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Abstract
Objective: The present study aimed to investigate disordered eating (DE) among
Sami compared with non-Sami residing in northern Norway.
Design: In a cross-sectional design, stratiﬁed by sex and ethnicity, associations were
tested between DE (Eating Disturbance Scale; EDS-5) and age, education level, BMI
category, anxiety and depression, physical activity and consumption of snacks.
Setting: The SAMINOR 2 Clinical Survey (2012–2014) based on the population of
ten municipalities in northern Norway.
Subjects: Adults aged 40–69 years; 1811 Sami (844 male, 967 female) compared
with 2578 non-Sami (1180 male, 1398 female) individuals.
Results: No overall signiﬁcant ethnic difference in DE was identiﬁed, although
comfort eating was reported more often by Sami individuals (P = 0·01). Regardless
of ethnicity and sex, symptoms of anxiety and depression were associated with DE
(P < 0·001). Furthermore, DE was more common at lower age and higher BMI
values. Education levels were protectively associated with DE among Sami men
(P = 0·01). DE was associated (OR, 95 % CI) with low physical activity in men in
general and in non-Sami women (Sami men: 2·4, 1·4, 4·0; non-Sami men: 2·2, 1·4,
3·6; non-Sami women: 1·8, 1·2, 2·9) and so was the consumption of snacks (Sami
men: 2·6, 1·3, 5·0; non-Sami men: 1·9, 1·1, 3·1; non-Sami women: 2·1, 1·3, 3·4).
Conclusions: There were no signiﬁcant differences regarding overall DE
comparing Sami with non-Sami, although Sami more often reported comfort
eating. There were signiﬁcant sex and ethnic differences related to DE and
physical activity, snacking and education level.

A growing societal acceptance of overweight and obesity
exists along with the global obesity concern. Linked to a
higher social status, however, being healthy, ﬁt and thin is
emphasized, with one consequence being an eating
disorder (ED) prevalence increase(1,2) balancing between
healthy eating and eating pathologically healthy(3). The
lifetime prevalence in Western societies for the classically
deﬁned ED has been estimated to ~ 0·5 % for anorexia
nervosa (AN) and 1·0 % for bulimia nervosa (BN), with
three to eight times higher prevalence in women(4,5).
Overall, ED appear to be clearly associated with being
female and younger(6).
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Binge eating disorder (BED), which was newly recognized in the Diagnostic and Statistical Manual of Mental
Disorders, 5th edition, is characterized by recurrent episodes where eating large quantities of food is associated
with the loss of control over eating and experiencing
shame, distress or guilt afterwards(7). Both BN and BED are
increasing in prevalence globally and are associated with
psychological and physical impairments, including overweight and obesity(7,8). The relationship between binge
eating and obesity is complex and likely bidirectional(9).
Signiﬁcant health risks due to physical and psychological co-morbidities linked to ED are seen and studies
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have shown that individuals with ED have higher risks
of emotional and mental health problems especially
pronounced in patients with BED and BN (10–12). A recent
large clinical Swedish study which included 11 588 participants with various types of ED demonstrated that 71 %
suffered from at least one clinical or other adverse health
condition, whereof the most common diagnosis was
anxiety (53 %)(13). Earlier clinical and epidemiological
studies have shown that depressive and bipolar diseases
are the most common psychiatric co-morbidities among
BED patients(12).
Individuals with disordered eating (DE) show signs and
symptoms of ED without reaching the clinical threshold
for ED diagnosis(14) and prevalence rates as high as 12 %
have been reported in Norwegian women previously(15).
The prevalence of both ED and DE is higher in females,
although BED shows a lifetime prevalence closer to 1:1 in
males and females (1·6 and 2·0 %, respectively)(16). In both
sexes DE traits seem to be tracking from adolescence
through to adulthood(17), emphasizing the importance of
early preventive measures. Factors inﬂuencing DE in
males are mostly unknown although assumed to be linked
to ideals related to appearance and performance
(e.g. muscle dysmorphia)(18).
Historically, ED have been thought to primarily affect
Caucasian females in industrialized Western Europe and
North America, and there are rather few studies based on
data from non-Western countries. The culture and landscape of ED seem to be changing, however, and there is
documentation of increased prevalence in a number of
countries and cultures worldwide(19). Social pressure
resulting from the standards of female beauty imposed by
modern Western culture is an important associated factor
of DE, which also likely affects the increased rates of ED
observed in non-Western countries(20). Factors inﬂuencing
body image and further risks of ED and DE are
presumably both culturally and socially dependent,
although ED initially described in Western Europe and
North America were recognized to be a ‘culture-bound
syndrome’. At present, the prevalence of AN appears
relatively stable in North America and Western Europe,
whereas the prevalence of BN may be decreasing among
Caucasians, but increasing among Black Americans and
Latinos in North America(19). Recent expansion of studies
based on various populations has further shown an
increased prevalence of ED in general among individuals
of diverse cultural and ethnic backgrounds across both
Asia and the Arab region(21,22).
The Sami are indigenous people traditionally living
in northern parts of Norway, Finland, Sweden and the
Kola Peninsula of Russia, where the majorities reside in
Norway. The Sami people embrace a variety of languages,
cultures and other differential social conditions and are
very heterogeneous, with several different cultures
depending on geographic area. Each area has its own
characteristic features linked to location, climate, majority
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or minority status of the Sami in relation to the non-Sami
population, and implementation of preservation measures
for the Sami language and its various dialects(23).
Data from the SAMINOR 1 Survey (2003–2004) based
on 7301 men and 7841 women (aged 36–79 years) of both
Sami and non-Sami origin (35 % Sami) showed that the
prevalence of general obesity (BMI ≥ 30 kg/m2) was
higher in Sami compared with non-Sami, both in women
(38·7 and 24·3 %, respectively) and men (26·9 and 23·4 %,
respectively)(24). Generally, there is little information about
eating habits among Sami, although earlier studies have
shown that Sami living in inland areas have reindeer meat
as an important part of their diet and eat less ﬁsh and
processed foods(25). Interestingly, it is also in these areas
that the obesity trends are most pronounced(23,24). Comprehensive information on the health status and disease
burden among various ethnic groups in northern Norway
is lacking, and this is especially prominent within mental
health issues. The Sami people have a long history of
assimilation which likely has had an impact on mental
health issues; however, it is unknown if this also
affects DE.
Norway is characterized by universal public health
insurance coverage and predominantly public health services which in general is a generous health service for the
whole population. Nevertheless, the health services are
also lacking sufﬁcient health workers with competence in
Sami language(26). Several studies report that members of
ethnic minorities suffering from an ED are less likely to
seek help and, when they do, they are less likely to
receive treatment(27,28). From a clinical perspective, this
may be important to reﬂect upon also in the Sami
population.
In general, limited research exists on DE and ED among
indigenous people even though many indigenous groups
are at risk of under- and overweight. Mellor et al. showed
that Aboriginal adolescents in Australia seem to be less
dissatisﬁed with their body shape and weight compared
with other Australian adolescents(29). The view of what is
an attractive appearance may also vary depending on
cultural context. A study published in 2007 based on Sami,
Finnish and British men showed a differential physical
preference with regard to the female body(30). While Sami
men liked women with higher BMI and more ‘shapely’
bodies to a higher degree, urban Finnish and British men
preferred slim bodies. Results from the North Norwegian
Youth Study (1994–1995) found Sami boys to be more
prone to various types of ED compared with non-Sami and
Kven (a cultural minority of Finnish origin) boys, while
Sami girls reported fewer eating problems, particularly
bulimic ones, than the majority of girls(31).
To our knowledge, no research related to ED or DE has
been conducted in the adult Sami population. Increased
awareness with regard to DE prevalence and associated
risk factors in the Sami population could assist with preventive early intervention efforts in this population with
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Clinical Survey – was conducted during 2012–2014. The
clinical survey was conducted in ten selected municipalities,
which all had been a part of the SAMINOR 1 survey.
Inhabitants in the following municipalities were included:
Karasjok, Kautokeino, Porsanger, Tana, Nesseby, Lyngen,
Kåfjord, Storfjord, Skånland and Evenes (Fig. 1).
Invitees were all residents in the age range 40–79 years.
As no national records contain ethnic information, people
were invited regardless of ethnic background.
The present analyses are based on cross-sectional data
from the SAMINOR 2 Clinical Survey restricted to the ages
40–69 years due to the questionnaire design. In this age
span there were 10 399 invitees. A total of 4876 individuals
(2198 males and 2678 females) attended the clinical
examination, a response rate of 46·9 %. The response rate
varied from 40·3 % in Evenes to 54·4 % in Kautokeino. The
survey included an eight-page self-administered questionnaire with a more extensive FFQ than in the previous
surveys. The questionnaire was provided in Norwegian
and in some of the municipalities also in the Northern
Sami language. The questionnaire (also a translated English version) is available online (http://www.saminor.no).
Those who did not ﬁll in the questionnaire (n 21) were
removed. Further, we excluded a total of 405 participants
who did not ﬁll in all questions regarding DE and fortythree persons who did not ﬁll in ethnicity information.
Finally, eighteen persons who did not get their height and
weight measured or who were pregnant, disabled or
measured with shoes were excluded. After these
exclusions, our study sample consisted of 4389 persons,
42·2 % of the invited sample.

