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Abstract 

 
 The etiology of eating disorders is complex and appears to include many factors. Eating 
disorders are common in the general population, more common in women than men, and more 
common in Western countries than in Asian countries. 
 Biological causes include genetic predisposition for development of eating disorders.  Familial 
transmission has been established, and most implicated genes are within biological systems that 
govern food intake, appetite, metabolism, mood, and reward-pleasure responses. 
Surveys assessed personal, behavioral and socio-environmental factors hypothesized to be of 
relevance to obesity, in addition to height and weight. Binge eating, and therefore the functionality of 
binge eating disorders, is motivated by the desire to escape from self-awareness. Food provides an 
immediate stimulus that lowers the level of self-awareness. Eating disorders were frequently followed 
by psychological comorbidities. Psychological stress may be associated with the development of binge 
eating. 
 The role of psychological functioning in maintenance or change of body weight over time may 
be different for male and females. Binge eating is an eating disorder per se and therefore it is important 
to treat it before the person starts weight reduction treatment. The process of the treatment of severe 
eating disorders, for most patients, is a difficult one. The most treatment program include individual 
therapy, family therapy, group therapy, nutritional counseling, and exercise counseling.  
 Some nutrition department offers nutrition therapy for those suffering from eating disorders 
and/or disordered eating. Especially establishment of nutritionally sound eating (establishment of 
recommended content and quantity of food), and promotion of successful recommended meal plan. 
Dietitians provide nutrition education, plan and prescribe meals for patients, and measure energy 
intake on a daily basis. People with binge eating disorder should get help from a health professional 
such as a dietitians, psychiatrist, psychologist, or clinical social worker. 
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Introduction 
 Stunkard (1959) first described the 
syndrome of Binge Eating Disorder in 
1959. Eating disorders have 
psychopathological etiological factors 
where patient demonstrates abnormal diet 
patterns; manifesting through distorted or 
chaotic eating behaviors. Binge eating 
episodes are associated with three (or 
more) of the following: 1) eating much 
more rapidly than normal, 2) eating until 
uncomfortable full, 3) eating large amounts 
of foods when not feeling physically 
hungry, 4) eating alone because of being 
embarrassed by how much one is eating 
and 5) feeling disgusted with oneself, 
depressed, or very guilty after overeating 
(1-3).  
 The etiology of eating disorders is 
complex and appears to include 
predisposing genetic factors and serotonin 
dysregulation, as well as psychological 
factors that include a history of trauma and 
childhood sexual abuse (4). 
 The Diagnostic and Statistical 
Manual (DSM-IV) classifies eating 
disorders into four categories, including 
anorexia nervosa, bulimia nervosa, binge 
eating disorder and eating disorder not 
otherwise specified (5). Eating disorders 
are common in the general population, 
more common in women than men, and 
more common in Western countries than in 
Asian countries. Binge eating disorder is 
the most common eating disorder in the 
United States affecting 3.5% of females 
and 2% of males and is prevalent in up to 
30% of those seeking weight loss 
treatments. The reported prevalence is 
increasing over time, but this may be due 
to changes in diagnostic criteria.   Few 
reports have been published from 
underdeveloped and developing countries 
(6-9).  
 A strong positive correlation is 
detected between depressive mood and  

 
 
