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Abstract

Introduction: Obesity is now considered as pandemic. 40% of Italian population is overweight or obese. Many
studies emphasize the association of obesity with mental disorders specifically depressive and anxiety disorders,
substance use disorder, personality disorder. It has to be distinguished from the mental dimensions: impulsivity, mood,
anxiety and body image connected to the emotional regulation system producing eating behaviors. Obesity subjects
differ in eating behaviors: gorging, snacking, sweeteating, grazing and binge that are characterised by different level
of psychopathology. Mental disorders are also associated to eating behaviors. Bariatric surgery is considered gold
standard therapy for obesity. However, follow-up studies underline that the association obesity-mental disorders
determines weight loss failure.

Methods: 2205 obese subjects underwent psychiatric assessment before bariatric surgery. Patients were divided
into two groups as result of psychiatric assessment: 1392 obese subjects without association with mental disorders
and 813 with mental disorders. These last (mean age 37,63 SD * 12,07; 181 M, 632 W; mean body mass index (BMI),
45,16 SD + 12,14) were enrolled in this study. Every patient underwent psychiatric evaluation. The absence of mental
disorders was considered an exclusion criteria.

Results: In our sample, Binge Eating Disorder (BED) and Night Eating Syndrome (NES) have the major prevalence.
General Anxiety Disorder (GAD) and Major Depressive Disorder (MDD) are also related to obesity. Educational level, in our
sample, does not influence in a significant way the mental disorders. Age does not change the psychopathological frame.

Conclusion: This study emphasizes that the association between obesity and mental disorders is high among bariatric
surgery candidates of our region. The relationship with eating behaviors is connected to the general features of the mental
disorders but is not yet clear the reciprocal influences nor why some obese subjects suffer from both and some others does not.
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Introduction

Obesity is now considered as pandemic. All over the world obesity
rates have increased. In Italy, the obesity adult rate is not so different
from other European countries (approximately 10% of population).
In 2014, Organization for Economic Co-operation and Development
(OECD) study underlines that 40% of Italian population is overweight
or obese and this data is consistent with the European rates. However,
childhood obesity rates are considered one of the highest (36% for
boys and 34% for girls) [1]. In addition, World Health Organization
(WHO) projections forewarn that by 2030 disease prevalence rate will
nearly double for the Italian community [2]. Obesity is a multifactorial
chronic disease determined by genetic, metabolic and psychological
factors. The obesity mental field is formed by the relationship
between mental dimensions: impulsivity, mood, anxiety and body
image connected to the emotional regulation system producing
eating behaviors. Obesity subjects differ in eating behaviors: gorging,
snacking, sweeteating, grazing and binge that are characterised by
different levels of psychopathology related to the mental dimensions
and the emotional regulation system [3-8]. The disorder of the mental
dimensions should not be confused with the association of obesity with
mental disorders. In this instance, obesity is a comorbidity and the
relationship can be considered bi-directional. Many studies emphasize
the association of obesity with mental disorders specifically depressive
and anxiety disorders, substance use disorder and personality disorder
connected to dysregulation of biological pathways [9,10]. Moreover,
socio-economical and culture factors can be mediators between obesity
and mental disorders. Depression and obesity have been well studied
and researchers recognized a bi-directional pathway consequence of
the interrelationship of brain anatomy and neuromodulation [11,12].
The association with anxiety disorders is more variable and not well

clarified even if obese females have a higher percentage than obese
males [10]. Associations with bipolar disorder, psychosis, eating
disorders: Binge Eating Disorder (BED) and Night Eating Syndrome
(NES) are also described. The overall analysis of the literature highlights
the relationship with mental disorders but it does not consider
their relationship with eating behaviors that can worsen obesity or
determine it. Obesity is a high cost and risk disease in time. Thus it is
very important to apply preventing programs beginning with primary
health care. Prevention is related to the primary ability to recognize
every mental condition that can worsen or be determined by obesity
[13]. Bariatric surgery is now the gold standard therapy for obesity
and metabolic disease particularly for diabetes type 2. However, the
American and European International guide lines, recognizing the
importance of psychiatric/psychological factors contributing to obesity,
stress the importance of a careful assessment before bariatric surgery
[14,15]. Many mental disorders determine weight regain in short and
long term or worsen after surgery [16,17]. This study shows the results
of a sample of obese patients living in Campania, a region in the South
of Italy, and stresses the prevalence of different mental disorders and
their relationship with eating behaviors, considering each of them
according to data literature and methods.
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The aim of this study is: 1) to describe the association and the
prevalence of mental disorders and obesity in our sample; 2) to describe
the association with eating behaviors demonstrating that they have
different psychopathological traits related also to the specific mental
disorders 3) to emphasize the importance of recognizing mental
disorders which can determine failure in treatment of obesity surgery.

Materials and Methods
Recruitment

From January 2009 to December 2016, 2205 obese subjects
underwent psychiatric assessment before bariatric surgery. The
assessment is part of the multidisciplinary program for obesity
treatment at Naples School of Medicine “Federico II” Department of
Psychiatry: Eating Disorders and Obesity Unit. This Unit is a reference
centre for psychiatric/psychological assessment before bariatric surgery
of five bariatric surgery units with the highest numbers of operations in
Campania region . These centres are Bariatric surgery General Surgery
Department School of Medicine “Federico II”, S.Giovanni Bosco
Hospital, Cardarelli Hospital, General Surgery Department Second
University of Naples. They are also reference centres for other regions
in the South of Italy such as Molise, Calabria and Puglia.

813 obese outpatients (mean age 37,63 SD + 12,07; 181 M, 632
W; mean body mass index (BMI), 45,16 SD +* 12,14) suffering from
obesity and mental disorders were enrolled in this study. They were
included after the psychiatric examination indicating the association

SAMPLE
pts. 813
SEX
F 632 (77,73%)
] 181 (22,27%)

AGE, mean (SD)

BMI, mean (SD)
Educational level

37,63 (£12,07)
45,16 (£12,14)

Low level

F 371 (58,72%)

M 86 (47,45%)
Middle level

F 224 (35,36%)

M 80 (44,44%)
High level

F 37 (5,9%)

M 15 (8,1%)

Table 1: Demographic characteristics of the sample.

Mental Disorders (%)
BED 241
NES 13,53
GAD 36,77
MDD 13,76
IND 4,42
PSYD 3,93
BD 4,54
BLPD 2,09
SuUD 1,84
OTHERS 4,89

Table 2: Mental disorders prevalence (%) of the sample.

BED: Binge Eating Disorder; NES: Night Eating Syndrome; GAD: Generalized
Anxiety Disorder; MDD: Major Depressive Disorder; IND: Insomnia Disorder;
PSYD: Psychotic Disorder; BD: Bipolar Disorder; BLPD: Borderline Personality
Disorder; SUD: Substance Use Disorder; OTHERS: Obsessive-compulsive
disorder, Epilepsy, Post-traumatic stress disorder, Dementia, Personality disorder
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Figure 1: Recruitment flow chart.

