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Abstract 

Most of the scientific literature on Binge Eating Disorder (BED) in adolescents is 

based on studies with community or subclinical samples. Therefore, this study aims to 

determine the possible anxiety-depressive comorbidity in a sample of adolescents 

diagnosed with BED. The sample composed by 21 adolescents diagnosed with BED, aged 

between 13 and 15 years (M = 14.10, SD = .99). All of them received psychological and/or 

psychiatric treatment in a specific child-adolescent eating disorders unit of the National 

Health System of Spain. The adolescents completed the Spanish Child Depression 

Questionnaire (CEDI-II) and the State-Trait Anxiety Inventory for Children (STAIC). Data 

analysis shows that the majority of the sample did not show state anxiety (66.7%), but 

showed trait anxiety (57.1%). Furthermore, more than half of the patients presented 

moderate or severe depression (61.9%). The results indicate that the majority of patients 

with BED in the clinical sample had a tendency to react anxiously and suffer from 

depressive symptoms. The study highlights the comorbidity of anxiety-depressive symptoms 

in clinical samples, and points out the importance of taking into account anxiety-depressive 

symptoms in the evaluation and treatment of adolescents with BED. 
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1. INTRODUCTION 

 

Feeding and eating disorders (ED) are characterized by “a persistent 

disturbance of eating or eating-related behavior that results in the altered 

consumption or absorption of food and that significantly impairs physical health or 

psychosocial functioning” (American Psychiatric Association, 2013, p. 329). ED 

usually start in adolescence (Rohde et al., 2015). Within the ED, Binge Eating 

Disorder (BED) is characterized by “recurrent episodes of binge eating” like 

“eating an amount of food that is definitely larger than what most people would eat 

in a similar period of time under similar circumstances and with a sense of lack of 

control (LOC) over eating during the episode” (American Psychiatric Association, 
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2013, p. 350). These binge-eating episodes have particular characteristics and a 

marked distress after these. Also, they are not followed by compensatory behaviors 

like physical exercise, self-induced vomiting, purging or use of diuretics or 

laxatives.  

It is known that between 1 and 3% of adolescents suffer from BED, being 

significantly more frequent in girls than in boys (Smink et al., 2014). Furthermore, 

girls indicate more LOC and distress during binge episodes (Lee-Winn et al., 

2016). However, the diagnosis of BED in adolescents is usually complicated. It is 

difficult for the adolescent to report with sincerity and clarity what they eat and, 

above all, to recognize LOC (Tafonsky-Kraff et al., 2007). For this reason, it is 

necessary to do an adequate diagnostic interview by a specialist such as psychiatric 

or clinical psychologist (Marzilli et al., 2018).  

Psychiatric comorbidity in BED can increase its severity, chronicity and 

resistance to psychological and/or psychiatric treatment. It has been associated with 

an impairment in quality of life, an increased risk of weight gain and obesity, and 

higher medical mortality (Kessler et al., 2013; Thornton et al., 2017). Most 

research to date on comorbidity in BED has focused on the adult population. 

Various studies in adults with BED show how this ED is associated with diverse 

consequences, such as greater concern about weight and shape (Yiu et al., 2017), 

and clinical and subclinical symptoms of anxiety and depression (Araujo et al., 

2010; Bittencourt et al., 2012). 

Carrying out a review of the scientific literature, we observe how surprisingly 

the majority of studies on BED are based on community samples. In fact, BED in 

adolescence is being recently investigated (Lipsky & McGuinness, 2015), so there 

is little research in this field today. To date, BED in adolescents has been 

associated with social impairment (Swanson et al., 2011), obesity (Micali et al., 

2014), and other psychological difficulties like depressive and anxious symptoms 

(Allen et al., 2013; Dakanalis et al., 2018; Field et al., 2012; Micali et al., 2014; 

Skinner et al., 2012; Sonneville et al. 2013). However, all studies have been carried 

out in community samples of adolescents or taking into account only subclinical 

characteristics of BED (Touchette et al., 2011). These studies have basically 

determined the diagnosis of BED by applying a self-applied assessment instrument 

such as the Binge Eating Scale (BES) (Gormally et al., 1982), and have attempted 

to explore the associated clinical characteristics, relating it to other variables 

evaluated with other questionnaires. As far as we know, we have not found 

investigations in clinical samples of adolescents diagnosed with BED that allow us 

to know the relationship of the study variables. 

Therefore, due to the difficulty in establishing the diagnosis of BED in 

adolescents and the need for it to be carried out by specialists, the results obtained 

in the investigations carried out so far in the community or subclinical population 

remain in doubt. From our perspective, we consider it necessary to evaluate the 



Laporta-Herrero & Latorre-Forcén – Romanian Journal of Psychological Studies, 

Hyperion University 

 

69 

 

possible relationship between adolescents diagnosed with BED and anxious-

depressive symptoms in clinical samples. Therefore, the main objective of the 

present study is to determine the possible anxiety-depressive comorbidity in a 

sample of adolescents diagnosed with BED. 

