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Abstract
Aims: Coexistence of binge eating disorder (BED) and type 2 diabetes is linked 
to poor health outcomes, but data on the prevalence and clinical profile of BED 
symptoms remain limited and inconsistent. We estimated the prevalence of BED 
symptoms and examined their associated clinical characteristics in Danish adults 
with type 2 diabetes.
Methods: We conducted a cross-sectional study within the Danish Centre for 
Strategic Research in Type 2 Diabetes (DD2) cohort. Adults with type 2 diabetes 
completed the Binge Eating Disorder Questionnaire (BED-Q) to determine the 
presence of BED symptoms. Data on well-being, comorbidities, treatment and 
biomarkers were retrieved from national health registers. Associations between 
participant characteristics and BED symptoms were examined using Poisson re-
gression to estimate prevalence ratios (PRs).
Results: Among 2459 individuals, 72 (2.9%) screened positive for BED symp-
toms, and 76 (3.1%) showed subclinical BED symptoms. Individuals with BED 
symptoms had an earlier age at diagnosis of type 2 diabetes (median 51.8 years, 
IQR: 41.3–57.6) than adults without BED symptoms (median 59.5 years, IQR: 
52.1–66.2). BED symptoms were also associated with severe obesity (BMI ≥35 kg/
m2) (PR 11.37, 95% CI: 2.78–46.49), female sex (PR 1.54, 95% CI: 1.12–2.10), and 
lower well-being (PR 1.83, 95% CI: 1.15–2.92).
Conclusions: BED symptoms were associated with a distinct clinical and psycho-
social profile in Danish adults with type 2 diabetes. These findings support clini-
cal awareness of BED symptoms in this population, particularly among women, 
individuals with obesity, those with lower well-being and those diagnosed with 
diabetes at a younger age.
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1   |   INTRODUCTION

Type 2 diabetes is a chronic condition with a growing im-
pact on global health.1 An estimated 589 million adults 
worldwide are currently living with diabetes, projected to 
reach 853 million by 2050.2 Type 2 diabetes frequently co-
exists with psychological comorbidities,3 with depression 
affecting up to 25% of people with type 2 diabetes.1 Eating 
disorders, including binge eating disorder (BED), are also 
more common among people with diabetes than among 
those without diabetes.4 BED is an eating disorder charac-
terised by frequent episodes of large food intake with a loss 
of control during binge eating episodes.5 People with BED 
suffer from marked psychological distress, and in contrast 
to bulimia nervosa, they do not engage in regular com-
pensatory behaviours such as purging after binge eating 
episodes.6 BED is often overlooked in health care settings, 
and many adults with BED report having had symptoms 
for a long time before the eating disorder is diagnosed.5

Estimates of BED prevalence in type 2 diabetes popu-
lation studies vary widely, suggesting that between 2.5% 
and 29.6% of people with type 2 diabetes meet the crite-
ria for BED,4 compared to a lifetime BED prevalence of 
1.9% in the general population.7 Several mechanisms may 
underlie this overlap. The stress associated with diabetes 
self management can contribute to maladaptive eating be-
haviours and a higher frequency of emotional eating.8–10 
Some people with type 2 diabetes also report feelings of 
deprivation or experience strict dietary rules, which may 
trigger episodes of binge eating as a coping mechanism.11 
This can lead to a cycle alternating between rigid control 
and loss of control, and it may impair both psychological 
well-being and diabetes management.10,12 At the same 
time, studies have found binge eating to precede and be an 
independent risk factor for type 2 diabetes,13 suggesting a 
bidirectional relationship.

The presence of BED complicates diabetes manage-
ment, and BED has been associated with obesity and 
higher body mass index (BMI).10,11 BED may increase the 
complications of type 2 diabetes, with studies linking BED 
to elevated Haemoglobin A1c (HbA1c) and other adverse 
metabolic outcomes.14,15 BED seems to be more frequent 
among women,11,16 although the proportion of men with 
BED is higher compared to other eating disorders.6 From 
a psychological perspective, co-occurring BED and type 2 
diabetes is frequently accompanied by depression, anxi-
ety and impaired well-being, which may further challenge 
self management and treatment adherence.11,12 Despite 
its clinical relevance, less than half of adults with BED are 
recognised in health care settings, leaving most cases un-
diagnosed and untreated.5

The presentation of BED symptoms among people with 
type 2 diabetes has been examined in several studies, but 
population-based evidence from outside the United States 
remains limited.7 Prevalence estimates also vary widely, 
and relatively little is known about how BED symptoms 
are distributed across clinical and psychosocial character-
istics in Danish adults with type 2 diabetes. In addition, 
BED remains under-recognised in routine care, which 
may contribute to unmet psychological and clinical needs 
in this population. A clearer description of the prevalence 
and associated characteristics of BED symptoms may help 
improve clinical recognition of BED symptoms in adults 
with type 2 diabetes.

