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Abstract

Background Both night-eating syndrome and binge-eating disorder are characterized by episodes of excessive food
consumption, significant distress, and functional impairment related to maladaptive eating behaviors. Both types

of eating disorders are associated with poorer sleep quality. Cognitive behavioral therapy has demonstrated good
outcomes for binge-eating disorder; however, it is unknown if it is effective for night-eating syndrome and comorbid
insomnia.

Case presentation The current paper presents a case report of a Dutch woman in her 40's receiving cognitive
behavioral therapy-enhanced for night-eating syndrome, as well as binge-eating disorder. However, to tailor the
intervention to her specific needs, throughout the course of treatment, cognitive behavioral therapy-insomnia
interventions were also implemented. Her comorbid complaints were insomnia, childhood trauma, a depressive
mood disorder, and cluster B and C personality traits. She had a history of bariatric surgery, as well as alcohol
addiction, and received various treatments in the past, aiming to become abstinent from binge eating.

Conclusions Post-treatment, she was abstinent from binge eating and, her scores of various eating disorder
measures were below clinical cut-points. However, it is unclear if she would show earlier symptom reduction if she
received cognitive behavioral therapy-insomnia, prior to cognitive behavioral therapy-enhanced. In addition, the
patient reported an increase in her depressive mood and commenced schema therapy after cognitive behavioral
therapy- enhanced. Although common, the underlying cause of symptom shifts in patients with an eating disorder
remains largely unknown.
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Background

Night Eating Syndrome (NES) is defined by the follow-
ing criteria: evening hyperphagia, in which more than
25% of total daily caloric intake occurs after the evening
meal, and/or at least two episodes of nocturnal eating
per week, clinically significant distress or impairment
resulting from nocturnal eating behaviors and three of
the following criteria: morning anorexia, the desire to
eat between dinner and sleep, sleep onset insomnia, the
belief that food consumption is required to initiate sleep,
and evening and nocturnal mood disturbances [1, 2].
NES is formally recognized in the ICD-11, and the Inter-
national Classification of Sleep Disorders (ICSD-3), but
is not included as a diagnostic entity on its own in the
DSM-5, rather it is classified as Other Specified Feeding
or Eating Disorder [1-4]. Binge-Eating Disorder (BED),
defined as the consumption of large amounts of food
within a short period while experiencing a loss of control,
is formally recognized in both the DSM-5 and the ICD-
11 [1, 3]. Both NES and BED involve episodes of excessive
food consumption and psychological distress, suggest-
ing significant overlap in clinical presentations [5]. Con-
versely, differentiating diagnostic criteria between NES
and BED are the larger amounts of food eaten, and the
loss of control experienced by individuals with BED com-
pared to NES. In addition, individuals with NES consume
the majority of food around, or after, dinner [1-3]. More-
over, recent literature reports that individuals with NES
experience a loss of control pertaining to food consump-
tion. However, individuals with BED exhibit a greater
frequency of binge-eating episodes and display increased
levels of overall eating disorder pathology, as compared
to individuals with NES [2, 6-8].

The prevalence of NES is estimated to be around 1.5%;
however, the prevalence is 15% among individuals with a
morbidly high Body Mass Index (BMIL; kg/m*>40), and
ranges between 8 and 50% among individuals who have
had bariatric surgery [9-11]. In addition, while NES and
BED are formally considered mutually exclusive diagno-
ses [1, 3], approximately 15% of women diagnosed with
BED also meet the criteria for NES [9-11]. Further-
more, NES commonly coincides with poorer sleep qual-
ity [6, 12], insomnia [13], Post Traumatic Stress Disorder
(PTSD), and childhood trauma [14]. Like NES, a signifi-
cant proportion of individuals with BED also have a high
BMI (31%), experience sleep problems (29%), and lifetime
PTSD (32%) [12, 15]. Moreover, NES and BED are both
associated with poorer quality of life [16, 17] and depres-
sive symptoms [6, 14, 18]. Effective treatments are there-
fore crucial to reduce the burden of NES and BED.

Relatively little is known about successful psychologi-
cal interventions for NES. A limited amount of evidence
suggests that Cognitive Behavioral Therapy (CBT) may
be beneficial [19-21]. However, Cognitive behavioral
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therapy-enhanced (CBT-E) [22] is a specialized treatment
for eating disorders. In addition, CBT-E is one of the rec-
ommended evidence-based treatments for BED [23]. At
the end of treatment, 37% of the individuals with BED
report a full recovery (abstinence from binge eating and
score of the eating disorder examination-questionnaire
[EDE-Q] below the clinical cutoff) [24]. However, life-
time PTSD predicts a greater frequency of binge-eating
episodes at the end of treatment, as well as at follow-up
[25]. Moreover, improved sleep duration predicts better
treatment outcomes in patients with BED [26].

Given that little is known about the clinical course of
NES, and more is known about BED, the present paper
presents a case report of a Dutch woman in her 40’s, diag-
nosed with NES, BED, insomnia, childhood trauma, and
indications of cluster B and C personality traits receiving
CBT-E for her eating disorders. As far as we know, this
is the first study reporting on CBT-E for NES. The pres-
ent manuscript is prepared in accordance with the CAse
REports (CARE) guidelines [27].

Case presentation

“Rosanne’, a woman in her 40’s, a Dutch citizen, het-
erosexual, divorced, worked shifts, and had a history of
alcohol abuse. Her general practitioner recommended
she seek treatment to control disturbed eating after
undergoing a gastric bypass. When defining her request
for help, “Rosanne” mentioned that she was dissatis-
fied with her weight and that she wanted to reduce her
binge eating frequency. She reported difficulties with
maintaining sleep throughout the night, typically waking
after one to two hours and then repeatedly waking every
hour thereafter. As a result, her total sleep duration was
approximately four hours per night, which contributed
to her inability to prevent binge eating. She wondered if
her binge-eating episodes were due to her diet and stated
that she wanted to improve her sleep duration. She also
reported that, even when using psychopharmacology
(Diazepam), she would still wake up after 30—60 min.
Consequently, she reported experiencing disinhibition
and poorer cognitive control, which increased the likeli-
hood of her binge-eating episodes.

