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Abstract
Introduction: the binge eating disorder (BED) is the eating disorder that most affects the obese population, and BED is an aspect that possibly 
interferes with the rate of adherence to nutritional treatment, which is also low in individuals with chronic non-communicable disease.

Objective: to examine the relationship between adherence to dietary treatment and BED presence in obese individuals.

Methods: this cohort study was conducted with a sample of 73 obese individuals at a nutrition and metabolic disease outpatient unit. Anthropo-
metric data were collected, and a three-day food record was used for dietary assessment. BED was identified using the Binge Eating Scale, and 
patients were divided into two groups (BED and non-BED controls). Patients were reassessed at three-month follow-up. Data were analyzed using 
Student’s t-tests and generalized estimating equations with Bonferroni correction. Adherence to dietary treatment was assessed by calculating 
differences between recommended and actual energy intakes.

Results: BED was identified in 28.7 % of obese individuals. There was no significant difference in adherence to dietary treatment between BED 
and control patients. Both groups showed similar eating habits and physical activity levels throughout the study period.

Conclusion: obesity is one of the factors contributing to the lack of adherence to nutritional guidelines. The importance of cognitive methods in 
dietary treatment programs should be further investigated.
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Resumen
Introducción: el trastorno por atracón compulsivo (TA) es el trastorno alimentario que más afecta a la población obesa, y el TA es un aspecto 
que posiblemente interfiere en la tasa de adherencia al tratamiento nutricional, que también es baja en individuos con enfermedades crónicas 
no transmisibles.

Objetivo: examinar la relación entre la adherencia al tratamiento dietético y la presencia de TA en individuos obesos.

Métodos: este estudio de cohorte se realizó con una muestra de 73 personas obesas en una unidad de nutrición y enfermedades metabólicas 
ambulatorias. Se recogieron datos antropométricos y se utilizó un registro alimentario de tres días para la evaluación dietética. El trastorno por 
atracón compulsivo (BED, por sus siglas en inglés) se identificó usando la Binge Eating Scale, y los pacientes se dividieron en dos grupos (BED y 
controles sin BED). Los pacientes fueron reevaluados a los tres meses de seguimiento. Los datos se analizaron utilizando pruebas t de Student y 
ecuaciones de estimación generalizadas con corrección de Bonferroni. La adherencia al tratamiento dietético se evaluó calculando las diferencias 
entre la ingesta energética recomendada y la real.

Resultados: se identificó BED en el 28,7 % de los individuos obesos. No hubo diferencias significativas en la adherencia al tratamiento dietético 
entre los pacientes con BED y los de control. Ambos grupos mostraron hábitos alimentarios y niveles de actividad física similares durante todo 
el periodo de estudio.

Conclusión: la obesidad es uno de los factores que contribuyen a la falta de adherencia a las pautas nutricionales. La importancia de los métodos 
cognitivos en los programas de tratamiento dietético debe investigarse más a fondo.

Palabras clave: 

Obesidad. Desorden 
alimenticio. 
Comportamiento 
alimentario. Adherencia 
al tratamiento. Modelo 
transteórico de cambio de 
comportamiento.

INTRODUCTION

Recent changes in the nutritional profile of the population, such 
as the significant increase in overweight and obesity prevalence, 
are a reflection of the nutritional transition occurring over the 
past decades (1). Obesity is a chronic non-communicable dis-
ease (NCD) defined as abnormal fat accumulation. It is diagnosed 
by measuring body mass index (BMI) and waist circumference, 
which are important predictors of cardiovascular disease. Obe-
sity has a multifactorial etiology and is associated with genetic, 
environmental, and behavioral factors, hindering management 
and control (2).

Of the environmental factors influencing obesity, emotional as-
pects and stress are those most closely related to weight gain. 
Stress leads to increased levels of glucocorticoids, which can 
contribute to the increase in visceral fat and subsequent devel-
opment of metabolic syndrome components (3). A vicious cycle is 
formed: stress enhances glucocorticoid action, leading to weight 
gain, which, in turn, contributes to stress. Cortisol levels are also 
increased in obese patients, being related to increased caloric 
intake (4). Obese individuals are psychologically affected by so-
cial prejudices and stigma, factors associated with morbidity and 
mortality, regardless of weight or BMI (5). Some obese individuals 
may adopt calorie-restricted or other types of restricted diets (6), 
predisposing to binge eating (7).

