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Abstract
Aim: Although binge-eating disorder (BED) is a common comorbidity of type 
2 diabetes, little is known about the treatment experiences for persons with 
both conditions. Our aim was to explore perceptions of Primary Care Providers' 
(PCPs') treatment among adult women with both diagnoses.
Methods: In this qualitative descriptive study, we conducted semi-structured 
interviews with a sample of 21 women (90% non-Hispanic white; mean age 
49 ± 14.8 years, mean body mass index [BMI] 43.8 ± 8.4; 48% had type 2 diabetes, 
mean HbA1c 68 mmol/mol, 8.4%) who had previously participated in a secondary 
care specialized eating disorder treatment programme. Interviews were audio-
recorded, transcribed and analysed using thematic analysis and NVivo 12.
Results: Participants described PCPs' helpful and unhelpful attitudes and behav-
iours during type 2 diabetes and BED treatment experiences. Helpful treatment 
was experienced when PCPs demonstrated a person-centred approach by provid-
ing adequate diabetes education, individualized care and non-judgmental atti-
tudes from which participants reported increased understanding of diabetes and 
BED, improved diabetes self-care and fewer negative self-perceptions. Unhelpful 
treatment occurred when PCPs did not provide sufficient diabetes education and 
manifested deficient understanding of BED characterized by simplistic advice or 
judgmental attitudes, from which participants reported having limited knowl-
edge and understanding of diabetes and BED, low self-efficacy, diminished trust 
and feelings of guilt, shame and failure.
Conclusions: We propose a preliminary pathways treatment model derived 
from our findings, which utilizes integrated type 2 diabetes and BED education 
and person-centred collaboration. This preliminary model needs to be tested in 
quantitative research with a larger sample.
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1   |   INTRODUCTION

Over 30 million people in USA have type 2 diabetes 
and worldwide more than 95% of people with diabetes 
have type 2 diabetes.1,2 Furthermore, studies report a 
greater prevalence of binge-eating disorder (BED) in in-
dividuals with type 2 diabetes than those without type 2 
diabetes.3,4 In fact, one recent review article clearly ar-
ticulated the need for healthcare providers to be famil-
iar with the diagnosis of and treatment for BED since 
it is a common comorbidity of type 2 diabetes.5 BED is 
characterized by recurrent binge episodes in which an 
objectively large amount of food is eaten in a discrete 
time and is associated with feelings of loss of control, 
distress, guilt and shame but without compensatory 
purging behaviours.6

Some researchers have speculated that the pre-
scribed and perceived rigidity of diet and weight loss 
recommendations for prevention and management 
of type 2 diabetes can exacerbate disordered eating 
among those with or predisposed to eating disorders.7 
Studies also have found an association between disor-
dered eating and impaired fasting glucose, insulin re-
sistance or pre-diabetes,8,9 and people with prediabetes 
have an increased risk of developing type 2 diabetes.10 
Importantly, there is a substantial lack of research re-
garding the treatment of disordered eating in people 
with type 2 diabetes and a strong need to further study 
this population to identify best practices for managing 
persons with this dual diagnosis.11

Person-centred care often is recommended in treat-
ment of type 2 diabetes; this approach includes providing 
adequate diabetes education, tailoring treatment recom-
mendations to each person's medical priorities and per-
sonalized life situation and promoting self-management 
and shared decision-making skills.12,13 Winston (2020) ad-
vocated that ideal treatment for diabetes and BED needs 
to be carried out by professionals who understand diabe-
tes management as well as the relationships among eating 
behaviours, mood, glycaemia and insulin administra-
tion.14 Moreover, many persons with diabetes and an eat-
ing disorder disengage from diabetes treatment because 
they feel misunderstood or criticized by their health care 
providers.14 This suggests that despite recommendations 
for person-centred diabetes treatment, providers may still 
have poor understanding of and limited strategies for 
treating persons with type 2 diabetes and BED. Thus, to 
improve treatment experiences and effectiveness, more 
needs to be understood about how treatment for BED in-
terfaces with treatment for type 2 diabetes. Furthermore, 
since primary care providers (PCPs) deliver clinical care 
to about 90% of individuals with type 2 diabetes in USA,15 
the primary care (PC) setting offers the most efficient 

context to investigate the treatment experiences of people 
with type 2 diabetes and BED.

