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Abstract
Background and Aims All eating disorders (EDs) lead to a significant decrease of health status, psychosocial 
functioning and quality of life (QoL). Individuals with untreated binge eating disorder (BED) tend to gain weight over 
time, which may contribute to serious health issues. In somatic hospital departments, some outpatients have reduced 
compliance with lifestyle changes. This may, to some extent, be due to patients with an undiagnosed ED receiving 
the incorrect treatment. In this cross-sectional study, we aimed to investigate the prevalence of EDs among patients 
referred to lifestyle courses.

Results A total of 136 patients referred from somatic hospital departments to lifestyle changes in a specialized 
hospital unit were included in the study. The response rate was 69.4%. Self-reported ED or sub-clinical symptoms 
of ED according to the Eating Disorder Examination Questionnaire (EDE-Q) were found in 17.65%. Of these, 11.03% 
fulfilled the self-reported criteria for an ED (BED, 7.35%; bulimia nervosa, 3.68%). Patients with an ED or subclinical ED 
symptoms had elevated grazing behaviour compared to those without ED symptomatology. A statistically significant 
difference in QoL was also found.

Discussion and Conclusions The prevalence of self-reported ED or subclinical ED symptoms in patients referred to 
a lifestyle course is substantial. This ED group had reduced QoL and larger grazing behaviour compared to patients 
without ED symptomatology. Thus, the prevalence of undiagnosed EDs among patients within somatic hospital 
departments may be substantial, underlining the importance of screening and further research within this topic.

Level of Evidence Level III, well-designed cohort study.

Significance What is already known on this subject? In a review including populations from Scandinavia, the USA 
and South America, the estimated BED prevalence in individuals with higher body weight seeking help to lose 
weight is 13–27% [22]. Dawes et al. (2016) conducted a meta-analysis investigating the prevalence of mental health 
conditions among bariatric surgery candidates and recipients. They included 25 studies with a total of 13,769 patients 
and found that the prevalence of BED was 17% (13–21%) [10]. What this study adds? We have identified a group 
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Background
Eating disorders (EDs) lead to a significant decrease of 
health, psychosocial functioning and quality of life (QoL) 
[1, 2]. Individuals with untreated binge eating disorder 
(BED) tend to gain weight over time, which can lead to 
serious health issues such as diabetes and other meta-
bolic dysfunctional conditions (McCuen-Wurst et al., 
2018). Increased psychopathology is also seen in patients 
with BED, including anxiety, depression and mood, etc. 
[3, 4]. Grazing is characterized by uncontrolled repetitive 
eating of smaller amounts of food. Grazing behaviour is 
associated with several ED symptoms, more severe ED 
psychopathology, higher body mass index (BMI) greater 
psychological distress and lower mental health-related 
QoL [5–7].

A large study conducted in 14 European countries with 
a total of 24,124 participants showed that only 38.3% of 
individuals diagnosed with BED received treatment. Sim-
ilarly, only 47.4% of individuals diagnosed with bulimia 
nervosa received treatment for the condition during their 
lifetime [8]. In a study from the UK with 5658 participat-
ing women between 40 and 50 years of age, only 27.4% of 
the women with an ED sought help or received treatment 
for their ED during their lifetime [9]. This may be due to a 
combination of several factors, such as lack of screening, 
information or personal resources.

Dawes et al. (2016) conducted a meta-analysis inves-
tigating the prevalence of mental health conditions 
among bariatric surgery candidates and recipients. They 
included 25 studies and investigated the prevalence of 
BED in a total of 13,769 patients. The BED prevalence 
was 17% (13–21%) [10].

In the Department of Health Promotion at Aalborg 
University Hospital, Denmark, we experience that some 
patients have reduced compliance with lifestyle changes, 
and we suspect that this may be due to undiagnosed EDs 
and consequent incorrect treatment.

We hypothesized that EDs would occur in individu-
als referred to weight loss intervention in the somatic 
hospital.