BED: Binge Eating Disorder; NES: Night Eating Syndrome; GAD: Generalized
Anxiety Disorder; MDD: Major Depressive Disorder; IND: Insomnia Disorder;
PSYD: Psychotic Disorder; BD: Bipolar Disorder; BLPD: Borderline Personality
Disorder; SUD: Substance Use Disorder; OTHERS: Obsessive-compulsive
disorder, Epilepsy, Post-traumatic stress disorder, Dementia, Personality
disorder
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Figure 2: Mental disorders prevalence (%) of the sample.

BED: Binge Eating Disorder; NES: Night Eating Syndrome; GAD: Generalized
Anxiety Disorder; MDD: Major Depressive Disorder; IND: Insomnia Disorder;
PSYD: Psychotic Disorder; BD: Bipolar Disorder; BLPD: Borderline Personality
Disorder; SUD: Substance Use Disorder; OTHERS: Obsessive-compulsive
disorder, Epilepsy, Post-traumatic stress disorder, Dementia, Personality
disorder

of obesity with mental disorders recognised by using the Diagnostic
and Statistical Manual of Mental Disorders DSM 5 [18]. 1391 patients
without psychiatric comorbidities were excluded from this study. All
participants signed a written consent form before entering the study
(Tables 1 and 2, Figures 1 and 2).

Demographic characteristics are shown in Table 1. Mean Body mass
Index (BMI) was calculated on the whole sample, not considering each
type of mental disorder because BMI is not yet considered a factor that
can interfere with the severity of mental disorders. Type and prevalence
of mental disorders are described in Table 2.

Every patient underwent psychiatric evaluation, which
consisted of

1. Psychiatric examination to include or exclude mental disorders
according to the DSM-5. It was performed to consider: patient's
mood, level of anxiety, thought content and process, perception
and cognition; investigation of the patient's trauma history; past
psychiatric treatments (type, duration, and, where applicable,
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doses); adherence to past and current pharmacological
psychiatric treatments; response to possible past psychiatric
treatments according to American Psychiatric Association
(APA) guidelines statement for psychiatric evaluation of the
mental state [19].

2. Structured eating interview based on the cognitive-behavioral
model of Garner and Dalle Grave to identify the eating
behaviours in gorging, snacking, sweeteating, grazing and
binge created by Dalle Grave in Italian language [20].

3. Psychometric tools performed by rating scales validated
in Italian language after the psychiatric examination for
reinforcing the diagnosis. These were:

Beck Depression Inventory-II is one of the most widely
psychometric tools to assess depression and its severity [21,22]. It was
used for Major Depressive Disorders (MDD)

State Trait Anxiety Inventory (Form Y) for General Anxiety
Disorders. It measures one's conscious awareness at two extremes of
anxiety affect. Higher STAI scores suggest higher levels of anxiety [23].

Barratt Impulsiveness Scale (BIS-11) assesses the personality/
behavioral construct of impulsiveness. It is the most widely cited
instrument for the assessment of impulsiveness and has been used to
advance our understanding of this construct [24-26].

Binge Eating Scale (BES) assesses the presence of binge eating
behavior [27,28]. These latter scales were used to assess Binge Eating
Disorder (BED) and binge behavior of the other mental disorders
described herein.

Association of mental disorders with the prevalent eating
behavior is established for each of them to investigate the type of
relationship between mental disorder and eating behavior based on
psychopathological traits. The study is a prevalence study.

Results

Mental disorders prevalence in our sample is described in Table 2.
General Anxiety Disorder (GAD) and Binge Eating Disorder (BED)
have the major prevalence. Data analysis shows that if we consider the
prevalence of Night Eating Syndrome (NES), Eating Disorders are the
most prevalent mental disorders among our sample of patients. Major
Depressive Disorder (MDD) is also represented in a high percentage.

Binge | Gorging Snacking Sweeteating Grazing Nz;(;ttlilr:;al
BED 100,00% = 0,00% 0,00% 0,00% 0,00% 0,00%
NES 0,00% 0,00% 0,00% 0,00% 0,00% | 100,00%
GAD 27,09% | 39,46% @ 6,69% 9,36% 13,38% 4,01%
MDD 24,11% | 33,04% @ 4,46% 7,14% 25,00%  6,25%
IND 19,44% | 13,88% | 8,33% 22,22% 13,88% | 22,22%
PSYD 46,88% | 28,13% | 3,13% 6,25% 6,25% 9,38%
BD 43,24% | 8,11% 8,11% 21,62% 1351%  5,41%
BLPD 76,47% | 17,64% | 0,00% 0,00% 0,00% 5,88%
SuD 66,66% | 0,00% 0,00% 0,00% 13,33% | 20,00%
OTHERS | 25,00% | 12,50% 12,50% 30,00% 12,50% | 7,50%

Table 3: Prevalence of eating behaviors of each mental disorder.

BED: Binge Eating Disorder; NES: Night Eating Syndrome; GAD: Generalized
Anxiety Disorder; MDD: Major Depressive Disorder; IND: Insomnia Disorder;
PSYD: Psychotic Disorder; BD: Bipolar Disorder; BLPD: Borderline Personality
Disorder; SUD: Substance Use Disorder; OTHERS: Obsessive-compulsive
disorder, Epilepsy, Post-traumatic stress disorder, Dementia, Personality disorder
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Figure 3: Prevalence of eating behaviors of different mental disorders.

BED: Binge Eating Disorder; NES: Night Eating Syndrome; GAD: Generalized
Anxiety Disorder; MDD: Major Depressive Disorder; IND: Insomnia Disorder;
PSYD: Psychotic Disorder; BD: Bipolar Disorder; BLPD: Borderline Personality
Disorder; SUD: Substance Use Disorder; OTHERS: Obsessive-compulsive
disorder, Epilepsy, Post-traumatic stress disorder, Dementia, Personality
disorder

Educational level, in our sample, does not have any significant influence
on the mental disorders (Table 3 and Figure 3). Age does not change
the psychopathological frame also because the elderly sample is not
significant (Mean age 37,63 SD + 12,07). The prevalence of eating
behaviors associated to each mental disorder are described in Table 3.
Data analysis shows that binge behavior is typical according to DSM 5 of
Binge eating disorder but is also the most frequent behavior in patients
suffering from Psychotic Disorder (PsyD), Bipolar Disorder (BPD),
Borderline Personality Disorder (BIPD) and Substance Use Disorder
(SUD). Gorging behavior is associated to General Anxiety Disorder
(GAD) and Major Depressive Disorder (MDD) and it is totally absent
in Substance Use Disorder. Grazing behavior is associated to MDD,
Insomnia Disorder and Bipolar Disorder. Sweeteating is related to
Insomnia Disorder and Bipolar Disorder. Nocturnal Eating is prevalent
in Night Eating syndrome, Insomnia Disorders and Substance Use
Disorder.