Few studies have examined the effects of treatment 
for persons with type 2 diabetes and BED.3 Qualitative 
research offers the opportunity to gather in-depth in-
formation on individuals' treatment experiences, which 
can inform effective interventions. We previously re-
ported on qualitative data characterizing the lived ex-
periences of managing both diabetes and BED from the 
perspectives of persons living with both illnesses (M.G. 
Salvia, unpublished data, 2022). The aim of the current 
study was to use the same participant sample to qual-
itatively investigate perceptions of their primary care 
experiences. Specifically, our research question was: 
How do persons with type 2 diabetes/pre-diabetes and 
BED perceive helpful and unhelpful treatment with 
their PCPs?

2   |   PARTICIPANTS AND 
METHODS

2.1  |  Qualitative approach

We used both a qualitative descriptive and narrative in-
quiry research design with in-depth interviewing to ob-
tain information about the treatment experiences of adult 
women with BED and type 2 diabetes or pre-diabetes.16,17

What's new?
•	 Binge-eating disorder (BED) is a common co-

morbidity of type 2 diabetes; little is known 
about treatment experiences with primary 
care providers (PCPs) for these co-occurring 
conditions.

•	 Helpful and unhelpful PCP treatment was ex-
plored with 21 women diagnosed with these co-
occurring conditions.

•	 Findings highlight the importance of PCPs 
using education and person-centred collabo-
ration for helpful treatment. PCPs' unhelpful 
attitudes and behaviours were perceived as 
hindering participants' knowledge and under-
standing of diabetes and reinforcing low self-
efficacy and negative self-perceptions.

•	 Derived from our findings, a preliminary path-
way model is proposed that integrates educa-
tion and person-centred strategies. Quantitative 
research is needed to test this model.
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2.2  |  Setting and participants

We used purposive sampling to identify and select 
English-speaking adults from a secondary care centre spe-
cializing in eating disorder treatment in the Boston area 
of Massachusetts in USA. This centre offered intensive 
outpatient programming (IOP) for BED. Medical records 
were screened for admissions from 2015 to 2019 for co-
occurring diagnoses of BED and type 2 diabetes/predia-
betes. Inclusion criteria included completion of >2 weeks 
of the IOP programme and discharge at least 6 months 
prior to study enrolment. Exclusion criteria included dis-
continuing the IOP and needing a higher level of care or 
cognitive impairment or severe psychopathology limiting 
the ability to engage in the interview.

2.3  |  Data collection and analysis

Participants attended one study visit at the treatment cen-
tre. All participants gave informed consent and received 
monetary compensation ($50) for their participation. 
Biomedical data were obtained by self-report at the time 
of the interview and from participants' outpatient provid-
ers' medical records for which participants gave separate 
consent.

One-on-one interviews were conducted by two of the 
study's researchers (MGS and PAQ) using semi-structured 
interview guide for participants with type 2 diabetes and 
pre-diabetes (Appendix A). The interview guide was de-
veloped by our multidisciplinary research team including 
PAQ (epidemiologist and registered dietitian), MDR (li-
censed psychologist with expertise in diabetes and qualita-
tive research), MGS (registered dietitian and experienced 
qualitative researcher with expertise in BED and type 2 
diabetes), and KLEC (licensed psychologist with expertise 
in BED). We reviewed the literature on BED and type 2 di-
abetes, outlined the core research questions and follow-up 
prompts to develop the interview guide that explored par-
ticipant experiences of living with and receiving treatment 
for type 2 diabetes and BED before, during, and after their 
specialty treatment. All participants reported treatment by 
PCPs (physicians and nurse practitioners) who were exter-
nal to the secondary BED IOP. Interviews were digitally 
audio-recorded and transcribed verbatim and were dou-
ble checked as a quality measure. Study procedures were 
approved by the Boston University Institutional Review 
Board.

The research team used thematic analysis to analyse 
the data.18 The team independently read transcripts and 
initially open-coded the data by marking and categoriz-
ing key words and phrases to generate the initial codes. 
Data analysis continued until data saturation for each 

theme occurred. The team met virtually every other week 
for 13 months to discuss and review codes; discrepancies 
were resolved through consensus. NVivo 12 software was 
used to manage data and facilitate the analysis.19 The mul-
tidisciplinary team with experts from different disciplines 
allowed for investigator triangulation, which supported 
the credibility (validity) of the study. Dependability (reli-
ability) was supported by recording all research decisions 
and processes creating an audit trail.