Aim
In this cross-sectional study, we aimed to investigate the 
prevalence of EDs among patients referred to lifestyle 
courses at the Department of Health Promotion, Aalborg 
University Hospital, Denmark. Furthermore, we aimed to 
investigate if patients with an ED had increased grazing 
behaviour and decreased QoL.

Methods
This study was conducted as a cross-sectional study 
based on patient-reported questionnaires and addi-
tional data from medical records. All patients following 
the lifestyle course at the Department of Health Promo-
tion, Aalborg University Hospital, Denmark, were invited 
to participate in the study. The Department of Health 
Promotion at Aalborg University Hospital is a unique 
department and not a standard part of the Danish hos-
pital structure. The department aims at health promo-
tion with regard to diet, smoking, alcohol and exercise. 
The main intervention at the department is based on a 
lifestyle course conducted by a professional nutritionist. 
The course consists of individual consultations. The fre-
quency of consultations and the duration of the course 
are individual but for the majority it consists of 8–12 
consultations within 12 months; however, in some cases 
this will be followed by an additional 12 months of moni-
toring. Patients are referred from all the somatic depart-
ments at the University Hospital. Patients with a BMI > 27 
who are waiting for or undergoing treatment in the hos-
pital and where weight loss is important for the patient’s 
further treatment can get referred to the lifestyle course. 
Furthermore, the patient must be motivated for a life-
style change. Referral may be to prevent disease relapse 
and the reduction or prevention of further comorbidities 
but weight loss may be a condition for patients to receive 
treatment (e.g. before possible surgery). The primary goal 
is lifestyle change regarding eating and exercise habits 
aiming to improve overall somatic health state. Patients 
are referred from all hospital departments, thereby con-
stituting a mixed group. Patients were initially referred 
to the various somatic departments from their general 
practitioner for various reasons, such as sleep apnoea, 
elevated liver count, in vitro fertilization (IVF), increased 
intracranial pressure, diabetes type II, inflammatory 
bowel disease and suppurating hidrosadenitis, and 
patients may have several comorbid conditions.

Sample
All patients who were referred to the lifestyle course 
at the department and met the inclusion criteria were 
invited to participate in the study. Patients were con-
secutively included by phone and the data were collected 
between September 2022 and March 2023. Patients 
already following the intervention as well as patients 
consecutively referred for intervention were invited to 
participate 2 weeks after their initial consultation at the 

of patients who may be receiving inappropriate treatment with weight loss intervention instead of specialized ED 
intervention. It appears that this issue is valid in various somatic hospital departments. Thus, this is a field that requires 
further attention and investigation.
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department. To be included in the study, patients should 
be at least 18 years old, able to read and understand Dan-
ish and able to receive electronic mail in the official Dan-
ish electronic mailbox system (e-Boks). Patients were 
contacted by phone, with a maximum of four calls at 
different times and dates. If it was not possible to reach 
patients by the fourth call, no further action was taken 
and the patient was excluded from the study. If agree-
ing to participate in the study, the patient would receive 
an additional e-Boks message with further information 
regarding the study. The invitation included a hyper-
link to a questionnaire that could be completed in a 
web browser at home 3 weeks after the initial invitation; 
reminders were sent to those who had not yet completed 
the questionnaire.

Assessment
Research Electronic Data Capture (REDCap) [11, 12] was 
used for data collection and data management. REDCap 
is a worldwide online system developed specifically for 
non-commercial clinical research. It is used for creating 
and managing databases and online questionnaires for 
research use [11, 12]. REDCap is used as default in clini-
cal research at hospitals in Denmark. The self-reported 
questionnaire was designed by including demographic 
items and the instruments mentioned below. Demo-
graphic items were self-reported and included age, gen-
der, height and weight, civil status, employment status 
and education level.