The aim of this study was to estimate the prevalence 
of BED symptoms and examine the associated character-
istics in a Danish cohort of adults with type 2 diabetes, 
thereby contributing to improved clinical recognition of 
BED symptoms in adults with type 2 diabetes.

2   |   METHODS

2.1  |  Study design

This cross-sectional study was conducted in February 
2024 within the Danish Centre for Strategic Research 
in Type 2 Diabetes (DD2) cohort, based on survey data 
from adults diagnosed with type 2 diabetes in Denmark. 
Reporting of this study follows the STROBE guidelines for 
cross-sectional studies.17

What's new?

•	 Estimates of binge eating disorder (BED) 
prevalence in people with type 2 diabetes vary 
widely, and the associated clinical profile re-
mains poorly characterised.

•	 In this Danish cross-sectional study, 2.9% 
screened positive for BED symptoms and 3.1% 
reported subclinical symptoms. BED symptoms 
were associated with female sex, younger age 
at diabetes diagnosis, higher BMI and lower 
well-being.

•	 These findings highlight the need for greater 
clinical awareness of BED symptoms in adults 
with type 2 diabetes, particularly among 
women, people with obesity or lower well-being 
and those diagnosed with diabetes at a younger 
age.
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2.2  |  Study population

The DD2 cohort was initiated in 2010 and included ap-
proximately 11,000 Danish adults diagnosed with type 2 
diabetes when inclusion into this study ended in 2024.18 
Participants are continuously enrolled through both pri-
mary and secondary care settings up to 2 years after di-
agnosis, which allows the cohort to focus on people with 
newly diagnosed diabetes.19 Participants provide blood 
and urine samples and complete a short questionnaire 
upon study enrolment. Data are securely stored on a cloud-
based server at the Danish Health Data Authority, while 
the biological samples are stored in a national biobank in 
the Region of Southern Denmark.

Through the Danish civil registration system, DD2 can 
be linked to national health registers, enabling longitudi-
nal follow-up. This makes the DD2 cohort one of the most 
extensive cohorts available worldwide for examining in-
dividuals recently diagnosed with type 2 diabetes.18 DD2 
participants represent a subset of Danish adults with type 
2 diabetes, and a recent cohort update suggests that the co-
hort may be representative of average Danish individuals 
with type 2 diabetes.18

For the present study, we invited a regional subsample 
of the DD2 cohort, limited to individuals residing in the 
Region of Southern Denmark. This regional restriction 
was ethically motivated, as it ensured access to clinical 
follow-up for participants identified with BED symptoms. 
Of the initial 3511 individuals invited, 2459 were included 
in the final analyses (Figure 1).

2.3  |  Data

We assessed BED symptoms using the Binge Eating 
Disorder Questionnaire (BED-Q),20 a validated, digital, 9-
item self report questionnaire based on DSM-5 and ICD-11 
criteria.21,22 Items were rated on a 5-point Likert scale.23

Participants were classified into three categories: prob-
able BED, subclinical BED, and no BED based on the di-
agnostic criteria from DSM-5 and ICD-11.21,22 Probable 
BED was defined as reporting both binge eating episodes 
and loss of control at least once per week, corresponding 
to the response category ‘1-3 times per week’ or a higher 
frequency category, together with a ‘yes’ response to the 
binary question assessing distress related to binge eating. 
Participants with subclinical BED met the same criteria 
for binge frequency and loss of control but responded ‘no’ 
to the distress question. For both classifications, compen-
satory behaviours had to occur less than once per week. 
Participants with no BED either reported no binge eating 
episodes or reported binge eating accompanied by com-
pensatory behaviours consistent with bulimia nervosa. 