The binge-eating disorder (BED) is formally recognized in the 
Diagnostic and Statistical Manual of Mental Disorders - Fifth 
Edition (DSM-5) (7). Binge eating is characterized by recurrent 
consumption of food in large quantities, accompanied by a feel-
ing of loss of control and anguish. There are no compensatory 
behaviors after binge eating episodes (e.g., induced vomiting, 
use of laxatives, or physical exercise), and it is detached from the 
goal of weight control (7,8). BED is frequently observed in over-
weight and obese individuals who seek medical treatment, with 
a prevalence of more than 20 % in this population (1). The term 
adherence is defined as the extent to which patients consent to 
the treatment recommended by health professionals and is an 
important component for successful weight loss (9). Binge eating 

is positively associated with low adherence to dietary treatment 
in obese individuals and NCD patients, the opposite of instituting 
a diet based on food preferences. There are several factors that 
hinder adherence to dietary treatment by this group. Considering 
that the adoption of a healthy lifestyle directly influences weight 
(10) and that obesity has a negative impact on life expectancy, 
it is of paramount importance to identify barriers to treatment 
success. Thus, this study aimed to evaluate whether BED may 
be an obstacle to diet adherence in obese patients referred for 
dietary treatment.

METHODS

This is a cohort study conducted at a nutrition and metabolic 
disease outpatient unit of a general hospital in Porto Alegre, in the 
south of Brazil, between September 2018 and November 2019. 
The sample comprised 73 obese individuals (BMI ≥ 30 kg/m2) (11) 
of both sexes aged 18 years and over who agreed to participate in 
the study and signed an informed consent form. Patients without 
cognitive capacity to answer the questionnaires and those unable 
to perform anthropometric measurements, such as amputees, 
wheelchair users, and morbidly obese individuals, were excluded 
from the study. 

Data collection was performed on two occasions, at baseline 
and follow-up. At first contact, participants were assessed by the 
nutrition team during a standard clinical visit and received an 
individualized eating plan and nutritional recommendations for 
the treatment of obesity (12). The second data collection took 
place three months later.

Anthropometric measurements, sociodemographic and clinical 
variables, eating habits, and physical activity level were analyzed. 
In the anthropometric assessment, participants were evaluated 
for body weight (kg), height (cm), waist circumference (cm), and 
neck circumference (cm). Body weight and height data were used 
to calculate BMI values. Body weight and height were measured 
using a calibrated anthropometric scale coupled to a stadiome-
ter. Waist and neck circumferences were recorded to the nearest 
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centimeter using a 150 cm inelastic tape. Waist circumference 
was measured at the midpoint between the last rib and the iliac 
crest, and neck circumference at the midpoint of the neck (13).

Physical activity was assessed using the International Physical 
Activity Questionnaire (IPAQ). Participants were categorized as 
sedentary, active, or very active (14).

Eating habits were recorded on a three-day food diary 
comprising two weekdays and one weekend day. Food intake 
data were then analyzed using DietWin® software (Porto Alegre, 
Brazil). The total energy intake (kcal) was calculated, and 
macronutrient (carbohydrate, protein, and total fat) and saturated 
fat intakes were quantified as percentage contributions to the 
total energy value. When present in food recalls, the energy 
delivered by alcohol was considered. Fiber intake was calculated 
in grams and cholesterol intake in milligrams. The amount of 
oil used during at-home meal preparation was not recorded on 
food diaries. Instead, we adopted a fixed amount of vegetable oil 
consumed per person per day. This decision was made taking 
into account data from the Brazilian Institute of Geography and 
Statistics based on the Brazilian Household Budget Survey 
showing that the foods with the lowest variation in consumption 
are vegetable oil and fats, which account for 12.7  % of the 
total energy intake in Brazil (15). The total quantity of nutrients 
consumed during the three-day record period was calculated 
and divided by three to obtain mean values. Differences between 
recommended and actual energy and nutrient intakes were 
used to assess adherence to dietary treatment. The calorie/
day recommendation was around 1,000 to 1,500 kcal/day for 
women and 1,200-1,800 kcal/day for men. The distribution of 
nutrients was as follows: 20 % to 30 % of fats, 55 % to 60 %  
of carbohydrates and 15 % to 20 % of proteins (2).