“Rosanne” suspected that the onset of her eating dis-
order was related to the sexual abuse she experienced
during her childhood by a family member, as well as a
consequence of family dynamics. She reported feeling
neglected by her mother and characterized her family as
“cold” This emotional detachment led her to seek valida-
tion through eating, which provided her with a tempo-
rary sense of fulfillment while simultaneously serving as a
‘cry for help’ to express her unmet needs. She recalled fre-
quently requesting porridge/oatmeal or a sandwich from
her mother by slipping a note under her bedroom door
at night. “Rosanne” was unable to recall exactly when



Melisse and Arora Journal of Eating Disorders (2024) 12:175

her binge-eating episodes commenced but disclosed that
they had been present as long as she could remember. The
purpose of her binge-eating episodes, she believed, was
to nurture and comfort herself. At approximately eight
years old, she was sent to a dietitian for weight loss treat-
ment and consequently received appetite-suppressing
medication. When looking back at pictures of her child-
hood, she struggled to understand why she was referred
for weight loss treatment at this young age. She reported,
“They made me feel like I was a severely overweight child,
but when looking at these pictures I was a bit more curvy
compared to my peers, but you can tell that I exercised
a lot” At high school, she commenced purging behav-
iors and, consequently, she may have developed bulimia
nervosa, though no formal assessment was conducted.
However, when she was informed about the medical risks
of purging behavior, she reduced this to twice a year, to
date. Around 15 years before “Rosanne” presented her-
self for treatment, she underwent bariatric surgery (gas-
tric bypass) in a neighboring country, which resulted in
90 kg of weight loss (from 176 kg to 86 kg). However, her
weight loss did not alter her sleep. Subsequently, eight
years ago “Rosanne” was in, what she called, “A destruc-
tive romantic relationship” She exhibited intense emo-
tional outbursts, likely driven by her low self-esteem and
jealousy, as well as unpredictable episodes of anger. These
patterns were also present in other interpersonal rela-
tionships. She attributed these behaviors to an insecure
attachment developed during childhood, which made it
challenging for her to initiate and sustain relationships.
Additionally, during the romantic relationship, she devel-
oped alcohol dependence, which further exacerbated
relational difficulties and led to conflict with one of her
daughters.

In January 2024, when she presented herself for treat-
ment, “Rosanne” reported a two-year alcohol abstinence.
Based on a face-to-face clinical interview, she was diag-
nosed with NES, BED, and a depressive mood disorder.
For example, she reported experiencing persistent sad-
ness, difficulties with concentration, and pervasive feel-
ings of worthlessness and guilt. In addition, though not
formally assessed, cluster B and C personality were also
recognized. A few examples were fear of abandonment,
feelings of emptiness, difficulties maintaining relation-
ships, and mood swings, as well as the desire for close
relationships although she struggled to initiate them, fear
of rejection, and sensitivity to negative evaluation. PTSD
appeared to be in remission. When she presented for
treatment, she had regained approximately 50 kg since
the onset of weight regain, which commenced three years
post-bariatric surgery and was persistent (current weight:
128 kg, height: 1.72 m, BMI: 43.3). She was receiving
weight management treatment with a dietitian and had
been engaged in schema therapy for the past six years
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to address various maladaptive schemas impacting her
psychological well-being. Because of intermittent fast-
ing, her daily structure was: 07:00 she started work, at
12:00 she ate a small salad, at 14:00 she had a little snack,
e.g. one slice of bread, and at 19:00 a small dinner por-
tion. She reported going to bed at around 21:00-22:00,
subsequently waking at around 23:00, and again a few
hours later. Several days a week she used to have a binge-
eating episode before or after dinner, meeting the crite-
ria of BED. In addition, she had binge-eating episodes
at approximately 23:00 and one a few hours later. Con-
sequently, she met the criteria of NES since >25% of her
energy intake was consumed after her evening meal. As
a consequence of bariatric surgery, the overall amount
she ate during the binge-eating episodes was limited.
She commonly ate a fried egg, fruit, porridge/oatmeal,
four slices of bread with spread, or yogurt. She used to
eat until she was uncomfortably full, and she reported
that the purpose of the binge-eating episodes was to nur-
ture and comfort herself [BED]. She was convinced that
she needed to feel full to be able to fall asleep [NES].
She stated she could not go to bed without any back-
ground noise such as white noise, music, or listening to
a podcast.

Though not formally included as a diagnostic criterion
of BED in the DSM [1, 28], “Rosanne” reported overvalu-
ation of shape and weight (an excessive significance of
shape and weight in determining self-worth), and conse-
quently body checking (looking at the mirror, pinching,
squeezing) and avoidance behaviors (avoiding the weight
scale, wearing long dresses). In addition, she regularly
compared her body shape to others, always when she met
someone of a similar age. She had the feeling that people
used to treat her differently when she lost weight post-
bariatric surgery: “Everybody used to like me. Right now
people tend to think I am stupid because I am fat” Her
social support system was limited.

“Rosanne” received various treatments in the past to
target abstinence from binge eating. She received Eye
Movement Desensitization and Reprocessing (EMDR)
which targeted the sexual abuse that she believed had
induced binge eating. She had good outcomes concern-
ing PTSD but continued binge eating. She also received
individual CBT, group CBT, IPT, eclectic psychotherapy,
and non-formal healthcare therapies such as hypnotic
therapy, and craniosacral therapy, none of which resulted
in binge-eating abstinence.

