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Abstract
Purpose of review
To review the recent literature about the epidemiology, course, and outcome of
eating disorders in accordance with the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5).
Recent findings
The residual category ‘eating disorder not otherwise specified’ (EDNOS) was the
most common DSM-IV eating disorder diagnosis in both clinical and community
samples. Several studies have confirmed that the DSM-5 criteria for eating disorders
effectively reduce the proportion of EDNOS diagnoses. The lifetime prevalence of
DSM-5 anorexia nervosa among women might be up to 4%, and of bulimia nervosa
2%. In a cross-national survey, the average lifetime prevalence of binge-eating
disorder (BED) was 2%. Both anorexia nervosa and bulimia nervosa are associated
with increased mortality. Data on long-term outcome, including mortality, are limited for BED. Follow-up studies of BED are scarce; remission rates in randomized
controlled trials ranged from 19% to 65% across studies. On a community level,
5-year recovery rates for DSM-5 anorexia nervosa and bulimia nervosa are 69%
and 55%, respectively; little is known about the course and outcome of BED in the
community.
Summary
Applying the DSM-5 criteria effectively reduces the frequency of the residual
diagnosis EDNOS, by lowering the threshold for anorexia nervosa and bulimia
nervosa, and adding BED as a specified eating disorder. Course and outcome
studies of both anorexia nervosa and bulimia nervosa show that no significant
differences exist between DSM-5 and DSM-IV definitions.
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Introduction
Epidemiological studies provide information about the occurrence of disorders
and trends in the frequency of disorders over time, which knowledge is crucial
to unraveling the etiology of (mental) disorders and for the purpose of planning
treatment services. Course and outcome studies also serve to inform patients, clinicians, and policy makers on the prognosis of disorders, including the duration,
effectiveness, and costs of treatment.1 This review aims to provide an overview of
the recently published studies on the epidemiology, course, and outcome of eating
disorders, including anorexia nervosa (AN), bulimia nervosa (BN), binge-eating
disorder (BED), and the residual diagnosis ‘eating disorder not otherwise specified’ (EDNOS, renamed ‘other specified feeding or eating disorder’ (OSFED) in the
fifth edition of the Diagnostic and Statistical Manual of Mental Disorders, DSM-5)2.
We will update the reviews on this subject published in recent years by Keel &
Brown1 and Smink and colleagues.3 In the first part, we define and describe the
incidence and prevalence - the basic epidemiological measures - for AN, BN, BED,
and EDNOS / OSFED in accordance with DSM-5 criteria. In the second part, we
review course and outcome studies regarding the three eating disorders specified
in the DSM-5: AN, BN, and BED.

