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ABSTRACT

Binge eating disorder (BED) is a DSM-V diagnosis characterized by episodes of
consuming large amounts of food with aloss of control, accompanied by distress, guilt, and
shame. Despite its high prevalence, a significant proportion of individuals with BED
remain undiagnosed and untreated (~95%). This commentary addresses the disparities in
BED diagnosis and treatment, particularly among marginalized populations, including
racial, ethnic, sex preference, and sex/gender identity minorities. These groups exhibit
two- to three times higher BED risk and prevalence rates but are ~60-90% less
likely to receive a diagnosis or treatment. This commentary highlights research findings
that recognize the impact of adverse and often traumatic systemic issues,
stigmatization, and lack of justice, equity, diversity, inclusion, access, and awareness
(JEDIAA) on BED prognosis (a), research (b), and clinical understanding, management,

and care (c). For example, in a federally funded cross-sectional mixed-methods study, Bray et
al (2022) identified 12 primary environmental factors that expert BED researchers, clinicians,
healthcare administrators and policy makers associate with increased BED risk. In a secondary
analysis of these risk factors and their endorsement values, Lamichhane et al (2025) found trauma
and adversity to mediate and/or moderate the relationship between nearly all other identified
factors and BED risk. Moreover, specific risk factors were identified in which other risk factors
cluster on a single variable, exponentially increasing BED risk. For example, marginalized and


mailto:brenna@nourishedrfi.org

under-resourced populations were identified as having increased risk, prevalence rates, and
overall likelihood of experiencing all other expert-identified risk factors both separately and

cumulatively (e.g., invalidation, discrimination, systematic oppression, systemic gaps in policy,
research, and clinical care, economic precarity, stigmatization, food insecurity, nutrition scarcity,
interpersonal relationship trauma, predatory social media messaging, and predatory food
industry practices) which represent childhood and lifetime adverse experiences (ACEs and ALEs)
that — if untreated — can result in binge eating and binge eating disorder. This theory is currently
being tested through linear regression and network mapping models applied to medical record
and survey data obtained directly from individuals with BED (regardless of knowledge of
diagnosis or formal diagnosis status). Overall, there is an urgent need for more inclusive BED
research that uses mixed-methods approaches to understand the specific experiences and needs
of all individuals with BED, including the ~95% that lack a formal diagnosis or self-awareness
therein. Additionally — and especially in light of the recent changes mandated by the Trump 2025
administration — there is an urgent need for research investigating the role of trauma and
adversity in marginalized populations and the safety, feasibility, and efficacy of social justice- and
trauma-informed treatment approaches that can be incorporated into BED treatment, specifically
for individuals with marginalized identities (the majority of individuals with BED). By
addressing these disparities, we can improve our understanding of BED pathology and
develop more effective diagnostic criteria and treatment approaches that are equitable
and accessible to all individuals affected by BED.
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1 INTRODUCTION

Binge eating disorder (BED) is an autonomous DSM-V mental health and eating disorder
diagnosis that impacts nearly 3 million adults in the U.S. alone.'? Clinically, binge eating disorder
is characterized by persistent (=3 mo.) weekly ~2-hr episodes of rapidly consuming objectively
large amounts of food (more than others would under similar circumstances) with a sense of loss
of control and marked distress about the binge eating, accompanied by feelings of
embarrassment, guilt, shame, disgust, depression, isolation, and often physical discomfort.>*

The biopsychosocial disorder is associated with high lifetime prevalence rates (4.5-31% of U.S
and global populations experiencing BED at some point in their lifetime)'® and a complex and
costly®!® health sequela that includes childhood and lifetime adversity and trauma, '
loneliness,'”?2 impaired cognitive function and emotion regulation,’”-?? anxiety, depression, and
suicidality,’#?® trauma and post-traumatic stress disorder (PTSD),"'* low self-esteem,'"'3
substance-related and addictive disorders (SRADs),'214% food and ultra-processed food
addiction,”*?* overweight and obesity,'#?2 hypercholesterolemia and hyperlipidemia,
diabetes,'#?” cardiovascular disease,®? and (all together) cardiometabolic disorder,!4?”3-% and
overall significantly impaired quality of life./67/11-1340-46,1,12,1417-22,40-44 47