We chose a criteria-based operationalisation rather than 
a total-score cut-off to preserve alignment with DSM-5 
symptom structure and to distinguish probable BED 
symptoms from binge eating accompanied by compensa-
tory behaviours.

We used data from national health registers24–26 and 
the DD2 cohort to obtain information on self reported 
well-being, comorbidities, pharmacological treatment and 
biochemical measurements. Clinical, biochemical and 
pharmacological data were extracted from national reg-
isters and the DD2 cohort and included only if collected 
within predefined time windows relative to BED-Q com-
pletion. Information on medical databases and time win-
dows for data collection is provided in the Supplementary 
Material.

Table  1 provides an overview of the clinical charac-
teristics of the study population. Most clinical and de-
mographic variables were complete or nearly complete 
(68%–98%). No imputation was performed, and analyses 
were conducted on a complete case basis.

2.4  |  Statistical analysis

Data were analysed with Stata 19 and visualisations created 
with GraphPad Prism 10. All analyses were performed on 
de-identified data within a secure research environment 
provided by the Danish Health Data Authority to ensure 
participant anonymity.

F I G U R E  1   Flowchart of participant selection from the Danish 
Centre for Strategic Research in Type 2 diabetes (DD2) cohort.
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Descriptive statistics were used to summarise partici-
pant characteristics. Continuous variables were reported 
as medians with interquartile range (IQR) to accommo-
date non-normally distributed data, and categorical vari-
ables as frequencies with percentages.

Associations between clinical, psychosocial and bio-
chemical characteristics and the prevalence of BED 
symptoms were estimated using modified Poisson re-
gression with robust standard errors, adjusting for 
age at BED-Q assessment and sex. BED and subclinical 

T A B L E  1   Characteristics according to the presence of binge eating disorder (BED) symptoms of 2459 Danish adults with type 2 diabetes. 
Shown as n (%) or median (IQR).

Characteristics No BED (n = 2311) Subclinical BED (n = 76)
Probable BED 
(n = 72)

Demographics
Female 944 (40.8) 41 (53.9) 40 (55.6)
BMI (kg/m2) 30.4 (27.1; 34.5) 31.7 (28.0; 38.3) 37.3 (33.3; 42.0)
Age at BED-Q assessment 67.6 (59.7; 74.7) 61.2 (54.8; 66.8) 57.6 (50.8; 62.9)

Diabetes history
Age at type 2 diabetes diagnosis 59.5 (52.1; 66.2) 56.8 (48.4; 62.0) 51.8 (41.3; 57.6)
Type 2 diabetes duration 8.3 (2.9; 12.1) 4.1 (1.7; 10.1) 4.8 (2.5; 9.4)

Smoking status
Never 594 (47.9) 12 (40.0) 15 (46.9)
Former 481 (38.8) 16 (53.3) 14 (43.8)
Current 165 (13.3) <5 (.) <5 (.)

Physical activity in leisure time
Sedentary activities 338 (14.6) 15 (19.7) 13 (18.1)
Light physical activities 1489 (64.4) 53 (69.7) 47 (65.3)
Moderate/Vigorous physical activities 484 (21.0) 8 (10.5) 12 (16.7)

Health-related quality of life
SF-12 physical component score 49.3 (39.9; 54.1) 48.1 (39.6; 52.4) 42.5 (37.9; 52.6)
SF-12 mental component score 53.7 (45.2; 57.9) 50.3 (43.7; 57.5) 49.0 (37.6; 53.9)
WHO-5 well-being score 68.0 (48.0; 80.0) 60.0 (40.0; 72.0) 44.0 (32.0; 68.0)

Clinical measures
HbA1c (mmol/mol) 48 (44; 54) 49 (44; 53) 49 (42; 58)
HbA1c (%) 6.5 (6.2; 7.1) 6.6 (6.2; 7.0) 6.6 (6.0; 7.5)
Systolic blood pressure (mm Hg) 130.0 (125.0; 139.0) 130.0 (123.0; 140.0) 132.0 (125.0; 140.0)
Diastolic blood pressure (mm Hg) 80.0 (74.0; 85.0) 80.0 (75.0; 89.0) 84.5 (77.8; 90.0)

Medication use
Insulin 241 (10.4) <5 (.) 11 (15.3)
GLP-1 receptor agonist use 896 (38.8) 36 (47.4) 45 (62.5)
Glucose-lowering drugs (not insulin) 2125 (92.0) 74 (97.4) 68 (94.4)
Lipid-lowering drugs 1946 (84.2) 63 (82.9) 56 (77.8)
Anti-hypertensive drugs 1886 (81.6) 62 (81.6) 54 (75.0)
Aspirin 428 (18.5) 8 (10.5) 8 (11.1)
Antidepressants 331 (14.3) 17 (22.4) 20 (27.8)
Anxiolytics 37 (1.6) <5 (.) <5 (.)