Epidemiology of eating disorders
Incidence is the number of new cases of a disorder in a population divided by
the total time experienced for the population followed.4 For eating disorders,
the incidence rate is commonly expressed per 100,000 persons per year (100,000
person-years).3 Prevalence is the proportion of a population that has a disorder at a
specific point or interval in time, for example, at a certain date (point prevalence),
in a certain year (12-month prevalence; often used in the DSM-5), or at any point in
life (lifetime prevalence).
The DSM-5, published in May 2013, includes a revised eating disorder section.2
A major problem with diagnosing eating disorders using the fourth edition (DSMIV)5 was the observation that the residual diagnosis EDNOS was the most common diagnosis in both clinical and community samples.3,6 In order to reduce the
frequency of EDNOS, the thresholds for AN and BN were lowered and BED was
added as a specified eating disorder.2,7 The revised definitions of the diagnostic
categories will thus alter the disorder frequencies reported earlier.3 In this section,
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the epidemiological studies specifically focusing on eating disorders according
to – or in line with – the DSM-5 criteria are discussed. For a more comprehensive
review of the incidence and prevalence of AN, BN, BED, and EDNOS according to
the DSM-IV criteria, see our recent review.3
Anorexia nervosa
Incidence studies of eating disorders on a community level are scarce. In a community study of female Finnish twins of the 1975-1979 birth cohort,8 the incidence
rate of a broad definition of AN (which is close to the DSM-5 definition of AN)
was 490 per 100,000 person-years among 15-19-year-old girls, an increase of 81.5%
compared with the incidence rate of DSM-IV AN (270 per 100,000 person-years).
In the same study, the lifetime prevalence of AN almost doubled when the broad
definition was used: 4.2% (broad AN) versus 2.2% (DSM-IV AN), which is in line
with other community studies among women.9,10 Stice et al.11 followed a relatively
small sample of 496 adolescent girls and found a lifetime prevalence of 0.8% for
DSM-5 AN by age 20 (n= only 4). In a Portuguese sample of female college and
university students,12 DSM-IV cases of eating disorders were reclassified under
the DSM-5 criteria. The point prevalence of DSM-5 AN was 0.7% with a cutoff
point of body mass index (BMI) less than 17.5 kg/m2 and 1.0% with a cutoff point
of BMI less than 18.5 kg/m2, compared with 0.6% for DSM-IV AN. The 12-month
prevalence among young women is approximately 0.4%.2
Bulimia nervosa
For BN, the incidence rate among 16-20-year-old women from the Finnish female
twin cohort increased by 50% from 200 to 300 per 100,000 person-years when
symptom frequency was relaxed to once a week, in accordance with the DSM-5
criteria.13 Several community studies found that the prevalence of BN increased
by 30% when DSM-5 criteria were used, leading to a point prevalence of 0.6% for
DSM-5 BN among adolescent girls and young women,12 and a lifetime prevalence
of around 2% for women.11,13,14 The 12-month prevalence of BN among young
women is 1-1.5%.2,3
Binge-eating disorder
To our knowledge, no incidence studies on BED yet exist. The 12-month prevalence
of BED among US adult women and men is 1.6 and 0.8%, respectively.2 Several
population studies among adults found only very small increases in the lifetime
prevalence of BED under the DSM-5 criteria,14,15 leading to an estimated 12-month
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prevalence for DSM-5 BED of 1.7% in US women, with the 12-month prevalence
of men remaining at 0.8%.15 In the first cross-national community survey including low-income, middle-income, and high-income countries,16 an average lifetime
prevalence of 1.9% for BED was found across the surveys. Lifetime prevalence
estimates ranged from less than 1% in several European countries to 2.6% in the
USA and 4.7% in Brazil; the sample from the latter country being limited to one
urbanized area (Sao Paulo). Binge frequency had to be at least twice a week (in
line with DSM-IV criteria), with a minimum duration of the disorder of 3 months
(DSM-5).16
Eating disorder not otherwise specified / other specified feeding or eating
disorder
The residual diagnosis EDNOS is a heterogeneous category, with different operationalizations across studies. Accordingly, the reported prevalence rates vary considerably.2,17-19 The DSM-5 specifies five disorders in the residual OSFED category:
atypical AN, BN of low frequency and/or limited duration, BED of low frequency
and/or limited duration, purging disorder, and night eating syndrome. Little epidemiological data exist for most of these conditions. In a large community cohort
of US adolescent girls and young women, the prevalence of purging disorder was
2-2.5%.19 In another sample of 496 US adolescent girls, the lifetime prevalence by
age 20 was 2.8% for atypical AN, 4.4% for subtreshold BN, 3.6% for subtreshold
BED, and 3.4% for purging disorder; these conditions accounted for 68.9% of all
DSM-5 eating disorder diagnoses.11 However, several studies have confirmed that
the DSM-5 criteria for eating disorders effectively reduce the proportion of EDNOS
diagnoses, although the magnitude of the reduction varies across the studies.12,20-23