BED was identified using the Binge-Eating Scale (BES). On the 
basis of BES scores, participants were divided into two groups, 
BED (BES score ≥ 17) and non-BED controls (BES score < 17) 
(16).

The research protocol was approved by the Ethics Committee 
of the Hospital Santa Casa de Misericórdia, Porto Alegre, Rio 
Grande do Sul, Brazil (protocol no. 2,538,206). The study posed 
minimal risk to patients, and all procedures were in accordance 
with the Helsinki Declaration and national and international 
guidelines for research involving human beings. 

SAMPLE SIZE CALCULATION AND 
STATISTICAL ANALYSIS

Sample size was calculated using WinPEPI for Windows 
version 11.43, according to Masheb et al. (17) and Yanovski et 
al. (18). Assuming a level of significance of 5 %, power of 80 %, 
weight loss of 1.5 kg in the BED group and 3 kg in the control, 
and effect size of 0.7 standard deviations between groups, we 
found a minimum sample size of 68 patients.

Quantitative variables are reported as mean and standard 
deviation. Categorical variables are presented in absolute and 
relative frequencies. Differences in categorical variables between 

groups were analyzed using Pearson’s Chi-squared or Fisher’s 
exact tests, and differences in age were assessed using Stu-
dent’s t-test. Generalized estimating equation models with Bon-
ferroni correction were used to examine changes in quantitative 
parameters over time according to BED presence or absence. 
These results are presented as mean and 95 % confidence in-
tervals. McNemar’s test was used to assess changes in physical 
activity within groups. Treatment adherence within groups was 
analyzed using one-sample Student’s t-tests (difference = 0), 
whereas independent Student’s t-tests were used to compare 
differences from the recommended values between groups. The 
level of significance adopted for all analyses was 5 % (p < 0.05). 
Data were entered in an Excel spreadsheet, and analyses were 
performed using SPSS software version 25.0.

RESULTS

A total of 73 patients participated in the study, 28.7  % of 
which had BED. The mean age was 52.5 ± 12.5 years, 74 %  
(n = 54) were women, 81  % (n = 56) were from the Porto 
Alegre metropolitan area, 68.5 % (n = 50) were white, and 64 %  
(n = 47) were married or partnered. Regarding level of schooling 
and source of income, 34 % (n = 25) had incomplete primary 
education and 44 % (n = 32) received retirement or disability in-
come. Table I describes the sociodemographic profile of BED and 
control patients. It was observed that 37 % (n = 20) of women 
had the disorder. Of all individuals with BED, 95 % were women 
(p = 0.019).

No significant differences in comorbidity prevalence were 
observed between groups. We assessed the presence of type 
1 diabetes mellitus (p = 0.318), type 2 diabetes mellitus (p = 
1.000), systemic arterial hypertension (p = 0.153), dyslipidemia 
(p = 0.404), increased triglycerides (p = 0.142), cardiovascular 
diseases (p = 0.494), and other endocrine diseases (p = 0.713).

Of patients without BED, 30.8  % reported having a restric-
tive diet without professional advice and 48.1 % reported having 
consulted with nutritionists. About that, in the BED group, 69.2 % 
reported having a restrictive diet without professional advice and 
51.9 % reported having consulted with nutritionists. Adoption of 
restrictive diets was significant in the BED group (p = 0.028).

Table II describes the dietary habits of obese individuals with 
and without BED at baseline and follow-up. There were signif-
icant differences in fatty meat (p = 0.035) and chicken skin  
(p = 0.006) consumption between groups, with higher levels in 
the BED group. Fish consumption was also more frequent among 
BED individuals. This behavior was observed both at baseline 
and follow-up. Fried food consumption decreased significantly in 
the BED group at follow-up. Most participants (60.3 %) reported 
never having smoked (p = 0.485). No differences in changes 
in physical activity were observed between groups (p = 0.951).

Table III shows the anthropometric measurements of BED and  
control groups at baseline and follow-up. Body weight, BMI,  
and waist circumference were numerically higher in the BED 
group at both times. Anthropometric measurements were nu-
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merically lower at follow-up, but differences were not signif-
icant.