Eating disorder
The Eating Disorder Examination Questionnaire (EDE-
Q) [13, 14] is a widely used self-reported questionnaire 
that assesses the range and severity of ED behaviours 
based on the DSM-V manual. It is a 28-item question-
naire that includes a global score and four subscales of 
underlying psychopathology (restraint; eating concern; 
shape concern; weight concern). Most items are rated 
on a seven-point Likert scale, with scoring in the range 
0–6. Scores are summed to obtain a global score, with a 
higher score indicating more severe ED behaviours. Sub-
scale scores are obtained by adding the ratings for the rel-
evant items and dividing by the total number of items in 
the specific subscale. By following different criteria, the 
EDE-Q can determine specific EDs in the sample [13, 14]. 
Measures of the EDE-Q constituted the primary outcome 
of this study and we used the Danish validated version 
[15, 16].

Grazing
The Grazing Questionnaire (GQ) [17] measures behav-
iours and cognitions related to grazing and includes 
eight items. Five items assess eating behaviours and three 
items assess cognitions concerning loss of control while 

‘grazing’. Items are rated on a five-point Likert rating scale 
over the range 0–4 and scores are summed to create a 
total score. Grazing behaviours and cognitions are better 
represented by higher scores [17]. The GQ was translated 
for use in this study. The GQ was first translated by two 
independent translators, then consensus translated, and 
finally back-translated by a third bilingual professional.

Quality of life
The validated Danish version of EuroQol’s EQ-5D-5  L 
questionnaire [18, 19] was used to measure QoL and has 
five dimensions: mobility, self-care, usual activities, pain/
discomfort and anxiety/depression. Every dimension has 
five levels, from no problems to extreme problems, and is 
given a one-digit number between 1 and 5. The patient’s 
health state is a five-digit score that combines the five 
dimensions. In addition, the EQ-5D-5 L contains a visual 
analogue scale (VAS) that measures self-rated health on a 
scale of 0–100, from ‘The best health you can imagine’ to 
‘The worst health you can imagine’ [18, 19].

Binge eating disorder
The Binge Eating Disorder Questionnaire (BED-Q) (Jen-
sen et al., 2020) is a new Danish BED scale that addresses 
ED behaviours in the last three months. The BED-Q 
includes nine items that are rated on a five-point Likert 
rating scale, with scoring in the range 0–5. Scores are 
summed to produce a binge eating stress score. No symp-
toms of binge eating are equivalent to zero and a higher 
score represents more severe binge eating symptoms 
[20].

Statistical analysis
STATA/MP 17.0 for Windows was used to perform the 
statistical analysis. Patients who only partially completed 
the EDE-Q were excluded from analysis. For descriptive 
statistics, the number of filled-in replies (N) and per-
centage (%) or the mean ± standard deviation (SD) were 
presented. BMI was categorized according to the World 
Health Organization (WHO) classification [21]. Lin-
ear regression adjusted for sex, age and BMI was used 
to compare the means of ED + and ED- on all the main 
outcomes of the used questionnaires. Assumptions for 
normality and variance homogeneity were investigated 
visually. A significance level of 0.05 was used (p < 0.05).

Results
A total of 229 patients were referred for interven-
tion during the inclusion period. Eight patients did not 
meet the inclusion criteria and were excluded from the 
study. Fourteen patients were successfully contacted by 
phone but did not wish to participate in the study and 11 
patients ware not possible to reach patients by the fourth 
call and therefore they were not included in the study. A 
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total of 221 patients were considered eligible and invited 
for study. Of the 196 patients who accepted the invitation, 
136 completed the questionnaire, yielding a response rate 
of 69.4% (Fig. 1).