 
2. OBJECTIVE AND HYPOTHESES  

 
2.1. OBJECTIVE 

The main objective of the present study is to determine the possible anxiety-

depressive comorbidity in a sample of adolescents diagnosed with BED. 
 

 
2.2. HYPOTHESES 

H1: Adolescents with BED show anxious symptoms. 

H2: Adolescents with BED show depressive symptoms. 

 
3. METHOD  

 

3.1. PARTICIPANTS 

The sample consisted of 21 patients diagnosed with BED, 81% women and 

19% men, aged between 13 and 15 years (M = 14.10, SD = .944) who were 

attended in an ED unit. The mean body mass index (BMI) of the patients was 31.44 

(SD = 6.428). As for the place of residence, 52.4% lived in rural media and 47.6% 

in urban media. All were students, 66.7% of the sample went to a public school 

compared to 33.3% who attended a private school. See Table 1. 

 

Table 1 - Descriptive data of sociodemographic variables of the sample 

(n=21) 
Variables N (%) 

Sex:  

- Males 4 (19.0) 

- Females 17 (81.0) 

Area of residence:  

- Rural 11 (52.4) 

- Urban  10 (47.6) 

School:  

- Public 14 (66.7) 

- Private 7 (33.3) 

BMI:  

- Normal (BMI = 20-25) 3 (14.3) 

- Overweight (BMI = 25-30) 9 (42.9) 

- Obese (BMI  > 30) 9 (42.9) 

Note. BMI = Body Mass Index. 
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3.2. INSTRUMENTS 

Spanish Child Depression Questionnaire (CEDI-II) by Rodríguez Sacristán 

and Cardoze (1984), Spanish adaptation from the Depression Inventory for 

Children (CDI) by Kovacs (1992). It is a self-applied questionnaire with 16 items 

with 4 response possibilities. We used the second form (CEDI-II) for boys and girls 

from 11 to 16 years old. It evaluates depressive symptoms in childhood and 

adolescence. It establishes a classification according to the degree of depression 

and the score obtained in the questionnaire: without depression (score below 7 

points), light depression (7-12 points), moderate depression (13-17 points) and 

severe depression (score equal or greater than 18 points). 

State-Trait Anxiety Inventory for Children (STAIC) by Spielberger (1973). It 

is a self-applied inventory with 20 items with a 3-point Likert response pattern. It 

assesses global anxiety according to different situations. It can get a score between 

0 and 60 points. Percentiles higher than 85 are considered as cut-off point 

(González Anido et al., 2009). It shows good consistency and discrimination in 

adolescent samples. 

Body Shape Questionnaire (BSQ-34) by Cooper et al. (1987). We used the 

Spanish version of Raich et al. (1996). It is a self-reported questionnaire that  

consists of 34 items with a 6-point Likert response pattern. It evaluates body 

dissatisfaction, desire to low weight, fear of gaining weight and appearance-related 

low esteem. It can get a score between 34 and 204, where 105 is the cut-off point. 

It establishes a classification according to the degree of concern for body image: no 

concern (score below 80 points), slight concern (81-110 points), moderate concern 

(111-140 points) and extreme concern (score equal or greater than 141 points) 

(Cooper & Taylor, 1988). It shows high internal consistency (Cronbach's alpha of 

0.95-0.97). 

 

3.3. PROCEDURE 

This is a descriptive, retrospective, quantitative, and transversal design.  

After receiving the appropiate permissions from the responsible for the ED 

Unit, we collected the results of the questionnaire scores from the patients’ medical 

records. These questionnaires are applied to each person who begins their 

intervention in the ED Unit. To collect the sample, we established the following 

inclusion and exclusion criteria: 1) Patients between 13 and 15 years old; 2) 

Meeting diagnostic criteria of the DSM-5 (APA, 2013) for BED, 4) Not having a 

borderline intelligence or intellectual disability; and 5) Receiving psychological 

and/or psychiatric treatment in the ED Unit. The diagnosis was established by the 

Unit's clinical psychologist or psychiatrist, through clinical interviews with the 

patient and the patient's parents or caregivers. A code was assigned to each patient 

to guarantee their anonymity and confidentiality principle. Under this code, the 

diagnosis, age, sex, area of residence and type of school were collected. All the 
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information obtained was processed in accordance with the provisions of Organic 

Law 3/2018, of December 5, on the Protection of Personal Data and guarantee of 

digital rights. 

 

3.4. DATA ANALYSIS 

Data were analysed with the Statistical Package for the Social Sciences 

(SPSS), version 19. Regarding the statistical analyzes used, depending on the 

nature of the variables, the appropriate descriptive statistics were performed. 

 
4. RESULTS 

 

First, we carried out a descriptive analysis of the main results of the 

questionnaires in the total sample (n = 21). Taking the total study sample, the 

means questionnaires scores do not exceed the relevant cut-off point for the STAIC 

(M < 85), but the mean of the participants shows a score corresponding to a 

moderate depression (M = 14.43). See Table 2. 

