfortably full,
 - eating large amounts of food when not feeling 

physically hungry,
 - eating alone because of feeling embarrassed by how 

much one is eating, or
 - feeling disgusted with oneself, depressed, or very 

guilty afterward
• Marked distress regarding binge eating is present
• The binge eating occurs, on average, at least once a 

week for 3 months
• The binge eating is not associated with the recurrent 

use of inappropriate compensatory behaviour (eg, 
purging) and does not occur exclusively during the 
course of anorexia nervosa, bulimia nervosa, or 
avoidant or restrictive food intake disorder

BED—binge eating disorder, DSM-5—Diagnostic and Statistical 
Manual of Mental Disorders, 5th edition.
Reprinted with permission from the American Psychiatric 
Association.1 Copyright ©2013.
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Figure 1. Treatment algorithm
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Recent meta-analyses have shown that, compared 
with wait list controls, CBT reliably helps patients achieve 
remission from binge eating (approximately 50% to 
60% of patients) and reduces eating disorder psychopa-
thology.27,28 However, there have been few differences 
observed with CBT compared with other interventions in 
head-to-head trials.29,30 Currently, there is little research 
identifying which patients respond best to CBT versus 
other methods, but expert consensus suggests that dia-
lectical behaviour therapy may be particularly suitable for 
BED patients with high impulsivity and emotional dysreg-
ulation, and interpersonal therapy may be more suitable 
to individuals with interpersonal difficulties. When refer-
ring patients for therapy, ensure that the provider receiving 
the referral has been trained in the eating disorder–specific 
versions of these methods as opposed to, for example, 
general CBT. Of note, these individual therapies have also 
been studied in youth, although the evidence supporting 
their use in this demographic is limited.

Nutrition therapy. Across the continuum of care, dieti-
tians with eating disorder training can play an impor-
tant role in the multidisciplinary management of BED.31 
Specifically, dietitians can help patients normalize their 
daily food intake and ensure adequate nutrition to mini-
mize binges. 

General pharmacotherapy principles. Medication man-
agement of BED is most appropriate as an adjunct ther-
apy, or as stand-alone treatment for individuals for whom 
psychotherapy is not available or whose symptoms 
are unresponsive to psychotherapeutic interventions.32 
Moreover, medication may be included as part of a first 
step when psychotherapeutic options are not available 
or are declined, or when there is a substantial psychiatric 
comorbidity that may concurrently respond to pharmaco-
logic intervention (eg, mood or anxiety disorders, ADHD).

This overview focuses on pharmacologic agents that 
have the strongest evidence to date in the treatment 
of BED: lisdexamfetamine (LDX), second-generation 
antidepressants, and topiramate.33 Of note, LDX is the 

only medication indicated for BED approved by the US 
Food and Drug Administration and Health Canada.

Lisdexamfetamine: Two multicentre, double-blind, 
placebo-controlled trials of LDX demonstrated that it 
was statistically significantly superior to placebo for 
global improvement in BED pathology and for reduc-
ing the frequency of binge eating days, BED-related  
obsessive-compulsive pathology, and relapse.34 The long-
term safety and tolerability open-label extension trial 
showed that the adverse events associated with LDX were 
consistent with those previously reported for other long- 
acting stimulants in the treatment of ADHD.35 

Second-generation antidepressants: Multiple random-
ized controlled trials looking at the impact of second- 
generation antidepressants (eg, selective serotonin 
reuptake inhibitors, serotonin-norepinephrine reuptake 
inhibitors) in BED have demonstrated an increase in 
binge eating abstinence and a decrease in binge eat-
ing episodes per week and eating-related obsessions 
and compulsions.36 Second-generation antidepressants 
may be especially worthy of consideration for BED in 
those individuals with comorbid anxiety and depression 
or with contraindications to LDX (eg, active substance 
issues, cardiac issues).37

Anticonvulsant medications: A large, multicentre ran-
domized controlled trial and longer-term study have 
supported the effectiveness and safety of topiramate in 
BED.38,39 Although the results supported the long-term 
effectiveness of topiramate, the high discontinuation 
rate indicated issues with its tolerability.39 Expert opin-
ion suggests that topiramate might be most helpful in 
those with comorbid mood instability or bingeing that 
occurs mostly late at night (owing to evening dosing). 

Duration of pharmacologic treatment: Although there 
are limited data to guide the duration of treatment, 
expert opinion suggests medication discontinuation in 
patients who have been stable for 6 months. If symp-
toms relapse, additional 6-month intervals could be 
tried. However, these decisions should be made based 
on a shared decision-making approach with patients. 
Similar to treating mood disorders, some patients may 
prefer or require long-term treatment.