3   |   RESULTS

Twenty-one women with diabetes and BED (mean age 
49 years, range (19–66 years), 90% non-Hispanic white, 
mean body mass index (BMI) 43.8, range (30.2–63.9), 
mean HbA1c 68 mmol/mol, range (46–130 mmol/mol) 
or 8.4%, range (6.4%–14.0%), mean diabetes duration 
12 years, range (5–18 years) were interviewed for this 
study. For our 10 participants with type 2 diabetes, four 
used non-insulin diabetes medications; three used insulin 
in addition to another diabetes medication; two used no 
medications; and one did not report medication use. For 
the 11 participants with pre-diabetes, nine used no diabe-
tes medications, and two used non-insulin medications. 
Seventy-one percent reported that binge eating started in 
childhood or adolescence. Every participant had a formal 
diagnosis of BED using DSM-5 criteria, which was deter-
mined at the time of enrolment in the specialty eating dis-
order treatment programme or previously by a licensed 
mental health professional.

Helpful and unhelpful treatment experiences emerged 
as the two main themes from the thematic analysis of the 
qualitative interviews. Given that the encounter between 
the PCP and person with diabetes and BED is a two-person 
interaction, subthemes included both perceptions of PCPs' 
attitudes and behaviours as well as participants' reported 
reactions to those attitudes and behaviours (Table  1). 
Representative quotations are used for each theme/sub-
theme noting participant ID #, age, and diagnosis of type 
2 diabetes/ pre-diabetes.

3.1  |  Helpful treatment experiences

Participants perceived PCPs' helpful attitudes and be-
haviours when treatment entailed a person-centred and 
collaborative approach. Participants described person-
centred and collaborative care when they perceived 
their PCPs as offering sufficient diabetes education and 
individualized care and when PCPs manifested non-
judgmental attitudes and emotional understanding of 
the participants' lived experiences of BED and diabetes. 
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Each factor of this treatment was portrayed as eliciting 
positive behavioural and emotional responses from the 
participants.

For example, some participants described diabetes ed-
ucation as promoting their better understanding of the 
connection between diabetes and binge eating, helping 
to improve their self-care behaviours and sense of self-
efficacy as well as increasing their understanding of some 
of their emotional and physical reactions:

I got more education and started to realize the 
connection between the binge eating and the 
A1C. I started taking my blood sugar on a reg-
ular basis. I've been much more vigilant with 
that…. So, I have … segments of time that I'd be 
very vigilant …, and that would definitely help 
the binge eating, and I was able to make con-
nections between not bingeing and a sense of 
calm. 

(#18, age 63 years, diabetes)

And so, it was like “oh that makes sense! That's 
why I feel so …,” and they [PCPs] were like “it'll 
cause you to be really tired because you'll have 
had too much sugar and that sugar isn't being 
used properly, so it'll cause you to be more and 
more tired,” and it'll cause most of the symp-
toms that I was having at that time, and I was 
like “oh, wow! This makes sense….” 

(#20, age 19 years, pre-diabetes)

Other participants described helpful person-centred 
treatment when they perceived their PCPs as individually 
addressing their specific BED behaviours in the context of 
diabetes. For example, one participant described how her 
PCP's long-term understanding of her eating patterns con-
tributed to an individualized treatment plan that included 
more frequent visits and the intermittent use of insulin:

… my doctor knew … and had seen it over the 
years. … during the times when I ate well my 
blood sugar was pretty well-controlled. And the 
times when I didn't, it wasn't, and so I think as 
a first step before putting me on daily insulin, 
she said “since it only seems to happen when 
your eating is out of control, let's try giving you 
(insulin) pens for those instances.” … My doctor 
also started asking me to come in for appoint-
ments every 3 months or so. 

(#13, age 59 years, diabetes)

Person-centred care was further experienced with col-
laboration across the multidisciplinary team, which allowed 
participants to feel that treatment was tailored to their indi-
vidual needs:

So, my doctors [PCPs] were great and just auto-
matically sent me to JDC [specialized diabetes 
treatment centre]. And I had an endocrinolo-
gist there but also a nutrition specialist… and 
she taught me a lot… I have problems with 
memory among other things with my head, 

Theme
Perceptions of PCPs' Attitudes 
and Behaviours

Participants' Reported 
Reactions

Helpful 
treatment 
experiences

•	 Sufficient diabetes education
•	 Individualized treatment plans
•	 Non-judgmental attitudes
•	 Emotional understanding of 

difficulties managing diabetes and 
BED

•	 Better understanding of 
diabetes and BED

•	 Improved diabetes self-care 
behaviours

•	 Decreased negative 
emotions and 
self-perceptions

Unhelpful 
treatment 
experiences

•	 Insufficient diabetes education
•	 Limited understanding of BED
•	 Limited understanding 

of participants' emotional 
experiences of living with and 
managing dual diagnoses