Intervention

Governmental settings in the Netherlands are currently
dealing with a lack of specialized eating disorder psy-
chologists, resulting in a gap between treatment supply
and demand [29]. Consequently, patients with eating dis-
orders experience long waiting periods before they can
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commence treatment. Therefore, “Rosanne” was referred
to a psychologist with a private practice. She contacted
the first author, a Dutch female clinical psychologist with
a PhD degree specializing in eating disorders, via Linke-
dIn, following a friend’s recommendation. Though her
healthcare insurance would partially cover governmental
treatment, “Rosanne’s” employer agreed to reimburse her
treatment sessions to prevent absenteeism and presen-
teeism from work.

During the first session, “Rosanne” was informed that
the therapist was not specialized in NES, but that CBT-E
displayed superior outcomes for BED over other types of
treatments. She was also made aware that CBT was effec-
tive for NES. It was emphasized that weight loss was not
the primary goal of treatment, given the potential associ-
ation between dieting and an increased risk of binge eat-
ing [30]. In 2015, the therapist completed CBT-E training
provided by the Centre for Research on Eating Disorders
in Oxford, United Kingdom, and familiarized herself with
the detailed CBT-E manual [22], and the book Overcom-
ing Binge Eating [31].

Due to the geographical distance between “Rosanne”
and the therapist it was decided to conduct treatment
through videoconferencing, which has been shown to
be effective [32, 33], especially among eating disorder
patients with higher BMIs [34]. The patient received indi-
vidually delivered outpatient CBT-E treatment (focused
version), as extensively described in the CBT-E manual
[22]. Figure 1 shows that CBT-E consists of four phases.
During phase one (starting well; eight sessions over four
weeks), a shared treatment formulation was created, a
regular eating pattern was established, weekly collabora-
tive weighing was conducted and alternatives for binge
eating were offered, with real-time self-monitoring as
a central intervention. Subsequently, phase two (tak-
ing stock; two sessions over two weeks), entailed a joint
review of progress and the remaining treatment was dis-
cussed. Stage three (addressing maintaining factors, ten
sessions over ten weeks) addressed the overvaluation of
body weight and shape as well as moods, events, eating,
setbacks, and mindsets. During stage four (ending well,
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three sessions over six weeks) a relapse prevention plan
was created.

CBT-E was merged with some elements of Cognitive
Behavioral Therapy for Insomnia (CBT-I) [35]. CBT-I
addressed the underlying factors sustaining sleep diffi-
culties. The applied interventions involved sleep restric-
tion: limiting time in bed to the actual sleep duration, and
stimulus control: associating the bed only with sleep, and
a consistent sleep-wake timing schedule.

Outcomes

The primary outcome indicator was the reduction in
binge-eating episodes at stage two and four compared
to pre-CBT-E treatment. The frequency of binge-eating
episodes was measured over the previous 28 days using
the Eating Disorder Examination (EDE) [36]. The EDE
is an extensively used expert interview. The second-
ary outcome indicator was a reduction in eating disor-
der pathology below the clinical cutoff of the EDE (EDE
global score<1.77) during stage four, and post-treatment
[36, 37]. Outcome measures based on self-reported data
included a reduction of eating disorder pathology and
body-shape dissatisfaction during the previous 28 days
of CBT-E stage four. This was measured using the Eating
Disorder Examination-Questionnaire (EDE-Q), which
has a clinical cutoff of <1.79 in the Netherlands [38, 39]
and the Body Shape Questionnaire (BSQ), which has a
clinical cutoff of <97 [40, 41]. Both self-report measures
exhibit a unidimensional factor structure. The interview
assessments, as well as the self-reports, were processed
in Qualtrics, which is ISO 27,001/27,002/9001 and NEN
7510 certified [42].

Ethics

“Rosanne” was informed about the present paper, and
signed an informed consent form, in accordance with
the World Medical Association Declaration of Helsinki
(World Medical Association, 2001). According to the
Dutch Central Ethical Commission on Medical Research
with Human Subjects (Dutch abbreviation: CCMO),
analysis of anonymized routine outcome monitoring data

CBT-E
Stage Duration Interventions
Create shared formulation, establish a regular eating pattern, alternatives
1 Starting 4 weeks, 9 for binge eating, with real-time self-monitoring as a central intervention,
well sessions weekly collaborative weighing
2 Taking 2 weeks, 2
stock sessions Joint review of progress and designing the rest of treatment
3 Adressing
maintaing 8 weeks, 8 Overvaluation of body weight and shape, moods, events and eating,
factors sessions setbacks and mindsets
4 Ending 6 weeks, 3
well sessions Prevention plan

Fig. 1 Description of the four stages of CBT-E focused version. CBT-E cognitive behavior therapy-enhanced
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does not require additional approval from a local medi-
cal-ethical approval board.

Course of treatment and complicating factors

CBT-E was provided as per the protocol [22]. Upon start-
ing treatment, she discontinued intermittent fasting, as
this eating pattern has been associated with an increased
risk of binge- eating episodes in some individuals [43]. To
prevent “Rosanne” from malnourishment, due to bariat-
ric surgery, she agreed to consult a clinical dietitian who
specialized in bariatric surgery and eating disorders dur-
ing her treatment. She was advised to slightly increase
her protein intake. Furthermore, several patterns
emerged from her food-monitoring records: “Rosanne”
only ate when she felt hungry, reported feeling ‘fat’ while
eating, expressed dissatisfaction with the foods she con-
sumed, and avoided eating in the presence of others.
During week two of treatment (stage one), when eating
regularly was introduced, “Rosanne” commenced having
breakfast and morning snacks. Consequently, she noticed
a significant reduction in the frequency of binge eating.
However, since “Rosanne” continued her binge-eating
episodes at night, some specific adjustments were made
to tailor the treatment towards her specific needs. It was
agreed that she would not eat in bed anymore, neither
when having breakfast in bed during the weekends nor
when her granddaughter slept over, which was common.
She would only eat at the dinner table in the kitchen, in
an attempt to weaken the bed-food association she had
developed. She noticed that when she used Diazepam,
which was prescribed to use as needed (5—10 milligrams),
the likelihood of bingeing at night increased. When she
experimented by increasing the dose (10 milligrams),
the likelihood of binge eating increased even more as it
led to poorer cognitive control, including disinhibition.
She therefore agreed, temporarily, to reduce her intake
of Diazepam. Since “Rosanne” was convinced that she
needed to have a full stomach to fall asleep, she used to
have food on her bedside table. To reduce the temptation
of binge eating, she agreed to remove the food. When
going to the bathroom at night she developed a habit of
eating, therefore it was suggested to replace eating with
sips of water. This led to a reduction in the frequency of
binge eating, however, she still found herself going to the
kitchen at night. To minimize this, she placed a wet towel
in front of her kitchen door to create a barrier to binge
and disrupt this automatic behavior.