Table IV shows the differences between nutritional recommen-
dations and effective consumption, as estimated by food records. 
Adherence was measured by differences between recommended 

and actual intakes and compared between groups. In the control 
group, there was a lower intake of total energy, carbohydrates, fiber, 
and cholesterol but a higher intake of protein, total fat, and saturat-
ed fat at follow-up. In the BED group, similar reductions were ob-
served at follow-up, except for total energy and cholesterol intake.

Table I. Sociodemographic characteristics of study participants according  
to the presence of binge-eating disorder (BED). Porto Alegre, Rio Grande do Sul, Brazil, 2019

Variable Control (n = 52) BED (n = 21) p-value

Age (years) 54.25 ± 13.10 50.86 ± 11.94 0.352

Sex (%)

0.019Male 18 (34.6 %) 1 (4.8 %)

Female 34 (65.4 %) 20 (95.2 %)

Ethnic group (%)

0.543
White 35 (67.3 %) 15 (71.4 %)

Brown 10 (19.2 %) 5 (23.8 %)

Black 7 (13.5 %) 1 (4.8 %)

Marital status (%)

0.304
Single 8 (15.4 %) 6 (28.6 %)

Married/civil partnered 37 (71.2 %) 10 (47.6 %)

Separated/divorced/widowed 7 (13.5 %) 5 (23.8 %)

Level of education (%)

0.265

Incomplete Primary 20 (38.5 %) 5 (23.8 %)

Complete Primary 11 (21.2 %) 5 (23.8 %)

Complete Secondary 14 (26.9 %) 10 (47.6 %)

Complete tertiary 7 (13.5 %) 1 (4.8 %)

Occupational status (%) (n = 15)

0.208
Formal employment 13 (25.0 %) 10 (47.6 %)

Retired/financial aid recipient 26 (50.0 %) 6 (28.6 %)

Unemployed 13 (25.0 %) 5 (23.8 %)

Quantitative data are presented as mean and standard deviation and qualitative data as absolute and relative frequencies. Differences between groups were assessed 
by Student’s t-test for quantitative data and by the Chi-squared test for qualitative data, both at p < 0.05.

Table II. Alcohol consumption and dietary habits of obese individuals at baseline  
and 3-month follow-up, stratified by presence of binge-eating disorder (BED).  

Porto Alegre, Rio Grande do Sul, Brazil, 2019

Variable
Control
(n = 50)

p-value*
BED

(n = 16)
p-value† p-value‡

Alcohol consumption 0.706 0.625

Baseline

0.527
1-3 times a week 3 (6 %) 0 (0.0 %)

Occasionally 10 (20.0 %) 4 (25.0 %)

Never 37 (74.0 %) 12 (75.0 %)

Follow-up

0.411
1-3 times a week 2 (4.0 %) 0 (0.0 %)

Occasionally 12 (24.0 %) 2 (12.5 %)

Never 36 (72.0 %) 14 (87.5 %)

(Continues on next page)
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Table II (Cont.). Alcohol consumption and dietary habits of obese individuals at baseline  
and 3-month follow-up, stratified by presence of binge-eating disorder (BED).  

Porto Alegre, Rio Grande do Sul, Brazil, 2019

Variable
Control
(n = 50)

p-value*
BED

(n = 16)
p-value† p-value‡

Fruit consumption 0.559 0.644

Baseline

0.641
Seldom/never 6 (12.0 %) 2 (12.5 %)

3-6 times a week 14 (28.0 %) 7 (43.8 %)

Every day 30 (60.0 %) 7 (43.8 %)

Follow-up

0.965
Seldom/never 7 (14.0 %) 2 (12.5 %)

3-6 times a week 14 (28.0 %) 5 (31.3 %)

Every day 29 (58.0 %) 9 (56.3 %)

Vegetable consumption 0.644 0.261

Baseline

0.581
Seldom/never 5 (10.0 %) 3 (18.8 %)

3-6 times a week 13 (26.0 %) 4 (25.0 %)

Every day 32 (64.0 %) 9 (56.3 %)

Follow-up

0.366
Seldom/never 6 (12.0 %) 2 (12.5 %)

3-6 times a week 15 (30.0 %) 2 (12.5 %)

Every day 29 (58.0 %) 12 (75.0 %)

Whole milk consumption 0.733 0.172

Baseline

0.864
Seldom/never 33 (63.5 %) 12 (60.0 %)

3-6 times a week 4 (7.7 %) 1 (5.0 %)

Every day 15 (28.8 %) 7 (35.0 %)

