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Abstract 

Objective Binge eating disorder (BED), although relatively recently recognized as a distinct clinical syndrome, 
is the most common eating disorder. BED can occur as a separate phenomenon or in combination with other mental 
disorders, adding to the overall burden of the illness. Due to the relatively short history of recognizing BED as a dis-
tinct disorder, this review aimed to summarize the current knowledge on the co-occurrence of BED with other psychi-
atric disorders.

Method This review adhered to the PRISMA guidelines. Multiple databases, such as MEDLINE, MEDLINE Complete, 
and Academic Search Ultimate, were used to identify relevant studies. Of the 3766 articles initially identified, 63 
articles published within the last 13 years were included in this review. This systematic review has been registered 
through INPLASY (INPLASY202370075).

Results The most frequently observed comorbidities associated with BED were mood disorders, anxiety disorders 
and substance use disorders. They were also related to more severe BED presentations. Other psychiatric conditions 
frequently associated with BED include reaction to severe stress and adjustment disorders, impulse control disorder, 
ADHD, personality disorders, behavioral disorders, disorders of bodily distress or bodily experience, and psychotic 
disorders. Additionally, BED was linked to suicidality and sleep disorders.

Discussion The findings highlight the interconnected nature of BED with various psychiatric conditions and related 
factors, shedding light on the complexity and broader impact of BED on mental health and the need for appropriate 
screening and appropriately targeted clinical interventions.

Keywords Binge eating disorder, Comorbidity, Mental disorders, Mood disorders, Anxiety disorders, Substance use 
disorders

Introduction
The understanding of eating disorders (EDs) has 
evolved significantly in the past decade. In conjunc-
tion with the clearly defined bulimia nervosa (BN) 
and anorexia nervosa (AN), the latest revisions, such 
as the American Psychiatric Association’s Diagnostic 
and Statistical Manual of Mental Disorders (DSM-5) 
[1] released in May 2013 and the 11th revision of the 
World Health Organization’s International Statistical 
Classification of Diseases and Related Health Problems 
(ICD-11) published in 2019 [2], introduce a distinct 
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category known as binge eating disorder (BED). A 
comparison of the DSM-5 and ICD-11 diagnostic cri-
teria for BED is shown in Table 1. The introduction of 
the BED diagnosis was prompted by a significant fac-
tor: in earlier iterations of diagnostic systems, the clas-
sification of Eating Disorder Not Otherwise Specified 
(EDNOS) occurred most frequently. Consequently, 
numerous patients exhibit symptoms of an ED but do 
not meet the criteria for BN or AN [3]. Empirical stud-
ies have demonstrated the utility of incorporating BED 
into the classification of EDs [3]. Despite being recog-
nized relatively recently as a distinct clinical syndrome, 
BED stands out as the most prevalent ED in the United 
States, with a lifetime incidence of 2.8%, surpassing the 
rates of BN (1%) and AN (0.6%) [4]. Moreover, BED 
potentially has the highest prevalence among EDs glob-
ally, boasting a lifetime prevalence of 1.9%, in contrast 
to the prevalence of 1% for BN [4]. Like in BN and AN, 
BED occurs more frequently in women than in men, 
with a lifetime incidence of 3.5% for women compared 
to 2% for men [5]. Importantly, in both the DSM-5 and 
ICD-11, the diagnoses of BED and BN are considered 
mutually exclusive, meaning that during single epi-
sodes, only one of the disorders can be assigned; ICD-
11 extends this exclusion to AN. Notably, healthcare 
professionals face significant deficits in knowledge and 

awareness regarding BED [6]. This lack of awareness, 
coupled with feelings of shame, constitutes a primary 
obstacle preventing most affected individuals from 
receiving the necessary treatment, despite the existence 
of effective interventions for BED [6].

BED is a condition characterized by intricate inter-
actions between genetic factors and environmen-
tal influences. On the one hand, there are indications 
pointing to a genetic predisposition [7, 8]. Conversely, 
the prevalence is significantly influenced by the socio-
cultural environment and the values practiced within it 
[9]. For instance, migrants in Australia exhibit a lower 
incidence of EDs than individuals born in the country 
[10]. Additionally, specific sociocultural groups, such as 
Latinos and Blacks, have higher prevalence rates than 
does the general population [9]. BED may occur not 
only as a separate phenomenon but also in combina-
tion with other mental disorders, adding complexity to 
the overall burden of the disease. Given the relatively 
brief history of conceptualizing BED as a distinct dis-
order, this review aimed to systematize the current 
knowledge regarding the co-occurrence of BED with 
other psychiatric disorders. The significance of this 
article is emphasized by the pivotal role that assessing 
comorbidities plays in treating BED. Tailored therapies 
designed to enhance the effectiveness of BED treatment 