•	 Simplistic advice
•	 Judgmental attitudes

•	 Lack of understanding of 
diagnoses and treatment 
plans

•	 Reinforced negative self-
perceptions (shame, self-
blame, sense of failure)

•	 Feeling unheard or 
misunderstood regarding 
binge eating behaviours or 
concerns

•	 Diminished trust in 
provider

•	 Low self-efficacy

T A B L E  1   Perceptions of primary care 
treatment experiences
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and so she kinda worked with me, with my 
quirkiness because I can only concentrate on 
one thing … 

(#9, age 65 years, diabetes)

Finally, participants perceived helpful treatment and 
described their positive reactions when PCPs demon-
strated an understanding of the complex difficulties they 
faced in their attempts to manage the dual diagnoses of 
type 2 diabetes/prediabetes and BED. For example, one 
participant described how her PCPs' understanding of 
the similar psychological factors underlying both her 
binge eating and poor diabetes self-management con-
tributed to her improved self-perceptions and diabetes 
self-management:

Yeah. I think they [PCPs] were in sync about 
forgiving yourself, being kinder to yourself, 
giving you permission to fail and rebound, 
all work very nicely with keeping your blood 
sugars in check. Because I do believe it's the 
emotional beating yourself up that starts 
that vicious, vicious cycle of binge eating and 
feeling like a failure…. Not wanting to look 
at that [blood glucose] number. So, I think 
it's really connecting those pieces that you're 
okay, you're worthwhile, you're not a failure, 
and you're going to make mistakes and that's 
ok. And I think that's what worked synergisti-
cally with diabetes. 

(#18, age 63 years, diabetes)

3.2  |  Unhelpful treatment experiences

In contrast to helpful treatment experiences, unhelpful 
encounters were described as not person-centred treat-
ment. Some participants reported not receiving sufficient 
diabetes education or experiencing a lack of personalized 
diabetes treatment recommendations by their PCP. For 
example, one participant described a medical encounter 
where she perceived her PCP as almost robotically re-
sponding to her glucose data without empathy or interest 
in her as a person living with type 2 diabetes and BED, 
which contributed to her feeling unheard or misunder-
stood and hopeless about an effective treatment plan for 
her medical concerns:

I'd go into my doctor's office, and I'll have a 
bunch of numbers. Like 140, 120, 200. After 
supper, it'd be like 200, 160, 330, 150. All she 
(PCP) does is,” Ok, your numbers here … are 
fine. These numbers are too high, so take more 

insulin over here.” That's all I ever get. You 
know her answer is “just don't eat that.” There's 
no concept, as far as I'm concerned, in the di-
abetic world of what binge eating disorder is. 
There's no recognition of it. …Personally, I 
think they should recognize the mental aspects 
of it. You know that it's there, number one. And 
number two, that they should have some way 
for you to deal with it. Deal with your emotions 
instead of, you know, eating a sleeve of cookies 
over it.…they don't do that. It's nowhere to be 
found. At least not that I've seen. 

(#4, age 56 years, diabetes)

Most of the participants with pre-diabetes described al-
most a total absence of diabetes education. For example, this 
participant reported receiving such minimal diabetes educa-
tion that she did not really understand what her diagnosis 
meant:

The word that they used was insulin resis-
tance, and then as I got older … they started 
using the word prediabetes, and I remember 
being like “what's that?” like “what, what do 
you mean?” 

(#20, age 19 years, pre-diabetes)

In addition, participants described unhelpful treat-
ment when they perceived PCPs as having a limited 
understanding of BED or not knowing how to integrate 
treatment for BED with usual diabetes treatment despite 
the wish to help:

And then I talked to my doctor about it [binge 
eating], my primary care. Because she always 
talked about healthy weight and exercise, and 
healthy lifestyle, but she never really addressed 
that [binge eating]. I had a real problem with 
this …. It's [BED's] like a disease, just like my 
diabetes. And nobody seems to understand it. 
They all think it's willpower. 

(#12, age 66 years, diabetes)

We've [PCP and participant] had conversa-
tions about binge eating disorder certainly 
at several appointments. Yes, I feel like we 
sort of get so far with it, and then I start to 
feel like she doesn't really totally understand 
what I'm saying. It's like she does, but then 
“so what you have to do is…x, y, and z” … and 
then you're like “yeah, you don't get it.” So, 
I tend to… kind of close the door sometimes 
with the communication with the primary 
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care because… I don't necessarily feel like it's 
gonna be a productive conversation. When 
we talk, I feel like somehow it's going to cir-
cle back around to a focus on numbers on the 
scale or specific structured behaviors that you 
have to follow. 