(24)

increasing obesity problems . Due to long-term marginalization and ‘Norwegianization’, factors known to affect DE
such as pressures to attain body image ideals, emotional and
mental health problems, and lack of appropriate health
services may be elevated in the Sami. The main aim of the
present study was therefore to investigate DE among
Sami compared with non-Sami populations residing in the
same geographical regions of Norway. Of DE traits, we
presume BED-like symptoms to be most prevalent due to
the quite high obesity prevalence in the target populations
and the known association between BED and obesity.

Methods
The SAMINOR Study
The Population-based Study on Health and Living Conditions in Regions with Sami and Norwegian Populations –
the SAMINOR Study – is the responsibility of the Centre for
Sami Health Research at UiT The Arctic University of
Norway. The overall purpose of the study is to produce
knowledge on the health and living conditions of the
indigenous Sami people in Norway. The ﬁrst survey of the
SAMINOR Study – SAMINOR 1(32) – was conducted in
2003–2004 in collaboration with the Norwegian Institute of
Public Health.
In 2012 the Centre for Sami Health Research initiated a
follow-up survey, SAMINOR 2. The data collection was
carried out in two parts. The ﬁrst part was a questionnairebased survey conducted in 2012 – The SAMINOR 2
Questionnaire Survey(33). The second part – The SAMINOR 2
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Fig. 1 The four geographical regions included in the study and the municipalities within each. Sápmi is the cultural region
traditionally inhabited by the Sami people. Sápmi is located in Northern Europe and includes the northern parts of Fennoscandia.
The region stretches over four countries: Norway, Sweden, Finland and Russia
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Disordered eating
The Eating Disorder Examination (EDE) is an investigatorbased interview and is widely viewed as the ‘gold standard’ measure of ED psychopathology(34). Self-reported
examinations such as EDE’s self-reported version, the
EDE-Q with twenty-eight items(35) and the self-reported
EDI (Eating Disorder Inventory) with sixty-eight items
have also been frequently used for assessment of AN and
BN in clinical investigations(36). With the aim of studying
ED symptoms in community-derived samples, other
self-report questionnaires with fewer items have been
developed(37–39) including the one used here: the Eating
Disturbance Scale (EDS-5), which shows signiﬁcant correlations with the EDI and even higher correlations with
similar factors from the self-report version of the EDE(38).
The EDS-5(38) consists of the following ﬁve questions
regarding eating habits within the past 4 weeks: (i) ‘Are
you satisﬁed with your eating habits?’ (ii) ‘Have you
eaten to comfort yourself because you were unhappy?’
(iii) ‘Have you felt guilty about eating?’ (iv) ‘Have you felt
that it was necessary for you to use a strict diet or other
eating rituals to control your eating?’ (v) ‘Have you felt that
you are too fat?’ Each of these items was scored on a
seven-point Likert scale ranging from 1 to 7 (most pathological response). The scores were summed to produce a
total score ranging from 5 to 35. Persons who did not
answer all ﬁve questions were excluded from the analysis.
The sex-speciﬁc 90th percentile of the total sum score was
used as cut-off to identify persons with a disturbed eating
pattern, ≥ 19 for men and ≥23 for women.
In general, estimation of DE in the general population is
challenging due to the very heterogeneous group and lack
of well-suited instruments. EDS-5 has not been used frequently, which may be an important limitation to consider.
Even so, the instrument was validated both at the initial
construction(38) and by Eik-Nes et al.(15), who found a sum
score ≥23 in a population-based sample of 16 412 women
comparable to the mean sum scores in a clinical sample of
sixty women diagnosed with severe ED.

Ethnicity
Information on ethnicity was obtained through eleven
questions regarding home language, ethnic background
and self-perceived ethnicity/identity: ‘What language(s)
do/did you, your parents and your grandparents use at
home?’ The questions were to be answered separately for
each relative. The response categories were ‘Norwegian’,
‘Sami’, ‘Kven’ or ‘Other’. Providing the same response
options, we also asked: ‘What is your, your father’s and
your mother’s ethnic background?’ The respondents also
reported whether they considered themselves to be Norwegian, Sami, Kven or other (self-perceived ethnicity). On
all these questions, multiple answers were allowed. Based
on these questions, participants were categorized as Sami
if they reported that they considered themselves to be
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Sami or that they had Sami ethnic background, and in
addition reported Sami as home language for at least one
grandparent, parent or themselves. All other participants
were categorized as non-Sami.
Anxiety and depression
Symptoms of anxiety and depression were assessed with
the ﬁve-item Hopkins Symptom Checklist (SCL-5). The
SCL-5 scale was developed and validated as a short version of the longer SCL-25 scale(40); in a sample of 9380
participants from mid-Norway aged 40–42 and 65–67
years, a correlation of r = 0·92 was found between SCL-5
and SCL-25. Another Norwegian sample of 7004 participants aged 16–97 years found a sensitivity of 82 % and a
speciﬁcity of 96 % for SCL-5 with a cut-off value of 2·0,
with SCL-25 > 1·75 as criterion(41). Unfortunately, no
validation studies have been performed on the Sami
population. On a four-point Likert scale ranging from 1
(‘not bothered’) to 4 (‘very much bothered’), participants
were asked about the following symptoms during the past
4 weeks: ‘nervousness or shakiness inside’, ‘feeling fearful’, ‘feeling hopeless about the future’, ‘worrying too
much about things’ and ‘feeling blue’. An mean score of
2·0 or higher was used to identify anxiety or depression,
following suggestions from Strand et al.(41). The mean
score was set to missing for participants who answered
fewer than four of the questions (missing, n 191).
Education, physical activity and dietary intake
Education was assessed by the question: ‘How many years
of education have you completed? (Include any and all
years in which you attended school or studied)’. Number
of education years in the analyses was dichotomized into
‘13 years or more’ and ‘less than 13 years’.
Physical activity was assessed by self-report on an
ordinal scale of 1 (very low) to 10 (very high). The scale
has previously been validated for middle-aged women in
Tromsø, Norway(42), but has not been validated in men.
The participants were informed in the questionnaire
that ‘physical activity’ includes household chores and
professional activities as well as regular exercise and
other physical activity, such as walking/hiking. The physical
activity levels were collapsed as follows: very low (levels 1
and 2), low (levels 3 and 4), moderate (levels 5 and 6),
high (levels 7 and 8) and very high (levels 9 and 10).
A semi-quantitative FFQ was used to collect information
on various food items consumed during the past year. The
FFQ is based on the FFQ used in the Norwegian Women
and Cancer Study (NOWAC). The NOWAC FFQ has previously been validated for the general female population
of Norway and described in detail elsewhere(43). Included
in the FFQ were questions on how often various types of
snacks (dark chocolate, milk chocolate, sweets/candy,
potato crisps, peanuts, other nuts, other salty snacks) were
consumed within the past year. Answering options were
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‘never/rarely’, ‘1–3 times per month’, ‘once per week’, ‘2–3
times per week’, ‘4–6 times per week’ and ‘1 + times
per day’. Missing answers were considered ‘no intake’. For
dark chocolate and milk chocolate, the amount normally
eaten each time was provided. For the other items, standard portions were used. Based on frequency and
amount, the intake of each snack in grams per day was
calculated. The total intake of snacks was obtained by
summing grams per day for these seven variables.
‘Snacking’ was deﬁned as having total snack consumption
at or above the 90th percentile (37·8 g/d).