2 DISPARITIES IN BED DIAGNOSIS

Global and national studies suggest 5 — 31% of U.S and global populations experience BED at
some point in their lifetime."> However, a variety of emerging studies also find that 93.4-96.8%
of individuals who meet DSM criteria for BED never receive a formal diagnosis,*** 67.3% do not
perceive the need for formal treatment,*® and 56.4-86.8% never receive or pursue standard
treatment!* for a variety of complex reasons.®® Moreover, emerging studies find that treatment-
seeking samples for BED tend to be grossly misrepresentative of the full population of individuals
who experience this issue.!»13% For example, individuals with eating disorder symptoms who are
underweight, white, affluent, and/or female are more likely than their respective counterparts to
perceive a need for treatment or receive a diagnosis or treatment.*® As a result, treatment-seeking
samples and populations for BED tend to be saturated by white affluent young women,
contributing to the “SWAG” stereotype/misconception that ascribes all eating disorders
exclusively to “skinny white affluent girls.”"*13% This misconception can result in gross
underscreening and missed detection of BED, particularly in individuals who do not meet the
SWAG demographic.'1350

3 MARGINALIZED POPULATIONS ARE UNDER-
SCREENED, DIAGNOSED, TREATED, AND REPRESENTED
IN BED

More recently, numerous emerging studies find that racial, ethnic, socioeconomic, sexual
preference, and sex/gender identity minorities (e.g.,, members of the BIPOC and LGBTQ2+
communities and other marginalized populations) have two- to three times higher BED risk and
prevalence rates their white, heterosexual, cis-gendered, female counterparts (including higher
risk and prevalence rates of experiencing discrimination, stigmatization, unemployment,
homelessness, poverty, food insecurity, and direct targeting by tobacco-owned food and
beverage marketing programs).1t1350 At the same time, these same populations are less likely to
recognize the need for BED treatment when present, be screened by healthcare providers for an
eating disorder, pursue, access, or engage in treatment when needed, and much less likely to be
included or represented in eating disorder research.!135

4 DISPARITIES IN BED TREATMENT

Another impact is that most standard treatments for BED are informed by testing in clinical
treatment-seeking samples, whose pathology may differ significantly from that of the ~56%-97%
of individuals with BED who never receive a formal diagnosis or care.'#4 Standard of care
interventions for BED include psychological interventions (e.g., cognitive behavioral therapy
(CBT), CBT-self-help, interpersonal therapy, and psychodynamic therapies), medications
(antidepressants, anticonvulsants, and anti-obesity/weight loss medications), nutritional
counseling, and behavioral weight loss 5. A variety of additional evidence-based practices are
gaining traction in the context of BED, including family-based therapy (FBT) and other
psychodynamic therapies with guideline support 5% as well as humanistic therapy *?, dialectical



behavioral therapy (DBT), and DBT guided self-help %54 However, all of these interventions have
low treatment success rates (38.3-43.6%'%°), high recurrence rates (49-64%'%), high treatment
dissatisfaction,® and early discontinuation of care.>

4 CALL FOR DECOLONIAL APPROACHES

The lack of justice, equity, diversity, inclusion, access, and awareness (JEDIAA) among minority,
marginalized, and under-served populations in BED occur at the levels of the patient, healthcare
providers and systems, and socioculturally."'35 These pose significant challenges to BED
research!13% and to our current clinical understanding of BED pathology .13 For example, the
clinical understanding of BED is often informed from clinical case findings/experience and from
research that historically pulls from clinical (treatment-seeking) populations that — as addressed
above — tend to be saturated by the SWAG demographic and are grossly misrepresentative of the
full population of individuals who experience BED.1350