Characteristics of the sample
Patients included in the study were, on average, 46.57 
(± 15.66) years old and had an average BMI of 36.62 
(± 6.28) kg/m2. A total of 88 patients (64.71%) were 
assigned female at birth while 47 (34.56%) were assigned 
male at birth. In terms of level of education, 41.04% had 
completed a vocational education or short higher edu-
cation course, 40.30% had completed a medium or long 
higher education programme and 18.66% had com-
pleted high school or college. Approximately half of 
the included patients (54.48%) were employed, 23.13% 
were either retired or on early retirement, 11.19% were 
studying, 8.96% were unemployed and < 5 patients were 
on sick leave. The 88 patients (64.71%) assigned female 
at birth were, on average, 44.06 (± 16.06) years old with 
an average BMI of 37.01 (± 6.49) kg/m2. Among patients 
assigned male at birth, the average age was 51.72 years 

with an average BMI of 36.00 (± 5.89) kg/m2. Table  1 
shows the demographic information. Data on ethnic 
origin are not reported due to the risk of microdata (< 5 
patients had a background other than ethnic Danish). 
Denmark is a highly homogeneous country in terms of 
ethnic background and the study population does not 
deviate from this.

Prevalence of eating disorders in the sample
Less than one-fifth (17.65%) of patients had a self-
reported ED or subclinical ED symptoms (henceforth 
referred to as ED+) according to the EDE-Q. Of the 
11.03% who met the criteria for a self-reported ED, 7.35% 
were classified with BED, 3.68% met the criteria for self-
reported bulimia nervosa and while 6.62% had subclinical 
ED symptoms. The EDE-Q global score was 3.38 (± 1.13) 
for patients with ED + using a self-reported questionnaire 
and 2.02 (± 0.99) for patients not demonstrating an ED 
(henceforth referred to as ED−). There was a significant 
difference between the two subgroups on the EDE-Q 
global score (p < 0.001) and for all subscales: restraint 
(p = 0.009), eating concern (p < 0.001), shape concern 

Fig. 1 Flowchart of patients
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(p < 0.001), and weight concern (p < 0.001). Data regard-
ing the EDE-Q are reported in Table 2.

Eating disorder symptomatology
As displayed in Table  3, there was a significant differ-
ence between ED + and ED– when comparing the GQ7 
items (p < 0.001), GQ8 items (p < 0.001) and GQ loss of 
control (item 8) (p < 0.001). The mean BED-Q load score 
for ED + was 15.09 (± 7.86) whereas ED– had a mean load 
score of 1.77 (± 3.45) (p < 0.001).

Quality of life
There was a significant difference in the EQ-5D-5 L utility 
score (p < 0.001), mobility (p = 0.011), self-care (p = 0.004), 
usual activities (p = 0.010), pain/discomfort (p = 0.022), 
anxiety/depression (p = 0.004) and VAS score (p = 0.012) 
when comparing ED + with ED–. The results are shown in 
Table 4.

Discussion
The aim of this study was to investigate the prevalence 
of EDs among patients referred to lifestyle courses at the 
Department of Health Promotion, Aalborg University 

Hospital, Denmark. Less than one-fifth of the patients 
met the criteria for an ED or ED subclinical symptoms 
using a self-reported questionnaire. A significant differ-
ence between both the EDE-Q global score and all four 
subscales was found when comparing ED + with ED−. 
Patients with ED + were more troubled by restraint, eat-
ing concern, shape concern and weight concern than 
ED−. Generally, ED− had a high EDE-Q score on the 
shape and weight concern subscales. This may, how-
ever, be expected when assessing a patient group with 
high weight. Although the figure of 7.35% with BED in 
this study is somewhat lower than in other studies, the 
ED + percentage in this study was comparable to that of 
bariatric surgery candidates, with a BED prevalence of 
17% [10]; it is also in accordance with the estimated BED 
prevalence in individuals with higher body weight seeking 
help to lose weight, which is 13–27% [22]. As mentioned, 
patients participating in this study were not bariatric sur-
gery candidates but a mixed group of patients referred 
from various somatic hospital departments.

No pattern was found when looking at referring depart-
ments. Thus, patients with an ED seemed to come from 
all the included somatic departments.