As a consequence of her increased awareness through
discussion during the sessions, the frequency of noctur-
nal binge eating decreased but another issue emerged.
She was awake for hours, being unable to sleep and,
though remaining abstinent, her urge to consume alco-
hol increased. Following the CBT-E protocol [22] she
monitored the duration of the urges to binge. She made
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a list of alternatives for binge eating including things that
would not wake her up too much, e.g. reading a book,
crochet, etc. However, her insomnia symptoms contin-
ued to interfere with her treatment. Despite it not being
common practice to merge evidence-based treatment
protocols in the Netherlands, and the therapist did not
possess specialized training in insomnia, the decision
was made to integrate urge-surfing with elements of
CBT-I [35]. This decision could be justified by distin-
guishing between eclectic treatments and well-informed,
research-supported modifications. Furthermore, this
approach was consistent with Fairburn’s recommenda-
tion that therapists individualize case formulations and
incorporate additional therapeutic modules, as needed
[22, 44]. The tailored recommendations [45, 46] were as
follows: (i) only going to bed when sleepys; (ii) avoid using
the bed for other activities than sleeping and, if applica-
ble, for sexual intercourse; (iii) get out of bed if wakeful-
ness persists for more than 15-20 min; (iv) get up at the
same time every day. Consequently, her sleep efficiency
improved, and binge eating at night was reduced.

During stage three of treatment [22], she learned
strategies to realize having a binge was a choice instead
of something she could not control. Addressing event-
related changes in eating was applied. It was essential
to identify potential eating-related challenges as early as
possible, she then explored potential solutions, and eval-
uated their positive and negative outcomes. If she volun-
tarily decided to have a binge, she was only allowed to
do so at the kitchen table. In addition, alternative coping
mechanisms were addressed by targeting mood intoler-
ance and binge analysis. Through binge analyses, she dis-
covered that she was at a heightened risk of binge eating
when more than 2.5 h elapsed between meals, and when
she violated a dietary rule.

The overvaluation of shape and weight was also
addressed during stage three. She recognized that her
self-evaluation was primarily based on shape and weight,
accounting for over 80% of her self-assessment. It was
recommended that she engage in activities unrelated to
appearance, which led her to start arts and crafts and join
a choir. However, a male choir member frequently com-
mented on her body. In treatment, the therapist practiced
with her how to address this situation. She monitored her
body-checking behaviors, including mirror scrutiny and
stomach squeezing. She also avoided eating in public and
using certain furniture (Fig. 2). Gradually, she worked on
minimizing body-checking behaviors and, when these
occurred, she was instructed to challenge the associated
thoughts. She then commenced eating in public, stopped
avoiding certain types of furniture, and compared her
body to a diverse range of individuals at the supermar-
ket, rather than focusing on thin individuals. However,
due to the severity of the overvaluation, it was deemed
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Feeling fat:

When [ wake up
After eating

When breaking
dietary rules

At random moments

Checking behaviors:
Looking at, and
feeling legs
Squeezing

Avoidance behaviors:
Fixed furniture
Foldable/ plane chairs
Plastic sunbeds
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Mirror scrutinity Eating in public

Comparing to others | | Wearing shorts

A

A A

A 4 y

I am unattractive, which I dislike, but being unattractive protects
me. My self- evaluation is largely related to my body-size.

A4

Restrictive eating and dictary rules:
- Not eating during evenings/ nights
- Only eating when hungry
- Light products only

|

Binge-eating episodes/

- Being alone/ loneliness
- Feeling abandoned
- Feelings of emptiness

overheard
- Feeling unsafe

- Feeling overlooked and i
- Not being able to sleep i

compulsive eating

Self- induced vomiting (twice a
year)

Fig. 2 Cognitive Behavior Therapy-Enhanced case conceptualization including the extended formulation

Table 1 Changes in number of binge eating episodes, EDE,
EDE-Q and BSQ scores over the course of treatment
Time of measurement

Pre-inter- Phase 2, M Post-
vention, M inter-
vention,
M
Number of objective binge- 24 4 0
eating episodes ®
EDE global score @ 29 225 14
EDE shape concern @ 43 38 33
EDE weight concern ° 38 32 22
EDE eating concern ? 1.8 14 0
EDE dietary restraint 1.8 06 0.2
EDE-Q° 3.6 33 33
BSQ* 108 94 89

@ Measured during the past 28 days

M=mean, EDE=eating disorder examination, EDE-Q=eating disorder
examination- questionnaire, BSQ=body shape questionnaire.

not possible to reduce the overvaluation to a satisfactory
level. Instead, it was suggested that she would continue
the strategies that were offered, post-treatment. Con-
versely, binge eating functioned as a mechanism for sup-
pressing negative emotions. As binge eating decreased,
there was a corresponding reduction in rewarding expe-
riences, which potentially led to a literal sense of empti-
ness, and subsequently affected her mood negatively. As
part of her relapse prevention plan, it was recommended
that “Rosanne” continue elsewhere, to receive schema
therapy and to address her depressive mood. After treat-
ment concluded, she commenced schema therapy with a
specialized therapist.