Comorbidities
Depression 53 (2.3) <5 (.) 5 (6.9)
Anxiety 40 (1.7) <5 (.) 5 (6.9)
Cardiovascular disease (CVD) 1088 (47.1) 25 (32.9) 30 (41.7)
Chronic kidney disease (CKD) 95 (4.1) <5 (.) <5 (.)
Cancer 329 (14.2) 7 (9.2) 5 (6.9)

 14645491, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/dm

e.70489 by Syddanm
arks Sygehuse, W

iley O
nline L

ibrary on [11/10/2026]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



      |  5 of 9NYBO et al.

BED were combined to represent the presence of BED 
symptoms irrespective of distress level. Estimates are 
presented with 95% confidence intervals (CIs).

2.5  |  Ethics

The study was conducted in accordance with the prin-
ciples of the Declaration of Helsinki and approved by 
the Danish Health Research Ethics Committee of the 
Region of Southern Denmark (21 November 2023; num-
ber: 23/46385). All data were handled in compliance with 
national data protection regulations. Participants were 
informed of their right to withdraw consent at any time, 
and those who screened positive for BED symptoms were 
referred to relevant treatment services within the Region 
of Southern Denmark.

2.6  |  Data and resource availability

The data analysed in this study are not publicly available 
due to Danish data protection regulations and restric-
tions on sharing data from the DD2 cohort. Data may 
be obtained from the corresponding author (PFN) upon 
reasonable request and with permission from the DD2 
steering committee.

3   |   RESULTS

A total of 2465 people responded to the BED-Q, cor-
responding to a response rate of 70%. Of these, 2459 
individuals were included in the analyses, as baseline 
data from DD2 were not available for six respondents. 
Respondents were generally younger, had a shorter 
diabetes duration and had a lower HbA1c than non-
respondents. Details are provided in the Supporting 
Information.

3.1  |  Prevalence of BED

Of the 2459 participants, 2.9% (n = 72) met the criteria 
for probable BED, defined as experiencing binge eat-
ing episodes at least once a week, accompanied by a 
perceived loss of control, absence of compensatory be-
haviours and marked emotional distress. An additional 
3.1% (n = 76) reported subclinical BED symptoms, indi-
cating the presence of binge eating behaviour but with 
a distress level below the diagnostic threshold. The re-
maining 94% (n = 2311) of respondents did not meet the 
criteria for BED. This group includes a small number of 

individuals who reported symptoms suggestive of bu-
limia nervosa or other specified feeding or eating dis-
orders (n = 7).

3.2  |  Descriptive characteristics

Participants with probable BED symptoms were char-
acterised by a younger age at type 2 diabetes diagno-
sis, higher BMI and a higher proportion of women than 
participants with subclinical BED symptoms or no BED 
symptoms (Table  1). They also reported lower well-
being and more frequently had depression or anxiety. 
Use of GLP-1 receptor agonists and antidepressants was 
more common among participants with probable BED 
symptoms. Median age at type 2 diabetes diagnosis was 
51.8 years (IQR 41.3–57.6) in participants with prob-
able BED symptoms, compared with 56.8 years (IQR 
48.4–62.0) in those with subclinical BED symptoms 
and 59.5 years (IQR 52.1–66.2) in those without BED 
symptoms.

