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ABSTRACT 

Many patients with Binge Eating Disorder (BED) also suffer from Major Depressive Disorder (MDD). This paper 

discusses potential relationships and overlaps between binge eating disorders and depression. It is interesting to find 

that patients with these two kinds of disorders share distorted thoughts, maladaptive behaviors, poor connections with 

other people, and the inability to effectively regulate their emotions. Because of the multiple overlaps between BED 

and MDD, and the variety of studies that demonstrate the effectiveness of Cognitive Behavioral Therapy and 

Interpersonal Psychotherapy in their treatment, the implication of this article is that treating these two disorders together 

might lead to a better treatment outcome. It is really crucial to understand the underlying associations and overlapping 

comorbidities between BED and MDD during treatment. 
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1. INTRODUCTION 

Binge eating disorder (BED) is characterized by binge 

eating, or eating larger than normal quantities of food in 

a discrete period of time with a subjective feeling of loss 

of control [1]. People with BED binge eat once or more a 

week for at least three months. An important 

distinguishing factor between BED and other eating 

disorders, such as Anorexia Nervosa and Bulimia 

Nervosa, is that BED is not accompanied with extremes 

of low weight and/or unhealthy compensatory behaviors. 

In the United States, approximately 1-3% of people are 

affected by BED and more than half of people who have 

BED are women [2]. The etiology of BED is thought to 

be multifactorial and include both biological and 

environmental factors. These factors include genetic and 

neurobiological characteristics, body image and self-

esteem, social experiences, family health history, and 

sometimes other mental health illnesses. 

Importantly, BED has a high rate of psychiatric 

comorbidity, such as severe obesity, substance use 

disorder, anxiety disorder [3]. According to National 

Comorbidity Replication (NCR) survey, among BED 

adult patients, 79% had at least 1 additional psychiatric 

diagnosis and 32% met criteria for co-morbid major 

depressive disorder [4]. 

Major depressive disorder (MDD) is a mood disorder 

that is characterized by persistent low or sad mood, loss 

of interest in activities/anhedonia, and difficulty with 

concentration and daily functioning [1]. The 

hypothesized etiology of MDD includes cognitive, 

behavioral, and interpersonal factors [5, 6]. Depression is 

by far the most prevalent psychiatric illness. It affects one 

in ten adults in any given year and is also the leading 

cause of disability for ages 15-44 [7]. Depression causes 

over 41000 people to die by suicide every year in the 

United States, and it affects over 300 million people 

worldwide, regardless of age, gender, culture, religion, 

race or economic status [8, 9]. 

Given high rates of co-morbidity between BED and 

MDD, there may be shared etiological or 

psychopathological processes involved in these 

conditions. Potential shared risk factors include 

biological and environmental factors that may precipitate 

eating-related and mood-related problems [10, 11]. 

Additionally, the development of BED often can be 

explained as deficits in the emotional regulation process, 

which are also known to be involved in the development 

of MDD [12, 13]. Having co-morbid BED and MDD 

could represent more severe symptoms and be more 

difficult to treat. For example, negative emotional states 

may predict poor treatment outcomes [14]. Many 

researchers have started to address the relationship 
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between depression and BED, and investigate the 

intersection of eating disorder intervention and mood 

management. Further, existing treatment approaches, 

including cognitive behavioral therapy (CBT) and 

interpersonal therapy (IPT) may target shared processes 

in BED and MDD. Accordingly, these treatments may be 

adapted to effectively treat individuals with co-morbid 

BED and MDD. 

2. RELATIONSHIP BETWEEN BED AND 

DEPRESSION 

There is consistent overlap and co-morbidity between 

BED and MDD. In a nationally-representative sample, 

individuals with reported lifetime binge eating were 

nearly twice as likely to meet criteria for lifetime MDD 

than those without binge eating [15]. In a systematic 

review of 14 studies with clinical samples, there was 

consistent co-occurrence of BED and MDD [16]. In line 

with these findings, recent work in clinical samples of 

patients with BED continue to report a strong association 

between BED and depressive symptoms or MDD [3]. 

The co-occurrence of BED and MDD influences 

clinical presentation and treatment outcome. For 

example, greater depressive symptoms are associated 

with higher frequency of binge eating [17]. Further, 

individuals with BED who have elevated depressive 

symptoms have greater psychiatric morbidity and 

severity of eating psychopathology symptoms [18]. 