 
impulsivity with bad eating behavior. A 
negative correlation was detected between 
achievement, flexibility, motivation, 
persistence, sense of satisfaction and self 
esteem and bad eating behaviors (10). A 
result of binge eating is obesity which is a 
predominant metabolic disorder (11). 
 Healthcare professionals should 
acknowledge that many people with eating 
disorders are ambivalent about treatment. 
Healthcare professionals should also 
recognize the consequent demands and 
challenges this presents. People with eating 
disorders seeking help should be assessed 
and receive treatment at the earliest 
opportunity (12). Treatment is directed at 
reducing dietary restraint in favor of more 
normal eating patterns, developing 
cognitive and behavioral skills for coping 
with high risk situations that trigger binge 
eating and purging, and modifying 
dysfunctional thoughts and feelings about 
the personal significance of body weight 
and shape (12-14). 
 There are currently three general 
categories of eating disorders: Anorexia 
Nervosa, Bulimia Nervosa and Eating 
Disorders Not Otherwise Specified. These 
are the most common eating disorder 
diagnosis. This diagnosis is used for 
patients who are suffering from eating 
disorders but do not follow the Anorexia 
Nervosa or Bulimia Nervosa diagnosis 
criteria. Some of these disorders are: binge 
eating disorder, compulsive overeating, 
purging disorder and night eating 
syndrome (15). 
 In the current review, binge eating, 
the factors that affect it and nutritional 
treatment will be examined. 
 
Factors Affect Eating Disorders 
 Eating disorders frequently appear 
during the teen years or young adulthood 
but may also develop during childhood or  
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later in life. Common eating disorders include anorexia nervosa, bulimia nervosa, 
and binge-eating disorder.  
 

The factors influence the eating disorders 
are presented by Figure 1. 

 
 

 
 

Figure 1.The factors effecting eating disorders. 
 
 
 
Biological causes, environmental and 
psychological factors effect binge eating 
disorder will be review as follows. 
 
Biological Causes 
 Biological factors can make 
someone more susceptible to developing 
binge disorder (16). Biological causes 
include genetic predisposition for 
development of eating disorders.  Familial 
transmission has been established, and 
most implicated genes are within 
biological systems that govern food intake, 
appetite, metabolism, mood, and reward-
pleasure responses. These include 
serotonin, norepinephreine, dopamine, 
neuropeptide, catecholamine, and opioid 

biological systems. Biological etiology is 
not well understood, given that most study 
samples are conducted during the acute or 
recovery phase of illness, rather than 
premorbid, and there are physiological 
changes associated with prolonged 
starvation and eating disorder related 
behaviors that complicate investigation 
(17-20).  
 It has been reported that genetic 
contribution is up to 65% or higher. Our 
genes interact with our environment. 
Neuro-endocrine and gastrointestinal 
factors play a biological role. There  are 
literally hundreds of hormones, such as  
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insulin, leptin, ghrelin, adiponectin, 
cortisol, neuropeptide Y, gastrin, 
cholecystokinin, amylin, and glucagon, 
that are produced selectively by different 
organs throughout the body, including the 
brain and even adipose tissue itself, that 
are involved in the maintenance of our 
weight (21-23).  
 Few studies have suggested a 
strong genetic contribution to binge eating 
in general and binge eating without 
compensatory behaviors. One genetic 
study found binge eating disorders 
associated with mutations in the 
melanocortin-4 receptor gene (a gene 
implicated in the development of 
hyperphagia and obesity) although a 
subsequent study 31 failed to replicate this 
finding (24,25). 

 
Environmental Factors 
 Research suggests that the growing 
prevalence of obesity over recent decades 
is most likely due to a myriad of personal, 
behavioral and socio-environmental factors 
that, unlike genetic factors, are modifiable 
via public health interventions Surveys 
assessed personal, behavioral and socio-
environmental factors hypothesized to be 
of relevance to obesity, in addition to 
height and weight. Binge eating, and 
therefore the functionality of binge eating 
disorders, is motivated by the desire to 
escape from self-awareness. Since shifting 
focus from the self can be a difficult task, 
the person focuses only on present and 
immediate environmental stimuli. Food 
provides an immediate stimulus that lowers 
the level of self-awareness. From the 
perspective of escape theory, when people 
have a distressing experience, food 
provides an immediate stimulus that helps 
them lower self-awareness to the point of 
not only almost dissociating from the 
environment, but also from the immediate  
 
 

 
eating behavior in which the person is 
engaging (26-28).  
 There are many factors specific to 
the individual that have been proposed as 
contributors to the development of eating 
disorders. Some of these factors (e.g., 
personality traits, self-esteem deficits) are 
seen as resident in the individual, whereas 
others involve personal experiences and 
seem to fall somewhere between the 
environment and the individual (29). 
Clinical eating disorders and disordered 
eating habits can seriously threaten 
physical health as well as the ability to 
learn. Although school personal are not 
able to treat students with an eating 
disorder, they can play an important role in 
prevention because the school environment 
and the social dynamics of adolescence can 
have a significant impact on an 
adolescent’s 
potential for developing an eating disorder 
(30). 
 