nearest 0·1 cm and weight to the nearest 100 g, and
BMI = [weight (kg)]/height (m)]2 was calculated to the
nearest 0·1 unit. According to the WHO, underweight was
deﬁned as BMI < 18·5 kg/m2, normal weight as BMI =
18·5–24·9 kg/m2, overweight as BMI = 25·0–29·9 kg/m2,
obesity class I as BMI = 30·0–34·9 kg/m2 and obesity class
II as BMI ≥ 35·0 kg/m2.

Statistics
All statistical analyses were performed using the statistical
software package IBM SPSS Statistics for Windows, version
24.0. The analyses were performed separately for men
and women.
Sample characteristics were treated as categorical variables and presented as numbers and percentage. Ethnic
differences were tested using Pearson’s χ2 tests (Table 1).
When testing for differences in BMI, underweight

Anthropometry
Height, weight and BMI were measured using an
electronic height and weight scale (DS-103; Dongsahn
Jenix, Seoul, Korea) with the participant wearing light
clothing without shoes. Height was measured to the

Table 1 Characteristics of the sample of Sami and non-Sami Norwegian adults aged 40–69 years (n 4389*); SAMINOR 2 Clinical Survey
(2012–2014)
Men
Sami
(n 844*)

Non-Sami
(n 1180*)

Total
(n 2024*)

n

%

n

%

n

297
370
513
P = 0·84

25·2
31·4
43·5

507
645
872

25·0
31·9
43·1

287
347
333

651
498
31
2
χ (1) = 2·74, P = 0·10

56·7
43·3

1145
822
57

58·2
41·8

404
521
42

20·0
215
48·2
635
25·4
250
6·4
80
χ2(3) = 7·67, P = 0·05
(SCL-5 mean score)
717
87·9
1051
99
12·1
84
28
45
2
χ (1) = 12·50, P < 0·001

18·2
53·8
21·2
6·8

384
1042
464
134

19·0
51·5
22·9
6·6

273
390
209
95

28·2
40·3
21·6
9·8
χ2(3) = 22·51,

92·6
7·4

1768
183
73

90·6
9·4

778
140
49

88
237
279
168
51
21

94
328
409
283
52
14
χ2(4) = 9·90, P = 0·04

8·1
28·1
35·1
24·3
4·5

182
565
688
451
103
35

9·2
28·4
34·6
22·7
5·2

90
242
324
238
57
16

782
62

92·7
1044
88·5
7·3
136
11·5
χ2(1) = 9·74, P = 0·002

1826
198

90·2
9·8

880
87

n
Age (years)
40–49
50–59
60–69
χ2(df), P value†
Education (years)
< 13
≥ 13
Missing
χ2(df), P value†
BMI class
Normal weight‡
Overweight
Obese class I
Obese class II
χ2(df), P value†,‡
Anxiety and depression
< 2·0
≥ 2·0
Missing
χ2(df), P value†
Physical activity
1–2
3–4
5–6
7–8
9–10
Missing
χ2(df), P value†
Snacks§
< 37·8 g/d
≥ 37·8 g/d
χ2(df), P value†

Women

210
275
359
494
324
26

%
24·9
32·6
42·5
2
χ (2) = 0·35,
60·4
39·6

169
407
214
54

10·7
28·8
33·9
20·4
6·2

Sami
(n 967*)

Non-Sami
(n 1398*)

Total
(n 2365*)

n

%

n

%

426
455
517
P = 0·22

30·5
32·5
37·0

713
802
850

30·1
33·9
35·9

646
707
45
2
χ (1) = 3·66, P = 0·06

47·7
52·3

1050
1228
87

46·1
53·9

502
35·9
550
39·3
258
18·5
88
6·3
P < 0·001

775
940
467
183

32·8
39·7
19·7
7·7

84·7
15·3

1189
89·5
139
10·5
70
2
χ (1) = 11·42, P = 0·001

1967
279
119

87·6
12·4

9·5
25·4
34·1
25·0
6·0

175
524
815
642
156
53

7·6
22·7
35·3
27·8
6·7

2124
241

89·8
10·2

%
29·7
35·9
34·4
2
χ (2) = 3·03,
43·7
56·3

85
6·2
282
20·7
491
36·1
404
29·7
99
7·3
37
χ2(4) = 19·55, P = 0·001
91·0
1244
9·0
154
χ2(1) = 2·55, P = 0·11

89·0
11·0

SCL-5, five-item Hopkins Symptom Checklist.
*Subgroups may not total to this number due to missing values.
†Ethnic difference tested by Pearson’s χ2 test.
‡Due to few persons in the underweight category, these were combined with normal weight in the χ2 tests.
§Grams per day of dark chocolate, milk chocolate, sweets/candy, potato crisps, peanuts, other nuts, other salty snacks. Missing values are considered ‘no
intake’.

χ2(1) = 0·41, P = 0·52
9·9
90·1
139
1259
10·8
89·2
104
863
χ2(1) = 1·06, P = 0·30
EDS-5, Eating Disturbance Scale; m, men; w, women.
*Ethnic difference tested by two-sample t test with equal variances assumed.
†Ethnic difference tested by Pearson’s χ2 test.