Follow-up

0.736
Seldom/never 36 (69.2 %) 15 (75.0 %)

3-6 times a week 4 (7.7 %) 2 (10.0 %)

Every day 12 (23.1 %) 3 (15.0 %)

Margarine consumption 0.584 0.261

Baseline

0.772
Seldom/never 23 (46.9 %) 9 (56.3 %)

3-6 times a week 7 (14.3 %) 1 (6.3 %)

Every day 19 (38.8 %) 6 (37.5 %)

Follow-up

0.316
Seldom/never 27 (55.1 %) 12 (75.0 %)

3-6 times a week 4 (8.2 %) 1 (6.3 %)

Every day 18 (36.7 %) 3 (18.8 %)

Sausage consumption 0.721 0.368

Baseline

0.352
Seldom/never 36 (73.5 %) 9 (56.3 %)

3-6 times a week 10 (20.4 %) 5 (31.3 %)

Every day 3 (6.1 %) 2 (12.5 %)

(Continues on next page)
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Table II (Cont.). Alcohol consumption and dietary habits of obese individuals at baseline  
and 3-month follow-up, stratified by presence of binge-eating disorder (BED).  

Porto Alegre, Rio Grande do Sul, Brazil, 2019

Variable
Control
(n = 50)

p-value*
BED

(n = 16)
p-value† p-value‡

Follow-up 0.782

Seldom/never 39 (79.6 %) 12 (75.0 %)

3-6 times a week 6 (12.2 %) 3 (18.8 %)

Every day 4 (8.2 %) 1 (6.3 %)

Fried food consumption 0.028 0.228

Baseline

0.849
Never 19 (37.3 %) 8 (40.0 %)

Once a week 18 (35.3 %) 6 (30.0 %)

At least twice a week 14 (27.5 %) 6 (30.0 %)

Follow-up

0.831
Never 30 (58.8 %) 13 (65.0 %)

Once a week 13 (25.5 %) 5 (25.0 %)

At least twice a week 8 (15.7 %) 2 (10.0 %)

Fish consumption 0.424 0.250

Baseline

0.023No 15 (30.0 %) 11 (68.8 %)

Yes 35 (70.0 %) 5 (31.3 %)

Follow-up

0.031No 11 (22.0 %) 8 (50 %)

Yes 39 (78.0 %) 8 (50 %)

Qualitative data are presented as absolute and relative frequencies. Baseline and follow-up results were compared by McNemar’s test. Differences between BED and 
control individuals were assessed by the Chi-squared test. The level of significance was set at p < 0.05. *Comparison between baseline and follow-up results of the 
control group. †Comparison between baseline and follow-up results of the BED group. ‡Comparison between BED and control groups.

Table III. Anthropometric measurements of obese individuals at baseline and 3-month 
follow-up, stratified by presence of binge-eating disorder (BED). Porto Alegre, Rio Grande 

do Sul, Brazil, 2019

Variable
Control (n = 50)

p-value*
BED (n = 16)

p-value† p-value‡

Baseline SD Follow-up SD Presentation SD Follow-up SD

Body weight (kg) 95.6 13.5 95.4 13.0 0.569 97.4 16.0 96.1 16.6 0.074 0.218

BMI (kg/m2) 36.2 4.7 36.1 4.4 0.681 39.6 7.2 39.0 7.7 0.056 0.144

WC (cm) 111.7 10.3 112.4 10.1 0.287 113.2 11.5 113.8 12.4 0.442 0.913

NC (cm) 41.0 3.4 40.7 3.3 0.205 39.6 3.4 39.0 2.1 0.407 0.508

BMI: body mass index; WC: waist circumference; NC: neck circumference. Values are presented as mean and standard deviation (SD). Differences between baseline 
and follow-up results were analyzed using generalized estimating equation models with Bonferroni correction. *Comparison between baseline and follow-up results of 
the control group. †Comparison between baseline and follow-up results of the BED group. ‡Comparison between BED and control groups.
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DISCUSSION

We observed no differences in adherence to dietary treatment, 
energy intake, or changes in anthropometric measurements be-
tween obese patients with and without BED. The prevalence of 
BED observed here was similar to that reported in previous stud-
ies (1,19), in which 24-30 % of overweight/obese patients seeking 
treatment for weight loss had BED. Kessler et al. (26) observed an 
even higher prevalence among grade I obese individuals. Most par-
ticipants of the current study (BED and control groups) were classi-
fied as having grade II obesity, and our results differed from those of 
the previously mentioned study (20). Because BED and obesity are 
public health problems, it is suggested to include questions related 
to eating problems in medical records to increase the access of 
individuals with BED to adequate treatment (20-22).