It follows then that the historically conventional clinical understanding of BED pathology and the
approved treatment approaches that derive from it may be more aligned with the experiences of
the ~3 — 46% of individuals with BED who do receive a formal BED diagnosis and treatment, and
less aligned with the experiences of the ~54-97% of individuals who lack access to BED detection,
diagnostic, and clinical resources and support.’11-134047-50,55-59

5 SOCIOCULTURAL MOVEMENT

More recently two concurrent sociocultural phenomena spawned a new era of BED research
methods and designs that begin to paint a new picture of BED pathology. On the one hand, the
“me too” and “Black Lives Matter” movements have helped raise and demand awareness of the
lack of JEDIAA that exists socioculturally®®!, 62646570 71-80 and some BED research slowly began to
reflect and respond in turn.113485081-84 At the same time, the Coronavirus 19 (COVID-19) pandemic
(~2019-2023) placed a temporary firewall between BED research recruitment efforts and BED
clinicals and treatment centers that, while not completely impenetrable, prompted an increase in
observational and qualitative studies that were (and remain) more inclusive of non-treatment-
seeking individuals with BED.113148+8 This new era of decolonial psychology in BED research
has helped improve our understanding of the experience of BED from a more complete
population of individuals who experience it.1'13148:8 These studies align with a growing
awareness of the importance for JEDIAA both socioculturally, clinically, and in research broadly
and specific to eating disorders and BED.!11.1348-50

6 Reconceptualizing Binge Eating Disorder

A recent federally-funded cross-sectional mixed-methods study (Bray et al., 2022) identified 12
primary environmental factors that expert BED researchers, clinicians, healthcare administrators
and policy makers associate with increased BED risk." These included:

(1) Invalidation and invalidating environments (100% expert endorsement).

(2) Systemic issues (e.g., policy gaps) and systems of oppression (100% expert endorsement).



(3) Gaps in in BED research and clinical care (100% expert endorsement).

(4) Marginalized and under-represented populations (100% expert endorsement).
(5) Economic precarity (93% expert endorsement).

(6) Stigmatization and its psychological impacts (93% expert endorsement).

(7) Trauma and adversity (79% expert endorsement).

(8) Food insecurity/scarcity (64% expert endorsement).

(9) Interpersonal factors (64% expert endorsement).

(10) Social messaging and social media (50% expert endorsement).

(11) Nutrition insecurity/scarcity (43% expert endorsement).

(12) Predatory food industry practices (29% expert endorsement.

Lamichhane et al., 2025 (in prep) applied heat map and neural network mapping techniques to
this qualitative data to explore the ways these factors relate to one another (Figs 1 and 2). These
findings revealed a predominant role of childhood and lifetime adversity and trauma as
mediating and moderating the relationship of each individual factor and BED prevalence and
risk.5788

Lamichhane et al’s network maps were developed to demonstrated specific clusters of risk factor
nodes, in which multiple risk factors tend to co-occur, exponentially increasing risk for BED. One
such cluster was marginalized and under-resourced populations, wherein invalidation,
discrimination, systematic oppression, systemic gaps in policy, research, and clinical care,
economic precarity, stigmatization, food insecurity, nutrition scarcity, interpersonal

relationships, social media messaging, and predatory food industry practices (e.g., all other
environmental factors identified by experts as increasing risk for BED) individually and
collectively represent lifetime (and often childhood) adverse experiences that remain continuous
and cumulative throughout the lifespan, significantly contributing to the central risk factor of
trauma, adversity, and PTSD that — when untreated — can result in binge eating and binge eating
disorder).#”#8 This theory remains to be directly tested through linear regression and network
mapping models applied to medical record and survey data obtained directly from individuals
with BED (regardless of knowledge of diagnosis or formal diagnosis status), which Bray et al and
colleagues at the NourishED Research Foundation are actively addressing.