10·8
89·2
128
1052
12·3
87·7
104
740
EDS-5 ≥19 (m)/ ≥ 23 (w)
EDS-5 <19 (m)/ < 23 (w)

χ2(df), P value†
%
n
n
n

%

n

%

χ2(df), P value†

%

t(2363) = − 0·73, P = 0·48
t(2363) = 2·60, P = 0·01
t(2363) = − 0·15, P = 0·88
t(2363) = 1·09, P = 0·28
t(2363) = 0·47, P = 0·64
t(2363) = 0·86, P = 0·39
3·0
2·2
2·5
2·5
3·8
13·9
2·9,
2·0,
2·3,
2·3,
3·6,
13·2,
2·9
2·1
2·4
2·4
3·7
13·5
3·0
2·4
2·5
2·6
3·9
14·1
2·9
2·3
2·4
2·5
3·7
13·8
Eating habits
Comfort eating
Felt guilty
Eating rituals
Too fat
EDS-5 score

2·8
1·8
1·8
2·0
2·9
11·3

2·7,
1·8,
1·8,
1·9,
2·7,
11·0,

2·9
1·9
1·9
2·1
3·0
11·7

2·8
1·7
1·8
2·0
2·9
11·1

2·7,
1·7,
1·7,
1·9,
2·8,
10·8,

2·8
1·8
1·9
2·1
3·0
11·4

t(2022) = 0·37, P = 0·71
t(2022) = 2·50, P = 0·01
t(2022) = 1·07, P = 0·28
t(2022) = 0·57, P = 0·57
t(2022) = − 0·45, P = 0·65
t(2022) = 0·94, P = 0·35

2·8,
2·2,
2·3,
2·4,
3·6,
13·4,

t(df), P value*
95 % CI
Mean
95 % CI
Mean

Non-Sami (n 1398)

Women (n 2365)

Sami (n 967)

t(df), P value*
95 % CI
Mean
95 % CI
Mean

Disordered eating and associated factors
Mean EDS-5 scores were signiﬁcantly higher in women
compared with men, but there were no ethnic differences
(mean score: 11·3 and 11·1 in Sami and non-Sami men,
respectively; v. 13·8 and 13·5 in Sami and non-Sami
women, respectively). Furthermore, there were no ethnic
differences in the proportion at or above the 90th percentile, for either men or women. Moreover, across both
sexes, Sami scored signiﬁcantly higher on the ‘comfort
eating’ item compared with the non-Sami: Sami men
(mean score = 1·8, 95 % CI 1·8, 1·9) v. non-Sami men
(mean score = 1·7, 95 % CI 1·7, 1·8) and Sami women

Non-Sami (n 1180)

Descriptive statistics
Table 1 shows sex- and ethnic-speciﬁc characterization of
the 4389 individuals (54 % females) included in the study.
Of these, 1811 individuals (41 %) were deﬁned as Sami
(967 females, 844 males) and 2578 as non-Sami (1398
females, 1180 males). The age distribution in the three age
groups (40–49 years, 50–59 years and 60–69 years) and
the distribution between high and low education were
well correlated among Sami and non-Sami participants.
The BMI-based weight distribution was signiﬁcantly
different between Sami and non-Sami women, with a
higher proportion of Sami women v. non-Sami women
deﬁned as overweight (40·3 v. 39·3 %, respectively) and
obese (class I: 21·6 v. 18·5 %; class II: 9·8 v. 7·7 %,
respectively). Compared with non-Sami men, the proportion of obese class I among Sami men was near
signiﬁcantly (P = 0·05) higher (25·4 v. 21·2 % in Sami v.
non-Sami, respectively; Table 1).

Sami (n 844)

Results

Men (n 2024)

participants (n 11) were combined with normal-weight
participants due to low numbers.
The ﬁve questions that make up the EDS-5 were,
together with the total score, presented as mean scores
and 95 % CI (Table 2). Ethnic differences were tested using
two-sample t tests, assuming equal variances. Ethnic differences in the proportion above/below the 90th percentile of the EDS-5 score were tested using Pearson’s χ2 tests.
To assess the effect various factors had on the EDS-5
score, the following predictors were included in our
models: age, education, BMI class, anxiety and depression,
physical activity and consumption of snacks. Stratiﬁed by
ethnic groups, associations between the dichotomized
EDS-5 score and the selected variables were presented as
proportions and tested using the Mantel–Haenszel test for
trend (linear-by-linear association; Table 3). We further
explored these associations with logistic regression,
adjusting for age and education. OR with 95 % CI are
presented (Table 4). P values less than 0·05 were considered statistically signiﬁcant.
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the 90th percentile, by sex and ethnic group, in the sample of Sami and non-Sami Norwegian adults aged 40–69 years (n 4389); SAMINOR 2 Clinical Survey (2012–2014)
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Table 3 Associations between dichotomized EDS-5 score and selected variables, presented as number and percentage above the 90th
percentile cut-off (≥19 for men and ≥23 for women), by sex and ethnic group, in the sample of Sami and non-Sami Norwegian adults aged
40–69 years (n 4389*); SAMINOR 2 Clinical Survey (2012–2014)
Men (n 2024*)
Sami (n 844*)

Total EDS-5 scoring
Age (years)
40–49
50–59
60–69
χ2(df), P value†
Education (years)
< 13
≥ 13
χ2(df), P value†
BMI class
Normal weight
Overweight
Obese class I
Obese class II
χ2(df), P value†
Anxiety and depression
< 2·0
≥ 2·0
χ2(df), P value†
Physical activity
1–2
3–4
5–6
7–8
9–10
χ2(df), P value†
Snacks
< 37·8 g/d
≥ 37·8 g/d
χ2(df), P value†

Women (n 2365*)

Non-Sami (n 1180*)

Sami (n 967*)

Non-Sami (n 1398*)

n

%

n

%

n

%

n

%

104

12·3

128

10·8

104

10·8

139

9·9

36
17·1
34
12·4
34
9·5
2
χ (1) = 7·06, P = 0·01

41
13·8
39
10·5
48
9·4
2
χ (1) = 3·62, P = 0·06

41
14·3
35
10·1
28
8·4
2
χ (1) = 5·43, P = 0·02

52
12·2
46
10·1
41
7·9
2
χ (1) = 4·79, P = 0·03

74
15·0
28
8·6
χ (1) = 7·19, P = 0·01

61
9·4
64
12·9
χ (1) = 3·52, P = 0·06

45
11·1
55
10·6
χ (1) = 0·08, P = 0·78

65
10·1
70
9·9
χ (1) = 0·01, P = 0·92

2
1·2
33
8·1
45
21·0
24
44·4
χ2(1) = 84·2, P < 0·001
(SCL-5)
70
9·8
30
30·3
χ2(1) = 34·1, P < 0·001

4
1·9
37
5·8
62
24·8
25
31·3
χ2(1) = 103·5, P < 0·001

4
1·5
28
7·2
44
21·1
28
29·5
χ2(1) = 83·7, P < 0·001

10
2·0
48
8·7
52
20·2
29
33·0
χ2(1) = 114·7, P < 0·001

98
9·3
23
27·4
χ2(1) = 26·6, P < 0·001

67
8·6
34
24·3
χ2(1) = 29·7, P < 0·001

97
8·2
29
20·9
χ2(1) = 62·4, P < 0·001

13
14·8
46
19·4
25
9·0
15
8·9
3
5·9
2
χ (1) = 10·9, P = 0·001

20
21·3
53
16·2
33
8·1
18
6·4
3
5·8
2
χ (1) = 26·3, P < 0·001

12
13·3
34
14·0
36
11·1
16
6·7
5
8·8
2
χ (1) = 5·80, P = 0·02

14
16·5
44
15·6
44
9·0
24
5·9
7
7·1
2
χ (1) = 19·1, P < 0·001

89
11·4
15
24·2
χ (1) = 8·72, P = 0·003

103
9·9
25
18·4
χ (1) = 9·02, P = 0·003

90
10·2
14
16·1
χ (1) = 2·83, P = 0·09

110
8·8
29
18·8
χ (1) = 15·3, P < 0·001

2

2

2

2

2

2

2

2

EDS-5, Eating Disturbance Scale; SCL-5, five-item Hopkins Symptom Checklist.
*Subgroups may not total to this number due to missing values.
†Mantel–Haenszel test for trend (linear-by-linear association).