These individuals do less well in cognitive behavioral 

therapy and behavioral weight loss treatment; individuals 

with greater depressive symptoms had worse treatment 

outcomes, including more frequency binge eating, than 

other individuals with BED [18]. 

What might underlie the co-occurrence of BED and 

MDD? There may be common familial factors that 

increase risk for both BED and MDD. For example, a 

study investigating the factors involved in BED and 

MDD in both European American and African American 

families found that there was substantial genetic overlap 

between these conditions [19]. Alternatively, there may 

be shared psychological processes that are involved in 

both conditions. One potential shared psychological 

process is emotion regulation, which is defined as how 

effectively a person can manage emotional experiences 

and control the spontaneous emotional responses [20]. 

People use emotional regulation strategies to navigate 

everyday challenges. Those who excel at emotion 

regulation use this skill to support goal pursuit, such as 

positive emotional states and healthful eating behaviors 

[20]. In contrast, problematic emotion and emotional 

regulation has been observed across psychiatric 

disorders. Psychiatric disorders are thought to be 

characterized by problems with emotions (e.g., emotional 

type, emotion intensity, emotion frequency, or emotion 

duration) and emotion regulation (e.g., use of ineffective 

or poorly matched strategies, maladaptive emotional 

regulation goals; [21]). 

Both BED and major depressive disorder involve 

impaired emotion regulation. Difficulty controlling 

cognitive and emotional states is thought to both be a risk 

and maintenance factor for depression [22]. People with 

depression have shown difficulty with inhibiting their 

attention to and thoughts about negative materials, which 

may lead to negative mood and keep mood negative. 

Specifically, individuals with MDD show frequent use of 

ineffective strategies and reduced ability to use effective 

emotion regulation strategies [22]. In parallel, emotional 

regulation also plays a key role in the onset and 

maintenance of binge eating disorder. People with BED 

tend to suppress and reflect on their unwanted emotions, 

which can lead to an increase in binge eating symptoms 

as a form of coping. Individuals with BED tend to use 

emotion regulation strategies less often than those 

without BED [23]. A recent systematic review found that, 

compared to individuals with obesity, individuals with 

BED have more negative emotion and report a greater 

connection between negative emotion and binge eating 

[12]. The authors conclude that there is support for the 

idea that failure to use emotion regulation effectively is a 

trigger and maintenance mechanism of BED, which is 

different from individuals with obesity [12]. 

It is really important to notice that by effectively using 

emotion regulation strategies, the symptoms of both BED 

and MDD can be alleviated. For MDD, research has 

shown that treatments which contain emotional 

regulation and mindfulness skills, such as DBT, can 

alleviate depression symptoms and prevent the relapse of 

depressive mood [24]. Additionally, effective emotional 

regulation strategies such as reappraisal can affect 

patients’ cognition and neurobiological mechanisms and 

thus diminish the pathogenesis of depression and other 

physiological symptoms [25]. For BED, treatments that 

include emotional regulation strategies such as 

mindfulness meditation reduce the symptoms of 

overeating, emotional control, and help to increase 

awareness of hunger and satiety cues [26]. These findings 

suggest that treatment approaches for MDD and BED 

may be adapted to target shared processes, including 

emotion regulation, which may be especially important 

for individuals with co-morbid MDD and BED. 

3. TREATMENT 

Gold standard treatments, including CBT and IPT, 

have been used to effectively treat BED and MDD. 

Despite their positive outcomes, these treatments each 

have a different target and mechanism of action. Because 

BED and MDD are closely associated with each other, it 

is important to examine how underlying similarities 

between BED and MDD can influence treatment outcome 

in disparate treatment modalities. Because BED and 

MDD may share underlying emotion-regulation 
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challenges, these treatments may address this process in 

different ways. It is precisely because patients with BED 

and MDD have something in common in their cognition, 

behavior and interpersonal relationships that both 

treatments, CBT and IPT, can lead to Improvement in 

individuals with comorbidity. 