Course and outcome of eating disorders
In the last decade, comprehensive reviews on the course and outcome of AN and
BN have been published,1,24-27 though of course they are based on studies using
DSM-IV or DSM-III-R diagnostic criteria. Less is known about the course and outcome of BED because of a lack of long-term follow-up studies.1 As BED is newly
recognized as an official diagnosis in the DSM-5, we will relatively pay more attention in this review to the course and outcome studies of BED.
Important parameters of good outcome are remission and recovery. On the other
end of the spectrum, mortality is the most extreme parameter of poor outcome.
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Because mortality is such a salient and unambiguous outcome of eating disorders,
we will review the recent studies on mortality in AN, BN, and BED irrespective of
which DSM edition diagnostic criteria were used.
Anorexia nervosa
The crude mortality rate (CMR) is the number of deaths within the study population over a specified period. The standardized mortality ratio (SMR) is the percentage of observed deaths in the study population (e.g., AN patients) divided by the
percentage of expected deaths in the population of origin (e.g., all women between
15 and 45 years of age).3,4,28,29 In a meta-analysis of excess mortality in the 1990s, AN
was associated with the highest rate of mortality among all mental disorders.3,30 In
a more recent meta-analysis of 35 published studies describing mortality rates for
AN, the CMR for AN was 5.1 deaths per 1,000 person-years and the overall SMR
was 5.9 with a mean follow-up period of 14.2 years.31 A common cause of death
in AN is suicide.31-33 According to two meta-analyses (covering largely the same
studies), the suicide rate for AN was 1.3 per 1,000 person-years; thus, one in five
AN patients who die have committed suicide.31,32 Other common causes of death in
AN are the direct consequences of starvation and alcohol-related diseases.33-38 Two
recent studies using the Swedish Hospital Discharge Register found that fecundity
is reduced in both men and women with (a history of) AN, compared with the
general population,39 but that women with a history of AN who do have children
(before or after hospital admission for AN) have a better prognosis in terms of
mortality.40 This seems a rather straightforward finding, as infertility (amenorrhea)
was a diagnostic criterion in the earlier editions of the DSM and is regarded as an
indicator of physiological dysfunction in the DSM-5.2 However, in the populationbased study of the female Finnish twin birth cohort, the 5-year clinical recovery
rate did not differ between AN patients with and without amenorrhea, being 66.8
and 69.1%, respectively.8 This finding was replicated in a prospective study of
an outpatient sample treated with cognitive-behavioral therapy (CBT): at 6-year
follow-up, the recovery rate for AN according to both DSM-5 and DSM-IV criteria
was 52%.41 These results provide additional evidence for the validity of the deletion
of the amenorrhea criterion in terms of treatment outcome.42 However, the majority of AN patients in the community are not detected by the health care system8 or
referred to mental health care.3,43
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Bulimia nervosa
Mortality and suicide risk are elevated in BN as well, albeit not as marked as in
AN.31,33 According to a meta-analysis of 12 studies describing mortality rates for
BN, CMR was 1.7 per 1,000 person-years and SMR was 1.9 for a mean follow-up
duration of 9.7 years.31 Another recent meta-analysis of the risk of suicide in eating
disorders32 reported a suicide rate of 0.3 per 1,000 person-years for BN; thus, as is
the case for AN, about one in five deaths in BN are the result of suicide. Several
studies13,41 report that recovery rates are the same for BN according to the DSM-5
and DSM-IV criteria. In a study of a treatment sample receiving CBT, recovery
rate was around 50% for both DSM-5 and DSM-IV BN after 6 years of follow-up.
Patients were considered recovered when they no longer fulfilled the criteria of
any eating disorder at follow-up.41 In the community study of female Finnish
twins,13 55% of patients with BN according to the DSM-5 criteria were recovered 5
years after the onset of the disorder (DSM-IV: 57%). In this study, a more stringent
definition of recovery was used: the absence of bingeing and purging for at least
one year prior to assessment. Fewer than a third of the cases had been detected
by health care professionals.13 Keel et al.44 reported that 20-year remission rates
in a sample of college students did not differ significantly between DSM-IV BN
and related EDNOS, such as BN of lower frequency and/or limited duration, BED,
and purging disorder, suggesting that thresholds that distinguish BN from related
EDNOS may have poor predictive validity.