(mean score = 2·3, 95 % CI 2·2, 2·4) v. non-Sami women
(mean score = 2·1, 95 % CI 2·0, 2·2; Table 2).
Sami individuals were signiﬁcantly more affected by
anxiety and depression compared with non-Sami individuals (12·1 v. 7·4 % in Sami v. non-Sami men, respectively;
15·3 v.10·5 % in Sami v. non-Sami women, respectively;
Table 1). In particular, the Sami responders scored higher
than the non-Sami individuals on the SCL-5 item, ‘feeling
hopeless about the future’. They also reported more
anxiousness (data not shown).
With regard to physical activity, both Sami women and
Sami men seemed in general to be less active than their
non-Sami counterparts, although a higher proportion of
Sami men scored at the highest physical activity level
compared with non-Sami men (6·2 v. 4·5 %, respectively).
Sami men seemed to snack more (≥37·8 g/d) than nonSami men (11·5 v. 7·3 % in Sami v. non-Sami, respectively;
Table 1).
Signiﬁcant differences in DE were observed between
age groups in Sami men (P = 0·01) and women of both
ethnic groups (P = 0·02 and P = 0·03 in Sami and non-

Sami, respectively; Table 3), with higher percentages of
DE with decreasing age. Education was signiﬁcantly
associated with DE only in Sami men, with higher education having a protective effect (P = 0·01; Table 3).
In both Sami and non-Sami men and women, DE was
associated with increased BMI (Tables 3 and 4). The odds
of being categorized as having DE in obese class II individuals compared with normal-weight individuals were
especially high for Sami men. Compared with non-Sami
men, the associations between weight classes and EDS-5
scores were stronger for Sami men in all weight categories
(Table 4). Similarly, an increased risk of suffering from DE
in high weight categories also existed in women of both
ethnic groups, although with a larger effect in Sami
women in the two obese categories (Table 4).
Anxiety and depression was positively associated with
disordered eating in all groups (Tables 3 and 4), with
OR = 3·7 (95 % CI 2·2, 6·2) and OR = 3·5 (95 % CI 2·1, 6·1)
in Sami and non-Sami men, respectively, and OR = 3·3
(95 % CI 2·0, 5·3) and OR = 2·8 (95 % CI 1·8, 4·5) in Sami
and non-Sami women, respectively (Table 4).
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Table 4 Age- and education-adjusted OR and 95 % CI of associations between selected variables and dichotomized EDS-5 scores (≥19 for
men and ≥23 for women), by ethnic group and sex, in the sample of Sami and non-Sami Norwegian adults aged 40–69 years (n 4389*);
SAMINOR 2 Clinical Survey (2012–2014)
Sami (n 1811*)
Men (n 844)
OR
BMI class
Normal weight
Overweight
Obese class I
Obese class II
Anxiety and depression
< 2·0
≥ 2·0
Physical activity
1–2
3–4
5–6
7–8
9–10
Snacks
< 37·8 g/d
≥ 37·8 g/d

Non-Sami (n 2578*)
Women (n 967)

Men (n 1180)

Women (n 1398)

95 % CI

OR

95 % CI

OR

95 % CI

OR

95 % CI

Ref.
1·7, 31·2
4·9, 87·4
14·1, 283·6

1·0
4·9
18·0
28·1

Ref.
1·7, 14·4
6·3, 51·5
9·5, 83·4

1·0
3·2
17·9
25·4

Ref.
1·1, 9·2
6·3, 50·3
8·4, 76·4

1·0
4·5
12·5
22·2

Ref.
2·2, 9·0
6·2, 25·2
10·2, 48·2

Ref.
2·2, 6·2

1·0
3·3

Ref.
2·0, 5·3

1·0
3·5

Ref.
2·1, 6·1

1·0
2·8

Ref.
1·8, 4·5

1·6
2·4
1·0
1·0
0·7

0·8, 3·3
1·4, 4·0
Ref.
0·5, 1·9
0·2, 2·4

1·1
1·2
1·0
0·6
0·7

0·5, 2·3
0·7, 2·0
Ref.
0·3, 1·1
0·3, 2·0

3·3
2·2
1·0
0·8
0·7

1·7, 6·1
1·4, 3·6
Ref.
0·4, 1·4
0·2, 2·4

2·0
1·8
1·0
0·6
0·7

1·0, 3·8
1·2, 2·9
Ref.
0·3, 1·0
0·3, 1·7

1·0
2·6

Ref.
1·3, 5·0

1·0
1·6

Ref.
0·8, 3·0

1·0
1·9

Ref.
1·1, 3·1

1·0
2·1

Ref.
1·3, 3·4

1·0
7·4
20·8
63·1
(SCL-5)
1·0
3·7

EDS-5, Eating Disturbance Scale; SCL-5, five-item Hopkins Symptom Checklist; Ref., referent category.
*Subgroups may not total to this number, due to missing values.

There was a signiﬁcant negative linear association
between DE and levels of physical activity in both sexes
and the two ethnic groups (Table 3). Further analyses
showed that the odds of DE were double in the group
exerting low physical activity compared with the moderately active group in men (OR = 2·4, 95 % CI 1·4, 4·0 in
Sami v. OR = 2·2, 95 % CI 1·4, 3·6 in non-Sami, adjusted for
age and education). In women, the association was signiﬁcant in only non-Sami (OR = 1·2, 95 % CI 0·7, 2·0 in
Sami v. OR = 1·8, 95 % CI 1·2, 2·9 in non-Sami; Table 4).
High degree of snacking (≥37·8 g/d) was signiﬁcantly
associated with DE in men (Sami and non-Sami), but for
women only in the non-Sami group (Table 3). Sami men
had more than doubled risk of DE when the degree
of snacking was high compared with non-Sami men
(OR = 2·6, 95 % CI 1·3, 5·0 in Sami v. OR = 1·9, 95 % CI 1·1,
3·1 in non-Sami, both adjusted for age and education). A
similar effect was observed in women, but was signiﬁcant
only within the non-Sami group (OR = 1·6, 95 % CI 0·8, 3·0
in Sami v. OR = 2·1, 95 % CI 1·3, 3·4 in non-Sami, both
adjusted for age and education; Table 4).

Discussion
In our study we focused on DE in Sami and non-Sami
populations residing in the same geographical areas in
northern Norway. DE is of interest in our target population
which suffers from increasing obesity prevalence. Additionally, increased awareness of DE and associated risk
factors in the Sami population could assist in preventive
and early intervention efforts in this population, which is