3.3  |  Clinical and psychosocial 
characteristics associated with BED 
symptoms

The prevalence of BED symptoms decreased markedly with 
increasing age at diabetes diagnosis (Figure 2). Compared 
with individuals diagnosed before age 50, prevalence ratios 
(PRs) were 0.58 (95% CI: 0.41–0.83) at age of diagnosis of 
50–59, 0.32 (95% CI: 0.21–0.49) at age of diagnosis of 60–69, 
and 0.17 (95% CI: 0.08–0.40) at age of diagnosis ≥70 years. 
Compared to men, women also had a higher prevalence of 
BED symptoms (PR 1.54, 95% CI: 1.12–2.10). BMI showed 
a strong association with the presence of BED symptoms, 
with PRs of 6.56 (95% CI: 1.61–26.77) for BMI 25–29, 6.41 
(95% CI: 1.56–26.28) for BMI 30–34, and 11.37 (95% CI: 
2.78–46.49) for BMI ≥35, relative to the reference group of 
BMI <25.

For psychosocial characteristics, participants with 
BED symptoms had nearly twice the prevalence of poor 
well-being (WHO-5; PR = 1.83, 95% CI: 1.15–2.92). The 
prevalence of poor mental well-being as measured by 
SF-12 (MCS-12) was also higher, though not statistically 
significant. Similar trends were observed for depres-
sion (PR = 1.84, 95% CI: 0.99–3.40), antidepressant use 
(PR = 1.41, 95% CI: 0.99–2.01), anxiety (PR = 1.37, 95% 
CI: 0.68–2.77) and use of anxiolytics (PR = 1.38, 95% CI: 
0.50–3.76).

Regarding lifestyle, participants with BED symptoms 
reported lower levels of moderate-to-vigorous physical ac-
tivity (PR = 0.72, 95% CI: 0.41–1.25). Poor physical health 
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(SF-12 PCS) was also more common among those with 
BED symptoms, although CIs were wide. BED symptoms 
were more prevalent among former smokers (PR = 1.77, 
95% CI: 1.07–2.93), whereas no associations were observed 
for current smoking.

For cardiovascular and metabolic markers, BED symp-
toms were associated with elevated diastolic blood pres-
sure (≥90 mm Hg; PR = 2.28, 95% CI: 1.18–4.38), and a 
trend was seen for systolic blood pressure (≥145 mm Hg; 
PR = 1.71, 95% CI: 0.84–3.47). No clear associations were 
observed for HbA1c, cardiovascular disease, chronic kid-
ney disease or cancer.

Finally, the use of GLP-1 receptor agonists was sig-
nificantly more prevalent among participants with 
BED symptoms (PR = 1.39, 95% CI: 1.02–1.90). Overall, 
the pattern of associations was similar when analy-
ses were restricted to probable BED only (Supporting 
Information).

4   |   DISCUSSION

We found that adults with BED symptoms had a younger 
age at type 2 diabetes diagnosis than adults without BED 
symptoms, with a median difference of approximately 
8 years. BED symptoms were also strongly associated 
with higher BMI, with more than a 10-fold higher preva-
lence among individuals with severe obesity (BMI ≥35 kg/
m2). In addition, BED symptoms were more common in 
women, younger individuals and those with poorer well-
being. BED symptoms were also associated with elevated 
diastolic blood pressure, former smoking and more fre-
quent use of GLP-1 receptor agonists, while similar but 
less precise patterns were observed for depression and an-
tidepressant use. Overall, these findings suggest a distinct 
clinical and psychosocial profile. This may support greater 
clinical awareness of BED symptoms in adults with type 
2 diabetes, particularly among women, individuals with 

F I G U R E  2   Forest plot showing associations between BED symptoms (probable BED and subclinical BED combined) and demographic, 
clinical, biochemical and psychosocial characteristics. Adjusted prevalence ratios (PRs) with 95% confidence intervals (CIs) are shown. 
Estimates were adjusted for age and sex. BMI estimates are marked with asterisks because of high PR values. Arrows indicate confidence 
intervals extending beyond the plot range. Cancer includes all malignancies except non-melanoma skin cancer.
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obesity, those with lower well-being and those diagnosed 
with diabetes at a younger age.

The prevalence of BED symptoms observed in our 
sample was at the lower end of the range reported in pre-
vious studies, which estimate between 2.5% and 29.6% 
among individuals with type 2 diabetes.4 In our study, 
the relatively low prevalence may reflect characteristics 
of the DD2 cohort and possible under-reporting of binge 
eating symptoms in self report data due to social desirabil-
ity factors.27 Our findings may therefore represent a con-
servative estimate of BED symptom prevalence in Danish 
adults with type 2 diabetes.