Binge-eating disorder
Data on the long-term outcome of BED, including mortality, are scarce. None of
the included studies in the meta-analysis of mortality rates in EDNOS by Arcelus
et al.31 stated explicitly that BED was part of the EDNOS category.3,31 In a sample
of 68 female inpatients with BED, CMR was 2.9% after 12 years of follow-up, with
a nonsignificant SMR of 2.3 (95% CI: 0.0‑5.5).45 In a meta-analysis of three studies,
no suicide had occurred among 246 BED patients after a relatively short mean
follow-up of 5.3 years.32
Most outcome data on BED are (derived from) randomized controlled trials
(RCTs) comparing different forms of psychotherapy and behavioral weight loss
(BWL) treatment in overweight or obese BED patients. Duration of follow-up
across the studies ranges from 1 to 6 years.46-53 These studies address several important issues and priorities in BED research, such as the lack of long-term outcome
studies46,48,52,53 and the identification of predictors and moderators of treatment
outcome.48,51,53 In an RCT comparing cognitive-behavioral therapy-guided self-help
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(CBT gsh), interpersonal therapy (IPT), and BWL, at 2-year follow-up significantly
higher remission rates for binge eating were reported for both CBT gsh and IPT (62
and 67%, respectively) than for BWL (43%).48 In a study examining the long-term
efficacy of CBT and IPT, similar remission rates of 52.0 and 76.7%, respectively
(non-significant difference; mean 64.4%), were observed after a mean follow-up
duration of almost 4 years. Over the course of follow-up, remission rates declined
significantly in the CBT group.52 The attenuated efficacy of CBT over time was also
observed in another study: whereas CBT provided better outcomes at the end of
treatment compared with BWL, after 6 years of follow-up (retention rate 65%),
remission rates in both treatment arms were around 19% only.53 An Italian study
comparing individual and group CBT in a treatment-seeking sample of both BED
and subthreshold BED patients reported a relatively low remission rate of 32%
after 3 years of follow-up; subthreshold BED was defined by a minimum binge
frequency of once a week (in line with the DSM-5 criteria), for at least 6 months
(DSM-IV).46
BED is associated with overweight and obesity.48 The psychological treatments
of BED do not produce substantial weight loss, although the elimination of binge
eating might protect against future weight gain.48,52,54,55 BWL leads to short-term
weight loss,48,49,51,53,55 but long-term weight loss has yet to be demonstrated.53,55
However, in morbidly obese BED patients undergoing bariatric surgery, after 1
year the same amount of (substantial) weight loss was achieved as in surgically
treated patients without BED, and, compared with BED patients receiving BWL,
there were similar improvements in eating behaviors and risk factors for cardiovascular diseases.56 BED may confer a risk of components of the metabolic syndrome
(a cluster of related risk factors for cardiovascular disease, including abdominal
obesity, dyslipidemia, hypertension, and abnormal glucose metabolism),16,57 over
and above the risk attributable to obesity alone.57 Despite the important findings
of these studies and their methodological rigor, including accurate assessment of
BED with valid and reliable diagnostic instruments, it is important to note that
from an epidemiological point of view they provide a limited picture of the true
outcome of BED, as a substantial proportion of the total population of BED patients
are not obese and the majority of BED patients do not seek treatment.16
There is a lack of longitudinal community studies on BED in adults, but for adolescents some studies of interest have been published recently.11,19,58 In a prospective
study of 8,594 adolescent girls evaluating whether BED predicted the development
of adverse outcomes,19 girls with BED had a twofold risk of becoming overweight
or obese, or developing high depressive symptoms compared with nondisordered
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girls, but the risk of starting to binge drink or use drugs was not increased. In another study of the same cohort in which boys were also included, weekly binge eating predicted drug use as well.58 The presence of BED was ascertained by means of
self-report and not all DSM-diagnostic criteria of BED were systematically assessed
before making the diagnosis, which might have led to some misclassification.19,58
Finally, in a community study of a sample of 496 female adolescents followed over
8 years with yearly assessment of eating disorders by means of a semi-structured
interview, 3% developed DSM-5 BED, with a 1-year remission rate of 93%.11 This
most likely reflects the typical remission-relapse course of mild, self-limiting forms
of BED in the community, for which no treatment is sought.11