Conclusion
Primary care providers are well suited to screen for, 
diagnose, and initiate treatment for BED. In addition, 
given the first-line treatment role of self-help interven-
tions, PCPs can treat patients without a psychiatrist or 
psychologist, and if first-line interventions are not an 
option or ongoing symptoms persist despite therapy, 
PCPs can also prescribe medications for BED.     
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Box 3. Self-help treatment recommendations

Books
• Fairburn CG. Overcoming binge eating. 2nd ed. New 

York, NY: Guilford Press; 2013.
• Safer DL, Adler S, Masson PC. The DBT solution for 

emotional eating. New York, NY: Guilford Press; 2018.
• Agras WS, Apple RF. Overcoming your eating disorder. A 

cognitive-behavioral therapy approach for bulimia 
nervosa and binge-eating disorder. New York, NY: 
Oxford University Press; 2007.

Smartphone app as an add-on to books
• Recovery Record. Palo Alto, CA: Recovery Record; 2011. 

Available from: https://www.recoveryrecord.com/. 
Accessed 2022 May 3.



Vol 68: JUNE | JUIN 2022 | Canadian Family Physician | Le Médecin de famille canadien 421

 Clinical Review

Leadership Centre for Diabetes at Mount Sinai Hospital in Toronto. Dr Richard Ward is 
Medical Director of Primary Care in the Calgary Zone of Alberta Health Services. Sarrah 
I. Ali is a doctoral student in the Department of Psychology at Florida State University in 
Tallahassee. Dr Jacqueline C. Carter is a psychologist in the Department of Psychology at 
Memorial University of Newfoundland in St John’s, NL.

Contributors
All authors contributed to the literature review and interpretation, and to preparing 
the manuscript for submission.

Competing interests
None of the authors received grants or honoraria for the development of this manuscript. 
An unrestricted educational grant was provided by Takeda (manufacturer of lisdexam-
fetamine) for editorial and administrative support. However, Takeda was not involved in 
the manuscript development at any stage. While none of the authors were paid for their 
authorship, several of the authors have served on advisory boards or done speaker events 
related to lisdexamfetamine. However, 4 of the authors have not received payment related 
to this product and, therefore, potential bias is mitigated. The following are specific author 
disclosures: Dr Aaron Keshen has received a speaker honorarium and educational grant 
from Takeda. Dr Allan S. Kaplan has received a speaker honorarium from Takeda.  
Dr Barry Simon has received an honorarium for speaker events and advisory boards from 
Takeda. Dr Richard Ward has received an honorarium for speaker events and advisory 
boards from Takeda. The other authors have no specific disclosures.

Correspondence
Dr Aaron Keshen; e-mail Aaron.Keshen@nshealth.ca

References
1. Diagnostic and statistical manual of mental disorders. 5th ed. Washington, DC; 

American Psychiatric Association; 2013.
2. Hudson JI, Hiripi E, Pope HG Jr, Kessler RC. The prevalence and correlates of 

eating disorders in the National Comorbidity Survey Replication. Biol Psychiatry 
2007;61(3):348-58. Epub 2006 Jul 3. Erratum in: Biol Psychiatry 2012;72(2):164.

3. Udo T, Grilo CM. Prevalence and correlates of DSM-5-defined eating disorders in a nationally 
representative sample of U.S. adults. Biol Psychiatry 2018;84(5):345-54. Epub 2018 Apr 17.

4. Cossrow N, Pawaskar M, Witt EA, Ming EE, Victor TW, Herman BK, et al. Estimating the 
prevalence of binge eating disorder in a community sample from the United States: 
comparing DSM-IV-TR and DSM-5 criteria. J Clin Psychiatry 2016;77(8):e968-74.

5. Kessler RC, Berglund PA, Chiu WT, Deitz AC, Hudson JI, Shahly V, et al. The prevalence 
and correlates of binge eating disorder in the World Health Organization World 
Mental Health Surveys. Biol Psychiatry 2013;73(9):904-14. Epub 2013 Jan 3.

6. Mitchell JE. Medical comorbidity and medical complications associated with binge-
eating disorder. Int J Eat Disord 2016;49(3):319-23. Epub 2015 Aug 27.

7. Correia Horvath JD, Dias de Castro ML, Kops N, Kruger Malinoski N, Friedman R. 
Obesity coexists with malnutrition? Adequacy of food consumption by severely obese 
patients to dietary reference intake recommendations. Nutr Hosp 2014;29(2):292-9.