Treatment outcomes

Table 1 shows that the frequency of binge-eating epi-
sodes, the severity of eating disorder pathology, and the
severity of body-shape dissatisfaction, reduced between
the start of treatment and phase two, five weeks after
CBT-E commenced. At post-intervention, she was
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abstinent from binge eating and scored below the clini-
cal cutoff for all measures. The only exception was for
the EDE-Q, which potentially stemmed from her levels
of shape and weight concern. "Rosanne” fully recovered
from NES and BED. During the last 28 days of treatment,
she did not have any nocturnal eating episodes, was
abstinent from binge eating and her EDE score was below
the clinical cutoff. Her BMI remained stable throughout
the course of treatment.

Follow-up measures were not administered as
“Rosanne” continued with schema therapy elsewhere.
Maintaining contact was deemed undesirable for the
effectiveness of the schema therapy. Additionally, mea-
suring treatment outcomes would have been unclear in
terms of which effect was being assessed.

Discussion and conclusions
Based on EDE interview data, which are considered more
reliable compared to self-reports [47], “Rosanne” fully
recovered from NES and BED. She was abstinent from
nocturnal eating and binge eating. The severity of eating
disorder pathology, and body-shape dissatisfaction, were
below the clinical cutoffs. However, she self-reported
clinical levels of eating disorder pathology. Various stud-
ies have indicated a discrepancy between interview data
and self-reports, stemming from a lack of knowledge
and socially desirable behaviors [47-49]. When discuss-
ing this discrepancy with her, she addressed that though
she was aware that weight loss was not a goal of treat-
ment, she was disappointed that she did not lose weight.
Consequently, her shape and weight concerns increased.
Following what was addressed during treatment, it was
discussed that she first had to stabilize her weight. To
achieve this, abstinence from binge eating was the pri-
mary goal [50]. In addition, the results of the present
case report were not in line with a study that showed that
childhood trauma predicts poorer treatment outcomes
[14]. Though no assessment tools were administered
to determine depressive mood during treatment, she
reported experiencing increased depressive mood. The
disappearance of a maladaptive coping strategy, specifi-
cally binge eating, potentially resulted in the emergence
of other psychological symptoms, or the development of
alternative maladaptive coping mechanisms. Symptom
shifts were commonly observed during her eating disor-
der treatments. However, the underlying processes driv-
ing these shifts remained largely unknown [51].
Consistent with the findings of Allison et al. (2010),
who investigated the efficacy of CBT-BED, a precursor
of CBT-E, in patients with NES [19], “Rosanne” dem-
onstrated significant improvement following CBT-E
and no longer met the diagnostic criteria for NES or
BED, post-treatment. She also reported insomnia symp-
tom improvement. However, the therapist wondered if
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“Rosanne” would have exhibited improvement earlier
if CBT-I [35] had been conducted before commencing
[35] had been conducted before commencing [22]. This
is particularly important given that early change predicts
better treatment outcomes at follow-up [52]. However,
when she presented for treatment, her primary complaint
was to reduce binge eating. Therefore, it was decided
to conduct CBT-E. In addition, it was not confirmed if
binge eating caused insomnia or if insomnia caused binge
eating. The therapist believed that insomnia symptoms
would improve if she would had fewer binge-eating epi-
sodes throughout the day since binge eating is associated
with poorer sleep quality [12]. Vice versa, being able to
maintain nocturnal sleep could potentially increase cog-
nitive control and result in a reduction of binge-eating
episodes. Moreover, a potential limitation of this case
report was the integration of CBT-E with selected ele-
ments of CBT-I to individualize “Rosanne’s” treatment,
according to her specific needs. Consequently, it was not
feasible to disentangle the effects of the individual inter-
ventions and, as a result, only the combined outcome
of the integrated therapeutic approach could be evalu-
ated. Another limitation of the present study was the
lack of standardized instruments to assess insomnia and
depression levels. Moreover, no formal measures were
employed to evaluate treatment acceptability and satis-
faction. These factors were discussed verbally with the
patient during the evaluation (phase two), and phase four
of treatment. The patient reported being satisfied with
the treatment and expressed a desire to have received
it 40 years earlier. Finally, since “Rosanne” commenced
schema therapy elsewhere, the long-term results, post-
CBT-E could not be determined.

In conclusion, this case report shows that CBT-E could
be an effective treatment for NES combined with BED.
Future studies, however, are recommended to examine
if CBT-E should be combined with CBT-I, and, if so, in
which order, so that the best approach for patient out-
comes can be determined. Increased knowledge about
the underlying processes in symptom shift among eating
disorder treatment can potentially enhance treatment
outcomes concerning comorbid psychiatric complaints.

Abbreviations

BED Binge-Eating Disorder

BMI Body Mass Index

CBT-E  Cognitive Behavioral Therapy- Enhanced
NES Night Eating Syndrome

Supplementary Information
The online version contains supplementary material available at https://doi.or
g/10.1186/540337-024-01131-8.

[ Supplementary Material 1 J



https://doi.org/10.1186/s40337-024-01131-8
https://doi.org/10.1186/s40337-024-01131-8

Melisse and Arora Journal of Eating Disorders

(2024) 12:175

Acknowledgements
We would like to thank “Rosanne”for her participation.

Author contributions
BM was responsible for the writing the manuscript. TA reviewed the
manuscript.

Funding
Not applicable.

Data availability
No datasets were generated or analysed during the current study.

Declarations

Ethics approval and consent to participate

The patient was informed about the study, assured that her data were
de-identified, and patient approved with publication. She signed an informed
consent form, in accordance with the World Medical Association Declaration
of Helsinki (World Medical Association, 2001).

Consent for publication

Written informed consent was obtained from the patient for publication of
this case report and any accompanying images. A copy of the written consent
is available for review by the Editor-in-Chief of this journal.

Competing interests
The authors declare no competing interests.

Received: 24 July 2024 / Accepted: 19 October 2024
Published online: 11 November 2024

References

1.