Conclusion
The DSM-5 criteria for eating disorders effectively reduce the frequency of the
residual diagnosis EDNOS, by lowering the threshold for AN and BN, and adding
BED as a specified eating disorder. Both AN and BN are associated with increased
mortality; for BED, however, data on the long-term outcome, including mortality, are scarce. The course and outcome studies of both AN and BN show that
no significant differences exist between DSM-5 and DSM-IV definitions. For BED,
most outcome data are derived from RCTs, whereas less is known about BED on a
community level.

67

Chapter 4

References
1.
2.
3.
4.
5.

6.

7.
8.
9.

10.

11.

12.
13.

14.

15.
16.

17.

68

Keel PK, Brown TA. Update on course and outcome in eating disorders. Int J Eat Disord
2010; 43:195-204.
American Psychiatric Association. Diagnostic and statistical manual of mental disorders,
fifth edition (DSM-5). Washington, DC: American Psychiatric Association; 2013.
Smink FR, Van Hoeken D, Hoek HW. Epidemiology of eating disorders: incidence, prevalence and mortality rates. Curr Psychiatr Rep 2012; 14:406-414.
Rothman KJ. Epidemiology: an introduction, 2nd ed. Oxford: Oxford University Press;
2012.
American Psychiatric Association. Diagnostic and statistical manual of mental disorders,
fourth edition – text revision (DSM-IV TR). Washington, DC: American Psychiatric Association; 2000.
Micali N, Hagberg KW, Petersen I, Treasure JL. The incidence of eating disorders in the
UK in 2000-2009: findings from the General Practice Research Database. BMJ Open 2013; 3:
e002646. doi:10.1136/bmjopen-2013-002646.
Call C, Walsh BT, Attia E. From DSM-IV to DSM-5: Changes to eating disorder diagnoses.
Curr Opin Psychiatry 2013; 26:532-536.
Keski-Rahkonen A, Hoek HW, Susser ES, Linna MS, Sihvola E, Raevuori A, et al. Epidemiology and course of anorexia nervosa in the community. Am J Psychiatry 2007; 164:1259-1265.
Wade TD, Bergin JL, Tiggemann M, Bulik CM, Fairburn CG. Prevalence and long-term
course of lifetime eating disorders in an adult Australian twin cohort. Aust N Z J Psychiatry
2006; 40:121-128.
Bulik CM, Sullivan PF, Tozzi F, Furberg H, Lichtenstein P, Pedersen NL. Prevalence,
heritability, and prospective risk factors for anorexia nervosa. Arch Gen Psychiatry 2006;
63:305-312.
Stice E, Marti CN, Rohde P. Prevalence, incidence, impairment and course of the proposed
DSM-5 eating disorder diagnoses in an 8-year prospective community study of young
women. J Abnorm Psychol 2013; 122:445-57.
Machado PP, Gonçalves S, Hoek HW. DSM-5 reduces the proportion of EDNOS cases:
evidence from community samples. Int J Eat Dis 2013; 46:60-65.
Keski-Rahkonen A, Hoek HW, Linna MS, Raevuori A, Sihvola E, Bulik CM, et al. Incidence
and outcomes of bulimia nervosa: a nationwide population-based study. Psychol Med
2009; 39:823-831.
Trace SE, Thornton LM, Root TL, Mazzeo SE, Lichtenstein P, Pedersen NL, et al. Effects
of reducing the frequency and duration criteria for binge eating on lifetime prevalence of
bulimia nervosa and binge eating disorder: implications for DSM-5. Int J Eat Disord 2012;
45:531-536.
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; 45:139-141.
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; 73:904-914.
Thomas JJ, Vartanian LR, Brownell KD. The relationship between eating disorder not
otherwise specified (EDNOS) and officially recognized eating disorders: meta-analysis and
implications for DSM. Psychol Bull 2009; 135:407-433.

Epidemiology, course, and outcome of eating disorders

18.
19.

20.

21.

22.
23.

24.
25.
26.
27.
28.
29.

30.
31.

32.
33.

34.
35.
36.