(#1, age 40 years, diabetes)

Furthermore, participants characterized their PCPs' 
communication as suggesting a limited understanding 
of the complexity entailed in managing both binge eat-
ing and type 2 diabetes/pre-diabetes. This was particu-
larly the case when PCPs made the recommendation to 
lose weight. In response to this perceived lack of under-
standing or over-simplification of their lifelong expe-
riences of being overweight or being told that optimal 
diabetes self-management or prevention is solely about 
weight loss, participants described feeling anger and 
frustration:

Oh yeah, every doctor told me to lose weight. 
And I would kind of get mad because I'm like, 
“can you focus on something else?” [laughs] 
Like, can I be a person and not a weight num-
ber? You know? And telling someone to lose 
weight – “oh, lose weight, oh, okay!” …I don't 
think all of this stuff has really come to the fore-
front of everything in the medical field … they're 
not understanding that whole piece behind 
being overweight. 

(#11, age 56 years, diabetes)

Participants also described how PCPs not understanding 
the complex factors involved with weight loss and binge eat-
ing contributed to self-blame and a sense of failure in the 
context of decades of being overweight and engaging in 
binge eating, which for most participants started in child-
hood or adolescence:

…from my experience, the doctors that I've 
worked with, I feel like they don't have a good 
understanding of human behaviour when it 
comes to eating and eating disorders.... I feel 
like that a lot of times, especially for PCPs, it 
seems like it's approached in a very cut-and-
dry way, like “well, you need to lose weight, cut 
calories, cut food, exercise more,” without an 
understanding of how complex that is and all 
of the other pieces that go along with it, as if it's 
just a simple formula. …and if you're not suc-
cessful with it, you're not trying hard enough or 
you don't have the willpower, you don't have the 

self-control. Again, I guess just not recognizing 
the complexity of it and understanding human 
behavior. 

(#1, age 40 years, diabetes)

Finally, participants described a reluctance to share 
their binge eating behaviour with PCPs, often hinder-
ing opportunities for collaborative care. Sometimes, 
this reluctance was attributed to perceptions of PCPs as 
not having the time, interest, knowledge base or under-
standing to be of help to them. Participants often de-
scribed feeling as though their binge eating was overtly 
or silently dismissed in their medical encounters. For 
example, one participant recalled her experience as 
a college student where she did not know how or did 
not feel she had the right or opportunity to discuss her 
binge eating with her PCP. When she attempted to dis-
cuss her concerns, she described feeling not heard and 
concluded that binge eating was dismissed as a valid 
medical concern:

… I may have mentioned it (binge-eating) like 
once or twice…. and they just never took that 
as the priority of the appointment. It was al-
ways like, “you're here for one reason, and 
that's the reason you're here and that's what 
I'll treat you for.” Anything else, “make an-
other appointment.” And so, I just wouldn't 
[discuss BED] because that seemed like not 
a good reason to come into an appointment 
when you're a college kid and you don't know. 
So, I was just like “oh well, guess that's not 
on the list today,” …—it always fell by the 
wayside. 

(#15, age 32 years, prediabetes)

In other instances, participants described how shame or 
fear of disappointing their provider contributed to not dis-
cussing their binge eating with their PCPs.

I felt ashamed, and I would avoid reporting 
more than I had to. So sometimes I would 
wait until the next appointment to tell them. 
And I felt ashamed that I was doing this to 
myself. 

(#13, age 59 years, diabetes)

Because it's embarrassing. Yeah. And they've 
already told me to lose weight, and if I tell them 
I'm binge eating, they're going to be very disap-
pointed in me. 