Psychological Factors 
 Eating disorders were frequently 
followed by psychological comorbidities. 
Psychological stress may be associated 
with the development of binge eating (31-
33).  
 The role of psychological 
functioning in maintenance or change of 
body weight over time may be different for 
male and females. Binge eating is an eating 
disorder per se and therefore it is important 
to treat it before the person  starts weight 
reduction treatment. The hypothesis is that, 
if we confront the binge eating behaviour, 
we could significantly reduce anxiety and 
depression that accompany this in patients. 
This is very important, because anxiety and 
depression following the increased weight, 
might represent serious risk factors for the 
development and maintenance of cardio 
vascular disease (34,35)  
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A person with a binge eating disorder may 
      typically (36);  
 

1. Have periods when huge amounts of 
food are consumed ,  
2. Eat even when full 
3. Eat rapidly during a bout of bingeing 
4. Feel that the eating behavior is 
uncontrollable 
5. Have depression 
6. Have anxiety 
7. iet frequently without any success 
8. Often eat alone 
9. Hoard food 
10. Hide empty food containers 
11. Feel remorse, shame, guilt, disgust, 
despair about their eating 
  
 Psychotherapy, especially 
Cognitive Behavioral Therapy, that is 
tailored to the individual, has been shown 
to be effective. Again, this type of therapy 
can be offered in an individual or group 
environment. Fluoxetine and other 
antidepressants may reduce binge-eating 
episodes and help lessen depression in 
some patients (37).  
 
Nutritional Treatment 
 The process of the treatment of 
severe eating disorders, for most patients, 
is a difficult one. The most treatment 
program include individual therapy, family 
therapy, group therapy, nutritional 
counseling, and exercise counseling. 
Especially establishment of nutritionally 
sound eating (establishment of 
recommended content and quantity of 
food), and promotion 
of successful recommended meal plan. 
Dietitians provide nutrition education, plan 
and prescribe meals for patients, and  
 
 
 
 

measure energy intake on a daily basis. 
The following components of the 
therapeutic program are as follows (38). 
 

1. Nutrition education. 
2. Meal planning. 
3. Therapeutic meals. 

 
 In the United States, treatment for 
binge eating disorder is typically 
conducted on an outpatient basis. 
Psychological and dietary interventions 
aim to reduce binge eating and control 
eight. Common psychotherapeutic 
approaches include cognitive-behavioral 
and interpersonal psychotherapy; 
nutritional approaches include very low 
calorie diets and behavioral self 
management strategies. Pharmacotherapy 
targeting both the core symptoms of binge 
eating and weight loss is also available as 
off-label interventions (39-40). 
 It is possible that the satiety 
functioning of binge eating disorder 
patients and their longer-term treatment 
outcome might be improved by 
encouraging the consumption of low 
energy density foods. In obese patients, 
greater weight-loss was achieved after one 
year on a low-fat, low energy density diet 
relative to a low-fat but higher - energy 
density diet. Though binge eating problems 
were mild in this sample, there was also a 
significant reduction in the severity of 
binge eating problems in the low energy 
density group (Ello-Martin et al., 2007). A 
sizable proportion of patients with binge 
eating disorder  are able to achieve long-
term remission from binge eating with 
psychological treatment, and a low-ED diet 
might potentially improve treatment 
outcome for the minority of patients who 
do not respond to treatment or for the  
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majority of patients who do not lose 
significant weight in treatment. It is also 
important that future research identify the 
physiological mechanisms for the effect of 
energy density on food intake in women 
with binge eating disorder. It may be that 
like individuals without eating disorders, 
those with frequent binge eating regulate 
the amount they eat according to volume or 
weight, rather than energy, as suggested by 
the present findings. It may also be that a 
greater volume of food consumed, 
regardless of the food's energy density, 
may be needed to fill BED patients' 
increased gastric capacity and thus produce 
satiation. It is possible that lower-ED foods 
may enable these women to reach this 
satiated state while consuming fewer 
calories (41). 
 Some nutrition department offers 
nutrition therapy for those suffering from 
eating disorders and/or disordered eating. 
The initial individual nutrition therapy 
assessment session lasts 75 minutes. This 
session includes a comprehensive 
assessment of eating patterns and typical 
food intake, weight history, disordered 
eating history, exercise patterns, body 
image concerns, supplement use and 
identification of any gastrointestinal 
symptoms. Follow-up visits may be 
weekly or less frequent and last between 
20 to 45 minutes depending on a patient's 
individual needs. The program applied 
with patients and their families, if 
appropriate. Covered during a typical 
nutrition therapy session was presented as 
follows (42). 
What is covered during a typical nutrition 
therapy session? 

