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Abstract - Binge Eating Disorder (BED) is a rising health concern and has recently been recognized as an official diagnosis 
under the umbrella of Eating Disorders per the Diagnostic and Statistical Manual of Mental Illnesses 5th Edition (DSM-V). 
The essential feature of BED is recurrent episodes of excessive consumption of food during a discrete amount of time, 
accompanied by a sense of lack of control, no compensatory behaviours, and increased level of stress. BED is associated 
with many psychiatric, psychosocial, and medical comorbidities. It is because of this, that a heightened awareness must be 
developed among clinicians to be able to recognize and diagnose BED. Until recently, there have not been any 
pharmacological interventions available to treat patients suffering with BED. On January 30, 2015, the USFDA approved 
Lisdexamfetamine Dimesylate (LDX, Vyvanse) to treat adults with mild to moderate BED. In this article, we will examine 
the efficacy of using LDX in BED sufferers, and its effect on improving overall health, related quality of life, and 
psychosocial functioning. Studies thus far have demonstrated LDX as being an excellent pharmacological option for 
treatment of BED.  
 
Index Terms - Binge Eating Disorder, Lisdexamfetamine, LDX 
 
I. INTRODUCTION 
 
Binge Eating Disorder (BED) 
Binge Eating Disorder (BED) is on the rise, and has 
recently been recognized in the Diagnostic and 
Statistical Manual of Mental Disorders 5th Edition 
(DSM-V) as an official diagnosis. BED is 
characterized by recurrent binge eating episodes; 
eating an unusually large quantity of food in a 
discrete period of time, coupled with a subjective 
sense of loss of control over eating during the 
episodes [1]. In addition, BED individuals would 
demonstrate lack of compensatory behaviours, 
marked levels of distress, and have three or more of 
the following associated features (i.e. eating more 
rapidly than normal, embarrassment while eating, 
eating when not physically hungry, eating until 
uncomfortably full, feeling guilt, depression or 
disgust associated with binge eating episodes) [1].  
Typically, individuals suffering from BED feel 
ashamed of their eating habits and try to conceal their 
symptoms [1]. 
 
BED affects individuals who have normal weight, or 
who are overweight or obese, although it is highly 
related to those who fall in the overweight and obese 
category [1]. Although the cause of BED is unknown, 
studies report negative affect is usually a precursor to 
BED. Other triggers include interpersonal stressors, 
dietary restraint, negative feelings related to body 
weight, body shape, food and boredom [1]. There is a 

severe functional impairment and decrease in work 
productivity associated with BED [2], often causing 
individuals to miss school, work or recreational 
activities [3]. BED currently affects approximately 
2% of the population [4]Overall, it is associated with 
psychiatric comorbidity, psychological distress, 
reduced quality of life and functional impairment [5]. 
 
II. PREVALENCE OF BED 
 
The average age of onset was shown to be 
approximately 23.3 years of age, in a multinational 
survey of over 24 000 adults [6]. People between the 
age of 18 to 29, 30 to 44 and 45 to 59 were also all 
significantly more likely to suffer from BED than 
those 60 years plus [7].  In the USA, there is a 2.8% 
lifetime prevalence rate and 1.2% 12- month 
prevalence rate of BED [7].  In a study of American 
adults, BED was the most common eating disorder in 
adults, affecting more people than anorexia and 
bulimia combined [7].  
Lifetime prevalence estimates of anorexia nervosa, 
bulimia nervosa, BED, subthreshold BED and any 
binge eating were 0.6%, 1.0%, 2.8%, 1.2% and 4.5% 
respectively [7].  There is an unmet need in BED 
recognition and diagnosis since most BED sufferers 
also did not report being formally diagnosed [8]. Low 
treatment rates highlight the clinical importance of 
questioning patients about eating problems even 
when these problems aren’t included in presenting 
complaints [6].  
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III. ROLE IMPAIRMENT AND 
PSYCHOSOCIAL IMPACT 
 