After that, we analyze each one of the variables separately. Regarding the 

anxious clinic, the majority of the sample (66.7%) showed no anxiety state, but had 

trait anxiety (57.1%). Regarding the depressive symptomatology, the majority of 

the sample (38.1%) showed a moderate depression and 61.9% of the sample 

reported moderate or severe depression. See Table 2. 

 

Table 2 - Descriptive statistics of STAIC and CEDI-II scores 

 N (%) 
Minimu

m 

Maximu

m 

M (SD) 

STAIC State 
 

10 
99 66.90 

(26.21) 

     Presented (> 85) 7 (33.3)    

     Absent (<  85) 
14 

(66.7) 
 

  

STAIC Trait  4 

98 78.14 

(21.07) 

     Presented (> 85) 
12 

(57.1)  

  

     Absent (< 85) 9 (42.9)    

CEDI-II  4 27 14.43 (6.03) 

     Without depression (< 7) 1 (4.8)    

     Light depression (7 - 12) 7 (33.3)    

     Moderate depression (13 - 17) 8 (38.1)    

     Severe depression (> 18) 5 (23.8)    

Note. STAIC = State-Trait Anxiety Inventory for Children; CEDI-II = Spanish Child 

Depression Questionnaire. 
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5. CONCLUSIONS 

 

The main objective of this study was to determine the possible anxiety-

depressive comorbidity in a clinical sample of adolescents with BED. 

On the one hand, the results indicate that the majority of patients in the sample 

studied exhibited trait anxiety. In other words, adolescents with BED showed a 

tendency to react anxiously, to perceive situations as dangerous and / or 

threatening, and to respond to these situations with anxiety. These findings are in 

line with previous studies with subclinical (Touchette et al., 2011) or community 

(Allen et al., 2013; Dakanalis et al., 2018; Micali et al., 2014) samples of 

adolescents. 

The comorbidity of the anxiety trait in adolescents with BED could explain 

the propensity of these patients to binge as an inadequate strategy for managing 

situations. People with BED seem to experience stressors and related emotions 

differently. They have been seen to experience greater negative stressors (in areas 

such as school, family, friendship, the environment...) and are less able to tolerate 

negative emotional states, compared to healthy controls (Crowther et al., 2001). 

On the other hand, a higher percentage of patients in the study sample 

presented moderate depressive symptoms. This is consistent with the review 

carried out by Araujo et al. (2010) on BED and depression in the adult population, 

and with studies carried out on community or subclinical samples of adolescents 

(Allen et al., 2013; Carriere et al., 2019; Dakanalis et al., 2018; Field et al., 2012; 

Micali et al., 2014; Skinner et al., 2012; Sonneville et al. 2013; Touchette et al., 

2011). 

The presence of depressive symptoms in adolescents with BED could be 

interpreted in two opposite but complementary ways. People with depressive 

symptoms may resort to binge eating as a form of emotional self-regulation, and / 

or having a BED may lead to the development of depressive symptoms (Sonneville 

et al. 2013; Skinner et al., 2012). An investigation carried out in a community 

sample of adolescents (Adamus-Leach et al., 2013), found an association between 

the presence of depressive symptoms and greater severity of BED symptoms. They 

concluded that binge eating would be more related to the person’s mood, and they 

are an inadequate form of emotional regulation. Feelings of intense discomfort 

often precede binge episodes (Schag et al., 2013), and several researchers have 

suggested that binge eating may be considered a maladaptive strategy for coping 

with negative mood states (Ágh et al., 2015). 

However, the study presents a series of limitations that must be taken into 

account. The sample has been selected using a non-probability sampling method, 

and it is not an experimental study. One of the most important limitations of the 

study refers to the small sample size (n = 21). However, reviewing the few studies 

that currently exist that use clinical samples from adolescents with BED, they 
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usually do not have more than 40 patients (Schmidt et al., 2015). Likewise, there 

may be a lack of sincerity in the answers when using self-reports. 

Without a doubt, one of the future lines of research in this field would be to 

expand studies with clinical samples of adolescents with BED. We consider that 

the evaluation of possible risk factors, predictors or preventives, as well as the 

comorbidity of BED cannot be based on studies with population samples, which 

assess the presence of BED through a self-applied questionnaire. Establishing a 

diagnosis of BED in adolescents is not something simple, and should be carried out 

by a specialist in the subject, a psychiatrist or clinical psychologist. Future research 

could replicate this research with larger clinical samples, and consider other types 

of variables that could be related to BED in adolescents, such as impulsivity or 

emotional regulation (Dingemans et al., 2017). 

In conclusion and based on the implications for clinical practice applied to the 

study, it is worth outstanding the importance of taking into account the 

psychopathological comorbidity exhibited by this type of patient in both evaluation 

and treatment. We believe that equipping these patients with emotional regulation 

and anxiety management strategies could be beneficial for these patients who often 

resort to binge eating as an inappropriate strategy for managing emotional distress. 
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