(#10, age 57 years, pre-diabetes)
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4   |   DISCUSSION

In this qualitative study, we explored perceptions of PCPs' 
helpful and unhelpful treatment attitudes and behaviours 
among women with type 2 diabetes/pre-diabetes and 
BED. Treatment was viewed as helpful when participants 
perceived a person-centred collaborative approach where 
their PCPs spent time and showed interest in increasing 
participants' understanding of diabetes and addressing 
their individual treatment needs. Participants also noted 
the importance of PCPs manifesting non-judgmental at-
titudes and an emotional understanding of both of their 
conditions. Further, they perceived helpful attitudes and 
behaviours that contributed to increased knowledge and 
understanding as well as enhanced self-efficacy promoting 
improved self-care and fewer negative self-perceptions. 
On the other hand, participants perceived unhelpful treat-
ment when PCPs did not offer sufficient diabetes educa-
tion, had a limited understanding and knowledge of BED 
and a lack of ability to integrate treatment for BED with 
diabetes care. In addition, participants perceived unhelp-
ful treatment when PCPs demonstrated judgmental at-
titudes. As a result of unhelpful treatment, participants 
described a lack of information about their diagnoses, 
diminished self-efficacy to manage their conditions and 
reinforced negative self-perceptions.

Our finding that diabetes education was seen as a vital 
component of helpful treatment was not surprising since 
UK Diabetes reports that the poor delivery of education 
to people with diabetes promotes serious diabetes compli-
cations, premature deaths, and unsustainable costs to the 
National Health Service.20 Thus, PCPs who treat persons 
with diabetes are urged to include diabetes education in 
their treatment protocol. Importantly, in our study, the 
lack of sufficient education was particularly pronounced 
for persons with pre-diabetes who were told they had a 
condition sometimes without any explanation of what it 
meant or how to take preventive actions to delay develop-
ment of type 2 diabetes. In addition, it is noteworthy that 
participants rarely mentioned their PCPs offering educa-
tion about BED. This absence of BED education seems to 
match perceptions that PCPs lacked both understanding 
of BED and treatment strategies to co-manage diabetes 
and BED.

Furthermore, the experience of feeling dismissed by 
a PCP when trying to disclose binge eating behaviours 
was a common experience in our sample. These findings 
strongly suggest the need to assist PCPs in gaining knowl-
edge and becoming more familiar with BED symptoms 
and experiences. PCPs would benefit from continuing 
education to develop skills for screening and diagnosing 
BED3 and making referrals to qualified mental health and 
nutrition providers to inform a comprehensive treatment 

plan. In addition, we found, and others have reported,14 
that persons with diabetes and eating disorders can feel 
misunderstood and or criticized by their PCPs and then 
may disengage from treatment, risking suboptimal health 
outcomes. To maximize treatment effectiveness, education 
also is needed to raise PCPs' awareness of their judgmen-
tal attitudes, implicit weight bias and critical communica-
tion styles that interfere with the helpful care provided to 
persons with these dual diagnoses.

Our participants' shame and reluctance to share their 
binge eating can be understood through the lens of weight 
bias. In fact, studies have indicated PCPs' negative bias 
towards overweight people as well as the lack of medical 
education and research to address these negative attitudes 
and their harmful influences on health outcomes.21,22 
Studies also have documented a reluctance to disclose lack 
of engagement in diabetes self-care behaviours by persons 
with type 2 diabetes because of guilt, shame and fear of 
being judged.23,24 Interestingly, Beverly and colleagues 
also found the reluctance to share information on lack of 
engagement in diabetes self-care was associated with el-
evated depressive symptoms.23 This finding suggests the 
need to explore and better understand how persons with 
diabetes and BED are psychosocially functioning and how 
depression may interface with their perceptions of and 
reactions to treatment. It is known, for example, that de-
pression and other altered mood states predispose to wors-
ened eating disorder pathology.25 Importantly, when PCPs 
treat this vulnerable population with dual diabetes and 
BED diagnoses, we endorse following recommendations 
for regular screening for depression.10,26 Unfortunately, 
recommendations for BED screening are sorely absent 
despite the high prevalence of BED with type 2 diabetes.4

Participants in our study observed that helpful indi-
vidualized treatment occurred when PCPs increased the 
frequency of their visits and when they had long-term re-
lationships. These findings are of special interest during 
this time in healthcare when shorter and less frequent 
visits with health care providers occur, and the need for 
continuity of care continues to be stressed when provid-
ing quality primary care.27,28 Our participants noted one 
possible solution when they endorsed the use of the mul-
tidisciplinary care team comprised of a range of medical 
providers; this team can allow persons with diabetes and 
BED to be seen more frequently and can include mental 
health providers and nutritionists with expertise in the 
treatment of eating disorders.