also vulnerable due to long-term ‘Norwegianization’ and
marginalization. We found no signiﬁcant differences with
regard to overall DE comparing the two ethic groups.
However, DE in general was more prevalent in Sami men
and the DE item, ‘comfort eating’, was reported more often
in Sami compared with non-Sami. There were signiﬁcant
sex- and ethnic-speciﬁc associations between DE and
physical activity, snacking and education level and in
general. Furthermore, anxiety and depression and lower
age were positively associated with DE.
The rates of overweight and obesity found in our overall
study sample were even higher than found in other Norwegian populations, such as the Tromsø 6 (2007–2008)(44)
and the HUNT3 (2006–2008) survey(45). By assuming a
general continued obesity increase in Norway one would
expect higher obesity prevalence today than measured
10 years ago and preliminary data from the Tromsø 7
(2015–2016) do show a continued increase from 2007–2008.
In our study, 12·3 % of Sami men reported DE compared
with 10·8 % non-Sami men, while the rates were 10·8 % in
Sami women compared with 9·9 % in non-Sami women.
Both in our study and in another study where the same DE
instrument and cut-off value were used(15) lower prevalence was shown at increasing age. Individuals scoring
high on DE in our study are not necessarily diagnosed with
ED; however, they report signs of DE that may dispose to
further increased risk of unhealthy weight-control behaviours and obesity. The DE instrument EDS-5 has been
shown to be sensitive to DE patterns and appeared suited
for screening purposes in community samples(38). Even so,
the EDS-5 instrument seems to better identify BN-(46) and
BED-related(47) symptoms in community-based samples.
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Studies addressing DE or ED in males are scarce,
although the literature suggests a prevalence of 25 % in
community-based samples(48). In our study men obtained a
lower DE score compared with women and the 90th percentile showed a lower cut-off than in women (≥19 in men
and ≥23 in women). Sami men had a higher proportion at
or the above cut-off (12·3 %) compared with non-Sami men
(10·8 %). The Sami population also scored signiﬁcantly
higher on the ‘comfort eating’ item compared with the
non-Sami population in both sexes. Food preference and
intake depend on complex mechanisms which involve the
hedonic/pleasure component of eating (liking) and the
incentive to eat (‘wanting’ or ‘reward-seeking’)(49). Comfort
eating (i.e. eating because of feeling worried or upset and
not because of hunger) may occur when palatable food is
available and as a response to stress, providing a potential
means for people to ‘self-medicate’ for stress relief(50).
Regardless of ethnic group, palatable food is equally
available throughout Norwegian society.
Emotional eating, or the tendency to eat in response to
stress and emotions, is associated with overweight and
obesity(51,52). Depression is a strong predictor of dietary
quality and BMI(53), and ﬁndings from a Finnish study
suggest that emotional eating and depressive symptoms
affect unhealthy food choices(54) such as consumption of
snacks. Sex differences linked to psychological eatingrelated behaviours have been acknowledged, although
little research is available focusing on this issue. In a recent
study, sex differences in psychological predictors of
snacking among a large representative Dutch sample were
investigated. Although results suggested women to consume healthier foods in general and eat less unhealthy
snacks than men, the relationships between psychological
eating-related variables and snack intake were found to be
similar for men and women(55). In our study we observed
snacking to be signiﬁcantly associated with DE in men in
general. In women, however, snacking was signiﬁcantly
associated with DE only in the non-Sami group.
Our ﬁndings suggest a strong association between
weight problems and DE in both sexes and ethnic groups.
Compared with normal-weight individuals, overweight
and obese individuals had higher odds of DE in both
sexes. The associations between DE and BMI were
stronger in the obese and extreme obese categories, with
OR as high as 63·1 (Sami men), 25·4 (non-Sami men), 28·1
(Sami women) and 22·2 (non-Sami women) in the obese
class II category (BMI ≥ 35 kg/m2). This ﬁnding agrees
with the study on DE in the Norwegian HUNT population,
which identiﬁed an OR ratio of 22·5 for women in the
comparable obesity category (class II)(15). In our study, the
OR were higher in the Sami compared with the non-Sami
population, but the CI were larger, indicating more
inaccurate effect sizes.
A higher socio-economic status (measured by education
level) was in our study signiﬁcantly protective against DE
only in Sami men. The lack of an association between DE
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and social status in the other groups is in agreement with
recent ﬁndings(56,57).
Our analyses showed that the risk of DE was approximately doubled in the group of men exerting low physical
activity compared with the moderately active group. For
women, an increased effect of low physical activity was
observed only in the non-Sami group. Excessive exercise
is in general a persistent behaviour in the more classically
deﬁned ED and is believed to be implicated in the
aetiology, development and maintenance of these disorders(58). Earlier ﬁndings suggest that individuals with ED
may exercise to control body weight and shape, which
consequentially improves their self-esteem(59).
There were indications of protective effects with regard
to DE at high physical activity levels, although these
associations were not found to be signiﬁcant. Within the
ED literature, excessively driven exercise behaviours are
most often conceptualized as compulsive(60). However,
the individuals scoring high on DE symptoms in our study
are not patients and may be representing individuals more
similar to the DE category classiﬁed with binge eating and
bulimic symptoms.
The consequences of the ‘Norwegianization’ and marginalization that have occurred over so many years have
not been fully investigated in the Sami population. Owing
to this we are not aware of all the health-related
consequences this may have had. In the rural society in
northern Norway, both Sami- and non-Sami, there is very
rapid development with an increasing pressure to
accommodate to a ‘9-to-5’ lifestyle. There are fewer jobs
in the primary industries to which reindeer husbandry
belongs, and the alternatives are either education or
unemployment(61,62). Within the Sami communities this
development has led to the women leaving due to education opportunities elsewhere(63) while men stay in their
home regions. This is also a trend in other indigenous
societies(64,65).
Some of our ﬁndings could reﬂect issues in the context
considered above and could be a sign of a changing
society where neither the health service nor the other
societal establishments have managed to support the
population to handle the societal changes. In Sami men,
more DE was reported as well as stronger associations
between DE and lower education, lower physical activity
and higher consumption of snacks. These discoveries
could reﬂect the growing differential roles of Sami men
and women which urge further emphasis and preventive
measures.

Strengths and limitations
The SAMINOR Study is the only large population-based
study especially designed to investigate the health of the
Sami people in Norway. The SAMINOR 2 Clinical Survey
was performed in municipalities with a large proportion of
Sami inhabitants in close collaboration with local health
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authorities. Individual information on ethnic background
enabled us to compare Sami and non-Sami living in the
same geographical regions. Due to a cross-sectional
design, assessing potential causal relationships due to
temporal bias was not possible.
A strength of the present study was that the anthropometric clinical measurements were measured electronically by trained personnel, avoiding the pitfall of
under- or misreporting weight-related measures(66).
The participation rate in the study was 47 %, which we
consider satisfactory. In each municipality, data collection
was carried out within only 2–7 weeks, which limited the
invitees’ opportunity to attend. Participation was higher for
women than for men, and increased with age. The results
are therefore more uncertain for men and in general for the
younger age groups. As registration of ethnic afﬁliation is
prohibited in public records, we do not know whether the
ethnic distribution in our sample reﬂects that of the targeted
population. However, the highest participation rates were
observed in the Sami-dominated municipalities of Kautokeino, Tana and Nesseby in Finnmark, which suggest a
higher participation rate among the Sami in these areas.
This also affects the composition of different Sami subgroups in the sample. Our sample is over-represented by
Sami from Finnmark and correspondingly underrepresented by Sami residing further south.
A limitation of our study is the high age of the participants (40–69 years), as ED overall are more prevalent at
younger age(6). Age-related effects appear not so robust for
BED(6) and as the EDS-5 seems to comply best with BN and
BED(47), age may not be of major importance here. In our
study DE was more prevalent in the younger age groups
although it was also quite high in the older age groups
as well. Limited research exists on ED among mid-life
individuals yet studies show ED not to be uncommon and
the mean age of individuals reporting ED behaviours is
relatively high(67,68), making it reasonable to focus on these
age groups.
Our ethnic deﬁnition is based on self-report. To be
categorized as Sami, participants had to report that they
considered themselves to be Sami or that they had Sami
ethnic background. By additionally requiring Sami as a
home language in at least one person in the past three
generations, we ensured an objective connection to the
Sami. Our ethnic deﬁnitions have limitations and may
have different validity for different geographic regions and
subgroups of the Sami population. The diversity within the
Sami group with regard to cultural identity and mode of
living may also have diluted the ethnic-speciﬁc effects
observed in our study.

Conclusion
The main aim of the present study was to investigate DE
among Sami compared with non-Sami populations residing
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in the same geographical regions of northern Norway. We
found no overall signiﬁcant differences with regard to
overall DE comparing the two ethnic groups. However, DE
was reported more often in Sami men and the DE item,
‘comfort eating’, was reported more often in Sami individuals. There were signiﬁcant sex- and ethnic-speciﬁc
associations between DE and physical activity, snacking
and education level. In general, anxiety and depression and
lower age were positively associated with DE.