7. Recognizing Adversity, Trauma, & Health Disparity in Binge
Eating Disorder

Lamichhane et al (2025) represents just one publication in a rapidly growing literature base that
increasingly endorse the role of childhood or lifetime adversity (ACEs and ALEs) and trauma in
contributing to binge eating disorder risk, prevalence, and overall development and
maintenance.11-13,1516,47,50,57,89-109

For example, and a ten-year longitudinal study conducted in 100 junior high-school students
found a positive association between ACEs and increased levels of binge eating symptoms
emerging at 10-year follow-up (e.g., in adulthood)(8 =0.37, SE=0.19, CI=(0.03; 0.7), p =.0485).% Of



the ACEs assessed, parental mental health (e.g., having a parent who experienced a mental illness
during the participant’s childhood) was individually associated with emergence of adult binge
eating symptoms (3=0.84, SE=0.40, CI=0.04, 1.64, p=.0409). Higher levels of emerging adult
depression and anxiety symptoms were also associated with higher levels of emerging binge
eating symptoms (3=0.02, SE=0.01, CI=(0.01; 0.04), p=.0020),” suggesting that ACEs, anxiety,
and depression symptoms contribute to binge eating symptoms.

A 2023 longitudinal cohort study of 331 undergraduate students also found that experiencing one
to two ACEs together with frequent discrimination was significantly associated with higher
cognitive restraint, as assessed using the Eating Pathology Symptom Inventory (EPSI) subscale,
suggesting that a combination of low ACEs together with discrimination may also contribute to
binge eating psychopathology.'® While the correlations identified in longitudinal studies can
only indirectly suggest causative value, a 2024 odds ratio meta-analysis of 30 observational studies
found that childhood maltreatment increased the odds of having binge eating disorder 1.76-fold
(OR 1.76, 95% CI 1.38-2.26; Z=4.52; P < 0.001; I?> = 80.2%)%

More recently, a 2025 latent profile analysis (LPA) of 646 adults with self-reported binge eating
symptoms, identified a four-profile model that best fit participant reports of eating disorder
psychopathology (including binge eating symptoms, internal shame, body shame, and
psychological distress), binge eating functions (emotion regulation, hedonic hunger,
compensatory eating, numbness/dissociation, emotion expression, self-punishment, control, and
self-protection),’® demographic data, and ACEs.” The four primary profiles included in the
model were:
1. Emotional Avoidance (encompassing 13% of participants), characterized by high
endorsement of binge eating functions reflecting reduction or avoidance of negative

emotional experiences (emotion regulation, numbness/dissociation) and relatively low
endorsement of functions relating to emotional expression, suggesting that for
participants in this profile, binge eating is less related to what is historically considered a
typical eating disorder presentation (e.g., with eating patterns, behaviors, and
psychopathology encompassing body dissatisfaction and dietary restraint) and more
specifically focused on the avoidance of unwanted emotional experiences, serving a
perceived beneficial function. Interestingly, this profile had a higher proportion of men
(similar to the complex trauma/adversity profile) and lower levels of internal shame, body
shame and total ED psychopathology (consistent with other findings in men '?),
highlighting a potentially novel male binge eating profile, in which men may be more
likely to engage in binge eating that is associated with avoiding unwanted negative
emotions (a function that has previously been endorsed more broadly in non-sex/gender-
specific populations)'-113,

! The ACEs most commonly reported were: emotional abuse (34.7% prevalence), emotional neglect (31.9%), family
member mental illness (26.4%), loss of biological parent (21%), family member substance use (17%), physical
abuse (13.4%), family member in prison (7.9%), sexual abuse (5.5%), and physical neglect (5.2%). The most
commonly reported forms of discrimination were: gender (45.9% prevalence), race (42.3%), age (36.3%), physical
appearance (24.5%), ancestry or national origins (15.4%), height (13.6%), religion (12.4%), weight (11.2%),
education or income level (9.7%), political beliefs (5.7%), sexuality (5.4%), and illness (5.1%).



