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SIMILAR BUT DIFFERENT:

Understanding & Treating
Binge Eating Disorder &
Night Eating Syndrome

Samantha DeCaro, PsyD

Licensed Psychologist in PA
Director of Clinical Outreach & Education at the Renfrew Center

OUR AGENDA

+ Binge Eating Disorder (BED): DSM-V Criteria, Risk Factors,
Comorbidity, Complications, Definition of a Binge, Assessment

+ Approaches to Treatment & the Role of Emotional Avoidance

Creating safety: Weight stigma, fatphobia, and implicit biases in
BED & NES treatment

Night Eating Syndrome (NES): DSM-V Criteria, Differential
Diagnosis, Comorbidity, 3 Core Problem Areas, Assessment

« Levels of Care & the Interdisciplinary Treatment Team

+ Tools: ARC, Cognitive Reappraisals, Sleep Hygiene Tips, Food
Emotional Journals

THE DSM V: BINGE EATING DISORDER

Recurrent episodes of binge eating- an episode of binge eating is
characterized by both of the following:

« Time Frame/Amount of Food

« Loss of Control




THE DSM V: BED CONTINUED
The Binge Episodes are associated with 3 or more of the following:

+ Eating rapidly

« Eating until uncomfortably full

« Eating large amounts of food without hunger
« Eating alone due to embarrassment

« Feeling disgusted, depressed or guilty

THE DSM V: BED CONTINUED

Final diagnostic criteria

* Marked distress around the condition
« 1x per weekfor 3 months
» No compensatory behaviors

« Not during the course of BN AN, or Avoidant/Restrictive Food Intake Disorder

Severity Ratings- A New Feature

WHAT IF THE CLIENT
DOESN’T FULLY MEET
CRITERIA BUT YOU KNOW
THERE IS A PROBLEM?
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DSM5 CRITERIA - OTHER SPECIFIED FEEDING OR
EATING DISORDER (OSFED)

307.59 (F50.8)
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So, what is a BINGE?

Binge Foods- what are they?

Is "Sugar Addiction” a Thing?

The "Carb Craving" Theory?

Caloric Consumption-how much is too much?

Subjective Binges vs. Objective Binges

(Fairburn, 2013; Fulvio, 2014)
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What Triggers on a BINGE?

+ Dieting/Iregular Eating- 3 Types
+ Isolation
+ Poor Body Image/Overvaluation of Weight & Shape

* Substance Use/Abuse

« Distressing Emotions (food used to enhance, dampen, and/or distract)

* Boredom/Lack of Structure

N

12



What Causes BED And Binge Eating?
Some Theories: o
« Early Life Stress
]
*Trauma & PTSD

»Maladaptive Affect Regulation Strategies

*Neurobiological Factors (e.g., decreased D2R,
opioid signaling dysfunction, reduced activity in
impulse control regions of the brain)

Uahng, 2011; Mitchel, et al, 2012, Harington et al, 2010; Halper etal, 2013; Baladis, 2013; Grlo ctal, 2012
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COMORBID MENTAL HEALTH DIAGNOSES

* Depression

* Anxiety

* Substance Use

+ PTSD

* ADHD

* Night Eating Syndrome

* Bipolar Disorder

14

MEDICAL COMPLICATIONS OF
BINGE EATING DISORDER

Binge Eating Medical Issues
- Type 2 diabetes

« High Blood pressure

« High cholesterol

- Gallbladder disease

« Osteoarthritis

+ Joint and muscle pain

« Sleep apnea

- Gastrointestinal problems (reflux)

- Certain types of cancer

 Polycystic Ovary Syndrome

Emotional problems, such as low self esteem, depression, anxiety and panic attacks

15



WHO'’S AT RISK FOR BED?

+ Estimated to affect 1.5% of women and 0.3% of men worldwide
+ Evidence that ED risk is i for pop g., sexval & gender minorities)

« Alifetime diagnosis of DSM-5 BED is reported by 0.6-1.8% of women and 0.3-0.7% of men

. y. Groups: equally with similar prevalence rates (Maraues etal, 2011)
+ Gender differences less prononced than other eating disorders

+ Pre-existing Type2 Diabetes (ED & NES)

+ Links found between ADHD and binge eating behaviors

+ Age: LaterOnpset

+ BED is more prevalentthan AN and BN combined sud:on et 21 2012,

+ BED comes in allshapesand sizes vi.aon oo, 2012

+ Vari food scarcity, violence, trauma, and major mental
illness may increase the risk (ces-Rahkonen, 2021
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Food Insecurity Research

SIGNIFICANTLY
HIGHER LEVELS:

1. BINGE EATIN

2. OVERALL ED
3. PATHOLOGY
4. DIETARY RESTRAINT

5. WEIGHT SELF-STIGMA

6. WORRY

1

TRADITIONAL TREATMENT FOR BED

* Motivational Interviewing

+ Psychoeducation

Normalize Eating Patterns- not a weight loss plan

Mindfulness Based Approaches

CBT Based Approaches (Cognitive Behavioral Therapy)

IPT (Interpersonal Therapy)

DBT (Dialectical Behavior Therapy)

Renfrew's Unified Treatment Model (RUTM): A Transdiagnostic Approach

* Medications

(el et 2015; Linardon etal, 2017; Favtum. 2013 Kisteler, JL. & Woler, RQ. 2010)
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https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorStored=Becker%2C+Carolyn+Black
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorStored=Middlemass%2C+Keesha
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorStored=Taylor%2C+Brigitte
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorStored=Johnson%2C+Clara
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorStored=Gomez%2C+Francesca

ALTERNATIVE TREATMENT
PHILOSOPHIES

Overeaters Anonymous (OA):
« Disease/Addiction Model

* 12 Step Approach

* Abstinence/Powerlessness

« Binge Eating viewed as

chronic and without a cure

(Fairburn, 2013), http://www.0a.0rg)
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Health at Every Size (HAES)

* No Dieting
+ Focus on health rather than weight
* Acceptance of all shapes and sizes

« Promotes individually appropriate, enjoyable, life-enhancing physical
activity, rather than exercise that is focused on a goal of weight loss

« Believes obesity is notthe definitive cause of disease and mortality

20

Let's Talk About...Weight Stigma

Discrimination or stereotyping
based on a person’s size.
Weight stigma also manifests in
fat phobia, the dislike or fear of
being or becoming fat.

(Durso, 2012)

21



https://asdah.org/

The Harmful Effects of Weight Stigma

significant risk factor for ow self- , and body di

Weight stigma poses a significant threat to mental & physical health. Studies suggest it is a
f PR

79% of weight-loss program participants reported coping with weight stigma by eating more
food.

Decreases trust & willingness to seek out preventative services.

Those who experience weight-based stigmatization engage in more frequent binge eating, are at
increased risk for ED symptoms, and are more likely to have a diagnosis of BED.

Negative comments regarding shape, weight, and eating from family members are all
correlated with a BED diagnosis

McCuen-Warst etal, 2018
Andreyeva,T, Puhl, R M. and Bromnel, . D. (2008). Changes in Perceived Weight Discrimination Among
Americans, 1995-1996 Through 2004-2006, Obesity, 16: pp. 1129-1134

22

WEIGHT IS NOT A RELIABLE MEASURE OF HEALTH
OTHER MARKERS OF HEALTH INCLUDE:

* Blood Pressure

If the recommendation is to

* Blood Sugar Levels
9 “lose weight’, ask instead

+ Sleep Quality & Energy
+ Strength “What medical advice
« Cholesterol would you give

* Mobility & Flexibility athin personwith

. EKGs the same issue?”

+ Lab Work

* Substance Use
+ Temperature

+ And more.

23

The Harmful Reality of BED Stigma

Stereotype that individuals with BED Jackself-
diSCIPIING (coneer Latner and oren, 2011

A 2013 study found that a character with BED was
blamed more for their condition than characters
with anorexia nervosa, bulimia nervosa, and
depression e s w0

Studies have found that people associate a lackof
self-control with BED more so than other eating
disorders or various physical health conditions

BED Stigma is separate from Weight Stigma and can
occur at all body sizes

o, K8 8 arer, 1, 2021)
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HOW CAN WE DO AS PROVIDERS?

Examine our own biases with
Harvard's free IAT (Implicit
Association Test)

https://implicit.harvard.edu/
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WHAT MAINTAINS THE BINGE EATING CYCLE?

The Restraint/Deprivation/
Scarcity Model

26

Shame/Disgust
/Embarrassme
nt/Distressing

Emotions/Shap
& &Weight
Concerns

PR
Oppression/Fat Phobia/Weight
Stigma/Diet Culture/Healthism/Media
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https://implicit.harvard.edu/

WHAT MAINTAINS THE BINGE EATING CYCLE?