Discussion

Factors determining obesity are widely discussed in the scientific
community. They are related to culture, emotional, metabolic
and neurobiological aspects. Analysis of the studies show many
controversial and different positions in the evaluation of the
importance of environmental factors. One of these is the relationship
with educational level. Some studies underline the importance of it
on obesity development [29,30]. In our sample, the educational level
does not have statistical significance probably because the prevalent
status is of low educational level. This data is consistent with obesity
distribution rate among the Campania population which indicates a
major prevalence in the low cultural inhabitants.

General features and the association with eating behaviors are
discussed in the following sections for each mental disorder.

Binge eating disorder: BED

Many studies underline the major frequency of BED in bariatric
surgery population [31-34]. Its rate is increasing among obese and
overweight population even if it is not related to BMI determining
physical effects that lead to high socio-economic impact. DSM 5
included BED among the eating disorders describe binge as the
marker symptom [30,35]. BED has a disorder of all mental dimensions
concerning obesity: impulsivity, body image, mood and anxiety
[7,36,37]. Impulsivity disorder is the most studied and researchers
debate on the relation between BED and Impulse Control Disorders
or the addictive disorders even if binge behavior is similar but not

Prim Health Care, an open access journal
ISSN: 2167-1079

Volume 7 « Issue 1+ 1000265



Citation: Micanti F, Pecoraro G, Mosca P, Riccio F, Galletta D, Universita (2017) Obesity and Psychiatric Disorders in a Sample of Obese Candidates
for Bariatric Surgery in Campania Region. Prim Health Care 7: 265. doi: 10.4172/2167-1079.1000265

Page 4 of 7

equal to craving [38-40]. In our sample, BED has the high prevalence
(23,6%). Binge behavior is the only eating behavior according to DSM
5. In our experience, often BED is not recognized and is hidden by
obesity. The screening for bariatric surgery that we adopted which
stress the psychopathological traits allow us to establish specific
psychiatric treatment before bariatric surgery. BED patients do not
undergo bariatric surgery and begin psychiatric treatments, generally
psychotherapy and psychopharmacology according to bariatric surgery
follow-up studies that emphasize frequent weight regain in the long
term [41].

Night eating syndrome: NES

NES is defined as an Eating Disorder characterized by “a dysfunction
of circadian rhythms with a disassociation between eating and sleeping.
Core criteria include a daily pattern of eating with a significantly
increased intake in the evening and/or night time” [42-45]. Currently,
many studies underline the prevalence of food intake at night related
to specific cultural habits of every country [46,47]. Data analysis of our
sample shows that: 1)NES has a prevalence of 13,53% among the mental
disorders and nocturnal eating is the diagnostic marker. However, daily
anorexia is not present and other eating behaviors are associated during
the day, especially daily binge [44,45,48].The meaning of these data
should be investigated to better understand the psychopathological
features of NES. Bariatric surgery follow-up studies stress failure in
weight loss in the long term related to high levels of impulsivity [49-51].

Generalized anxiety disorder: GAD

In our sample General Anxiety Disorder (GAD) has the higher
prevalence among the mental disorders. Our study shows a prevalence
in the female group compared to the male group in accordance with
the study data [51-53]. The specific factors producing this association
are not well defined. Some studies emphasize the role of psychological
distress related to a negative judgment of the environment, feelings of
exclusion typical to obese patients that can increase anxiety leading
to Panic Disorder [54,55]. In our sample, the relationship with eating
behavior shows a prevalence of binge, grazing and nocturnal eating
which are all considered maladaptive behaviors. Data analysis lead us
to hypothesize that personality trait anxiety can be a risk for developing
GAD and its subtypes in obese populations and that eating behavior
can act as a mediator. The prevalence of gorging behavior in our sample
can be related to GAD, which determines hyperphagia and consequent
obesity. Further studies on the relationship between GAD and obesity
could explain if there is, like MDD, a bi-directional relationship between
anxiety-obesity and obesity-anxiety. Moreover GAD is considered a
risk for bariatric surgery. Many studies stress that it can worsen after
surgery determining an increase of the symptoms and failure of weight
loss [56-58].

Major depressive disorders: MDD

In our sample, the association between obesity and major depressive
disorders (MDD) has a high prevalence. The causes of this finding is
not yet clear. According with literature studies our sample also shows
a bi-directional relationship obesity-depression and depression-
obesity [59-61]. The analysis of the specific sample highlight that many
patients assumed antidepressant therapy at the time of psychiatric
evaluation and the effects on weight gain of SSRI antidepressant drugs
as side effects are well known. However many studies emphasize that
depression symptoms can influence the development of obesity over
time especially feelings of sadness, emptiness, hopelessness, reduction
of activities for most of the day or every day [59]. In our sample, the

mean BDI-II score is 25,4 which points out the presence of depression.
On the other hand, metabolic syndrome and the increase of adiposity
which is typical in obese patients, determines the development
of inflammatory processes and the consequent alteration of brain
function [61-63]. Obesity also occurs as a consequence of the high
caloric intake determined by maladaptive eating behaviors, such
as in our sample binge and grazing [48,64,65].The association with
grazing could be explained by the disorder of mood and anxiety that
characterizes this behavior [7]. Further studies on psychopathological
features must be done to clarify the meaning and the effects of grazing.
Gorging and snacking eating behaviors seem to be a consequence of
depression, reinforcing the depression-obesity pathway more than
obesity-depression. In our sample, almost half of patients had SSRI
+ Benzodiazepine treatment for more than a year at our psychiatric
assessment contributing to overeating and obesity. The association
of binge or grazing behavior with depression is predictive of weight
gain in the long term after bariatric surgery. International and Italian
guidelines stress the necessity of depression treatment before surgery
to avoid the worsening of symptoms and to prevent weight regain
[14,15,65].

Insomnia disorder: IND

In our sample, Insomnia Disorder is one of the most frequent.
In our experience this is provoked by physical impairment such as
Sleep Apnea and mental factors related to neuroendocrine facets and
anxiety structure. Moreover, insomnia contributes to obesity provoking
psychosocial impairment and a reduction of physical activity [66-69]. In
our sample, IND is predominantly associated with maladaptive eating
behaviors particularly grazing and sweet-eating. We hypothesize that
anxiety that is a facet of grazing behavior can interfere with the quality
and quantity of sleep. Sweeteating, according to studies improves
insulin resistance and determines short sleep through the alteration of
Gut axis and neuroendocrine connections. We consider the association
with Binge behavior as a symptom of other mental disorders that by
themselves can produce IND. Sleep features must be investigated within
the psychiatric assessment before bariatric surgery and treatment must
be placed before the patient undergoes the operation.