The odds ratio of BED in women is up to three times greater 
than that in men (23), in agreement with our results. These find-
ings can be attributed to the fact that men are less likely to seek 
health care (24) because of individual and social issues (25).

Given that this study took place in a nutrition outpatient unit, 
the vast majority of participants had at least one comorbidity as-
sociated with obesity. Therefore, it was not possible to identify 
significant differences in the presence of metabolic syndrome 
components between BED and non-BED individuals. Such results 
indicate that obesity alone greatly affects quality of life, being a 
risk factor for metabolic comorbidities, regardless of binge eating 
(19). Leone et al. (26) argued that the development of metabolic 
syndrome and its components in patients with BED is due to 
obesity and inadequate lifestyle.

Effective total energy intake was lower than the recommended 
in both groups, although a significant difference was only ob-
served in the control group, attributed to the adoption of restrict-
ed diets. Overall, two- and one-third of individuals with and with-
out BED, respectively, reported having adopted calorie-restricted 
diets in the past. There were no significant differences in calorie 
restriction between groups, as also observed in a study by Ricca 

(19). Biagio et al. found that 71 % of a group of obese individu-
als had already performed this restriction prior to outpatient care 
(27). We must take into account the possibility of underreporting 
of food intake, a behavior that is closely associated with obesity 
and dietary restriction. Underreporting energy intake may lead 
to the underreporting of macronutrient intake, as previously ob-
served for carbohydrate consumption (28).

In line with the results of the current study, Raymond et al. 
(29) did not observe differences in total energy intake between 
obese women with and without BED. The authors also found an 
increase in fat intake on days when binge eating episodes oc-
curred. Although we did not evaluate the occurrence of binge 
episodes in BED individuals, we found that this group had higher 
fat intake. Another study observed an increase in the consump-
tion of this macronutrient with emotional eating (27).

Few studies have investigated the relationship between eating 
habits and BED. Wilson et al. (30) observed that women with BED 
have a higher BMI and tend to consume more fat and fewer fruits 
and vegetables. In the present study, although the BED group had 
a numerically higher fat intake, no significant differences were 
observed in the consumption of fatty foods between groups at 
either time of data collection. Similarly, fruit and vegetable con-
sumption did not differ between groups. Therefore, it was not 
possible to identify a specific relationship between food intake 
and the presence of BED.

Eating disorders are positively correlated with other psychiatric 
disorders, such as alcohol use. BED may increase the possibil-
ity of alcohol consumption by 2.2 % (21). It is suggested that 
the same mechanism that predisposes to high food consump-
tion, driven by compulsion, relief, compensation, and emotional 
numbness, may promote excessive alcohol consumption (31). 
However, no significant difference in alcohol consumption was 
observed between groups. This may be due to the fact that the 
analyzed patients are part of a multidisciplinary support network 
that constantly recommends reducing alcohol consumption, giv-
en that weight is a risk factor for cardiovascular diseases (32). 

Table IV. Differences between recommended and actual intake of macronutrients, fibers, 
cholesterol, and saturated fat in obese individuals, stratified by presence of binge-eating 

disorder (BED). Porto Alegre, Rio Grande do Sul, Brazil, 2019

Variable
Control
(n = 44)

SD p-value*
BED 

(n = 14)
SD p-value† p-value‡

Total energy value (kcal) -311.37 429.1 0.000 -281.4 426.4 0.051 0.832

Carbohydrates (%) -11.74 6.0 0.000 -13.7 7.2 0.000 0.318

Protein (%) +4.94 3.1 0.000 +4.36 4.4 0.003 0.594

Fat (%) +6.91 4.4 0.000 +9.67 5.3 0.000 0.057

Fiber (g) -8.92 5.7 0.000 -7.15 8.5 0.008 0.378

Cholesterol (mg) -54.13 104.1 0.001 -54.87 136.7 0.157 0.983

Saturated fat (%) +3.40 4.2 0.000 +5.12 5.00 0.002 0.206

Adherence to dietary treatment was assessed within and between groups by one-sample and independent Student’s t-tests, respectively. *Comparison between 
baseline and follow-up results of the control group. †Comparison between baseline and follow-up results of the BED group. ‡Comparison between BED and control 
groups.
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Considering that the presence of BED did not significantly af-
fect adherence to dietary treatment and that, even with the low-
er-than-targeted intake of energy and carbohydrates, there were 
no major changes in anthropometric patterns, it is unclear why 
this group of patients did not adhere to the diet, as evidenced by 
the low intake of fiber and high intake of total and saturated fats, 
and what can be done to change this outcome. 