APA. Diagnostic and statistical manual of mental disorders: DSM-5-TR. Fifth
edition, text revision ed. Washington, DC: American Psychiatric Association
Publishing; 2022.

Jasmine K, An Binh D, Jasmine G, Zhen A, Isabel K. Night Eating Syndrome

in Patients With Obesity and Binge Eating Disorder: A Systematic Review.
Frontiers in Psychology. 2022; 12. https://doi.org/10.3389/fpsyg.2021.766827.
https://doi.org/10.3389/fpsyg.2021.766827.

WHO. International Classification of Diseases for Mortality and Morbidity
Statistics (11th Revision) 2019.

ICSD-3. American Academy of Sleep Medicine. The International classification
of Sleep disorders (ICSD-3) Darien, IL: American Academy of Sleep Medicine.
2014

Keski-Rahkonen A. Epidemiology of binge eating disorder: prevalence,
course, comorbidity, and risk factors. Curr Opin Psychiatry. 2021;34(6):525-31.
https://doi.org/10.1097/YC0.0000000000000750.

IvezajV, Lawson JL, Lydecker JA, Duffy AJ, Grilo CM. Examination of Night
Eating and loss-of-control eating following bariatric surgery. Eat Weight Dis-
orders: EWD. 2022;27(1):207-13. https://doi.org/10.1007/540519-021-01156-x.
Baldofski S, Tigges W, Herbig B, Jurowich C, Kaiser S, Stroh C, et al. Non-
normative eating behavior and psychopathology in prebariatric patients
with binge-eating disorder and night eating syndrome. Surg Obes Relat Dis.
2015;11(3):621-6. https://doi.org/10.1016/j.s0ard.2014.09.018.

Roher S, Latzer Y, Geliebter A. Negative emotional eating among obese indi-
viduals with and without binge eating Behavior and Night Eating Syndrome.
Isr J Psychiatry Relat Sci. 2014;51(3):219-25.

McCuen-Wurst C, Ruggieri M, Allison KC. Disordered eating and obesity:
associations between binge eating-disorder, night-eating syndrome, and
weight-related co-morbidities. Ann N'Y Acad Sci. 2018;1411(1):96-105. https:/
/doi.org/10.1111/nyas.13467.

Succurro E, Segura-Garcia C, Ruffo M, Caroleo M, Rania M, Aloi M, et al. Obese
patients with a binge eating Disorder have an unfavorable metabolic and
inflammatory Profile. Medicine. 2015;94(52):2098. https://doi.org/10.1097/M
D.0000000000002098.

Vander Wal JS. Night eating syndrome: a critical review of the literature. Clin
Psychol Rev. 2012;32(1):49-59. https://doi.org/10.1016/j.cpr.2011.11.001.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.
32.

33.

Page 8 of 9

Tzischinsky O, Itay Tokatly L, Sigal A, Yael L. Sleep Quality and Eating Disorder-
Related Psychopathologies in Patients with Night Eating Syndrome and
Binge Eating Disorders. Journal of Clinical Medicine. 2021; 10(19):[4613 p.].
https://doi.org/10.3390/jcm10194613. https://doi.org/10.3390/jcm10194613.
Loddo G, Zanardi M, Caletti MT, Mignani F, Petroni ML, Chiaro G, et al.
Searching food during the night: the role of video-polysomnography in the
characterization of the night eating syndrome. Sleep Med. 2019;64:85-91.
https://doi.org/10.1016/j.sleep.2019.06.018.

Dorflinger LM, Ruser CB, Masheb RM. Night eating among veterans with obe-
sity. Appetite. 2017;117:330-4. https://doi.org/10.1016/j.appet.2017.07.011.
Giel KE, Bulik CM, Fernandez-Aranda F, Hay P, Keski-Rahkonen A, Schag K; et al.
Binge eating disorder. Nat Reviews Disease Primers. 2022;8(1):16.

Calugi S, Dalle Grave R, Marchesini G. Night eating syndrome in class II-Ill
obesity: metabolic and psychopathological features. International journal of
obesity (2005). 2009;33(8):899-904. https://doi.org/10.1038/ij0.2009.105
Melisse B, Blankers M, van den Berg E, de Jonge M, Lommerse N, Van Furth E,
et al. Economic evaluation of web-based guided self-help cognitive behav-
joral therapy- enhanced for binge- eating disorder compared to a Waiting-
List: a Randomized Controlled Trial. Int J Eat Disord. 2023;56(9):1772-84.
https://doi.org/10.1002/eat.24003.

Melisse B, Van den Berg E, De Beurs E. Effectiveness of web-based guided
self-help cognitive behavioral therapy-enhanced for binge-eating disorder:
an implementation study. Int J Eat Disord. 2023;57(6):1379-89. https://doi.org
/10.1002/eat.24079.

Allison KC, Lundgren JD, Moore RH, O'Reardon JP, Stunkard AJ. Cognitive
behavior therapy for Night Eating Syndrome: a pilot study. Am J Psychother.
2010;64(1):91-106. https.//doi.org/10.1176/appi.psychotherapy.2010.64.1.91.
Kucukgoncu S, Midura M, Tek C. Optimal management of night eating syn-
drome: challenges and solutions. Neuropsychiatr Dis Treat. 2015;11:751-60.
https://doi.org/10.2147/NDT.S70312.

Mitchell JE. Night eating syndrome: research, assessment, and treatment.
Guilford Press; 2012.

Fairburn C. Cognitive behavior therapy and eating disorders. New York:
Guilford Press; 2008.