Bipolar disorder and psychotic disorder: BD and PsyD

BD an PsyD are jointly discussed because the overall mechanism
determining obesity and the influence of these diseases on obesity
seems to be the same according to the overall analysis of the studies.
Bipolar and psychotic patients have a high rate of obesity. This
association has many related factors such as genetic, metabolic and
treatment dependent factors [70-74].

In our sample, BD patients have binge as prevalent eating behaviors,
but all maladaptive behaviors such as grazing and sweeteating are
also significant. This finding leads us to think that obesity can be
also the consequence of high caloric food-intake. The association
with binge behavior is also explained by the high levels of impulsivity
of BD particularly of maniac phase. BD is characterized by the
disinhibition of impulse control and also by the dysregulation of the
hunger/satiety system [75]. Similarly, the association with grazing and
sweeteating which are considered maladaptive behaviors is related to
the dysregulation of impulse control and belongs to Loss of Control
(LOC) spectrum. Thus, eating behaviors can be considered symptoms
of BD psychopathology. The same mechanisms can be described for
Psychotic Disorders. Binge as a symptom of BD must be recognized
above all in bariatric surgery candidates. Surgery is not able to
determine weight loss. Follow-up studies show that BD patients do
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not achieve weight loss because they can’t cope with post-operation
program and because drug treatments on their own have an obesogenic
side effect. Particularly patients suffering from psychotic disorders have
a major cognitive impairment and are not able to follow the bariatric
surgery post-operation program. This condition affects the choice of
malabsorptive type of operation which can determine physical effects
related to malnutrition and reduces the absorption of the specific drugs
determining less control of BD and PsyD positive symptoms after
surgery [76,77].

Borderline personality disorder: BPD

Borderline personality disorder (BPD) is a serious mental disorder
marked by a pattern of ongoing instability in moods, behavior, self-
image, and functioning. These experiences often result in impulsive
actions and unstable relationships. The definition of Borderline
underlines the link with addiction traits and this explains the prevalent
association with binge behavior which we found in our sample. Binge is
related to Impulse Control Disorder and addiction by neurobiological
and emotional links as many studies underline [32,38,78]. Impulsive
disorder is frequent in borderline patients and also in this case binge
leads to obesity and the worsening of mental health. In our sample,
the eating behaviors related to Borderline are binge and gorging. These
data underline that binge is related to the incidence of impulse disorder.
The presence of gorging, considered an eating behavior with low
psychopathology, shows that a dysregulation of hunger/satiety system
exists [7]. Further studies should investigate the relationship between
obesity and BPD. Bariatric surgery must be chosen carefully above all
for reduction of drug levels consequence of malabsorption and cannot
be effective in patients with binge behavior.

Substance use disorder: SUD

Substance Use Disorder does not have a high prevalence in our
study but the association with binge behavior or in general with all
maladaptive eating behavior lead us to think about the relationship
with craving and the disorder of the food-reward system. This result
is according with the studies even if does not clarify the mechanism
of this association [79-82]. Further studies could investigate the brain
connection and the alteration of the regulation system. In our sample,
SUD is related to binge, grazing and nocturnal eating. The association
with binge and the others maladaptive eating behaviors characterized
by medium impulsivity (grazing) and alteration of the food-reward
system (nocturnal eating) could be considered as the expression of the
same brain functioning related to addiction. The psychological analysis
stresses the inability to stop using substances or food, low self-esteem,
the necessity to escape from the social functions considered by patients
as a continuous demonstration of their inability determining negative
judgment and refusal by the environment. Bariatric surgery guidelines
and follow-up studies show that patient suffering from SUD have a high
risk of worsening after the operation and failure in weight loss.

Conclusion

This study emphasizes that the association between obesity and
mental disorders is high among bariatric surgery candidates of our
region. The relationship with eating behaviors is connected to the
general features and to the alterations of brain functions of the mental
disorders examined.

Limits

One limits of this study is that it does not present results that can

elucidate the quality of the relationship between mental disorders and
eating behaviors on the basis of brain alteration. Further studies on the
quality of mental dimensions concerning obesity and the relationship
with brain function can be useful for a better understanding of the
psychopathological mechanisms conducting to the association between
mental disorders and obesity. Moreover this study does not show results
based on retrospective analysis. It describes observational data.

References

1. OECD Reports obesity and the economics of prevention: Fit not Fat (2014)
Obesity Update © OECD.

2. World Obesity Federation (2015) World map of obesity.

3. Gade H, Rosenvinge JH, Hjelmesaeth J, Friborg O (2014) Psychological
correlates to dysfunctional eating patterns among morbidly obese patients
accepted for bariatric surgery. Obes Facts 7:111-119.

4. Gianini LM, White MA, Masheb RM (2013) Eating pathology, emotion regulation
and emotional overeating in obese adults with binge eating disorder. Eat Behav
14: 309-313.

5. Noel C, Dando R (2015) The effect of emotional state on taste perception.
Appetite 95: 89-95.

6. Ziauddeen H, Farooqi IS, Fletcher PC (2012) Obesity and the brain: How
convincing is the addiction model? Nat Rev Neurosci 13: 279-286.

7. Micanti F, lasevoli F, Cucciniello C, Costabile R, Loiarro G, et al (2016)
The relationship between emotional regulation and eating behaviour: A
multidimensional analysis of obesity psychopathology. Eat Weight Disord 2:1-
11.

8. Van Strien T, Cebolla A, Etchemendy E, Gutiérrez-Maldonadod J, Ferrer-
Garciad M, et al (2013) Emotional eating and food intake after sadness and
joy. Appetite 66: 20-25.

9. Lopresti AL, Drummond PD (2013) Obesity and psychiatric disorders:
Commonalities in dysregulated biological pathways and their implications for
treatment. Prog Neuropsychopharmacol Biol Psychiatry 45: 92-99.

10. Scott KM, Bruffaerts R, Simon GE, Alonso J, Angermeyer M, et al (2008)
Obesity and mental disorders in the general population: Results from the world
mental health surveys. | J Obes 32: 192-200.

11. Kivimaki M, Batty GD, Singh-Manoux A, Nabi H, Sabia S, et al (2009)
Association between common mental disorder and obesity over the adult life
course. Br J Psychiatry 195: 149-155.

12. Lin HY, Huang CK, Tai CM, Lin HY, Kao YH, et al (2013) Psychiatric disorders
of patients seeking obesity treatment. BMC Psychiatry 13:1.

13. Livhits M, Mercado C, Yermilov |, Parikh JA, Dutson E, et al (2012) Preoperative
predictors of weight loss following bariatric surgery: Systematic review. Obes
Surg 22:70-89.

14. Mechanick JI, Youdim A, Jones DB, Garvey TW, Hurley DL, et al (2013) Clinical
practice guidelines for the perioperative nutritional, metabolic and nonsurgical
support of the bariatric surgery patient-2013 update: cosponsored by American
Association of Clinical Endocrinologists, the Obesity Society and American
Society for Metabolic and Bariatric Surgery. Surg Obes Relat Dis 19:337-372.