The Emotional Avoidance/Escape/

Affect Regulation Theory

28

EMOTIONAL AVOIDANCE
IS THE PROBLEM

c uns
the emotion itselfis
notunsafe

Emotions are not
actually unsafe,
threatening or
dangerous

29

Shame/Disgus
t/Embarrassme

Desireto

Dampen nt/or Other

Emotions Distressing
Emotions/Poor

Bodylmage 33

BINGE
EPISODE

272 15 8
Oppression/Fat Pho
Stigma/Diet Culture/Healthism/Media

30

10



BINGE EPISODE = EMOTIONAL AVOIDANCE

of P
g\ <::| 10/10: Emotional Peak

<j Natural fall of an
| <:| emotion as time
BINGE EPISODE passes

31

WHAT IS NIGHT EATING SYNDROME (NES)?

32

WHAT IS NIGHT EATING SYNDROME (NES)?

5. Night eating syndrome: Recurrent episodes of night eating, as manifested by eating
after awakening from sleep or by excessive food consumption after the evening meal.
There is awareness and recall of the eating. The night eating is not better explained by
external influences such as changes in the individual's sleep-wake cycle o by local so-
cial norms. The night eating causes significant distress and/or impairment in function-
ing. The disordered pattem of eating is not better explained by binge-eating disorder
or another mental disorder, including substance use, and is not attributable to another
medical disorder or to an effect of medication.

33

11



DSM5 CRITERIA - OTHER SPECIFIED FEEDING OR
EATING DISORDER (OSFED)

307.59 (F50.8)
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PREVALENCE OF NES

The prevalence of NES is estimated at
1.5% in the general population in the U.S.,
which is similar to BED
and higher than BN and AN

irome in the general
65-69.

| Stunkard AL, (1997). The i

WHAT IS NIGHT EATING SYNDROME (NES)?

Criterion A: One or both of the
following must be present:

1. At least 25% of the food intake
is consumed_after the evening
meal

2. Atleast 2 episodes of night
eating per week

36
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WHAT IS NIGHT EATING SYNDROME (NES)?

Criterion B:

Client is aware & can recall eating
In the evening and/or in the X

middle of the night Wl T

WHAT IS NIGHT EATING SYNDROME (NES)?

Criterion C: At least 3 of the following:

1. Lack of desire to eat in the morning and/or breakfast is omitted on 4 or more
mornings per week

2. Strong urge to eat between dinner & sleep onset (evening hyperphagia) and/or
during the night (nocturnal ingestions)

3. Sleep onset and/or sleep maintenance insomnia are present 4 or more nights per
week

4. Belief that one must eat to initiate or return to sleep

5. Mood is frequently depressed and/or mood worsens in the evenings

WHAT IS NIGHT EATING SYNDROME (NES)?

Criterion D:

NES is associated with

significant distress and/or

impairment in functioning

13



WHAT IS NIGHT EATING SYNDROME (NES)?
Criterion E:

The disordered pattern
maintained for at least

3 months

40

WHAT IS NIGHT EATING SYNDROME (NES)?
Criterion F:

The disorder is not 'Y
00
secondary to substance /
abuse or dependence, a - M)
medical disorder, medication *
or other psychiatric disorder

41

WHAT CAUSES NES?

. Cause is not fully understood
. Various Factors at Play
. Circadian rhythm disorders

. Neurobiology & Hormones:

L 2
. CORTISOL )
. THYROID Stimulating Hormone M.
. MELATONIN ‘

-+ LEPTN & GLUCOCORTICOIDS
+  SEROTONIN TRASPORTER (SERT)
. GHRELIN

. Genetics

14



WHAT OTHER FACTORS?

Highly restrictive/prolonged dieting:

Physical & psychological scarcity

Internalized Weight Stigma and/or Fat

Phobia .
Emotional factors: Depression, anxiety,

stress, boredom, low self esteem, &

body image are common experiences

with NES. Intense feelings of shame and
embarrassment can delay assessment,

diagnosis and treatment.

43

NES AND BED

While several studies reported
differences between NES and
BED, a considerable proportion
of patients with BED (18-50%)
met criteria for NES

u, CY., Mei-Chih, M.C., & Chang, C.H., 2018)

44

NES AND COMORBIDITY

+ Eating Disorders (prevalence estimates ranging from 5-44%)

+ Difficulty falling asleep & staying asleep (disturbances may also precede NES)
+ Depression

+ Anxiety

+ Mood Disorders

+ Sleep Disorders

* Substance Use Disorders

* Low Self Esteem

+ Life Stress & Stress About Weight Gain Exacerbate Symptoms

+ Diabetes (prevalence of 9.7% in those with diabetes)

« Linked to Medical Issues (e.g., heart disease, increased blood pressure, high cholesterol, etc).