In 2013, a sample of US adults completed a survey on 
the Internet, which not only assessed BED diagnostic 
criteria, but also assessed the functional impairment 
and productivity using Sheehan Disability Scale 
(SDS) and Work Productivity and Activity 
Impairment Questionnaire (WPAI) [2]. Assessing the 
severity of impairment across four domains of living 
(SDS) social life, work, close relationships, and home 
management, 13.2% with 12-month prevalence of 
BED reported severe impairment, and 46.7% reported 
any impairment [6].  
BED is associated with a physical weakness and 
affects social interactions with friends and 
involvement of daily activities [3]. Not only does the 
individual who is suffering with BED feel the impact 
of the illness, but their friends and families also feel a 
certain sense of burden [3]. On the WPAI, BED 
respondents reported significantly higher percentages 
of absenteeism, presenteeism, work productivity loss 
and activity impairment [2]. BED respondents also 
reported significantly fewer total hours worked in the 
past 7 days, and more hours of work were missed due 
to health problems [2]. 
 
IV. BINGE EATING AND 
ADDICTION/SUBSTANCE DEPENDENCE 
 
Studies have shown that BED shares many of the 
same characteristics of addictive behaviours [9]. Both 
are associated with diminished control over 
consumption as well as a diminished ability to reduce 
the quantity or frequency of use [10]. Despite 
negative consequences, there are also similarities 
between the behavioural indicators of addiction and 
BED [10]. Knowing the underlying relationship 
between food addictions and BED can enhance the 
understanding of the development and maintenance 
of this disorder [9].BED and substance dependence 
actually share a neural correlate, demonstrating 
similar patterns of neural activation in response to 
food and drug cues [11]. Dopamine activation is 
implicated in the motivation to consume drugs and 
food [11]. 
 
V. MEDICAL COMORBIDITIES AND BED 
BEYOND OBESITY 
 
Cross-sectional epidemiologic data reports that BED 
is associated with medical conditions related to 
obesity, including diabetes, hypertension, 
dyslipidemias, sleep problems/disorders, and pain 
conditions [5]. It was also found that BED may be 
related to these conditions independent of obesity and 
co-occurring psychiatric disorders [5]. Takii’s study 
comparing Type 1 diabetic patients with and without 
BED found that BED patients had a higher BMI and 
greater HgA1C level [12].  In a multinational survey, 

those with 12-month BED prevalence ranged in Body 
Mass Index (BMI) from normal weight; BMI 18.5-
24.9 (25%), overweight; BMI 25-29.9 (31.8%) and 
obese; BMI 30+ (41.7%) [6].With these numbers, 
approximately 57% are in a non-obese state, which 
clarifies the common misconception that BED and 
obesity always correlate [6]. Eating behaviour studies 
show that when comparing obese adults without BED 
to obese adults with BED, the distinct factors are: 
obese adults with BED would eat more calories; have 
more functional impairment; have more subjective 
distress; have a lower quality of life, and have more 
co-existing psychiatric comorbidities [1].  
 
VI. BED AND CO-EXISTING PSYCHIATRIC 
DISORDERS 
 
It has been found that individuals who suffer from 
BED also suffer from co-existing psychiatric 
disorders. As with most psychiatric disorders, 
heritability estimates for BED range from 41% to 
57% [13]. In a multinational study approximately 
80% of adults met the criteria for at least one other 
psychiatric disorder, and nearly 50%  had greater than 
or equal to three other psychiatric disorders [7]. More 
specifically, there is a very strong association 
between BED and anxiety disorders (56%), mood 
disorders (46%), impulse control disorders (43%) and 
substance abuse disorders (23%) [7]. According to 
the Rodenberg Self Esteem Scale, 34.9% of BED 
individuals met the criteria for low self-esteem 
compared to 8.7 % of non-BED individuals [8].  
Impaired mental health in individuals with BED may 
also have direct consequences on suicidal behaviour. 
Pisetsky’s studies show women with BED and 
comorbid depression had higher rates of suicide 
attempts and completion compared to individuals 
with BED but without major depression [14]. 
 