Acknowledgements
Acknowledgements: The Centre for Sami Health Research
at UiT The Arctic University of Norway conducted the
survey. The authors would like to thank the participants
for their valuable contributions. They thank Guri Skeie
(Department of Community Medicine, UiT The Arctic
University of Tromsø, Norway) for carrying out the nutrition calculations. Financial support: The SAMINOR 2
Clinical Survey was ﬁnanced by the Norwegian Ministry of
Health and Care Services; the Northern Norway Regional
Health Authority; the Regional Research Fund of Northern
Norway; the Sami Parliament; the Sami Norwegian
National Advisory Unit on Mental Health and Substance
Use; and Finnmark, Troms and Nordland county councils.
The funders had no additional role concerning this article.
Conﬂict of interest: The authors declare that they have no
conﬂict of interest. Authorship: K.K. was the Principal
Investigator of the study and responsible for designing
and writing most of the manuscript. M.M. performed the
statistical analysis and wrote the ‘Methods’ section. M.M.,
A.S. and A.R.B. reviewed the project proposal. M.M. and
A.R.B. were part of the team who collected the data, and
M.B. and T.S. provided input regarding to the questions
concerning nutrition and mental health. All co-authors
critically reviewed the study, made improvements to the
manuscript revisions and approved the ﬁnal manuscript.
Ethics of human subject participation: This study was
conducted according to the guidelines laid down in the
Declaration of Helsinki and all procedures involving
human subjects were approved by the Regional Committee for Medical and Health Research Ethics North Norway
(reference number 2016/985). Written informed consent
was obtained from all subjects.

References
1. Flegal KM, Carroll MD, Kit BK et al. (2012) Prevalence of
obesity and trends in the distribution of body mass index
among US adults, 1999–2010. JAMA 307, 491–497.
2. Micali N, Hagberg KW, Petersen I et al. (2013) The incidence of eating disorders in the UK in 2000–2009: ﬁndings
from the General Practice Research Database. BMJ Open 3,
e002646.
3. Missbach B & Barthels F (2017) Orthorexia nervosa: moving
forward in the ﬁeld. Eat Weight Disord 22, 1.

1104
4. Preti A, Girolamo G, Vilagut G et al. (2009) The epidemiology of eating disorders in six European countries:
results of the ESEMeD-WMH project. J Psychiatr Res 43,
1125–1132.
5. Swanson SA, Crow SJ, Le Grange D et al. (2011) Prevalence
and correlates of eating disorders in adolescents. Results
from the national comorbidity survey replication adolescent
supplement. Arch Gen Psychiatry 68, 714–723.
6. Mitchison D & Hay PJ (2014) The epidemiology of eating
disorders: genetic, environmental, and societal factors. Clin
Epidemiol 6, 89–97.
7. American Psychiatric Association (2013) Diagnostic and
Statistical Manual of Mental Disorders, 5th ed. Washington,
DC: American Psychiatric Association.
8. Qian J, Hu Q, Wan Y et al. (2013) Prevalence of eating
disorders in the general population: a systematic review.
Shanghai Arch Psychiatry 25, 212–223.
9. Mitchell JE, Devlin MJ, de Zwaan M et al. (2008) BingeEating Disorder: Clinical Foundations and Treatment,
pp. 23–34. New York: The Guilford Press.
10. Berner LA, Winter SR, Matheson BE et al. (2017) Behind
binge eating: a review of food-speciﬁc adaptations of
neurocognitive and neuroimaging tasks. Physiol Behav 176,
59–70.
11. Grucza RA, Przybeck TR & Cloninger CR (2007) Prevalence
and correlates of binge eating disorder in a
community sample. Compr Psychiatry 48, 124–131.
12. Javaras KN, Pope HG, Lalonde JK et al. (2008) Cooccurrence of binge eating disorder with psychiatric and
medical disorders. J Clin Psychiatry 69, 266–273.
13. Ulfvebrand S, Birgegard A, Norring C et al. (2015)
Psychiatric comorbidity in women and men with eating
disorders results from a large clinical database. Psychiatry
Res 230, 294–299.
14. Treasure J, Claudino AM & Zucker N (2010) Eating disorders. Lancet 375, 583–593.
15. Eik-Nes T, Romild U, Guzey I et al. (2015) Women’s weight
and disordered eating in a large Norwegian community
sample: the Nord-Trondelag Health Study (HUNT). BMJ
Open 5, e008125.
16. Hudson JI, Hiripi E, Pope HG Jr et al. (2007) The prevalence
and correlates of eating disorders in the National Comorbidity Survey Replication. Biol Psychiatry 61, 348–358.
17. Neumark-Sztainer D, Wall M, Larson NI et al. (2011) Dieting
and disordered eating behaviors from adolescence to young
adulthood: ﬁndings from a 10-year longitudinal study. J Am
Diet Assoc 111, 1004–1011.
18. Calzo JP, Horton NJ, Sonneville KR et al. (2016) Male eating
disorder symptom patterns and health correlates from 13 to
26 years of age. J Am Acad Child Adolesc Psychiatry 55,
693–700.e2.
19. Pike KM, Hoek HW & Dunne PE (2014) Cultural trends and
eating disorders. Curr Opin Psychiatry 27, 436–442.
20. Makino M, Tsuboi K & Dennerstein L (2004) Prevalence of
eating disorders: a comparison of Western and non-Western
countries. MedGenMed 6, 49.
21. Soh NLW & Walter G (2013) Publications on cross-cultural
aspects of eating disorders. J Eat Disord 1, 4.
22. Weiselberg EC, Gonzalez M & Fisher M (2011) Eating disorders
in the twenty-ﬁrst century. Minerva Ginecol 63, 531–545.
23. Broderstad AR, Melhus M, Brustad M et al. (2011) Iron stores
in relation to dietary patterns in a multiethnic population:
the SAMINOR study. Public Health Nutr 14, 1039–1046.
24. Nystad T, Melhus M, Brustad M et al. (2010) Ethnic differences in the prevalence of general and central obesity
among the Sami and Norwegian populations: the
SAMINOR study. Scand J Public Health 38, 17–24.
25. Brustad M, Parr CL, Melhus M et al. (2008) Dietary patterns
in the population living in the Sami core areas of Norway –
the SAMINOR study. Int J Circumpolar Health 67, 82–96.