A central finding in our study was that BED symp-
toms were associated with a younger age at type 2 dia-
betes diagnosis. This result is consistent with previous 
research in an eating disorder population that has 
demonstrated that individuals engaging in binge eating 
behaviours tend to be diagnosed with type 2 diabetes 
significantly earlier than those who do not.13 This may 
indicate that binge eating behaviours and type 2 dia-
betes diagnosed at a younger age are linked. However, 
BED symptoms were assessed at only one point in time 
and may therefore represent recent onset of symptoms 
or long-standing binge eating. Consequently, the tem-
poral and potentially bidirectional relationship between 
binge eating and type 2 diabetes cannot be determined 
from our cross-sectional data.

In line with previous studies, individuals with BED 
symptoms displayed higher BMI values compared to those 
without BED symptoms.10,11,15 Longitudinal work has fur-
ther established BED as a predictor of obesity in youth,28 
highlighting that binge eating behaviours may act as a 
driving force behind weight gain. In the context of type 
2 diabetes, these behaviours may contribute to both the 
development and maintenance of obesity, thereby exacer-
bating metabolic risk.15

Our findings also add to the evidence that BED symp-
toms are associated with lower well-being and greater 
psychological distress among individuals with type 2 dia-
betes. Previous studies have shown that comorbid BED is 
linked to reduced health-related quality of life, more de-
pressive symptoms and greater use of antidepressant med-
ication.11,13,28 These psychological burdens can complicate 
diabetes management as distress, loss of control over eat-
ing and negative self-image may undermine adherence to 
treatment recommendations.

Sex differences also emerged as a notable feature. In 
line with previous findings,11 women in our sample re-
ported BED symptoms more frequently than men. This 
pattern is consistent with other eating disorders, where fe-
male sex is generally a risk factor.16 Possible explanations 
include the higher levels of emotional distress reported by 

women in relation to BED, as well as societal pressures 
linked to body image.16 However, the proportion of men 
reporting BED symptoms in our study was relatively high, 
underlining that BED in men remains a clinically signifi-
cant issue that needs further attention.

In contrast to some previous studies,14,29 we did not ob-
serve significant associations between BED symptoms and 
HbA1c levels. This may be related to our study population 
of people with newly diagnosed type 2 diabetes, who may 
have better treatment adherence. Our findings align with 
those of a systematic review showing that glycaemic con-
trol may not differ significantly between individuals with 
and without BED and type 2 diabetes.30 One possible ex-
planation for our results could also be the more frequent 
use of GLP-1 receptor agonists among participants with 
BED symptoms, which may have attenuated group dif-
ferences in glycaemic control. The more frequent use of 
GLP-1 receptor agonists may partly reflect the higher BMI 
and greater prevalence of obesity among participants with 
BED symptoms, although information on the individual 
indication for treatment was unavailable.

A major strength of this study is that it was based on 
a large and well-characterised Danish cohort of adults 
with type 2 diabetes, with questionnaire data linked to 
register-based information on comorbidities, treatment 
and biomarkers. In addition, BED symptoms were as-
sessed using a validated self report questionnaire, which 
is feasible in routine clinical settings and may enhance 
the clinical relevance of the findings. Nonetheless, some 
limitations should be acknowledged. First, BED symp-
toms were identified by self report rather than structured 
diagnostic interviews, and misclassification is therefore 
possible. Second, binge eating symptoms may have been 
under-reported due to social desirability bias. Third, the 
cross-sectional design precludes conclusions regarding 
temporality or causality between BED symptoms and the 
associated clinical characteristics.

Our findings highlight a subgroup of adults with type 
2 diabetes in whom BED symptoms may be especially 
relevant to consider, including women, individuals with 
obesity, those with lower well-being and those diagnosed 
with diabetes at a younger age. Self report questionnaires 
may be a feasible first step in identifying BED symptoms 
in diabetes care. Future studies should examine how BED 
symptoms can best be recognised and addressed in clini-
cal practice, and whether targeted interventions improve 
psychological well-being and diabetes-related outcomes.

In this Danish cross-sectional study, BED symptoms 
were associated with a distinct clinical and psychosocial 
profile in adults with type 2 diabetes. Hence, BED symp-
toms were associated with younger age at diabetes diagno-
sis, higher BMI, female sex and lower well-being.
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