3.1 Cognitive Behavioral Therapy (CBT). 

Cognitive Behavioral Therapy (CBT) has been widely 

used to treat a variety of psychological disorders and 

consists of a combination of cognitive, behavioral and 

emotion-focused techniques. It focuses on the interactive 

relationships between an individual’s maladaptive 

cognitions, problematic behaviors, and emotional 

responses. Importantly, CBT is a treatment that targets 

emotion regulation directly. Research shows CBT 

treatment can lead to decrease of dysfunctional attitudes 

and change in spontaneous thoughts [27]. CBT can 

alleviate the symptoms of depression by targeting the 

ability to regulate maladaptive emotions [27]. CBT 

treatment can also facilitate the emotional regulation 

process while reducing psychiatric symptoms via 

modifying maladaptive cognitions [28]. 

CBT is the gold standard psychological treatment for 

binge eating disorder. CBT leads to the remission of BED 

with a rate around 50-60% [29]. The long-term effects of 

CBT for BED are also significant, which includes 

improvement of life quality, decreased drop out rate, 

reduced relapse occurrence, and normalization of dietary 

patterns [30]. CBT treatment for eating disorders can lead 

to long term changes in an individual’s personality 

disorder pathology, anxiety and depression [31]. 

Similarly, CBT treatment is effectively used to treat 

MDD. CBT for MDD is well-studied and is considered to 

be an effective treatment. According to a review of meta-

analyses which focuses on the effectiveness of CBT 

treatment, CBT for depression was more effective than 

control conditions such as waiting list or no treatment, 

with a medium effect size [32].  CBT treatment can also 

increase an individual's problem-solving appraisal which 

plays a crucial role in the reduction of depressive mood 

[33]. 

CBT is a treatment that likely leads to improvement 

in symptoms of BED and MDD in individuals with 

comorbid conditions. For example, CBT can change an 

individual's distorted thoughts about eating and mood at 

the same time. The patients can learn to regulate their 

emotions, control the urge to overeat and change their 

perceptions of their body image and weight, and regain 

confidence. CBT can also help BED patients by 

increasing the mastery of their body. They will learn to 

control their body and eating regularly during the sessions 

and also learn how to replace dysfunctional behaviors that 

trigger binge eating with more effective coping styles. 

For individuals with BED and depression, CBT can 

change people’s negative thoughts about themselves and 

diminish the overvaluation of their weight and shape by 

developing new hobbies or interests. People can learn to 

judge or evaluate themselves positively instead of highly 

focusing on their body image more than other parts of 

their lives. By improving their eating patterns and 

physical activity, the patients’ depressive mood can be 

alleviated and further in turn increases motivation and 

willingness to engage in treatment, thereby impacting 

binge frequency and global eating pathology over time. 

Thus, CBT-based treatment of depression and BED may 

supplement each other.   

3.2 Interpersonal Psychotherapy (IPT) 

Interpersonal psychotherapy (IPT) focuses on helping 

patients resolve interpersonal problems and help them to 

establish supportive interpersonal relationships. IPT was 

developed to treat depression, and has been effectively 

applied to other disorders including BED. Importantly, 

IPT focuses on problem resolution in four domains: grief, 

interpersonal role disputes, role transitions, and 

interpersonal deficits. Some have suggested that IPT may 

operate by enhancing social support, decreasing 

interpersonal stressors, facilitating emotional processing, 

and improving interpersonal skills (for review, see [34]). 

Accordingly, emotional regulation may be indirectly 

targeted through IPT. For example, emotional processing 

and social support may reduce the intensity and frequency 

of negative affect and improve emotion regulation 

strategies.   

IPT is one of the most empirically-validated 

treatments for depression. According to a meta-analysis, 

IPT efficiently treats depression, both as an independent 

treatment and in combination with pharmacotherapy [35]. 

Across studies, interpersonal therapy is just as effective 

as cognitive behavioral therapy for treating depression 

[36]. The rationale for IPT for depression is based in a 

conceptualization of depression as embedded in an 

individual’s social environment. For example, when 

people are depressed, they may be responding to social 

factors and may lose interest or enjoyment of activities, 

which can further compromise interpersonal functioning. 

IPT aims to help the patients to feel understood and 

supported, resolve negative life problems or transitions, 

and regain social skills. 

IPT is also effective for the treatment of BED [37]. 