Emotion Reactivity (encompassing 48.6% of participants), characterized by a higher
endorsement of a wider range of emotion-related functions (relative to the emotional
avoidance profile)(e.g.,, binge eating to express emotions or for emotional self-
harm/punishment) combined with higher endorsement of emotional regulation and
numbness/dissociation functions. This profile also showed a high prevalence of younger
women, higher prevalence of probable bulimia nervosa diagnosis, and the second highest
prevalence of ACEs (after the Complex Trauma/Adversity profile), with emotional abuse
and household mental illness being predominantly high. The authors describe this profile
as largely depicting “a group of younger, mostly female individuals, with a history of
ACEs related to emotional invalidation “and negative self-evaluative emotions such as
internal shame,'®!* as well as reduced emotion regulation and distress tolerance 11>116,”93
The statistical identification and endorsement of this profile suggests that for a
considerable portion of individuals (~50%), binge eating is used to manage distressing
emotions that are often associated with childhood or lifetime adversity through a variety
of different ways (e.g., reducing emotional intensity, avoiding emotional experiences, and
communicating emotions externally or directing them internally when direct emotional
communication may not feel safe). This possibility is also strongly endorsed in the
literamre.13,105,ll7-ll9

Complex Trauma/Adversity (encompassing 20.7% of participants), characterized by
higher endorsement of the binge eating functions most closely linked to experiences of
childhood maltreatment (e.g., control and self-protection)!® and high endorsement of
binge eating functions associated with numbness/dissociation, emotion expression, and
self-punishment (that did not differ statistically from endorsement levels observed in the
Emotion Reaction profile). This profile was associated with a higher overall prevalence of
ACEs, especially those related to lack of control, lack of predictability, and physical
vulnerability (e.g., physical abuse and neglect, sexual abuse, parental intimate partner
violence as well as emotional abuse and household member incarceration), which are
known to evoke the highest levels of stress hormone output and dysregulation in humans
and rodents.’? This profile also showed higher levels of psychological distress, internal
shame, binge eating severity, and eating disorder psychopathology, as well as higher
proportions of men (alongside the Emotional Avoidance profile). The authors describe
this profile stating “taken together, these characteristics are suggestive of a group [of
individuals] with a background of significant trauma, exhibiting high levels of
psychological distress, shame, and eating disorder psychopathology, and engaging in
binge eating to serve multiple psychological needs,” ** The higher prevalence of male
sex/gender and lower levels of internal shame, body shame and total ED psychopathology
observed in this profile and in the emotional avoidance profile (and consistent with other
findings in men'?) - paired with the fact that ACEs are experienced proportionately
across sex and gender!®122 — suggest that men with eating disorders may tend to have a
more significant trauma history contributing to current symptoms® and that men who
engage in binge eating may be more likely to do so because of the associations between
binge eating and avoiding unwanted negative emotions (a function that has previously
been endorsed more broadly in non-sex/gender-specific populations).!-113




4. “Classic” Dietary Restraint (encompassing 17.7% of participants), characterized by high
endorsement of compensatory eating due to dietary restraint and high levels of hedonic
hunger (also observed in the emotion reactivity profile) together with higher levels of
emotion regulation than observed in other profiles, suggesting that in this profile, binge
eating may be related to dietary restraint — which can be intentional/voluntary or
involuntary (e.g., as a consequence of low socioeconomic status/food
insecurity/insufficiency) and — to a lesser extend — the ability of binge eating to evoke

hedonic reward responses and regulate negative emotions.

A multivariate analysis of variance (MANOVA) with Tukey post-hoc tests found that mean
profile factor scores significantly differed across the four profiles, including binge eating
functions, binge eating severity, eating disorder psychopathology, beliefs about binge eating,
internal shame, body shame, psychological distress, total number of ACEs, BMI, and age (p <
0.05). Strongest relationships between profile type and each individual binge eating function
(indicated by highest partial eta squared values, 12), were observed in self-protection, control,
emotional expression, and self-punishment, all of which were highest in the complex
trauma/adversity group (n2=0.61, 0.45, 0.41, and 0.40 respectively).