Importantly, efforts to develop treatment models for 
co-occurring diabetes and eating disorders are ongoing. 
Harrison et al. (2020) developed a cognitive behavioural 
therapy model that was aimed to inform the develop-
ment of an intervention for type 1 diabetes and disor-
dered eating.29 Similarly, given the lack of treatment 
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recommendations for persons with type 2 diabetes and 
BED, we propose a preliminary pathway model derived 
from our findings, which suggests optimal interactions 
in PC treatment (Figure  1). In this innovative model, 
persons with these dual diagnoses would benefit from 
a partnership with PCPs where treatment occurs in an 
environment of respect, trust and collaboration, and 
where the mutual development of coping strategies and 
problem-solving skills could improve treatment experi-
ences for this population. This model also needs to in-
clude the perspectives of PCPs and other stakeholders 
but may be seen as a first step in the development of a 
rigorously formulated treatment model to be tested in 
future quantitative research with larger and more di-
verse samples.

The limitations of this study include a small, homog-
enous sample (e.g., English-speaking, well-educated, 
90% non-Hispanic white) of women who were treated 
at a specialized BED treatment programme in the north-
eastern USA. Selection bias may be present since these 
participants were able to access and utilize a specialized 
BED programme, and therefore their experiences may 
differ from those who could not access specialized treat-
ment. This sample also does not include black women 
and white men who have a similar prevalence of BED as 
white women30 and minorities whose prevalence of type 2 
diabetes is far greater than non-Hispanic whites.1 Future 
studies will require innovative strategies to enrol more 
diverse populations for improved representation. In addi-
tion, recall bias may be present; participants' recollections 
of their treatment experiences may reflect an accumu-
lation of thoughts, feelings, and impressions over many 
years of health care interactions and with multiple provid-
ers. Finally, participants were interviewed after their BED 

IOP treatment, and their perceptions may be coloured by 
having received specialized treatment.

In conclusion, our findings highlight the need for in-
creased education for persons with type 2 diabetes and 
BED and for PCPs to improve clinical encounters for these 
co-existing and deeply intertwined medical conditions. 
Primary care providers would benefit from education that 
enhances their awareness of factors contributing to binge 
eating, the complex interactions between type 2 diabetes 
and BED, the behavioural management strategies that 
are common to both diagnoses, and person-centred ways 
to discuss both diagnoses and reduce weight bias in PC 
encounters. Persons with type 2 diabetes and BED would 
benefit from education on both diagnoses. Strategies that 
enhance the individual's active and self-efficacious role 
in treatment need to be creatively designed and patiently 
taught.
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F I G U R E  1   Proposed pathway to helpful treatment from primary care providers (PCPs) and subsequent improvements in treatment 
experiences.
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APPENDIX A
Interview Guide.

Interview Questions for Participants with Type 2 
Diabetes.

1. Tell me about your experience with the onset of binge 
eating and getting diagnosed with binge eating disorder

Prompt: How did you know you had binge eating 
disorder?

Prompt: Who diagnosed you?
Prompt: How have binge eating symptoms developed or 

changed over time?
2. Tell me about your experience with the development 

and diagnosis of diabetes
Prompt: Which came first, the diabetes or the binge eat-

ing behaviours?
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Prompt: How did binge eating influence your diabetes 
management or your ability to follow diabetes treatment 
recommendations?

Prompt: How did managing your diabetes influence 
your binge eating behaviours?

3. Please tell me about your diabetes self-care prior to 
attending programme

Prompt: Which aspects of diabetes self-care did you find 
most challenging?

Prompt: What helped you manage your diabetes (what 
strategies or self-care steps worked best)?

Prompt: Please tell me about any education or support 
you received around managing your.

diabetes.
4. What challenges did you face when managing both 

diagnoses before coming to programme?
Prompt: How did you manage your diabetes when your 

binge eating behaviours were most active?
Prompt: How did you manage blood glucose checking, 

logging, or medication doses in response.
to a binge episode?
5. How did getting treatment for binge eating disorder 

impact your binge eating behaviours?
Prompt: What, if any, elements of programme helped 

interrupt binge-eating behaviours?
Prompt: What changed or did not change after partici-

pating in the IOP programme?
Prompt: Did you tell your diabetes team about binge 

eating behaviours? If so, what was that like for you? If not, 
why did you not tell?

6. How did treatment impact your understanding or 
management of binge eating and type 2 diabetes together?

Prompt: In what ways did you find treatment recom-
mendations or management goals for the two conditions 
to be in conflict with one another?

Prompt: In what ways were recommendations and 
goals in sync?

7. How did the programme impact your diabetes 
self-care?

Prompt: How did the programme address or guide dia-
betes management?

Prompt: What support would have been most helpful 
to you in being able to best manage these two conditions 
(binge eating disorder and diabetes)?