Zorgstandaard. GGZ Standaarden Nederland 2021 [https.//www.ggzstandaa
rden.nl/zorgstandaarden/eetstoornissen/individueel-zorgplan-en-behandeli
ng/zelfmanagement/behandeling-boulimia-nervosa-en-eetbuistoornis-bn-e
n-bed

Melisse B, Dekker J, Berg Evd J, Md, Koenders J, Peen J et al. Comparing the
effectiveness and predictors of cognitive behavioural therapy-enhanced
between patients with various eating disorder diagnoses: a naturalistic study.
Cogn Behav Therapist 2022;15. https://doi.org/10.1017/51754470X22000174
Hazzard VM, Crosby RD, Crow SJ, Engel SG, Schaefer LM, Brewerton TD, et

al. Treatment outcomes of psychotherapy for binge-eating disorder in a
randomized controlled trial: examining the roles of childhood abuse and
post-traumatic stress disorder. Eur Eat Disorders Review: J Eat Disorders
Association. 2021,29(4):611-21. https://doi.org/10.1002/erv.2823.

Cooper AR, Loeb KL, McGlinchey EL. Sleep and eating disorders: current
research and future directions. Curr Opin Psychol. 2020;34:89-94. https://doi.
0rg/10.1016/j.copsyc.2019.11.005.

Riley DS, Barber MS, Kienle GS, Aronson JK, von Schoen-Angerer T, Tugwell

P et al. CARE guidelines for case reports: explanation and elaboration docu-
ment. J Clin Epidemiol. 2017;89:218-35. https://doi.org/10.1016/jjclinepi.201
7.04.026.

Melisse B, Dingemans A. Redefining Diagnostic parameters: the role of over-
valuation of shape and weight in binge-eating disorder: a systematic review.
J Eat Disorders. 2024.

Melisse B, Beurs, Ed. Furth EFv. Eating disorders in the arab world: a literature
review. J Eat Disorders. 2020;8(1):59. https://doi.org/10.1186/540337-020-0033
6-X.

Trainor C, Gorrell S, Anderson K, Le Grange D. Using remote methods to
deliver evidence-based treatment for eating disorders. Adapting evidence-
based eating disorder treatments for novel populations. and Settings:
Routledge; 2020. pp. 313-34.

Fairburn CG. Overcoming binge eating. Guilford Press; 2013.

de Beurs E. Impact of COVID19 social distancing measures on routine mental
health care provision and treatment outcome for common mental disorders
in the Netherlands. Clin Psychol Psychother. 2022,29(4):1342.

van Beers E, Melisse B, de Jonge M, Peen J, van den Berg E, de Beurs E. Web-
based guided self-help cognitive behavioral therapy—enhanced versus treat-
ment as usual for binge-eating disorder: a randomized controlled trial proto-
col. Front Psychiatry. 2024;15. https://doi.org/10.3389/fpsyt.2024.1332360.


https://doi.org/10.3389/fpsyg.2021.766827
https://doi.org/10.1097/YCO.0000000000000750
https://doi.org/10.1007/s40519-021-01156-x
https://doi.org/10.1016/j.soard.2014.09.018
https://doi.org/10.1111/nyas.13467
https://doi.org/10.1111/nyas.13467
https://doi.org/10.1097/MD.0000000000002098
https://doi.org/10.1097/MD.0000000000002098
https://doi.org/10.1016/j.cpr.2011.11.001
https://doi.org/10.3390/jcm10194613
https://doi.org/10.1016/j.sleep.2019.06.018
https://doi.org/10.1016/j.appet.2017.07.011
https://doi.org/10.1038/ijo.2009.105
https://doi.org/10.1002/eat.24003
https://doi.org/10.1002/eat.24079
https://doi.org/10.1002/eat.24079
https://doi.org/10.1176/appi.psychotherapy.2010.64.1.91
https://doi.org/10.2147/NDT.S70312
https://www.ggzstandaarden.nl/zorgstandaarden/eetstoornissen/individueel-zorgplan-en-behandeling/zelfmanagement/behandeling-boulimia-nervosa-en-eetbuistoornis-bn-en-bed
https://www.ggzstandaarden.nl/zorgstandaarden/eetstoornissen/individueel-zorgplan-en-behandeling/zelfmanagement/behandeling-boulimia-nervosa-en-eetbuistoornis-bn-en-bed
https://www.ggzstandaarden.nl/zorgstandaarden/eetstoornissen/individueel-zorgplan-en-behandeling/zelfmanagement/behandeling-boulimia-nervosa-en-eetbuistoornis-bn-en-bed
https://www.ggzstandaarden.nl/zorgstandaarden/eetstoornissen/individueel-zorgplan-en-behandeling/zelfmanagement/behandeling-boulimia-nervosa-en-eetbuistoornis-bn-en-bed
https://doi.org/10.1017/S1754470X22000174
https://doi.org/10.1002/erv.2823
https://doi.org/10.1016/j.copsyc.2019.11.005
https://doi.org/10.1016/j.copsyc.2019.11.005
https://doi.org/10.1016/j.jclinepi.2017.04.026
https://doi.org/10.1016/j.jclinepi.2017.04.026
https://doi.org/10.1186/s40337-020-00336-x
https://doi.org/10.1186/s40337-020-00336-x
https://doi.org/10.3389/fpsyt.2024.1332360

Melisse and Arora Journal of Eating Disorders

34.

35.

36.

37.

38.

39.

40.

42.

43.

44,

45.

46.

(2024) 12:175

Abrahamsson N, Ahlund L, Ahrin E, Alfonsson S. Video-based CBT-E improves
eating patterns in obese patients with eating disorder: a single case multiple
baseline study. J Behav Ther Exp Psychiatry. 2018;61:104-12. https://doi.org/1
0.1016/jjbtep.2018.06.010.

Kryger MH, Roth T, Dement WC. Principles and practice of Sleep Medicine-E-
Book: Expert Consult-Online and print. Elsevier Health Sciences; 2010.
Cooper Z, Fairburn C. The eating disorder examination: a semi-structured
interview for the assessment of the specific psychopathology of eating
disorders. Int J Eat Disord 1987. pp. 1-8.

Jansen A, Fairburn CG, Cooper Z. Eating disorder examination (EDE 12.0):
interview ter vaststelling Van De Specifieke psychopathologie van eet-
stoornissen. Lisse: Swets Test Publishers (STP); 2000.