Eating behavior is influenced by various aspects, and there is a 
fusion of social, cognitive, and emotional factors. Low food qual-
ity, urbanization, greater inclusion of women in the labor market, 
economy, and globalization are some of the factors that favor 
obesity development (33). Chea and Mobley (34) highlighted the 
impact of low income on dietary patterns; low-income individuals 
were shown to have difficulty in correctly identifying whole foods, 
which interferes with their food choices. However, little has been 
said about other eating behavior determinants, such as motiva-
tion, whether internal or external. It is necessary to recognize the 
need to change eating habits to improve one’s health, and, often, 
only internal motivation makes this possible (8,35).

The transtheoretical model of behavior change may assist 
health professionals in providing nutritional guidance and iden-
tifying the patient’s stage of change at presentation (36). The 
model contributes to nutritional education planning, leading indi-
viduals to lasting improvements (7). Its use has led to a decrease 
in high-sugar and high-fat food consumption, weight loss, and 
improved body perception (37). 

The motivational interview is a method focused on the patient 
and aimed to expand internal motivation for change. The patient 
does not just follow guidelines, but walks with the health pro-
fessional towards change. Health professionals, together with 
patients, need to define goals and devise strategies. The profes-
sional must listen, be understanding, and not act prescriptively. In 
this case, low adherence is not seen as a result of the individual’s 
reluctance but as a behavior to be improved (38). Selçuk-Tosun 
et al. (39), in a randomized clinical study, observed that indi-
viduals participating in a motivational interview intervention had 
better outcomes in relation to self-efficacy and metabolic control. 
The intervention also increased the number of individuals at the 
maintenance stage of change toward healthy eating. 

Thus, identifying the stage of change at which patients find 
themselves and defining the best intervention method for each 
case by taking into account the whole context could promote pa-
tient adherence to dietary treatment, given that interventions that 
only focus on nutritional changes have proven ineffective (19). 
Another suggestion is to promote collective treatment and group 
meetings, strategies that were found to improve adherence in the 
study of Inelmen et al. (40).

STRENGTH AND LIMITS

The strength of our work is in the emphasis that obesity is a 
multifactorial disease and must be treated in this way. For the 
nutritional recommendation to be successful, we must use other 
approaches that are decisive in eating behavior. A limitation of 

this study was the small sample size. Furthermore, food records 
are subject to underestimation of portion size, a pattern known as 
the flat-slope syndrome, associated with difficulties in correctly 
estimating food portions. 

WHAT IS ALREADY KNOWN  
ON THIS SUBJECT?

It was known that binge eating favors low adherence to nutri-
tional guidelines. Considering obesity as a worldwide epidemic, 
we would like to know if BED itself was an obstacle to diet adher-
ence within this group.

WHAT YOUR STUDY ADDS?

As a result of this study, we observed that, although BED 
is, in isolation, a barrier to nutritional adherence, obesity itself 
also contributes negatively to adherence to dietary treatment, 
requiring more than a prescriptive treatment in the treatment of 
obese individuals. We suggest that health professionals work-
ing in the obesity scenario apply tools such as the Transtheoret-
ical Model of Behavior Change and the motivational interview, 
in order to positively assist in the adherence to nutritional in-
terventions.

CONCLUSION

It was not possible to observe a relationship between BED and 
adherence to dietary treatment. Obese individuals with BED did 
not have a higher presence of metabolic comorbidities or specific 
eating patterns compared with obese individuals without BED. 
Thus, we found that obesity is a contributing factor to the diffi-
culty of adhering to dietary recommendations. More studies are 
needed to confirm the importance of applying cognitive methods 
to this patient group to improve the effectiveness of dietary treat-
ment.
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