VII. TREATMENT OF BED 
 
There are various psychosocial and behavioural 
treatment options available for patients with BED, 
including cognitive behavioral therapy (CBT), 
interpersonal therapy (IPT), dialectical behavioural 
therapy (DBT), and behavioural weight loss 
treatments (BWL) [15]. The main goal of these 
interventions is to improve their maladaptive attitudes 
toward eating habits and body image [15]. Each of 
these therapies are indicated according to the nature 
of binge eating. CBT model targets the cognitions 
and attitudes towards the patients’ perspective of their 
self-worth and self-image [16][17][18].  IPT model 
addresses social and interpersonal deficits leading to 
BED [19][20]. DBT is useful for patients who have 
difficulty regulating and managing impulses, stress, 
and conflict leading to binge-eating episodes 
[16][21].   
According to Reas and Girlo’s meta-analysis, there 
are three main classes of drugs used for managing 
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BED: antidepressants (Tricyclic Antidepressant, 
Serotonin Selective Reuptake Inhibitor, Serotonin 
Norepinephrine Reuptake Inhibitor), antiepileptics 
(Topimerate and Zonisamide), and obesity agents 
(Orlistat) [22]. Antidepressants show modest effect 
on binge eating but not on weight reduction [23].The 
antiepileptics, Topiramate and Zonisamide have been 
found to be effective for BED, but discontinuation 
due to adverse effects are common [24]. Obesity 
agents, such as Orlistat promote weight loss [25], but 
are not as effective in treating BED as monotherapy. 
Orlistat, may be useful as adjunct therapy with CBT 
to reduce binge frequency [23][25].  The goal of 
treatment for BED is to reduce the frequency of binge 
eating episodes, improve weight and metabolic 
health, and improve dysfunctional thoughts and 
habits related to food [26]. In January 2015, USA 
approved Lisdexamfetamine Dimesylate (LDX) also 
known as Vyvanse as the first and only indicated 
pharmacological treatment for adults with moderate 
to severe BED [27]. 
 
VIII. LISDEXAMFETAMINE DIMESYLATE 
(LDX) 
 
LDX is a prodrug of the CNS stimulant 
dextroamphetamine that is used to treat Attention 
Deficit Hyperactive Disorder (ADHD) and BED [28]. 
Amphetamine stimulates the central nervous system 
by inhibiting the reuptake of dopamine and 
norepinephrine into the presynaptic neuron, resulting 
in increased monoamines in the extraneuronal space 
[29][30]. LDX was developed with the goal of 
providing a long duration of effect that is consistent 
throughout the day with reduced potential of abuse 
[28]. Some of the side effects associated with LDX, 
at normal therapeutic doses, are increased alertness, 
apprehension, concentration, initiative, self-
confidence, sociability, mood swings, insomnia or 
wakefulness, and decreased sense of fatigue [28]. A 
multinational study from 2014 to 2015, including the 
USA, Germany, Sweden, Spain and Canada, 
demonstrated that the risk of binge eating relapse 
over 6 months was lower in participants who were 
continuing LDX, rather than in those randomized to 
placebos [31]. A dose range of 50mg to 70mg 
produced a significant reduction in binge eating days 
per week in participants in comparison to those 
participants receiving a placebo [32].  As a result of 
this study, researchers concluded that with the 
continued treatment of LDX, individuals had 
sustained treatment effect, whereas those who had the 
placebo demonstrated associations with symptom 
worsening [31].  Currently LDX is the only 
medication approved for treatment of mild to 
moderate BED in adults [33]. 
In the US, treatment of BED with LDX showed an 
increase in Quality Adjusted Life Years (QALY) at 
an acceptable cost and is considered to be cost 
effective at the commonly used willingness to pay 

threshold in the US [34].  Agh et al, demonstrated 
that patients on LDX therapy gained 0.006 QALY 
compared to patients on the no-pharmacotherapy 
(NPT) arm of the study [34]. Although average total 
cost of LDX therapy was $175 USD higher than 
NPT, medication expenditure would potentially be 
offset by healthcare utilization cost savings, which 
again is considered to be an acceptable cost [34]. 
 
IX. EFFICACY AND SAFETY OF LDX 
 
LDX doses 50mg and 70mg showed significant 
decrease in binge eating days per week compared to 
patients that were on 30mg of LDX and placebo [32]. 
In Guerdjikova’s study, significant weight loss was 
observed in all LDX treatment groups (30mg, 50mg, 
70mg) compared to placebo [35]. Binge eating 
cessation in 4 weeks was observed in 38% of LDX 
treated subjects compared to 13% in placebo [35]. 
Significant reduction in triglyceride levels and weight 
were also observed in subjects receiving LDX 
treatment compared to placebo [35]. According to a 
systematic review by Citrome, the pooled number 
needed to treat (NNT) for response (as defined by a 
Clinical Global impressions-improvement score of 
‘very much improved’ or ‘much improved’) for LDX 
vs. placebo was 3 (95% CI: 3-4) [36].The pooled 
NNT for remission (as defined by 4-week cessation 
of binge eating) for LDX vs. placebo was 4 (95% CI: 
4-6). Significant weight reductions were also 
observed with the use of LDX, however LDX is not 
indicated for weight loss [36]  
 