Fairburn CG, Beglin SJ. Eating Disorder Examination- Questionnaire (6.0).
2008.

Aardoom JJ, Dingemans AE, Op't Landt S, Van Furth MC. Norms and discrimi-
native validity of the eating disorder examination Questionnaire (EDE-Q). Eat
Behav. 2012;13(4):305-9. https://doi.org/10.1016/j.eatbeh.2012.09.002.
Melisse B, de Mooij L, de Jonge M, Schlochtermeier D, de Beurs E. The Dutch
body shape questionnaire among patients with binge- eating disorder:
psychometrics and norms of the full version (B5Q34) and the short version
(BSQ8C) eating and Weight disorders. - Studies on Anorexia, Bulimia and
Obesity; 2024.

Cooper PJ, Taylor MJ, Cooper Z, Fairbum CG. The development and validation
of the Body Shape Questionnaire. 1987. pp. 485-94.

Qualtrics. Qualtrics XM, Platform. User Manual 2024 [ https://www.qualtrics.c
om/support/survey-platform/getting-started/qualtrics-topics-a-z/

Dalle Grave R. Regular eating, not intermittent fasting, is the best strategy for
a healthy eating control. Italian J Eat Disorders Obes. 2020;2:5-7. https://doi.o
rg/10.32044/ijed0.2020.02.

Harvey AG, Watkins E, Mansell W. Cognitive behavioural processes across psy-
chological disorders: a transdiagnostic approach to research and treatment.
Oxford University Press, USA; 2004.

Wright AGC, Woods WC. Personalized models of psychopathology. Ann Rev
Clin Psychol. 2020;16:49-74. https://doi.org/10.1146/annurev-clinpsy-10241
9-125032.

Eskildsen A, Reinholt N, van Bronswijk S, Brund RBK, Christensen AB,
Hvenegaard M et al. Personalized Psychotherapy for Outpatients with Major

47.

48.

49.

50.

51.

52.

Page 9 of 9

Depression and Anxiety Disorders: Transdiagnostic Versus Diagnosis-Specific
Group Cognitive Behavioural Therapy. Cognitive Therapy and Research. 2020;
44(5):[988-1001 pp.]. https://doi.org/10.1007/510608-020-10116-1. https://do
i.0rg/10.1007/510608-020-10116-1.

Berg KC, Stiles-Shields EC, Swanson SA, Peterson CB, Lebow J, Le Grange D.
Diagnostic concordance of the interview and questionnaire versions of the
eating disorder examination. Int J Eat Disord. 2012;45(7):850-5. https://doi.or
9/10.1002/eat.20948.

Melisse B, van Furth E, de Beurs E. The eating disorder Examination- Question-
naire: norms and validity for Saudi nationals. Eating and Weight disorders

- studies on Anorexia. Bulimia Obes. 2021;27(1):139-50. https://doi.org/10.10
07/540519-021-01150-3.

Berg KC, Swanson SA, Stiles-Shields EC, Eddy KT, Peterson CB, Le Grange D.
Response patterns on interview and questionnaire versions of the eating dis-
order examination and their impact on latent structure analyses. Compr Psy-
chiatr. 2013;54(5):506-16. https://doi.org/10.1016/j.comppsych.2012.12.006.
Anderson LM, Hall LM, Crosby RD, Crow SJ, Berg KC, Durkin NE, et al. Feel-

ing fat, disgust, guilt, and shame: preliminary evaluation of a mediation
model of binge-eating in adults with higher-weight bodies. Body Image.
2022;42:32-42.

Kiekens G, Claes L. Non-Suicidal Self-Injury and Eating Disordered Behaviors:
An Update on What We Do and Do Not Know. Current Psychiatry Reports.
2020; 22(12). http://dx.doi.org/10.1007/511920-020-01191-y. https://doi.org/1
0.1007/511920-020-01191-y.

Linardon J, de la Piedad Garcia X, Brennan L, Predictors. Moderators, and
mediators of Treatment Outcome following manualised cognitive-behav-
joural therapy for eating disorders: a systematic review predictors, modera-
tors, and mediators of Outcome for eating disorders. Eur Eat Disorders Rev.
2017;25(1):3-12. https://doi.org/10.1002/erv.2492.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://doi.org/10.1016/j.jbtep.2018.06.010
https://doi.org/10.1016/j.jbtep.2018.06.010
https://doi.org/10.1016/j.eatbeh.2012.09.002
https://www.qualtrics.com/support/survey-platform/getting-started/qualtrics-topics-a-z/
https://www.qualtrics.com/support/survey-platform/getting-started/qualtrics-topics-a-z/
https://doi.org/10.32044/ijedo.2020.02
https://doi.org/10.32044/ijedo.2020.02
https://doi.org/10.1146/annurev-clinpsy-102419-125032
https://doi.org/10.1146/annurev-clinpsy-102419-125032
https://doi.org/10.1007/s10608-020-10116-1
https://doi.org/10.1002/eat.20948
https://doi.org/10.1002/eat.20948
https://doi.org/10.1007/s40519-021-01150-3
https://doi.org/10.1007/s40519-021-01150-3
https://doi.org/10.1016/j.comppsych.2012.12.006
http://dx.doi.org/10.1007/s11920-020-01191-y
https://doi.org/10.1007/s11920-020-01191-y
https://doi.org/10.1007/s11920-020-01191-y
https://doi.org/10.1002/erv.2492

	﻿Cognitive behavioral therapy-enhanced through videoconferencing for night eating syndrome, binge-eating disorder and comorbid insomnia: a Case Report
	﻿Abstract
	﻿Background
	﻿Case presentation
	﻿Intervention
	﻿Outcomes
	﻿Ethics
	﻿Course of treatment and complicating factors
	﻿Treatment outcomes

	﻿Discussion and conclusions
	﻿References