Vander, WJS. (2012). Night eating syndrome: A critcal review of the literature. Clin Psychol Rev, 32,pp. 49-59

45
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ASSESSMENT TOOLS FOR NES
Night Eating Syndrome History and Inventory (NESHI)

Night Eating Questionnaire (NEQ), a 14-item questionnaire used as a
screening tool and symp severity for NES

The “pattern of eating” item from the Eating Disorder Examination
(EDE) can assess the number of days when breakfast was skipped (part of
NES criteria). The EDE is a commonly used and validated, semi-structured
interview

Night Eating Symptom Scale can be used to measure treatment progress

46

CONSEQUENCES OF DISTURBED SLEEP

+ Health Consequences
« Fatigue

+ Cognitive Issues

+ Mood

+ Increased risk for psychological disorders

« Warning sign for serious medical or neurological
problems

Source Disorders.pd

a7

ASSESSMENT FOR NES

Consider referring to sleep specialist to undergo a sleep study (aka: polysomnography):

1. Diagnosis of sleep disorder involves a comprehensive assessment, including a detailed
patient history, physical exam, questionnaires, sleep diaries, and testing

2. Sleep Disorders are addressed in similarly comprehensive ways involving behavioral,
pharmacologic and other treatments in combination with medical care.

Source: A
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https://www.psychiatry.org/File%20Library/Psychiatrists/Practice/DSM/APA_DSM-5-Sleep-Wake-Disorders.pdf
https://www.psychiatry.org/File%20Library/Psychiatrists/Practice/DSM/APA_DSM-5-Sleep-Wake-Disorders.pdf

2TYPES:

medications

DIFFERENTIAL DIAGNOSIS: WHAT'S AN SRED?

Asleep-related eating disorder (SRED) is a form of PARASOMNIA

- Drug-induced sleep-related eating disorder: Drug-induced SRED results from taking certain

+ Primary sleep-related eating disorder: Primary SRED affects people who have other !
disorders. Certain medications may make primary SRED worse.

49

DIFFERENTIAL DIAGNOSIS: NES OR SRED?

Night Eating Episode

Eating in the middle of the night
Not hungry in the morning

Conscious

Consumes edible foods

Not associated w/ sleepwalking
Not associated with PLMD, RLS,
or OSA

Low risk of accidental injury

Parasomnia/Sleep Eating

Eating in the middle of the night
Not hungry in the morning

Not fully conscious

Might ingest harmful substances
Associated with sleepwalking
Associated with PLMD, RLS,

or OSA

Risk of accidental injury

50
WHAT MAINTAINS NIGHT EATING
SYNDROME?
« Major Life Stressors
* Thoughts & Beliefs
« Anxiety & Fear
« Poor Body Image
* Substance Abuse
« Dieting, Restricting, and Irregular Eating Patterns
51
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https://my.clevelandclinic.org/health/articles/11429-common-sleep-disorders

TREATING THE WHOLE PERSON:
A TRANSDIAGNOSTIC APPROACH

EATING
DISORDERS

Medical

Emotional
Avoidance

Substance

52

TREATMENT FOR NIGHT EATING
SYNDROME

+ CBT Based Approaches

* Pharmacological Treatments

« Improving Sleep Hygiene

+ Reducing Stress & Body Image Work
+ Normalize Eating Patterns

+ Interdisciplinary Team

Alternative Approaches
* Bright Light Therapy/Phototherapy
« Progressive Muscle Relaxation

McCuen-worst  Ruggiei N
Vander Wal 5 Marado T

X< ot
e AC.ccal (2015)
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SLEEP HYGIENE TIPS*

« Practice a sleep routine & pre-bedtime routine (even on weekends)

naps during the dayt

« Go to bed when tired and don't stay in bed awake for more than 5-10
minutes.

+ Don'twatch TV, use the computer, or read in bed during the day or at
night

umption afternoon

bstances that interfere with sleep (e.g., alcohol, cigarettes,

* Clean fresh air

« Exercise inthe morning or early aftemoon
« Blue light blocking glasses

« Ifpossible, create a da

ik, quiet & comfortable bedroom
+ Place clock out of view

« Consider moving children and/or pets from you:

Adapted from: Slep Hygiene Tips, Research & Treatments | American Sieep As

54
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https://www.sleepassociation.org/about-sleep/sleep-hygiene-tips/

KNOW YOUR CLIENT

» Co-morbid Diagnoses (PTSD, Trauma, OCD, etc.)
« Cultural Considerations

» Marginalized Identity/Intersectionality

» Meal Completion Trends

« Client's Core Values: What Are They?

* Do They Know Their Own Patterns?