In the treatment of moderate to severe BED in adults, 
the starting dose recommendation is 30mg/day with 
increments of 20mg at approximately weekly 
intervals to achieve the recommended target dose of 
50mg/day to maximum of 70mg/day [36].LDX 
should not be administered if the patient has taken 
MAOI in the past 14days to prevent hypertensive 
crisis, or if the patient has a history of allergic 
reaction to any stimulant medication. [36] Low rates 
of discontinuation due to adverse effects (AEs) were 
observed with LDX vs placebo. The number needed 
to harm for discontinuation due to an AE for LDX vs. 
placebo was 44 (95% CI 23-1971) [36]. The most 
commonly reported AEs leading to discontinuation 
included: dry mouth, decreased appetite, insomnia 
and headache [36].  
 
X. IMPORTANCE OF DIAGNOSING BED 
 
BED is more prevalent than anorexia and bulimia 
nervosa combined. However treatment rates are low. 
According to the WHO World Mental Health Survey, 
less than 40% of patients with a lifetime diagnosis of 
BED have never received treatment for an eating 
disorder [37][38]. Nonobese individuals with BED 
tend to be younger and more reluctant to seek 
treatment.  For these individuals, early recognition is 
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particularly important [14]. Although BED is the 
most prevalent eating disorder, it is undiagnosed and 
undertreated. BED can be associated with medical 
and psychiatric comorbidities, that if untreated can 
impair quality of life and functionality of the 
individual [14].  
 
XI. CASE STUDY: 001 
 
23 year old female student, South Asian descent with 
a history of BED for a long period of time. She also 
had a comorbidity of depression. She was eating an 
amount of food that was definitely larger than what 
most people would eat for a discreet period of time. 
She also felt a sense of a lack of control over eating 
during the episode. She was eating more rapidly than 
normal, and she would eat until she felt 
uncomfortably full. She ate large amounts of food 
even when not physically hungry. She was eating 
alone because she felt embarrassed by how much she 
was eating. She was feeling disgusted with herself. 
She would also feel guilty afterwards. She had 
marked distress regarding her binge eating. She was 
having episodes of binge eating 4 to 6 times per 
week. Her symptoms of binge eating were impairing 
her psychosocial functioning. She was fired from her 
job. She also started to drink alcohol excessively 2 to 
3 times per week. Her family history of psychiatric 
illness was negative. Regarding her treatment, she 
was started on Lisdexamfetamine 20mg once a day, 
and it was increased to 40mg once a day. She was 
also treated with Prozac (Fluoxetine) for her 
depression. Since she was started on medication, she 
was able to restart her studies, and was able to finish 
her courses. Her motivation and concentration 
improved. Her self-esteem improved considerably, 
and she started to look for jobs. She accepted an offer 
for a job overseas with good potential to advance. She 
took the job and moved overseas. She did very well at 
her new job. After the treatment with 
Lisdexamfetamine, she showed much improvement in 
her academic work, social activities, and in her 
occupation. Her quality of life improved 
considerably. She was quite happy and content with 
the treatment, and she was proud of herself that she 
was able to achieve her dreams with the treatment.  
 
CONCLUSION 
 
With a deeper understanding of BED and its 
correlation to other psychosocial, psychiatric and 
medical comorbidities, LDX has proven to be a very 
effective treatment option. It is evident that functional 
impairment, decreased work productivity, and poor 
health-related quality of life are the underlying 
factors motivating patients to seek treatment for their 
BED. Although, much like other mental illnesses, 
there is a stigma surrounding BED, and patients 
aren’t as forthcoming to admit suffering from BED, it 
is of utmost importance for clinicians to step in and 

be equipped to recognize and diagnose BED. By 
incorporating a dose range of 50mg to 70mg of LDX 
in patients’ pharmacological regimes, patients report 
and demonstrate significant improvement with 
overall functional impairment, work productivity, 
health-related quality of life, and decreased risk of 
relapse into binge eating episodes.  
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