8. Olguin P, Fuentes M, Gabler G, Guerdjikova AI, Keck PE Jr, McElroy SL. Medical comorbidity 
of binge eating disorder. Eat Weight Disord 2017;22(1):13-26. Epub 2016 Aug 23.

9. Hudson JI, Coit CE, Lalonde JK, Pope HG Jr. By how much will the proposed new 
DSM-5 criteria increase the prevalence of binge eating disorder? Int J Eat Disord 
2012;45(1):139-41. Epub 2010 Dec 10.

10. Guerdjikova AI, Mori N, Casuto LS, McElroy SL. Binge eating disorder. Psychiatr Clin 
North Am 2017;40(2):255-66. Epub 2017 Mar 6.

11. Nazar BP, Suwwan R, de Sousa Pinna CM, Duchesne M, Freitas SR, Sergeant J, et al. 
Influence of attention-deficit/hyperactivity disorder on binge eating behaviors and 
psychiatric comorbidity profile of obese women. Compr Psychiatry 2014;55(3):572-8. 
Epub 2013 Oct 22.

12. Grenon R, Tasca GA, Cwinn E, Coyle D, Sumner A, Gick M, et al. Depressive 
symptoms are associated with medication use and lower health-related quality 
of life in overweight women with binge eating disorder. Womens Health Issues 
2010;20(6):435-40. Epub 2010 Sep 17.

13. Higgins Neyland MK, Shank LM, Lavender JM. Theoretical development and 
maintenance models of binge eating. In: Frank GKW, Berner LA, editors. Binge eating. 
A transdiagnostic psychopathology. Cham, Switz: Springer Nature; 2020. p. 69-82.

14. Guillaume S, Jaussent I, Maimoun L, Ryst A, Seneque M, Villain L, et al. Associations 
between adverse childhood experiences and clinical characteristics of eating 
disorders. Sci Rep 2016;6:35761.

15.  Kessler RM, Hutson PH, Herman BK, Potenza MN. The neurobiological basis of 
binge-eating disorder. Neurosci Biobehav Rev 2016;63:223-38. Epub 2016 Feb 2.

16. Giel KE, Teufel M, Junne F, Zipfel S, Schag K. Food-related impulsivity in obesity and 
binge eating disorder—a systematic update of the evidence. Nutrients 2017;9(11):1170.

17. Wu M, Brockmeyer T, Hartmann M, Skunde M, Herzog W, Friederich HC. Reward-
related decision making in eating and weight disorders: a systematic review and 
meta-analysis of the evidence from neuropsychological studies. Neurosci Biobehav 
Rev 2016;61:177-96. Epub 2015 Dec 14.

18. Eating disorders: recognition and treatment. London, UK: National Institute for 
Health and Care Excellence; 2017.

19. Kornstein SG, Kunovac JL, Herman BK, Culpepper L. Recognizing binge-eating 
disorder in the clinical setting: a review of the literature. Prim Care Companion CNS 
Disord 2016;18(3):10.4088/PCC.15r01905.

20. Sabin JA, Marini M, Nosek BA. Implicit and explicit anti-fat bias among a 
large sample of medical doctors by BMI, race/ethnicity and gender. PLoS One 
2012;7(11):e48448. Epub 2012 Nov 7.

21. Phelan SM, Burgess DJ, Yeazel MW, Hellerstedt WL, Griffin JM, van Ryn M. Impact of 
weight bias and stigma on quality of care and outcomes for patients with obesity. 
Obes Rev 2015;16(4):319-26. Epub 2015 Mar 5.

22. Leung SF, Ma LCJ, Russell J. An open trial of self-help behaviours of clients with eating 
disorders in an online programme. J Adv Nurs 2013;69(1):66-76. Epub 2012 Mar 26.

23. Hilbert A, Puls HC. Self-help interventions for the treatment of binge eating. In: 
Frank GKW, Berner LA, editors. Binge eating. A transdiagnostic psychopathology. 
Cham, Switz: Springer Nature; 2020. p. 271-85.

24. Carter JC, Kenny TE, Singleton C, Van Wijk M, Heath O. Dialectical behavior therapy 
self-help for binge-eating disorder: a randomized controlled study. Int J Eat Disord 
2020;53(3):451-60. Epub 2019 Dec 10.

25. Masson PC, von Ranson KM, Wallace LM, Safer DL. A randomized wait-list controlled 
pilot study of dialectical behaviour therapy guided self-help for binge eating 
disorder. Behav Res Ther 2013;51(11):723-8. Epub 2013 Aug 19.