Table 1 Demographics
Variables All N = 136 (100%) Assigned female at birth N = 88 

(64.71%)
Assigned 
male at 
birth N = 47 
(34.56%)

Age, mean years (SD) 46.57 (± 15.66) 44.06 (± 16.06) 51.72 
(± 13.53)

Age category (years), n (%)

 18–29 26 (19.12%) 21 (23.86%) < 5

 30–39 23 (16.91%) 20 (22.73%) < 5

 40–49 23 (16.91%) 11 (12.50%) 12 (25.53%)

 50–59 30 (22.06%) 13 (14.77%) 17 (36.17%)

 60+ 34 (25.00%) 23 (26.14%) 11 (23.40%)

BMI, mean kg/m2 (SD) 36.62 (± 6.28) 37.01 (± 6.49) 36.00 
(± 5.89)

BMI category, n (%)

 25.0–29.9 kg/m2 20 (14.71%) 11 (12.50%) 9 (19.15%)

 30.0–34.9 kg/m2 41 (30.15%) 26 (29.55%) 14 (29.79%)

 35.0–39.9 kg/m2 40 (29.41%) 27 (30.68%) 13 (27.66%)

 40 kg/m2 35 (25.74%) 24 (27.27%) 11 (23.40%)

Occupational status, n (%) (N = 134)

 Employed 73 (54.48%) 48 (54.55%) 25 (55.56%)

 Unemployed 12 (8.96%) 9 (10.23%) < 5

 Students 15 (11.19%) 11 (12.50%) < 5

 Sick leave < 5 < 5 < 5

 Retired/early retirement 31 (23.13%) 18 (20.45%) 13 (28.89%)

Education level, n (%) (N = 134)

 High school or college 25 (18.66%) 21 (23.86%) < 5

 Vocational education or short higher education 55 (41.04%) 32 (36.36%) 22 (48.89%)

 Medium or long higher education 54 (40.30%) 35 (39.77%) 19 (42.22%)
*Intersex is not reported due to microdata. SD = standard deviation, BMI = body mass index
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In the Department of Health Promotion, there is a 
subgroup of patients that does not seem to comply with 
treatment. The ED prevalence in this study could be a 
contributing factor that may explain why some patients 
do not respond to the intervention. Thus, one could 
hypothesize that the subgroup of patients with an ED 
may be in this group of non-responders simply because 
they receive a deficient treatment in this intervention 
approach. If this is the case, some patients are incor-
rectly treated, which could be harmful. Thus, this sub-
group of patients suffering from an ED should be referred 
to specialized ED treatment rather than weight-focused 

intervention. This is important knowledge for clinics 
offering lifestyle courses for somatic outpatients with 
a focus on weight loss. Clinicians need to be aware that 
EDs are common in somatic departments among patients 
with higher body weight. Reinforcing or developing an 
ED is also a risk when offering a lifestyle course with a 
focus on weight loss. Thus, talking lifestyle and weight 
loss with patients is a very complex task, and it is impor-
tant that clinicians are familiar with ED pathology and 
aware that EDs are common among somatic patients 
with higher body weight. Thus, increased knowledge 
about treatment and assessment of ED and focus on the 

Table 2 The Eating Disorder Examination Questionnaire (EDE-Q)
Variables All

N = 136 (100%)
EDs, n (%)

 No ED (ED−) 112 (82.35%)

 All EDs & subclinical (ED+) 24 (17.65%)

 All EDs 15 (11.03%)

 BED 10 (7.35%)

 Bulimia & atypical bulimia* 5 (3.68%)

 Subclinical 9 (6.62%)

ED+N = 24 (17.65%) ED− N = 112 (82.35%) Mean difference 
[95% CI], p

EDE-Q Global Score, mean score (SD) 3.38 (± 1.13) 2.02 (± 0.99) 1.20 [0.75, 1.64] 
p < 0.001

EDE-Q subscales, mean score (SD)

 Restraint 2.75 (± 1.69) 1.96 (± 1.23) 0.81 [0.20, 1.41] 
p = 0.009

 Eating concern 2.51 (± 1.33) 0.71 (± 0.99) 1.66 [1.19, 2.31] 
p < 0.001 1.16 
[0.54, 1.78]