7 Binge Eating Disorder is a Public Health/Policy Issue

Together, these findings align with a growing body of literature that identifies binge eating
disorder as not only a mental health issue but also a public health/policy issue.6°-111440485081,103104,121-
136 Policy changes aimed to reduce public health disparity and adversity — specifically related to
reducing factors known to increase BED prevalence and risk — hold potential to drastically reduce
BED prevalence and the public health costs associated not only with BED but also with its health
sequela (trauma/adversity, depression, anxiety, PTSD, overweight and obesity, diabetes,
cardiovascular disease, cardiometabolic disorder). Factors that are endorsed in the literature as
holding the strongest potential for improving public health impact and public health costs related
to BED are outlined below.

7.1 Reducing Discrimination & Marginalization

1. Discrimination (including discrimination based on race, ethnicity, sex/gender identity,
religious preference and body shape/size, education level, and socioeconomic status).!"135087-

89,98

2. Marginalization.!"135087-89%



7.2 Improving Food and Nutrition Security

7.2.1 Clinical Recognition of Forced/Involuntary Food Restraint as Adversity in
Binge Eating that Requires New Treatment Approaches

Food and nutrition insecurity/scarcity (especially in government assistance programs, such as
food pantries, food banks, SNAP, and WIC to reduce the impacts of food restriction that prompt
binge eating and BED)."

Associations between household food insecurity and/or fluctuations in food availability and
eating disorders, including binge eating disorder, are strongly supported in the literature.!
13,48,50,81-83,125126,128129,137-149(18) For example, a 2020 systematic review and meta-analysis found that
binge eating disorder is 1.65 times more common in participants with food insecurity than in
food-secure individuals (8.6% vs. 5.2% prevalence; p = 0.02).% Studies also demonstrate receiving
government assistance before 18 years of age (e.g., welfare, food stamps, SNAP)'* or having low-
and very low food security!¥ are both associated with increased odds of having binge eating
disorder (government assistance aOR = 2.95).14° Moreover, studies conducted at food pantries in
San Antonio, TX, USA in 2015-2016 811261 found 51.5% of respondents reported deliberately
trying to limit food consumption or going >8 hours without eating,® which was significantly
correlated with overall level of eating disorder pathology (r = 0.25, p = 0.0001) and higher BMI.8!
Three main reasons reported for food minimization were lack of resources, SNAP or food stamps
being insufficient, and family reasons.’! Examples included “minimizing effects of hunger for
other family members (e.g., children), ‘stretching” food to make it last longer, and prioritizing
medical expenses [e.g., diapers and tampons].”%!

These findings support a growing body of research emphasizing that historical “dietary restraint”
conceptualizations of binge eating disorder — in which dietary restraint is viewed as voluntary
(e.g., dieting behaviors) related to body weight/shape/size overvaluation and attempts to control
body weight/shape/size(3) — more likely fit a minority of individuals with binge eating disorder
(e.g., 18-21%),'*% but not the majority.!1-1315164789-105107109 These findings highlight a new
perspective: that food restriction — a factor highly endorsed in the literature as preceding binge
eating(3) — may in many cases be forced/involuntary (e.g., as a result of food/economic/nutritional
insecurity/scarcity).!1-13485081-83125126128129,137-149 T the extent that this is the case, more traditional
treatment approaches that target voluntary/intentional/elective food restriction (via dieting) — e.g.,
cognitive behavioral therapy (CBT), the first-line therapeutic intervention for any eating disorder,
including binge eating disorder,(3, 5, 6) which posits that dieting behavior drives binge eating
and results from overevaluation of eating and body weight/shape/size(3) — may not fully align or
suffice. This may explain the low treatment outcomes observed in standard treatment options for
binge eating disorder (e.g., 38.3-43.6% treatment success rates,'* 49-64% recurrence rates,"*),
high treatment dissatisfaction,® and early discontinuation of care * observed across all standard
treatment approaches), and the ~50% remission rates observed specifically in CBT.(32)"" This
recognition is supported in the literature.(7, 33-35){Bray, In Prep #7278}{Bray, 2022 #8566;Bray,
2023 #7854}



These findings also align with a growing body of literature that recognizes economic, food, and
nutrition insecurity and scarcity as one of “unconventional ACEs”

7.2.2 Policy Changes Addressing Food and Nutrition Insufficiency in Government
Assistance Programs

The growing body of research presented here and elsewhere suggest that limitations in current
government assistance programs — or the way these programs are being used — may increase odds
of recurrent binge eating, leading to binge eating disorder."