26. American Dietetic Association. Position of the American Dietetic Association: 
nutrition intervention in the treatment of anorexia nervosa, bulimia nervosa, and 
other eating disorders. J Am Diet Assoc 2006;106(12):2073-82. 

27. Ray MK, Grammer AC, Davison G, Fitzsimmons-Craft EE, Wilfley DE. Psychotherapy 
for binge eating. In: Frank GKW, Berner LA, editors. Binge eating. A transdiagnostic 
psychopathology. Cham, Switz: Springer Nature; 2020. p. 255-69.

28. Ghaderi A, Odeberg J, Gustafsson S, Råstam M, Brolund A, Pettersson A, et al. 
Psychological, pharmacological, and combined treatments for binge eating 
disorder: a systematic review and meta-analysis. PeerJ 2018;6:e5113.

29. Hilbert A, Petroff D, Herpertz S, Pietrowsky R, Tuschen-Caffier B, Vocks S, et al. Meta-
analysis on the long-term effectiveness of psychological and medical treatments 
for binge-eating disorder. Int J Eat Disord 2020;53(9):1353-76. Epub 2020 Jun 25.

30. Grenon R, Carlucci S, Brugnera A, Schwartze D, Hammond N, Ivanova I, et al. 
Psychotherapy for eating disorders: a meta-analysis of direct comparisons. 
Psychother Res 2019;29(7):833-45. Epub 2018 Jun 29.

31. Hilbert A, Petroff D, Herpertz S, Pietrowsky R, Tuschen-Caffier B, Vocks S, et al. Meta-
analysis of the efficacy of psychological and medical treatments for binge-eating 
disorder. J Consult Clin Psychol 2019;87(1):91-105.

32. McElroy SL, Guerdjikova AI, Mori N, Romo-Nava F. Medication for binge eating. In: 
Frank GKW, Berner LA, editors. Binge eating. A transdiagnostic psychopathology. 
Cham, Switz: Springer Nature; 2020. p. 227-41.

33. Appolinario JC, Nardi AE, McElroy SL. Investigational drugs for the treatment of 
binge eating disorder (BED): an update. Expert Opin Investig Drugs 2019;28(12):1081-
94. Epub 2019 Nov 22.

34. McElroy SL, Mitchell JE, Wilfley D, Gasior M, Ferreira-Cornwell MC, McKay M, et al. 
Lisdexamfetamine dimesylate effects on binge eating behaviour and obsessive-
compulsive and impulsive features in adults with binge eating disorder. Eur Eat 
Disord Rev 2016;24(3):223-31. Epub 2015 Dec 1.

35. Gasior M, Hudson J, Quintero J, Ferreira-Cornwell MC, Radewonuk J, McElroy SL. 
A phase 3, multicenter, open-label, 12-month extension safety and tolerability 
trial of lisdexamfetamine dimesylate in adults with binge eating disorder. J Clin 
Psychopharmacol 2017;37(3):315-22.

36. Management and outcomes of binge-eating disorder in adults: current state of the 
evidence. In: John M. Eisenberg Center for Clinical Decisions and Communications 
Science. Comparative effectiveness review summary guides for clinicians. Rockville, 
MD: Agency for Healthcare Research and Quality (US); 2016.

37. Stefano SC, Bacaltchuk J, Blay SL,  Appolinário JC. Antidepressants in short-term 
treatment of binge eating disorder: systematic review and meta-analysis. Eat Behav 
2008;9(2):129-36. Epub 2007 Mar 28.

38. McElroy SL, Hudson JI, Capece JA, Beyers K, Fisher AC, Rosenthal NR, et al. 
Topiramate for the treatment of binge eating disorder associated with obesity: a 
placebo-controlled study. Biol Psychiatry 2007;61(9):1039-48. Epub 2007 Jan 29.

39. McElroy SL, Shapira NA, Arnold LM, Keck PE, Rosenthal NR, Wu SC, et al. Topiramate 
in the long-term treatment of binge-eating disorder associated with obesity. J Clin 
Psychiatry 2004;65(11):1463-9. Erratum in: J Clin Psychiatry 2005;66(1):138.

This article is eligible for Mainpro+ certified Self-Learning credits. To earn 
credits, go to https://www.cfp.ca and click on the Mainpro+ link.  
This article has been peer reviewed. 
Can Fam Physician 2022;68:416-21. DOI: 10.46747/cfp.6806416 
Cet article se trouve aussi en français à la page 422.