55

DEVELOP A CULTURALLY SENSITIVE APPROACH

o Explore cultural values

o Explore the history of eating patterns
within the client’s family and culture

o Examine the client’s level of
acculturation, which may influence A
beliefs regarding food. o lvs sl

o Consider the deviation of eating A .
habits from those expected within \
one’s culture.

From the Renirew Blog: Ars We Really Helping?
ing Dil ith Eating Di LOMHCS, LPC, CEDS-S
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THE 3 POINT CHECK...

Your PHYSICAL
SENSATIONS?

Whatare your
THOUGHTS?

57
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Mindfully Observing Patterns....

Immediate: Thoughts: Short term:

Bodily Sensations:

Earlier:

Long term:

Behaviors/Urges:

58

“THE ARC” OF AN EMOTIONAL
EXPERIENCE

Helps develop an ur
of the ante
consequen:
emotional

of common
eriences

59

S, Empty Stomach | haveto eatto Woke Up Short term:
mmediate: Lou
6/1/2022 G RE o HungerPangs fallbackasleep ¢y ieqmime  Hunger subsided
B woke me u
3:20AM P I'lbeupforthe  GotoutofBed Pleasure from
Tense restof the night S
p ; urne own
Shoulders if | don‘teat Checking time
ScrolledonPhone  incraased amxisty
Headache Ineedsleep or
Iwon'tbe able WenttoKitchento  Seralling on phone
to function at EatSnack increased alerness
Earlier:
Skipped work Fellback asleep
breakfast
ress What'swrong Long term;
Drank Coffee at withme? Disrupted sleap
6PM to finish
work project Reinforced the
cycle by teaching
Argument with body to expect
partner food
Took niap atnoon )
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+ One of the mostimportant tools to
increase awareness of connection
between food and feelings.

+ Provides support, structure, and
accountability for meeting nutritional
needs

« Fill out before, during and after meals
» Complete daily

* Reviewed in nutrition sessions with RD

FOOD-EMOTION JOURNAL (FEJ)

|
61
The Resiraw Canter Dy FoodEmoion Joumal Pafon Neme: |3 D
(i +5U08 caing BEFORE yowr sl Cample i secion & your 505 ring AFTER our el
] :uw [l Vour Ensional Expetince of e e Thiking zhot e Consequences
eiyende | Smapk - — -
Peifeccongsiy | omgexl | mivhke _-I\qh P'fdm _m;.f' _Mh N
— - = e fougs g TR e aoeshelanns | Thecomepess ek oiromes of
il g | ookt | songoesy | oresieceee i
sy agEs mdnfeimEn
P S e
iy P
HE
3 Long Temr
£ = —
i| =
Fait
Sapenext 508 #5005

62

+ Automatic appraisal

« Practice ways to eval and

Catastrophisizing

9; Mizes etal, 2000,

*  “Thinking Traps”: Probability overestimation &

* Increase Flexibility in Appraisals

COGNITIVE APPRAISALS & RE-APPRAISALS

patterns

21
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Helping
Your Client
Re-Appraise

Thinking Traps

64

BINGE FOOD/FORBIDDEN FOOD EXPOSURES

Food = Stimulus of Emotion

Exposure to food and associated
emotions while refraining from avoidance
& Emotionally Driven Behaviors in the
present moment WITHOUT:

« Safety signals
« Behavioral Avoidance

+ Cognitive Avoidance

65

BODY IMAGE EXPOSURES

Viewing Body = Stimulus of Emotion

lized checki
9

Abstaining from rit
avoidance

or

Describing appearance in neutral language ! I’
‘-

Practice tolerating distressing emotions

66



BODY IMAGE WORK MAY ALSO INVOLVE:

+ Identifying core values & interests outside of weight & appearance

* Unlearning internalized beliefs rooted in diet
culture/fatphobia/weight stigma/healthism

+ Eliminating avoidance strategies and leaning into anxiety
+ Taking a neutral approach

+ Reframing goals (love your body = think about body less)
+ Exposure to diverse body shapes/sizes/abilities

+ Media & Social Media Literacy

+ Reconnecting with interoceptive sensations & cues

+ Experiencing & tolerating pleasure of food & beyond

« Healing Trauma

* Social Justice Work

67

AN INTERDISCIPLINARY
OUTPATIENT TEAM

Individual

Therapist

68

THE CONTINUUM OF CARE

| \ PHP (aka Day Treatment):
\/ 5 Days per week

v IOP: 3 Days per week
v OP Services: Individual and/or group

69




CONTACT INFORMATION

Samantha DeCaro, PsyD

The Renfrew Centers
Email;

For more information about The Renfrew Center's programs and services,

please call 1-800-RENFREW (736-3739) or visit

70
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http://www.renfrewcwenter.com/