Le Grange D, Swanson SA, Crow SJ, Merikangas KR. Eating disorder not otherwise specified presentation in the US population. Int J Eat Disord 2012; 45:711-718.
Field AE, Sonneville KR, Micali N, Crosby RD, Swanson SA, Laird NM, et al. Prospective
association of common eating disorders and adverse outcomes. Pediatrics 2012; 130:e289295.
Keel PK, Brown TA, Holm-Denoma J, Bodell LP. Comparison of DSM-IV versus proposed
DSM-5 diagnostic criteria for eating disorders: Reduction of eating disorder not otherwise
specified and validity. Int J Eat Disord 2011; 44:553-560.
Sysko R, Walsh BT. Does the broad categories for the diagnosis of eating disorders (BCDED) scheme reduce the frequency of eating disorder not otherwise specified? Int J Eat
Disord 2011; 44:625-629.
Birgegård A, Norring C, Clinton D. DSM-IV versus DSM-5: implementation of proposed
DSM-5 criteria in a large naturalistic database. Int J Eat Disord 2012; 45:353-361.
Nakai Y, Fukushima M, Taniguchi A, Nin K, Teramukai S. Comparison of DSM-IV versus
proposed DSM-5 diagnostic criteria for eating disorders in a Japanese sample. Eur Eat
Disord Rev 2013; 21:8-14.
Steinhausen HC. The outcome of anorexia nervosa in the 20th century. Am J Psychiatry
2002; 159:1284-1293.
Berkman ND, Lohr KN, Bulik CM. Outcomes of eating disorders: a systematic review of the
literature. Int J Eat Disord 2007; 40:293-309.
Steinhausen HC. Outcome of eating disorders. Child Adolesc Psychiatr Clin N Am 2009;
18:225-242.
Steinhausen HC, Weber S. The outcome of bulimia nervosa: findings from one-quarter
century of research. Am J Psychiatry 2009; 166:1331-1341.
Hoek HW. Incidence, prevalence and mortality of anorexia nervosa and other eating disorders. Curr Opin Psychiatry 2006; 19:389-394.
Keski-Rahkonen A, Raevuori A, Hoek H. Epidemiology of eating disorders: an update. In:
Annual Review of Eating Disorders Part 2. Edited by Wonderlich S, Mitchell JE, De Zwaan
M, Steiger H (editors). New York: Radcliffe Publishing; 2008. pp. 58-68.
Harris EC, Barraclough B. Excess mortality of mental disorder. Br J Psychiatry 1998; 173:1153.
Arcelus J, Mitchell AJ, Wales J, Nielsen S. Mortality rates in patients with anorexia nervosa and other eating disorders. A meta-analysis of 36 studies. Arch Gen Psychiatry 2011;
68:724-731.
Preti A, Rocchi MB, Sisti D, Camboni MV, Miotto P. A comprehensive meta-analysis of the
risk of suicide in eating disorders. Acta Psychiatr Scand 2011; 124:6-17.
Franko DL, Keshaviah A, Eddy KT, Krishna M, Davis MC, Keel PK, et al. A longitudinal
investigation of mortality in anorexia nervosa and bulimia nervosa. Am J Psychiatry
2013;170:917-925.
Papadopoulos FC, Ekbom A, Brandt L, Ekselius L. Excess mortality, causes of death and
prognostic factors in anorexia nervosa. Br J Psychiatry 2009; 194:10-17.
Button EJ, Chadalavada B, Palmer RL. Mortality and predictors of death in a cohort of
patients presenting to an eating disorders service. Int J Eat Disord 2010; 43:387-392.
Huas C, Caille A, Godart N, Foulon C, Pham-Scottez A, Divac S, et al. Factors predictive of
ten-year mortality in severe anorexia nervosa patients. Acta Psychiatr Scand 2011; 123:6270.
69

Chapter 4

37.
38.

39.

40.
41.

42.
43.
44.
45.

46.

47.

48.
49.

50.
51.

52.

53.