Indeed, interpersonal conceptualizations of BED suggest 

that impoverished or challenging interpersonal 

experiences may lead to using binge eating as a form of 

coping, which can lead to further withdrawal from social 

relationships. The rationale for using IPT is for BED 

includes emotional processing, improving interpersonal 

relationships, and teaching effective social skills to 

navigate interpersonal challenges. In a comparison of 

three different kinds of treatment for BED-- IPT, guided 

cognitive–behavior self-help (CBTgsh) and behavior 
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weight loss treatment (BWL)--  there was no difference 

in the relief of binge eating symptoms at the end of the 

initial treatment [38]. A small set of clinical trials have 

shown that IPT and CBT similarly reduce binge eating, 

including at 1-year follow-up, 2-year follow-up [41], and 

4-year follow-up [39]. 

IPT treatment may address symptoms of BED and 

MDD in a similar way, without specifically discussing 

eating or mood-related problems. The main goal of this 

treatment is to improve patients’ interpersonal 

relationships. Individuals with either condition may 

experience grief, interpersonal role disputes, role 

transitions, and interpersonal deficits that can be resolved 

through treatment and reduce symptoms of 

psychopathology. For example, people with depression 

and BED may insulate themselves from regular social 

interactions, creating a false state of loneliness and 

maladaptive thoughts that there is no one to rely on, 

thereby weakening true social relationships in their life 

and reinforcing their negative beliefs. However, through 

IPT treatment, patients can learn communication skills 

and change their interpersonal relationships with friends 

and family, and realize that they have someone around 

them for support and thus reduce their negative thoughts 

and the incidence of emotional overeating. 

4. DISCUSSION 

Binge eating disorder (BED) and major depressive 

disorder (MDD) are highly comorbid psychological 

conditions. People who suffer from these two disorders 

have many overlaps between their cognition, behavior, 

and interpersonal relationships. Additionally, these 

conditions share potential underlying processes including 

maladaptive emotional regulation. Due to this consistent 

overlap, similar treatments might be helpful for both of 

these conditions. Cognitive Behavioral Therapy can help 

to improve cognitive and emotional deficits and change 

impaired behavior directly in each condition differently, 

while the Interpersonal Therapy (IPT) focuses on helping 

individuals to improve interpersonal relationships. Given 

this, it is possible that symptom reduction in individuals 

with comorbid BED and MDD will be greater if we adapt 

treatments to target shared underlying processes in both 

conditions. 

This review has interesting clinical implications, 

including for the treatment of comorbid BED and MDD. 

This work enhances our understanding of the specific and 

overlapping features of different psychological 

conditions, such as MDD and BED. Future work 

identifying underlying processes, such as emotion 

regulation, across forms of psychopathology may 

improve treatment efficacy. Treatment providers would 

benefit from additional research and comprehensive 

guidelines to effectively treat patients with multiple 

conditions. Such guidelines may support effective 

treatment and reduce expenses associated with finding 

treatment fit. 

Future work should examine these hypotheses 

directly through clinical trial research. For example, a 

clinical trial could test whether treating BED and MDD 

together with CBT vs. IPT produces a better treatment 

outcome than treating each disorder alone. It will be 

important to include follow-up periods in clinical trial 

design. Additionally, testing the timing of reductions in 

clinically relevant variables (e.g, emotion regulation, 

binge eating, depression) during treatment could help to 

identify patients with positive outcomes. Future work 

should test whether any advantages of CBT and IPT in 

treating BED and MDD comorbidity are limited by 

factors such as age, sex and race. We should extend the 

generalizability of such findings to comorbid diagnoses 

outside of BED and MDD, such as other eating disorders 

like anorexia disorder and other kinds of mood and 

anxiety disorders (e.g., generalized anxiety disorder), and 

to treatments outside of CBT and IPT (e.g., behavioral 

weight loss). 

5. CONCLUSION  

In sum, because BED and MDD frequently co-occur, 

adapting CBT and IPT to treat comorbidity may improve 

treatment outcome. Potential mechanisms of this change 

include changing distorted thoughts, reducing binge 

eating and depression symptoms, and improving 

emotional regulation strategies. Future studies may 

provide important information about these processes. 

This review paper helps to improve our understanding of 

the importance of underlying associations and 

overlapping between comorbidities in clinical treatment. 
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