15. Fried M, Yumuk V, Oppert JM, Scopinaro N, Torres AJ, et al (2014)
Interdisciplinary European guidelines on metabolic and bariatric surgery. Obes
Surg 24: 42-55.

16. Yen YC, Huang CK, Tai CM (2014) Psychiatric aspects of bariatric surgery. Curr
Opin Psychiatry 27: 374-379.

17. Miller A, Mitchell JE, Sondag C, de Zwaan M (2013) Psychiatric aspects of
bariatric surgery. Curr Psychiatry Rep 15: 397.

18. American Psychiatric Association (2013) Diagnostic and statistical manual of
mental disorders, DSM-5, 5th edn.

19. American Psychiatric Publishing, Arlington, VA; American Psychiatric
Association (2016) The American psychiatric association practice guidelines for
the psychiatric evaluation of adults. American Psychiatric Publishing, Arlington,
VA.

20. Dalle Grave R (2001) Terapia cognitivo comportamentale dell'obesita. Verona
Positive Press, Verona 249: 260.

Prim Health Care, an open access journal
ISSN: 2167-1079

Volume 7 « Issue 1+ 1000265


http://www.worldobesity.org/resources/world-map-obesity
http://dx.doi.org/10.1159/000362257
http://dx.doi.org/10.1159/000362257
http://dx.doi.org/10.1159/000362257
http://dx.doi.org/10.1016/j.eatbeh.2013.05.008
http://dx.doi.org/10.1016/j.eatbeh.2013.05.008
http://dx.doi.org/10.1016/j.eatbeh.2013.05.008
http://dx.doi.org/10.1016/j.appet.2015.06.003
http://dx.doi.org/10.1016/j.appet.2015.06.003
http://dx.doi.org/10.1038/nrn3212
http://dx.doi.org/10.1038/nrn3212
http://dx.doi.org/10.1007/s40519-016-0275-7
http://dx.doi.org/10.1007/s40519-016-0275-7
http://dx.doi.org/10.1007/s40519-016-0275-7
http://dx.doi.org/10.1007/s40519-016-0275-7
https://dx.doi.org/10.1016/j.appet.2013.02.016
https://dx.doi.org/10.1016/j.appet.2013.02.016
https://dx.doi.org/10.1016/j.appet.2013.02.016
https://dx.doi.org/10.1016/j.pnpbp.2013.05.005
https://dx.doi.org/10.1016/j.pnpbp.2013.05.005
https://dx.doi.org/10.1016/j.pnpbp.2013.05.005
https://dx.doi.org/10.1038/sj.ijo.0803701
https://dx.doi.org/10.1038/sj.ijo.0803701
https://dx.doi.org/10.1038/sj.ijo.0803701
http://dx.doi.org/10.1192/bjp.bp.108.057299
http://dx.doi.org/10.1192/bjp.bp.108.057299
http://dx.doi.org/10.1192/bjp.bp.108.057299
http://dx.doi.org/10.1186/1471-244X-13-1
http://dx.doi.org/10.1186/1471-244X-13-1
https://dx.doi.org/10.1007/s11695-011-0472-4
https://dx.doi.org/10.1007/s11695-011-0472-4
https://dx.doi.org/10.1007/s11695-011-0472-4
https://dx.doi.org/10.4158/EP12437.GL
https://dx.doi.org/10.4158/EP12437.GL
https://dx.doi.org/10.4158/EP12437.GL
https://dx.doi.org/10.4158/EP12437.GL
https://dx.doi.org/10.4158/EP12437.GL
http://dx.doi.org/10.1007/s11695-013-1079-8
http://dx.doi.org/10.1007/s11695-013-1079-8
http://dx.doi.org/10.1007/s11695-013-1079-8
http://dx.doi.org/10.1097/YCO.0000000000000085
http://dx.doi.org/10.1097/YCO.0000000000000085
http://dx.doi.org/10.1007/s11920-013-0397-9
http://dx.doi.org/10.1007/s11920-013-0397-9
http://psychiatryonline.org/doi/pdf/10.1176/appi.books.9780890426760
http://psychiatryonline.org/doi/pdf/10.1176/appi.books.9780890426760
http://psychiatryonline.org/doi/pdf/10.1176/appi.books.9780890426760
http://psychiatryonline.org/doi/pdf/10.1176/appi.books.9780890426760
https://www.positivepress.net/ecommerce/wp-content/uploads/071-6.pdf
https://www.positivepress.net/ecommerce/wp-content/uploads/071-6.pdf

Citation: Micanti F, Pecoraro G, Mosca P, Riccio F, Galletta D, Universita (2017) Obesity and Psychiatric Disorders in a Sample of Obese Candidates
for Bariatric Surgery in Campania Region. Prim Health Care 7: 265. doi: 10.4172/2167-1079.1000265

Page 6 of 7

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

Beck AT, Steer RA (1993) Manual for the beck depression inventory.
Psychological Corporation San Antonio, TX.

Hayden MJ, Brown WA, Brennan L, O’ Brien PE (2012) Validity of the Beck
Depression Inventory as a screening tool for a clinical mood disorder in bariatric
surgery candidates. Obes Surg 22:1666—1675.

Spielberger CD (1983) State: trait anxiety inventory form Y. Mind Garden Inc.,
Palo Alto, CA.

Patton JH, Stanford MS, Barratt ES (1995) Factor structure of the Barratt
impulsiveness scale. J Clin Psychol 51: 768-774.

Vasconcelos AG, Malloy-Diniz L, Correa H (2012) Systematic review of
psychometric properties of Barratt Impulsiveness Scale Version 11 (BIS-11).
Clin Neuropsychiatry 9: 61-74.

Spinella M (2007) Normative data and a short form of the Barratt impulsiveness
scale. Int J Neurosci 117:359-368.

Gormally J, Black S, Daston S, Rardin D (1982) The assessment of binge
eating severity among obese persons. Addict Behav 7:981-989.

Grupski AE, Hood MM, Hall BJ, Azarbad L, Fitzpatrick SL, et al (2013)
Examining the binge eating scale in screening for binge eating disorder in
bariatric surgery candidates. Obes Surg 23:1-6.

Cohen AK, Rai M, Rehkopf DH, Abrams B (2013) Educational attainment and
obesity: A systematic review. Obes Rev 14: 989-1005.

Devaux M (2011) Exploring the relationship between education and obesity.
OECD Journal: Economic Studies vol.2011/1.

Amianto F, Ottone L, Abbate Daga G, Fassino S (2015) Binge eating disorder
diagnosis and treatment: A recap in front of DSM5. BMC Psychiatry 15: 70.

Mitchell JE, King WC, Courcoulas A, Dakin G, Elder K, et al (2015) Eating
behaviour and eating disorders in adults before bariatric surgery. Int J Eat
Disord 48: 215-222.