Table 1 DSM-5 and ICD-11 criteria for binge eating disorder

DSM-5 ICD-11

1. Recurrent episodes of binge eating. An episode of binge eating is char-
acterized by both of the following:
 a. Eating, in a discrete period of time (e.g., within any 2-h period), 
an amount of food that is definitely larger than most people would eat 
in a similar period of time under similar circumstances
 b. The sense of lack of control overeating during the episode (e.g., 
a feeling that one cannot stop eating or control what or how much one 
is eating)

Binge eating disorder is characterized by frequent, recurrent episodes 
of binge eating (e.g., once a week or more over a period of several months).
A binge eating episode is a distinct period of time during which the individ-
ual experiences a subjective loss of control overeating, eating notably more 
or differently than usual, and feels unable to stop eating or limit the type 
or amount of food eaten.
Binge eating is experienced as very distressing and is often accompanied 
by negative emotions such as guilt or disgust.
However, unlike in Bulimia Nervosa, binge eating episodes are not regularly 
followed by inappropriate compensatory behaviors aimed at preventing 
weight gain (e.g., self-induced vomiting, misuse of laxatives or enemas, 
strenuous exercise).

2. Binge-eating episodes are associated with three (or more) of the fol-
lowing:
 a. Eating much more rapidly than normal
 b. Eating until feeling uncomfortably full
 c. Eating large amounts of food when not feeling physically hungry
 d. Eating alone because of being embarrassed by how much one 
is eating
 e. Feeling disgusted with oneself, depressed, or very guilty after over-
eating

3. Marked distress regarding binge eating is present

4. The binge eating occurs, on average, at least 1 day a week for 3 months

5. The binge eating is not associated with the regular use of inappropri-
ate compensatory behavior (e.g., purging, fasting, excessive exercise) 
and does not occur exclusively during the course of anorexia nervosa 
or bulimia nervosa

Severity Grading
 • Mild: 1 to 3 episodes per week
 • Moderate: 4 to 7 episodes per week
 • Severe: 8 to 13 episodes per week
 • Extreme: 14 or more episodes per week
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can be developed only by thoroughly considering and 
addressing comorbidities.

Methods
This review was performed according to the updated 
version of the Preferred Reporting Items for System-
atic Reviews and Meta-Analyses guidelines (PRISMA 
2020 Statement) [11].

Search strategy and selection process
We identified relevant studies using multiple data-
bases, including MEDLINE, MEDLINE Complete, 
and Academic Search Ultimate. The search strings 
used were ‘binge eating disorder’ AND ‘mental health 
OR mental illness OR mental disorder OR psychiatric 
illness’.

Due to the inclusion of BED in the DSM-5, our anal-
ysis initially centered on studies from 2013 onwards. 
However, recognizing significant studies incorpo-
rating proposed criteria before official inclusion, we 
extended the scope to 2010. Eventually, ongoing analy-
sis led to further extension to 2023, with the final liter-
ature search encompassing studies published between 

January 1, 2010, and April 30, 2023. The details con-
cerning the selection process are outlined in Fig. 1.

Inclusion and exclusion criteria
The searching strategy and criteria for inclusion and 
exclusion were established in accordance with the PICO 
framework, as recommended by the Cochrane Library 
for systematic reviews [12]. This framework encompasses 
the population, intervention, comparator, and outcome 
of interest (see Table 2). We included articles published 
in English and within the past 13 years. Articles were 
excluded if they (1) were not related to BED, (2) did not 
present empirical data, (3) were not scientifically peer 
reviewed, (4) were duplicated, (5) did not have full-text 
available, (6) were not related directly to the subject of 
the review, or (7) put emphasis on bariatric patients. Out 
of the 3766 articles found during the initial search, only 
63 remained after the application of inclusion/exclusion 
criteria and were included in the final review.

Results
We analyzed the articles in terms of the co-occurrence of 
BED with other psychiatric disorders. The selected arti-
cles addressed issues related to psychiatric comorbidities, 

Fig. 1 Prisma flow chart
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such as other feeding or EDs, mood disorders, anxiety, or 
fear-related disorders (ADs), disorders specifically asso-
ciated with stress, impulse control disorders, attention 
deficit hyperactivity disorder (ADHD), substance use 
disorders, personality disorders, behavioral disorders, 
disorders of bodily distress or bodily experience, and 
schizophrenia. Moreover, associations between BED and 
suicidal thoughts and behaviors, and sleep disorders were 
observed.

BED as a main diagnosis
Thirty-two articles describing the comorbidity of BED 
and other psychiatric disorders involved participants 
with BED as a main diagnosis [13–44] (Table 3).