 Nutrition education, 
including how much and 
what kinds of 
carbohydrates, proteins and 
fats your body needs 

  
 
 

 Education on metabolic rate 
and the effect that 
restricting, bingeing, 
purging and yo-yo dieting 
have on your metabolism  

 Identification of beliefs 
about food, weight and 
body issues that might be 
contributing to the 
disordered behaviors  

 Understanding of internal 
and external cues related to 
food and body 

 Structured meal plans using 
an exchange system when 
appropriate 

 Overcoming challenges 
with fear foods and social-
eating environments, as 
well as learning how to feel 
comfortable eating in all 
types of social settings 

 Portion size education and 
how to eat in a balanced, 
moderate way with an 
increasing variety of foods 

 Intuitive eating or a non-
diet approach where you 
create a healthy relationship 
with food, mind and body; 
learn how to distinguish 
between physical and 
emotional hungers; make 
peace with all foods and 
decrease your time spent 
thinking about food 

 Healthy exercise goals 
including how much 
exercise you need to be 
healthy 

 Nutritional supplement 
assessment, requirements 
and/or recommendations 

 
 
A study on this topics recommendations 
are as follows (43): 
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“If you always binge on carbs, don’t eat 
carbs”  
“Have you tried Overeaters Anonymous?”  
“Consider a lap band, you will lose weight 
and feel better about yourself.”  
“Eat 1400 calories a day, that’s all you 
need. Once you get to 1400 don’t eat 
anything more.”  
“Eat 3 meals and 1 or 2, 200 calories 
snacks daily.”  
“Measure out all of your food according to 
the list I’m giving you and don’t go over 
that.”  
“Eat more protein, you will be more full 
and will eat fewer calories overall.”  
“The metabolic testing shows your genetic 
type needs more carbs, so, eat more.”  
 
 In conclusion, there are biological 
causes, environmental and psychological 
factors effect binge eating. It will be 
necessary for future research to elucidate 
the sources of common genetic and 
environmental influences so that they can 
be targets for prevention and intervention. 
 People with binge eating disorder 
who are obese may benefit from a weight-
loss program that also offers treatment for 
eating disorders.  
 People with binge eating disorder 
are usually very upset by their binge eating 
and may become depressed. They may also 
miss work, social activities, or 
communicate with people to binge eat. 
They have more health problems, stress, 
trouble sleeping, and suicidal thoughts than 
do people without an eating disorder. They 
also have from binge eating disorder could 
include digestive problems, headaches, 
joint pains, menstrual problems, and 
muscle pains.  
 People with binge eating disorder 
should get help from a health professional 
such as a dietitians, psychiatrist, 
psychologist, or clinical social worker. 
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