Opolski M, Chur-Hansen A, Wittert G (2015) The eating related behaviours,
disorders and expectations of candidates for bariatric surgery. Clin Obes
5:165-197.

Meany G, Conceigao E, Mitchell JE (2014) Binge eating, binge eating disorder
and loss of control eating: Effects on weight outcomes after bariatric surgery.
Eur Eat Disord Rev 22: 87-91.

Kessler RM, Hutson PH, Herman BK, Potenza MN (2016) The neurobiological
basis of binge-eating disorder. Neurosci Biobehav Rev 63: 223-238.

Grilo CM, White MA, Gueorguieva R, Wilson GT, Masheb RM (2013) Predictive
significance of the overvaluation of shape/weight in obese patients with binge
eating disorder: Findings from a randomized controlled trial with 12 month
follow-up. Psychol Med 43: 1335-1344.

Elfhag K, Morey L (2008) Personality traits and eating behavior in the obese:
Poor self-control in emotional and external eating but personality assets in
restrained eating. Eat Behav 9: 285-293.

Micanti F, Pecoraro G, Costabile R, Loiarro G, Galletta D (2016) An explorative
analysis of binge eating disorder impulsivity among obese candidates to
bariatric surgery. J Addict Res Ther 7: 302.

Schulte EM, Grilo CM, Gearhardt AN (2016) Shared and unique mechanisms
underlying binge eating disorder and addictive disorders. Clin Psychol Rev
44:125-139.

Schmidt F, Kérber S, de Zwaan M, Miiller A (2012) Impulse control disorders in
obese patients. Eur Eat Disord Rev 20:144-1447.

Grilo CM, Masheb RM, Wilson GT, Gueorguieva R, White MA (2011) Cognitive-
behavioral therapy, behavioral weight loss, and sequential treatment for obese
patients with binge eating disorder: A randomized controlled trial. J Consult Clin
Psychol 79: 675-685.

Cleator J, Abbott J, Judd P, Sutton C, Wilding JPH (2012) Night eating
syndrome: Implications for severe obesity. Nutrition and Diabetes 2:44.

Gallant AR, Lundgren J, Drapeau V (2012) The night-eating syndrome and
obesity. Obes Rev 13:528-536.

Meule A, Brahler E, Allison KC, de Zwann M (2014) The association between
night eating syndrome and body mass depends on age. Eat Behav 15: 683-
685.

45.

46.

47.

48.

49.

50.

5

o

52.

53.

54.

5

(32}

56.

5

S

58.

5!

o

60.

6

=

62.

63.

64.

6

()

66.

6

J

68.

6!

(Lo}

Stunkard AJ, Grace WJ, Wolff HG (1955) The night-eating syndrome; a pattern
of food intake among certain obese patients. Am J Med 19: 78-86.

Allison KC, Lundgren JD, O'Reardon JP, Geliebter A, Gluck ME, et al (2010)
Proposed diagnostic criteria for night eating syndrome. Int J Eat Disord 43:
241-247.

Fischer S, Meyer AH, Hermann E, Tuch A, Munsch S (2012) Night eating
syndrome in young adults: Delineation from other eating disorders and clinical
significance. Psychiatry Res 200: 494-501.

Colles SL, Dixon JB, O'Brien PE (2007) Night eating syndrome and nocturnal
snacking: Association with obesity, binge eating and psychological distress. Int
J Obes 31:1722-1730.

Royal S, Wnuk S, Warwick K, Hawa R, Sockalingam S (2015) Night eating and
loss of control over eating in bariatric surgery candidates. J Clin Psychol Med
Settings 22:14-19.

Vinai P, Ferri R, Anelli M, Ferini-Strambi L, Zucconi M, et al (2014) New data on
psychological traits and sleep profiles of patients affected by nocturnal eating.
Sleep Med 16: 6.

.de Zwaan M, Marschollek M, Allison KC (2015) The night eating syndrome

(NES) in bariatric surgery patients. Eur Eat Disord Rev 23: 426-443.

Zhao G, Ford ES, Dhingra S, Li C, Strine TW, et al (2009) Depression and
anxiety among US adults: Associations with body mass index. | J. Obes 33:
257-266.

Petry NM, Barry D, Pietrzak RH, Wagner JA (2008) Overweight and obesity are
associated with psychiatric disorders: results from the National Epidemiologic
Survey on Alcohol and Related Conditions. Psychosom Med 70: 288-297.

Gariepy G, Nitka D, Schmitz N (2010) The association between obesity and
anxiety disorders in the population: A systematic review and meta-analysis. |
J Obes 34: 407-419.

. Lykouras L, Michopoulos J (2011) Anxiety disorders and obesity. Psychiatriki

22:307-313.

de Zwaan M, Enderle J, Wagner S, Mihlhans B, Ditzen B, et al (2011) Anxiety
and depression in bariatric surgery patients: A prospective, follow-up study
using structured clinical interviews. J Affect Disord 133: 61-68.

. Brunault P, Jacobi D, Miknius V, Bourbao-Tournois C, Huten N, et al (2012)

High preoperative depression, phobic anxiety and binge eating scores and low
medium-term. Psychosomatics 53: 363-370.

Legenbauer T, De Zwaan M, Benecke A, Muhlhans B, Petrak F, et al (2009)
Depression and anxiety: Their predictive function for weight loss in obese
individuals. Obes Facts 2: 227-234.

. Luppino FS, de Wit LM, Bouvy PF, Stijnen T, Cuijpers P, et al (2010) Overweight,

obesity and depression. Arch Gen Psychiatry 67: 220-229.

Faith MS, Matz PE, Jorge MA (2002) Obesity-depression associations in the
population. J Psychosom Res 53: 935-942.

. Atlantis E, Baker M (2008) Obesity effects on depression: Systematic review of

epidemiological studies. Int J Obes (Lond) 32: 881-891.

Capuron L, Lasselin J, Castanon N (2017) Role of adiposity-driven inflammation
in depressive morbidity. Neuropsychopharmacology Rev 42:115-128.

Dunbar JA, Reddy P, Davis-Lameloise N, Philpot B, Laatikainen T, et al (2008)
Depression: An important comorbidity with metabolic syndrome in a general
population. Diabetes Care 31: 2368-2373.

Pearl RL, White M A, Grilo CM (2014) Weight bias internalization, depression
and self-reported health among overweight binge eating disorder patients.
Obesity 22: E142—-E148.

. Fandifioa J, Moreiraa RO, Preisslerb C, Gayab CW, Papelbauma M, et al

(2010) Impact of binge eating disorder in the psychopathological profile of
obese women. Comp Psychiatry 51:110-114.

Cronlein T (2016) Insomnia and obesity. Curr Opin Psychiatry 29: 409-412.

.Hargens TA, Kaleth AS, Edwards ES, Butner KL (2013) Association between

sleep disorders, obesity and exercise: A review. Nat Sci Sleep 5: 27-35.