 Shape concern 4.16 (± 1.35) 2.72 (± 1.46) p < 0.001 1.15 
[0.65, 1.64]

 Weight concern 4.11 (± 1.16) 2.69 (± 1.19) p < 0.001
*Bulimia and atypical bulimia are combined due to microdata. The means of the groups are compared using linear regression adjusted for sex, age and BMI. ED = eating disorder, 
BED = binge eating disorder, CI = confidence interval

Table 3 Grazing and binge eating disorder (BED) symptomatology
Variables ED+

N = 23
(17.56%)

ED−
N = 108
(82.44%)

Mean difference
[95% CI], p

BED-Q Load Score, mean (SD) 15.09 (± 7.86) 1.77 (± 3.45) 12.58 [10.53, 14.64]
p < 0.001

BED-Q Load Score, n (%)

 0–9 = No BED symptoms to 
subclinical

6 (26.09%) 104 (96.30%)

 10–21 = Mild to moderate BED 12 (52.17%) < 5

 22–35 = Difficult to extreme BED 5 (21.74%) < 5

GQ Score

 GQ7 items, mean (SD) 13.74 (± 6.70) 5.31 (± 5.00) 7.77 [5.36, 10.18] p < 0.001

 GQ8 items, mean (SD) 15.74 (± 7.47) 6.22 (± 5.66) 8.81 [6.08, 11.54] p < 0.001

 GQ loss of control (single ques-
tion), mean (SD)

2.09 (± 1.20) 0.58 (± 1.00) 1.41 [0.93, 1.88] p < 0.001

* The means of the groups are compared using linear regression adjusted for sex, age and BMI. ED = eating disorder, BED = binge eating disorder, BED-Q = binge eating disorder 
questionnaire, GQ = grazing questionnaire, SD = standard deviation, CI = confidence interval
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need for referral to specialized ED treatment is substan-
tial. Likewise, it could be important to introduce screen-
ing procedures to identify patients with EDs at an early 
stage during somatic hospital treatment in order to refer 
patients to specialized ED treatment when appropriate.

In a review by Conceição et al. (2014), a standardized 
definition on grazing was proposed. They concluded that 
studies considering loss of control as a core component 
of grazing suggested an association with increased psy-
chopathological impairment, which may indicate that 
the core psychopathologic component is the sense of loss 
of control [23]. In this study, we included both the GQ7 
and GQ8 for comparability, and when looking at both 
there was a significant difference between ED + and ED− 
(p < 0.001), indicating that ED + had a significantly higher 
grazing behaviour. Loss of control in ED + was signifi-
cantly higher when looking at the GQ8 when compared 
to ED− (p < 0.001). Therefore, this study adds to the per-
ception of loss of control as a core component of psycho-
pathological impairment.

Patients in this study also had a poor QoL outcome 
compared to the general Danish population, where stud-
ies using the EQ-5D-5  L show a mean utility score of 
0.90 (SD = 0.16) [24]. Both ED– (0.79, SD = 0.22) and ED+ 
(0.52, SD = 0.45) had a poorer QoL compared to the Dan-
ish population, but ED + also had a significantly poorer 
QoL compared to ED– (p < 0.001). Thus, ED + had a sig-
nificantly lower score on all five dimensions and for the 
VAS score.

Strengths and limitations
There are several strengths to this study. A satisfactory 
study sample was included and it should also be empha-
sized that the relatively large group of male participants 
included in this study is satisfactory as men are often 
underrepresented in studies on ED. Recruitment bias 

regarding the age of male participants and also gender 
was found. This may be because patients referred to the 
Department of Health Promotion are more likely to be 
female due to referral of patients from IVF and similar 
departments, but also because males contact the health-
care system later than females.

This study group is comparable to the distribution of 
patients in the somatic hospital. However, it should be 
emphasized that this group is not necessarily representa-
tive of the general population.