K Kvaløy et al.
26. Nystad T, Melhus M & Lund E (2008) Sami speakers are less
satisﬁed with general practitioners’ services. Int J
Circumpolar Health 67, 114–121.
27. Becker AE, Franko DL, Speck A et al. (2003) Ethnicity and
differential access to care for eating disorder symptoms. Int J
Eat Disord 33, 205–212.
28. Waller G, Schmidt U, Treasure J et al. (2009) Ethnic origins
of patients attending specialist eating disorders services in a
multiethnic urban catchment area in the United Kingdom.
Int J Eat Disord 42, 459–463.
29. Mellor D, McCabe M, Ricciardelli L et al. (2004) Body image
importance and body dissatisfaction among indigenous
Australian adolescents. Body Image 1, 289–297.
30. Swami V & Tovee MJ (2007) Perceptions of female body
weight and shape among indigenous and urban Europeans.
Scand J Psychol 48, 43–50.
31. Kvernmo S (2004) Mental health of Sami youth. Int J
Circumpolar Health 63, 221–234.
32. Lund E, Melhus M, Hansen KL et al. (2007) Population
based study of health and living conditions in areas with
both Sami and Norwegian populations – the SAMINOR
study. Int J Circumpolar Health 66, 113–128.
33. Brustad M, Hansen KL, Broderstad AR et al. (2014) A
population-based study on health and living conditions in
areas with mixed Sami and Norwegian settlements – the
SAMINOR 2 questionnaire study. Int J Circumpolar Health
73, 23147.
34. Fairburn CG & Cooper Z (1993) The Eating Disorder Examination, 12th ed., pp. 317–360. New York: Guilford Press.
35. Fairburn CG & Beglin SJ (1994) Assessment of eating disorders: interview or self-report questionnaire? Int J Eat
Disord 16, 363–370.
36. Garner DM, Olmstead MP & Polivy J (1983) Development
and validation of a multidimensional eating disorder
inventory for anorexia nervosa and bulimia. Int J Eat Disord
2, 15–34.
37. Lavik NJ, Clausen SE & Pedersen W (1991) Eating behaviour, drug use, psychopathology and parental bonding
in adolescents in Norway. Acta Psychiatr Scand 84,
387–390.
38. Rosenvinge JH, Perry JA, Bjørgum L et al. (2001) A
new instrument measuring disturbed eating patterns
in community populations: development and initial
validation of a ﬁve-item scale (EDS-5). Eur Eat Disord Rev 9,
123–132.
39. Morgan JF, Reid F & Lacey JH (2000) The SCOFF questionnaire: a new screening tool for eating disorders. West J
Med 172, 164–165.
40. Tambs K & Moum T (1993) How well can a few questionnaire items indicate anxiety and depression? Acta
Psychiatr Scand 87, 364–367.
41. Strand BH, Dalgard OS, Tambs K et al. (2003) Measuring the
mental health status of the Norwegian population: a comparison of the instruments SCL-25, SCL-10, SCL-5 and MHI-5
(SF-36). Nord J Psychiatry 57, 113–118.
42. Borch KB, Ekelund U, Brage S et al. (2012) Criterion validity
of a 10-category scale for ranking physical activity in
Norwegian women. Int J Behav Nutr Phys Act 9, 2.
43. Hjartaker A, Andersen LF & Lund E (2007) Comparison
of diet measures from a food-frequency questionnaire
with measures from repeated 24-hour dietary recalls. The
Norwegian Women and Cancer Study. Public Health Nutr
10, 1094–1103.
44. Jacobsen BK & Aars NA (2015) Changes in body mass index
and the prevalence of obesity during 1994–2008: repeated
cross-sectional surveys and longitudinal analyses. The
Tromso Study. BMJ Open 5, e007859.
45. Midthjell K, Lee CM, Langhammer A et al. (2013) Trends in
overweight and obesity over 22 years in a large adult
population: the HUNT Study, Norway. Clin Obes 3, 12–20.

Disordered eating in Sami and non-Sami Norwegian adults
46. Johansen SN, Jacobsen H, Rosenvinge JH et al. (1998)
Eating pattern and self-esteem in overweight women. Eat
Weight Disord 3, 33–36.
47. Vancampfort D, Vanderlinden J, De Hert M et al. (2013) A
systematic review on physical therapy interventions for
patients with binge eating disorder. Disabil Rehabil 35,
2191–2196.
48. Sweeting H, Walker L, MacLean A et al. (2015) Prevalence
of eating disorders in males: a review of rates reported in
academic research and UK mass media. Int J Mens Health
14, doi: 10.3149/jmh.1402.86.
49. Morris MJ, Beilharz JE, Maniam J et al. (2015) Why is obesity
such a problem in the 21st century? The intersection of
palatable food, cues and reward pathways, stress, and
cognition. Neurosci Biobehav Rev 58, 36–45.
50. Ulrich-Lai YM, Fulton S, Wilson M et al. (2015) Stress
exposure, food intake and emotional state. Stress 18,
381–399.
51. Cappelleri JC, Bushmakin AG, Gerber RA et al. (2009)
Psychometric analysis of the Three-Factor Eating
Questionnaire-R21: results from a large diverse sample of
obese and non-obese participants. Int J Obes (Lond) 33,
611–620.
52. Ozier AD, Kendrick OW, Leeper JD et al. (2008) Overweight
and obesity are associated with emotion- and stress-related
eating as measured by the eating and appraisal due
to emotions and stress questionnaire. J Am Diet Assoc 108,
49–56.
53. Florez KR, Dubowitz T, Ghosh-Dastidar MB et al. (2015)
Associations between depressive symptomatology, diet, and
body mass index among participants in the supplemental
nutrition assistance program. J Acad Nutr Diet 115,
1102–1108.
54. Konttinen H, Mannisto S, Sarlio-Lahteenkorva S et al. (2010)
Emotional eating, depressive symptoms and self-reported
food consumption. A population-based study. Appetite 54,
473–479.
55. Adriaanse MA, Evers C, Verhoeven AA et al. (2016) Investigating sex differences in psychological predictors of snack
intake among a large representative sample. Public Health
Nutr 19, 625–632.
56. Mulders-Jones B, Mitchison D, Girosi F et al. (2017) Socioeconomic correlates of eating disorder symptoms in an
Australian population-based sample. PLoS One 12,
e0170603.
57. Gibbons P (2001) The relationship between eating disorders
and socioeconomic status: it’s not what you think. Nutr

1105

58.

59.

60.
61.

62.
63.

64.

65.

66.

67.
68.

Noteworthy 4; available at http://www.escholarship.org/uc/
item/1k70k3fd#page-2
Taranis L & Meyer C (2011) Associations between speciﬁc
components of compulsive exercise and eating-disordered
cognitions and behaviors among young women. Int J Eat
Disord 44, 452–458.
Sauchelli S, Arcelus J, Granero R et al. (2016) Dimensions
of compulsive exercise across eating disorder diagnostic
subtypes and the validation of the Spanish version of the
Compulsive Exercise Test. Front Psychol 7, 1852.
Goodwin H, Haycraft E & Meyer C (2016) Disordered eating, compulsive exercise, and sport participation in a UK
adolescent sample. Eur Eat Disord Rev 24, 304–309.
Moilanen M & Pedersen P (2012) The north Scandinavian
pattern of migration among the young adult population
2000–2005. In Rural Futures? Finding One’s Place within
Changing Labour Markets, pp. 51–82 [U-D Karlsen Bæck
and G Paulgaard, editors]. Stamsund/Oslo: Orkana Forlag.
Pedersen P (2013) Applying longitudinal statistics in
migration analysis: a case study of migration among young
adults in Northern Norway. Norweg J Geogr 67, 295–303.
Sørlie K & Broderstad AB (2011) Moving to Cities from
Regions with Sami Settlements (in Norwegian). Collaborative report from Norwegian Institute for Urban and
Regional Research and UiT – Centre for Sami Health
Research. Norway: NIBR/UiT – Centre for Sami Health
Research.
Bjerregaard P & Curtis T (2002) Cultural change and mental
health in Greenland: the association of childhood conditions, language, and urbanization with mental health and
suicidal thoughts among the Inuit of Greenland. Soc Sci Med
54, 33–48.
Kuhnlein HV, Receveur O, Soueida R et al. (2004) Arctic
indigenous peoples experience the nutrition transition
with changing dietary patterns and obesity. J Nutr 134,
1447–1453.
Park JY, Mitrou PN, Keogh RH et al. (2011) Effects of body
size and sociodemographic characteristics on differences
between self-reported and measured anthropometric data
in middle-aged men and women: the EPIC-Norfolk study.
Eur J Clin Nutr 65, 357–367.
Mangweth-Matzek B, Hoek HW, Rupp CI et al. (2014)
Prevalence of eating disorders in middle-aged women. Int J
Eat Disord 47, 320–324.
Mangweth-Matzek B, Kummer KK & Pope HG (2016) Eating
disorder symptoms in middle-aged and older men. Int J Eat
Disord 49, 953–957.