Beccuti G, Pannain S (2011) Sleep and obesity. Curr Opin Clin Nutr Metab
Care 14: 402-412.

. Garaulet M, Ordovas JM (2013) Chronobiology and Obesity. Springer ed.

Prim Health Care, an open access journal
ISSN: 2167-1079

Volume 7 « Issue 1+ 1000265


http://dx.doi.org/10.1007/s11695-012-0682-4
http://dx.doi.org/10.1007/s11695-012-0682-4
http://dx.doi.org/10.1007/s11695-012-0682-4
http://homepages.se.edu/cvonbergen/files/2013/01/Factor-Structure-of-the-Barratt-Impulsiveness-Scale.pdf
http://homepages.se.edu/cvonbergen/files/2013/01/Factor-Structure-of-the-Barratt-Impulsiveness-Scale.pdf
http://www.clinicalneuropsychiatry.org/pdf/01_vasconcelos.pdf
http://www.clinicalneuropsychiatry.org/pdf/01_vasconcelos.pdf
http://www.clinicalneuropsychiatry.org/pdf/01_vasconcelos.pdf
http://dx.doi.org/10. 1080/00207450600588881
http://dx.doi.org/10. 1080/00207450600588881
http://dx.doi.org/10.1016/0306-4603(82)90024-7
http://dx.doi.org/10.1016/0306-4603(82)90024-7
http://dx.doi.org/10.1007/s11695-011-0537
http://dx.doi.org/10.1007/s11695-011-0537
http://dx.doi.org/10.1007/s11695-011-0537
http://dx.doi.org/10.1111/obr.12062
http://dx.doi.org/10.1111/obr.12062
http://dx.doi.org/10.1787/19952856
http://dx.doi.org/10.1787/19952856
http://dx.doi.org/10.1186/s12888-015-0445-6
http://dx.doi.org/10.1186/s12888-015-0445-6
http://dx.doi.org/10.1002/eat.22275
http://dx.doi.org/10.1002/eat.22275
http://dx.doi.org/10.1002/eat.22275
http://dx.doi.org/10.1111/cob.12104
http://dx.doi.org/10.1111/cob.12104
http://dx.doi.org/10.1111/cob.12104
http://dx.doi.org/10.1002/erv.2273
http://dx.doi.org/10.1002/erv.2273
http://dx.doi.org/10.1002/erv.2273
https://dx.doi.org/10.1016/j.neubiorev.2016.01.013
https://dx.doi.org/10.1016/j.neubiorev.2016.01.013
http://dx.doi.org/10.1016/j.neubiorev.2016.01.013
http://dx.doi.org/10.1016/j.neubiorev.2016.01.013
http://dx.doi.org/10.1016/j.neubiorev.2016.01.013
http://dx.doi.org/10.1016/j.neubiorev.2016.01.013
https://dx.doi.org/10.1016/j.eatbeh.2007.10.003
https://dx.doi.org/10.1016/j.eatbeh.2007.10.003
https://dx.doi.org/10.1016/j.eatbeh.2007.10.003
http://dx.doi.org/10.4172/2155-6105.1000302
http://dx.doi.org/10.4172/2155-6105.1000302
http://dx.doi.org/10.4172/2155-6105.1000302
http://dx.doi.org/10.1016/j.cpr.2016.02.001
http://dx.doi.org/10.1016/j.cpr.2016.02.001
http://dx.doi.org/10.1016/j.cpr.2016.02.001
https://dx.doi.org/10.1002/erv.2162
https://dx.doi.org/10.1002/erv.2162
http://dx.doi.org/10.1037/a00250491
http://dx.doi.org/10.1037/a00250491
http://dx.doi.org/10.1037/a00250491
http://dx.doi.org/10.1037/a00250491
http://dx.doi.org/10.1038/nutd.2012.16
http://dx.doi.org/10.1038/nutd.2012.16
http://dx.doi.org/10.1111/j.1467-789X.2011.00975.x
http://dx.doi.org/10.1111/j.1467-789X.2011.00975.x
https://dx.doi.org/10.1016/j.eatbeh.2014.10.003
https://dx.doi.org/10.1016/j.eatbeh.2014.10.003
https://dx.doi.org/10.1016/j.eatbeh.2014.10.003
http://dx.doi.org/10.1016/0002-9343(55)90276-X
http://dx.doi.org/10.1016/0002-9343(55)90276-X
http://dx.doi.org/10.1002/eat.20693
http://dx.doi.org/10.1002/eat.20693
http://dx.doi.org/10.1002/eat.20693
http://dx.doi.org/10.1016/j.psychres.2012.07.028
http://dx.doi.org/10.1016/j.psychres.2012.07.028
http://dx.doi.org/10.1016/j.psychres.2012.07.028
https://dx.doi.org/10.1038/sj.ijo.0803664
https://dx.doi.org/10.1038/sj.ijo.0803664
https://dx.doi.org/10.1038/sj.ijo.0803664
http://dx.doi.org/10.1007/s10880-014-9411-6
http://dx.doi.org/10.1007/s10880-014-9411-6
http://dx.doi.org/10.1007/s10880-014-9411-6
http://dx.doi.org/10.1016/j.sleep.2014.12.020
http://dx.doi.org/10.1016/j.sleep.2014.12.020
http://dx.doi.org/10.1016/j.sleep.2014.12.020
https://dx.doi.org/10.1002/erv.2405
https://dx.doi.org/10.1002/erv.2405
http://dx.doi.org/10.1038/ijo.2008.268
http://dx.doi.org/10.1038/ijo.2008.268
http://dx.doi.org/10.1038/ijo.2008.268
http://dx.doi.org/10.1097/PSY.0b013e3181651651
http://dx.doi.org/10.1097/PSY.0b013e3181651651
http://dx.doi.org/10.1097/PSY.0b013e3181651651
http://dx.doi.org/10.1038/ijo.2009.252
http://dx.doi.org/10.1038/ijo.2009.252
http://dx.doi.org/10.1038/ijo.2009.252
https://dx.doi.org/10.1016/j.jad.2011.03.025
https://dx.doi.org/10.1016/j.jad.2011.03.025
https://dx.doi.org/10.1016/j.jad.2011.03.025
https://dx.doi.org/10.1016/j.psym.2011.12.008
https://dx.doi.org/10.1016/j.psym.2011.12.008
https://dx.doi.org/10.1016/j.psym.2011.12.008
https://dx.doi.org/10.1159/000226278
https://dx.doi.org/10.1159/000226278
https://dx.doi.org/10.1159/000226278
https://dx.doi.org/10.1001/archgenpsychiatry.2010.2
https://dx.doi.org/10.1001/archgenpsychiatry.2010.2
http://dx.doi.org/10.1016/S0022-3999(02)00308-2
http://dx.doi.org/10.1016/S0022-3999(02)00308-2
http://dx.doi.org/10.1038/ijo.2008.54
http://dx.doi.org/10.1038/ijo.2008.54
http://dx.doi.org/10.1038/npp.2016.123
http://dx.doi.org/10.1038/npp.2016.123
https://dx.doi.org/10.2337/dc08-0175
https://dx.doi.org/10.2337/dc08-0175
https://dx.doi.org/10.2337/dc08-0175
http://dx.doi.org/10.1002/oby.20617
http://dx.doi.org/10.1002/oby.20617
http://dx.doi.org/10.1002/oby.20617
https://dx.doi.org/10.1016/j.comppsych.2009.03.011
https://dx.doi.org/10.1016/j.comppsych.2009.03.011
https://dx.doi.org/10.1016/j.comppsych.2009.03.011
http://dx.doi.org/10.1097/YCO.0000000000000284
http://dx.doi.org/10.2147/NSS.S34838
http://dx.doi.org/10.2147/NSS.S34838
http://dx.doi.org/10.1097/MCO.0b013e3283479109
http://dx.doi.org/10.1097/MCO.0b013e3283479109