8. What is your present experience with managing type 
2 diabetes and binge eating behaviours

currently?
Prompt: Have your binge eating behaviours changed? 

Did this improve, worsen, or stay the same in comparison 
to before programme?

Prompt: Has your diabetes management changed? Did 
this improve, worsen, or stay the same in comparison to 
before programme?

Prompt: What, if anything, is still challenging for you?
9. Are there foods that you feel are challenging or off-

limits for you right now?
Prompt: Has your intake of carbohydrates changed be-

cause of or since treatment for binge eating?
10. What kind of support are you getting for managing 

these conditions (for example: outpatient
teams, self-care, support groups, or other options)?
Prompt: What kind of support would be helpful to 

continue your progress or help you address setbacks or 
challenges?

11. What role has weight and body image played in your 
life?

Prompt: Did weight or shape influence the development 
or course of either binge eating or diabetes for you?

Prompt: What are your perceptions of weight and shape 
currently?

Prompt: What has been your experience in trying to lose 
weight, both historically and currently?

Interview Questions for Participants with Pre-Diabetes.
1. Please tell me about your experience with the onset 

of binge eating and getting diagnosed with binge eating 
disorder

Prompt: How did you know you had binge eating 
disorder?

Prompt: Who diagnosed you?
Prompt: How have binge eating symptoms developed or 

changed over time?
2. Tell me about your experience with the development 

and identification of prediabetes
Prompt: When did the concern for developing diabetes 

emerge relative to the onset of binge eating behaviours? 
Which came first?

Prompt: How did binge eating impact your prediabetes 
risk or your ability to follow recommendations to manage 
that risk?

Prompt: How did managing prediabetes influence your 
binge eating behaviours?

Prompt: What has happened to your diabetes risk fac-
tors (for example, fasting blood glucose or A1c) since at-
tending programme? Have you developed diabetes or seen 
any changes in lab values?

3. Please tell me about how you were managing diabetes 
risk before attending programme

Prompt: Which aspects of self-care or diabetes risk 
management did you find most challenging?

Prompt: What helped you manage your risk for devel-
oping diabetes (what strategies worked best)?

Prompt: Please tell me about any education or support 
you received around preventing diabetes.

4. What challenges did you face when managing both 
binge eating disorder and prediabetes before coming to 
programme?
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Prompt: How did you manage or how did you feel about 
prediabetes risk factors when binge eating behaviours 
were most active?

Prompt: Did you tell your physician or health care team 
about binge eating behaviours? If so, what was that like 
for you? If not, why did you not tell?

5. How did getting treatment for binge eating disorder 
impact your binge eating behaviours?

Prompt: What, if any, elements of the BED programme 
helped interrupt binge-eating behaviours?

Prompt: What changed or did not change after partici-
pating in the programme?

6. How did treatment impact your understanding or 
management of binge eating and prediabetes together?

Prompt: In what ways did you find treatment recom-
mendations or management goals for the two conditions 
to be in conflict with one another?

Prompt: In what ways were recommendations and 
goals in sync?

7. How did the programme impact your prediabetes 
self-care?

Prompt: How did binge eating disorder treatment im-
pact your diabetes risk-reduction goals? For example, 
were there changes in blood glucose readings or A1c?

Prompt: How did the programme address or guide pre-
diabetes risk management?

Prompt: What support would have been most helpful 
to you in being able to best manage these two conditions 
(binge eating disorder and prediabetes)?

8. What is your present experience with managing pre-
diabetes risk or type 2 diabetes and binge eating behav-
iours currently?

Prompt: Have your binge eating behaviours changed? 
Did this improve, worsen, or stay the same in comparison 
to before programme?

Prompt: Has your diabetes risk or diabetes management 
changed? Did this improve, worsen, or stay the same in 
comparison to before programme?

Prompt: What, if anything, is still challenging for you?
9. Are there foods that feel challenging or off-limits for 

you right now?
Prompt: Has your intake of carbohydrates changed be-

cause of or since treatment for binge eating?
10. What kind of support are you getting for managing 

these conditions (for example: outpatient teams, self-care, 
support groups, or other options)?

Prompt: What kind of support would be helpful to 
continue your progress or help you address setbacks or 
challenges?

11. What role has weight and body image played in your 
life?

Prompt: Did weight or shape influence the development 
or course of either binge eating or prediabetes or diabetes 
for you?

Prompt: What are your perceptions of weight and shape 
currently?

Prompt: How does weight impact binge eating, type 2 
diabetes or diabetes prevention for you currently?
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