Use of the EDE-Q is another strength of the study as it 
is a validated and widely used tool for assessment of EDs 
both in ED populations and broad population samples. It 
is, however, a limitation that self-report questionnaires 
were applied rather than a diagnostic ED interview such 
as the Eating Disorder Examination. This would, how-
ever, not have been possible in this study setup. Another 
limitation is the use of the BED-Q, which is a completely 
new Danish instrument that has not yet been tested or 
validated. A further limitation that should be mentioned 
is that this, to the best of our knowledge, is the first time 
GQ has been applied on a Danish study sample. There-
fore, Danish norms aren’t available for GQ yet. However, 
we used two independent translators, then consensus 
translated it, and finally it was back-translated by a third 
bilingual professional to achieve the highest transla-
tion standard as possible. To assess the reliability of the 
instruments used we could have calculated the Cron-
bach’s alpha coefficient on our population. Finally, it 
should be stressed as a limitation that the study cohort 
was composed of patients referred from various somatic 
departments, thus consisting of relatively small samples 
from each department. This underlines the importance 
of further research into the prevalence of EDs in somatic 
departments since it is poorly described in the current 
literature.

Table 4 EuroQol’s EQ-5D-5 L questionnaire
Variables ED+

N = 22
(16.92%)

ED−
N = 108
(83.08%)

Mean difference
[95% CI], p

EQ-5D-5 L utility score, mean 
(SD)

0.52 (± 0.45) 0.79 (± 0.22) −0.25 [−0.38, −0.13]
p < 0.0001

Mobility, mean (SD) 2.14 (± 1.13) 1.61 (± 0.89) 0.55 [0.13, 0.97]
p = 0.011

Self-care, mean (SD) 1.59 (± 1.10) 1.15 (± 0.38) 0.40 [0.13, 0.66]
p = 0.004

Usual activities, mean (SD) 2.18 (± 1.26) 1.63 (± 0.83) 0.56 [0.14, 0.99]
p = 0.010

Pain/discomfort, mean (SD) 2.82 (± 1.30) 2.31 (± 1.00) 0.58 [0.09, 1.07]
p = 0.022

Anxiety/depression, mean (SD) 2.50 (± 1.41) 1.65 (± 0.90) 0.66 [0.22, 1–11]
p = 0.004

VAS score, mean (SD) 47.41 (± 25.5) 61.05 (± 20.7) −13.20 [−23.43, −2.98]
p = 0.012

* The means of the groups are compared using linear regression adjusted for sex, age and BMI. ED = eating disorder, SD = standard deviation, CI = confidence interval



Page 8 of 9Graungaard et al. BMC Psychiatry          (2023) 23:841 

This study provides new information about the preva-
lence of EDs among patients in contact with the somatic 
healthcare system for a somatic disorder. Only a few 
participants were excluded from study and the high par-
ticipation rate secured a robust study population. There-
fore, the cohort may be representative of a large group of 
patients with higher weight who are in contact with the 
somatic healthcare system.

Conclusion
Although the majority of individuals referred to a lifestyle 
course at the Department of Health Promotion do not 
suffer from an ED, the prevalence of EDs or subclinical 
ED is notable. Furthermore, a large proportion of patients 
with an ED had grazing behaviour accompanied by loss 
of control. Overall, patients with an ED or subclinical ED 
symptoms had poor QoL compared to patients without 
ED symptomatology. Thus, the ED prevalence among 
patients within somatic hospital departments may be 
substantial, which underlines the importance of further 
screening and research into EDs among patients in vari-
ous somatic hospital settings.

Further research should investigate ED prevalence 
in somatic patient populations, e.g., diabetes type II 
and sleep apnea, as these findings suggest that ED may 
be severely underdiagnosed. Furthermore, clinicians in 
somatic specialties should assess for EDs when treating 
patients presenting with symptoms that meet the criteria 
rather than solely focusing on weight and lifestyle.
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