Citation: Micanti F, Pecoraro G, Mosca P, Riccio F, Galletta D, Universita (2017) Obesity and Psychiatric Disorders in a Sample of Obese Candidates
for Bariatric Surgery in Campania Region. Prim Health Care 7: 265. doi: 10.4172/2167-1079.1000265

Page 7 of 7

7

o

7

-

72.

73.

74.

7

(]

76.

. McElroy SL, Keck PEJr (2012) Obesity in bipolar disorder: An overview. Curr

Psychiatry Rep 14: 650-658.

. Goldstein BI, Liub SM, Zivkovic N, Schaffer A, Lung-Chang Chien LC, et al

(2011) The burden of obesity among adults with bipolar disorder in the United
States. Bipolar Disord 13: 387-395.

Bak M, Fransen AM, Janssen J, van Os J, Drukker M (2014) Almost all
antipsychotics result in weight gain: A meta-analysis. PLoS ONE 9: 94112.

Correll CU, Detraux J, De Lepeleire J, De Hert M (2015) Effects of antipsychotics,
antidepressants and mood stabilizers on risk for physical diseases in people with
schizophrenia, depression and bipolar disorder. World Psychiatry 14:119-136.

Riordan HJ, Antonini P, Murphy MF (2011) Atypical antipsychotics and
metabolic syndrome in patients with schizophrenia: Risk factors, monitoring
and healthcare implications. Am Health Drug Benefits 4: 292-302.

. Bernstein EE, Nierenberg AA, Deckersbach T, Sylvia LG (2015) Eating behavior

and obesity in bipolar disorder. Aust N Z J Psychiatry 49: 566-572.

Brietzke E, Lafer B (2011) Long-acting injectable risperidone in a bipolar patient

77.

78.

7

o

80.

8

=

82.

submitted to bariatric surgery and intolerant to conventional mood stabilizers.
Psychiatry Clin Neurosci 65: 205.

Yogaratnam J, Biswas N, Vadivel R, Jacob R (2013) Metabolic complications
of schizophrenia and antipsychotic medications-an updated review. East Asian
Arch Psychiatry 23: 21-28.

Kessler RM, Hutson PH, Herman BK, Potenza MN (2016) The neurobiological
basis of binge-eating disorder. Neurosci Biobehav R 63: 223-238.

. Mitchell MR, Potenza MN (2014) Recent insights into the neurobiology of

impulsivity. Curr Addict Rep 1: 309-319.

Mcintyre RS, McElroy SL, Konarski JZ, Soczynska JK, Bottas A, et al
(2007) Substance use disorders and overweight/obesity in bipolar | disorder:
Preliminary evidence for competing addictions. J Clin Psychiatry 68:1352-1357.

. Pelchat ML (2009) Food addiction in humans. J Nutr 139: 620-622.

Saules KK, Wiedemann A, Ivezaj V, Hopper JA, Foster-Hartsfield J, et al
(2010) Bariatric surgery history among substance abuse treatment patients:
Prevalence and associated features. Surg Obes Relat Dis 6: 615-621.

Prim Health Care, an open access journal
ISSN: 2167-1079

Volume 7 « Issue 1+ 1000265


http://dx.doi.org/10.1007/s11920-012-0313-8
http://dx.doi.org/10.1007/s11920-012-0313-8
http://dx.doi.org/10.1111/j.1399-5618.2011.00932.x
http://dx.doi.org/10.1111/j.1399-5618.2011.00932.x
http://dx.doi.org/10.1111/j.1399-5618.2011.00932.x
http://dx.doi.org/10.1371/journal.pone.0094112
http://dx.doi.org/10.1371/journal.pone.0094112
http://dx.doi.org/10.1002/wps.20204
http://dx.doi.org/10.1002/wps.20204
http://dx.doi.org/10.1002/wps.20204
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4105724/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4105724/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4105724/
http://dx.doi.org/10.1177/0004867414565479
http://dx.doi.org/10.1177/0004867414565479
https://dx.doi.org/10.1111/j.1440-1819.2010.02175.x
https://dx.doi.org/10.1111/j.1440-1819.2010.02175.x
https://dx.doi.org/10.1111/j.1440-1819.2010.02175.x
http://easap.asia/journal_file/1301_V23N1_p21.pdf
http://easap.asia/journal_file/1301_V23N1_p21.pdf
http://easap.asia/journal_file/1301_V23N1_p21.pdf
https://dx.doi.org/10.1016/j.neubiorev.2016.01.013
https://dx.doi.org/10.1016/j.neubiorev.2016.01.013
http://dx.doi.org/10.1007/s40429-014-0037-4
http://dx.doi.org/10.1007/s40429-014-0037-4
http://dx.doi.org/10.4088/JCP.v68n0905
http://dx.doi.org/10.4088/JCP.v68n0905
http://dx.doi.org/10.4088/JCP.v68n0905
http://dx.doi.org/10.3945/jn.108.097816
https://dx.doi.org/10.1016/j.soard.2009.12.008
https://dx.doi.org/10.1016/j.soard.2009.12.008
https://dx.doi.org/10.1016/j.soard.2009.12.008

	Title
	Corresponding author
	Abstract
	Keywords
	Introduction
	Materials and Methods  
	Recruitment 
	Every patient underwent psychiatric evaluation, which consisted of 

	Results
	Discussion
	Binge eating disorder: BED 
	Night eating syndrome: NES 
	Generalized anxiety disorder: GAD 
	Major depressive disorders: MDD 
	Insomnia disorder: IND 
	Bipolar disorder and psychotic disorder: BD and PsyD 
	Borderline personality disorder: BPD 
	Substance use disorder: SUD 

	Conclusion
	Limits
	Table 1
	Table 2
	Table 3
	Figure 1
	Figure 2
	Figure 3
	References