The most common comorbid psychiatric condition 
among individuals with BED reported in twenty-nine 
articles was mood disorders [14–25, 27–41, 43, 44]. Six-
teen articles examined the relationship between BED and 
anxiety disorders [14, 16, 18, 19, 24, 25, 27, 28, 30–34, 
37, 40, 44], and thirteen examined substance use dis-
orders [14–17, 24, 28, 30, 31, 33, 34, 37, 40, 44]. Twelve 
articles described the occurrence of symptoms of person-
ality disorders among individuals with BED [13–15, 17, 
18, 28, 29, 32, 33, 36, 40, 42]. Five articles indicated the 
relationship between BED and posttraumatic stress dis-
order, acute stress disorder or/and adjustment disorders 
[17, 26, 28, 37, 40]; two articles reported the incidence of 
attention deficit hyperactivity disorder among individu-
als with BED as well as relationships between BED and 
schizophrenia [28, 37]. One article highlighted the preva-
lence of impulse control disorders among BED individu-
als [30], and another two articles showed the association 
between BED and behavioral disorders [37, 40]. In addi-
tion to the abovementioned psychiatric conditions, two 
studies assessed sleep disorders among BED individuals 
[18, 32], and one article assessed suicidality [37]. The data 
are summarized in Table 3.

Other clinical and community samples with comorbid BED
Thirty-one articles were found in the case of individuals 
without BED as a main diagnosis [88–118]. Ten studies 
examined the prevalence and correlates of BED in clinical 

samples of patients suffering from other psychiatric con-
ditions [88–97] (Table  4). Six of them included samples 
of patients with mood disorders [88–92, 97], two stud-
ies included patients with OCD [93, 94], and one study 
assessed BED among patients with heroin use disorder 
[95]. In summary, the abovementioned studies, which 
included clinical samples, showed the comorbidity of 
BED with anxiety disorders, substance use disorders, 
ADHD, post-traumatic stress disorder (PTSD), behav-
ioral disorders, impulse control disorders, disorders of 
bodily distress or bodily experience, psychotic disorders, 
and suicidality.

Twelve articles reported data on the prevalence and 
correlates of BED in population-based samples [98–109]. 
These studies showed the associations of BED with mood 
disorders, anxiety disorders, substance use disorders, 
behavioral disorders, PTSD, and ADHD.

Seven articles presented in Table  4 included sam-
ples of children and/or adolescents [96, 98, 99, 101, 103, 
104, 108] and reported data indicating that among these 
groups, BED co-occurs with mood disorders, anxiety dis-
orders, ADHD, substance use disorders, behavioral disor-
ders, and suicidality.

Finally, nine articles described the results of studies 
conducted on community samples [110–117]. Mood dis-
orders, anxiety disorders, behavioral disorders, PTSD, 
substance use disorders, ADHD, suicidality, psychotic 
disorders, and sleep problems were found among the cor-
relates of BED in these groups.

Discussion
To the best of our knowledge, this is the first review 
aimed at consolidating current insights into the comor-
bidity of BED with other psychiatric disorders. An 
examination of 63 articles published in the last 13 years 
revealed associations between BED and various men-
tal disorders, with mood disorders (55 articles), anxiety 
disorders (36 articles), and substance use disorders (31 
articles) emerging as the most prevalent coexisting diag-
noses with BED. Other psychiatric conditions that have 
been found to co-occur with BED include reaction to 
severe stress and adjustment disorders, impulse control 

Table 2 The final inclusion and exclusion criteria using the PICO method

Criteria Inclusion Exclusion

Population Human, any age, any gender Animal

Intervention Following types of studies were included: experimental, RCT, cross-sectional, 
cohort, case–control

Not applicable

Comparison Not applicable Not applicable

Outcome Co-occurrence of BED with other psychiatric disorders Studies not related to BED

Date Cutoff date limit of January 1, 2010—April 30, 2023 were applied Before January 1, 2010

Language Only studies written in English were included Non-English language publications
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disorder, ADHD, personality disorders, behavioral dis-
orders, disorders of bodily distress, and schizophrenia. 
Furthermore, this study highlights that BED is associ-
ated with suicidality and sleep–wake disorders. Consid-
ering the abundance of articles demonstrating elevated 
co-occurrence rates of mood disorders, anxiety disor-
ders, and substance use disorders among individuals with 
BED, the findings presented in this manuscript mark a 
crucial stride toward developing personalized treatment 
approaches. This objective can be achieved through the 
implementation of naturalistic study designs that incor-
porate the treatment of comorbidities, particularly given 
the evidence indicating that the co-occurrence of mood, 
anxiety, and/or substance use disorders is associated with 
a more severe course of BED.