70

Rosling AM, Sparén P, Norring C, Von Knorring AL. Mortality of eating disorders: a followup study of treatment in a specialist unit 1974-2000. Int J Eat Disord 2011; 44:304-310.
Suzuki K, Takeda A, Yoshino A. Mortality 6 years after inpatient treatment of female Japanese patients with eating disorders associated with alcoholism. Psychiatry Clin Neurosci
2011; 65:326-332.
Power RA, Kyaga S, Uher R, MacCabe JH, Långström N, Landen M, et al. Fecundity of
patients with schizophrenia, autism, bipolar disorder, depression, anorexia nervosa, or
substance abuse vs their unaffected siblings. JAMA Psychiatry 2013; 70:22-30.
Papadopoulos FC, Karamanis G, Brandt L, Ekbom A, Ekselius L. Childbearing and mortality among women with anorexia nervosa. Int J Eat Disord 2013; 46:164-170.
Castellini G, Lo Sauro C, Mannucci E, Ravaldi C, Rotella CM, Faravelli C, et al. Diagnostic
crossover and outcome predictors in eating disorders according to DSM-IV and DSM-V
proposed criteria: a 6-year follow-up study. Psychosom Med 2011; 73:270-279.
Attia E, Roberto CA. Should amenorrhea be a diagnostic criterion for anorexia nervosa? Int
J Eat Disord 2009; 42:581-589.
van Son GE, van Hoeken D, van Furth EF, Donker GA, Hoek HW. Course and outcome of
eating disorders in a primary care-based cohort. Int J Eat Disord 2010; 43:130-138.
Keel PK, Gravener JA, Joiner TE Jr, Haedt AA. Twenty-year follow-up of bulimia nervosa
and related eating disorders not otherwise specified. Int J Eat Disord 2010; 43:492-497.
Fichter MM, Quadflieg N, Hedlund S. Long-term course of binge eating disorder and
bulimia nervosa: relevance for nosology and diagnostic criteria. Int J Eat Disord 2008;
41:577-586.
Ricca V, Castellini G, Mannucci E, Lo Sauro C, Ravaldi C, Rotella CM, et al. Comparison of
individual and group cognitive behavioral therapy for binge eating disorder. A randomized, three-year follow-up study. Appetite 2010; 55:656-665.
Safer DL, Robinson AH, Jo B. Outcome from a randomized controlled trial of group therapy
for binge eating disorder: comparing dialectical behavior therapy adapted for binge eating
to an active comparison group therapy. Behav Ther 2010; 41:106-120.
Wilson GT, Wilfley DE, Agras WS, Bryson SW. Psychological treatments of binge eating
disorder. Arch Gen Psychiatry 2010; 67:94-101.
Grilo CM, Masheb RM, Wilson GT, Gueorguieva R, White MA. Cognitive-behavioral
therapy, behavioral weight loss, and sequential treatment for obese patients with bingeeating disorder: a randomized controlled trial. J Consult Clin Psychol 2011; 79:675-685.
Safer D, Joyce E. Does rapid response to two group psychotherapies for binge eating disorder predict abstinence? Behav Res Ther 2011; 49:339-345.
Grilo CM, White MA, Wilson GT, Gueorguieva R, Masheb RM. Rapid response predicts
12-month post-treatment outcomes in binge-eating disorder: Theoretical and clinical implications. Psychol Med 2012; 42:807-817.
Hilbert A, Bishop ME, Stein RI, Tanofsky-Kraff M, Swenson AK, Welch RR, et al. Long-term
efficacy of psychological treatments for binge eating disorder. Br J Psychiatry 2012; 200:232237.
Munsch S, Meyer A, Biedert E. Efficacy and predictors of long-term treatment success for
cognitive-behavioral treatment and behavioral weight-loss-treatment in overweight individuals with binge eating disorder. Behav Res Ther 2012; 50:775-785.

Epidemiology, course, and outcome of eating disorders

54.

55.
56.

57.

58.

Vocks S, Tuschen-Caffier B, Pietrowsky R, Rustenbach SJ, Kersting A, Herpertz S. Metaanalysis of the effectiveness of psychological and pharmacological treatments for binge
eating disorder. Int J Eat Disord 2010; 43:205-217.
Wilson GT. Treatment of binge eating disorder. Psychiatr Clin North Am 2011; 34:773-783.
Wadden TA, Faulconbridge LF, Jones-Corneille LR, Sarwer DB, Fabricatore AN, Thomas
JG, et al. Binge eating disorder and the outcome of bariatric surgery at one year: a prospective, observational study. Obesity 2011; 19:1220-1228.
Hudson JI, Lalonde JK, Coit CE, Tsuang MT, McElroy SL, Crow SJ, et al. Longitudinal study
of the diagnosis of components of the metabolic syndrome in individuals with binge-eating
disorder. Am J Clin Nutr 2010; 91:1568-1573.
Sonneville KR, Horton NJ, Micali N, Crosby RD, Swanson SA, Solmi F, et al. Longitudinal
associations between binge eating and overeating and adverse outcomes among adolescents and young adults: does loss of control matter? JAMA Pediatr 2013; 167:149-155.

71