While research continues to emerge on the prevalence and nature of the relationship between
food/economic/nutrition insecurity/scarcity and binge eating disorder pathology, experts in the
field and a growing body of research recognize this issue as systemic and likely requiring public
education and policy change.!!

Additionally, it is important to include individuals with economic precarity and food
scarcity/insecurity in research going forward, especially the %% of individuals with binge eating
disorder who use government assistance and the ~95% who lack formal diagnoses or awareness
of their conditions.[add citations and fill in stat]. It is equally important that such research include
qualitative components that can capture the needs, process evaluations, and lived experiences of
these individuals and identify prevention and treatment options accessible to them. For
individuals with food/nutrition insecurity, family nutritional support that accounts for food
pantry limitations and practical support in meal planning on a budget may be more helpful than
approaches that focus on body acceptance.

FA*

7.3 Regulating Food Processing, Additives, Advertising, & Marketing
Practices

3. Harmful food processing, additive, advertising, and marketing practices (e.g., to reduce the
impacts of processed foods on reward responses that prime binge eating).!!

7.4 Reducing Stigmatization

4. Stigmatization (specifically in work, school, and social media spaces).!



This growing body of evidence also emphasizes several critical points related to binge eating
disorder management, care, and conceptualization:

(A) The importance of screening for adverse childhood and lifetime experiences (ACEs and
ALEs) as well as other mental health conditions in patients with binge eating 11131516478
105

(B) That individuals who struggle with binge eating symptoms may have co-occurring
conditions, of which a traditional treatment for BE may not fully suffice.!!-1347,5095106-109

(C) That there is an urgent need for alternative treatment approaches to binge eating
disorder that are affordable, accessible, and socioculturally sensitive and inclusive (to
address the needs of the ~56%-97% of individuals with BED who never receive a formal
diagnosis or care and often lack access to healthcare more broadly!#84%),11-1347,50

(D) There is also an urgent need for alternative treatment approaches that are trauma- and
social justice informed.""'34%05 Trauma-informed approaches like eye movement
desensitization and reprocessing (EMDR), Contemplative Buddhist approaches that
endorse Brilliant Sanity (recognizing the core clarity in all beings, and recognizing
external symptoms as reflections of an individual’s best attempt to use the resources
available to them for healing and coping as a thing that can be celebrated rather than
shamed), self-compassion, loving kindness (e.g., Metta and Maitri meditation), and non-
dual therapy, and social justice therapy interventions have been endorsed by experts in
the field and in the literature and warrant empirical validation and testing.*

7 Conclusions

While the call for raising the narrative of the lived experience of BED from those who experience
itis an important first step'"'>* it is far from being complete or even satisfactory at this point. There
is an urgent need for more inclusive study recruiting methods in BED research that can collect
information from individuals who meet diagnostic criteria for BED (regardless of formal
diagnostic status or awareness). There is also a need to further explore the relationship between
childhood and lifetime adverse experiences and binge eating. This should be addressed through
linear regression models and network maps that can identify the predictive value of ACEs and
ALEs in BED and convey this data also in a way that is visually impactful (e.g., network
mapping). Finally, there is an urgent need for research testing the safety, feasibility, and efficacy
of alternative treatment options for binge eating disorder that are affordable, accessible,
socioculturally sensitive and inclusive AND trauma and social-justice informed. Contemplative
Buddhist practices of Brilliant Sanity, self-compassion, and loving kindness (e.g.,, Metta and
Maitri) can be helpful for patients and practitioners alike. Research should also aim to develop
and validate tools that can help identify who may benefit from these types of approaches and how
best to determine whether these approaches are most appropriate.
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