Despite available data pointing to the co-occurrence 
of BED with psychotic disorders e.g., [28, 39, 91] and 
impulse control disorders e.g., [30, 93], these connec-
tions have received limited attention. A significant 
avenue for future research lies in exploring the comor-
bidity of BED with symptoms associated with compul-
sive sexual behavior disorder, a novel diagnostic entity 
recently included in the ICD-11 under impulse control 
disorders. Furthermore, although there is a scarcity of 
published research on the comorbidity of BED with 
behavioral disorders and disorders of bodily distress, 
existing data suggest associations with these psychiatric 
conditions.

Existing data suggest that BED is linked to an elevated 
psychiatric and general illness burden. The presence of 
binge eating behavior may contribute to increased illness 
complexity, impacting the course of illness and comor-
bidity, as evidenced in various studies e.g., [92]. Moreo-
ver, some studies indicate that individuals with BED are 
more prone to higher levels of suicidality, as well as sub-
stance abuse or dependence [89–91, 101].

Regarding treatment efficacy, a study conducted by 
Robinson and colleagues [36] demonstrated that dialec-
tical behavior therapy (DBT) outperformed active com-
parison group therapy (ACGT) for individuals with BED 
who had comorbid avoidant personality disorders or an 
earlier onset of overweight and dieting (< 15 years old). 
In a study by Touchette and colleagues [99] involving 
patients undergoing cognitive behavioral therapy (CBT), 
it was found that the degree of social embedding and psy-
chopathological comorbidity (both state and trait) served 
as predictors of treatment outcomes. Higher scores on 
depressive symptoms, agoraphobia, and extraversion 
were correlated with less improvement.

Overall, our findings endorse the general assumption of 
the relationship between BED and general psychopathol-
ogy. It is crucial for mental health providers to recognize 
this association to effectively address the diagnostic and 

therapeutic challenges associated with BED. As concep-
tualized in our study, impulsive overeating serves as one 
of the regulatory behaviors aimed at coping with nega-
tive emotions e.g., [15, 17, 91]. These traits are commonly 
associated with mood, anxiety, impulse control, atten-
tion deficit and hyperactivity, and personality disorders 
[13–44]. Hence, accurately diagnosing and addressing the 
underlying psychopathology may also prove beneficial 
in mitigating this compensatory behavior and alleviat-
ing its associated psychological and physical (including 
metabolic) consequences. A clinical implication from our 
review is the need to screen for other psychiatric condi-
tions in patients with BED and to identify BED symptoms 
in those with disorders like personality disorders, ADHD, 
mood, anxiety, and impulse control disorders. This 
approach ensures a more accurate diagnosis and more 
effective treatment plans, improving overall patient out-
comes as co-occurring conditions can impact the severity 
and treatment response of BED.

Limitations
Several limitations of this systematic review warrant brief 
acknowledgment. Firstly, our literature search was lim-
ited to articles published in English, potentially limiting 
the breadth of available results on the topic. This is par-
ticularly noteworthy given that the development of BED 
appears to be influenced by cultural and socioeconomic 
factors. Secondly, a significant challenge in comparing 
selected studies arises from the diverse methodologies 
employed. While the majority of the relevant studies are 
cross-sectional, there is a scarcity of data from longitudi-
nal studies or experimental trials, both uncontrolled and 
randomized controlled. Thirdly, we did not conduct a risk 
of bias assessment for the included studies. As a result, 
the potential impact of bias in the included studies on 
our overall findings should be interpreted with caution. 
The last limitation of our systematic review is the selec-
tion of the temporal scope of the analyzed articles. Due 
to the inclusion of BED in the DSM-5, initially our analy-
sis focused on studies published from 2013 onwards. 
However, considering the emergence of significant stud-
ies incorporating proposed criteria before BED’s official 
inclusion in the classification, we decided to extend the 
temporal scope back to 2010. Ultimately, due to ongoing 
analysis and research efforts, we opted to further extend 
the temporal scope to 2023.

Conclusions
In conclusion, our systematic review affirms BED as the 
most prevalent ED, with mood and anxiety disorders 
being the most common co-occurring conditions. A 
diagnosis of BED is frequently found in individuals expe-
riencing major depressive disorder, bipolar disorder, or 
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obsessive–compulsive disorder. The heightened presence 
of symptoms such as depression, anxiety, substance use, 
and suicide risk underscore the importance of consid-
ering these factors in the treatment of individuals diag-
nosed with BED. Conversely, patients, especially those 
presenting with mood, anxiety, or substance use disor-
ders, should also be screened for BED. Further research 
is warranted to elucidate the connections between BED 
and psychotic disorders, as well as disorders of bodily 
distress.
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