© CALYPSO/STOCK.ADOBE.COM

PSYCHOLOGICAL MEDICINE PEER REVIEWED

Eating
disorders

SARAH MAGUIRE Bsc (Psych) (Hons), MA, DCP, PhD
JAN ORMAN wB BS, MPsychMed

GPs arguably play the most important role in the
management of eating disorders. They are often
the point of first presentation, have a broad
ongoing relationship with the person and vital
medical skills.

ith a new suite of 40 psychological and 20 dietetic

sessions for people with eating disorders - that

can all be accessed by general practitioners -

introduced on 1 November 2019 under the MBS,
the GP’s role in the management of this patient group is only
set to grow. (For more information on the changes visit www.
mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/
Factsheet-EatingDisorders).

The term eating disorders describes a group of illnesses
including anorexia nervosa (AN), bulimia nervosa (BN),
binge-eating disorder (BED) and other feeding and eating
disorders of childhood and adulthood. Box 1 summarises the
major eating disorder diagnoses. They are defined by changes
in behaviours, thoughts and attitudes to food, eating, weight or
body shape that interfere with and detrimentally impact on a
person’s life.

Eating disorders are often comorbid with other mental health
concerns, such as depression and anxiety. Observable symptoms
of an eating disorder may be minimal or absent despite a person
experiencing profound inner turmoil. Eating disorders are often
all-encompassing, and affect a person’s body, feelings, thoughts,
and behaviours in multiple ways. As a GP is likely to be one of
the first health professionals with whom a person with an eating
disorder will come in contact, and perhaps the only health
professional who will have an ongoing relationship with the
person over time, the GP’s role is pivotal and includes prevention,
identification, medical management and referral.
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Disordered eating

Not all disordered eating behaviours meet the criteria for a
diagnosis of an eating disorder. Disordered eating can take
many forms, including binge eating (eating an unusually large
amount of food while feeling a loss of control), purging (by
inducing vomiting) and engaging in other compensatory
behaviours such as diuretic or laxative use. It also includes
severely restricting intake in an effort to lose weight, engaging
in excessive exercise, chewing and spitting food, fasting and
yo-yo dieting.

Disordered eating alone confers poorer health outcomes in
adolescence and into adulthood and so should be regarded as
an important health index. Several studies have examined eating
disorders and disordered eating longitudinally in adolescence
and their relationship to longer-term health outcomes.

Adolescents with disordered eating behaviours (as well as
those with eating disorders) have a substantially elevated risk
for a range of health problems in adulthood including full-blown
eating disorders, anxiety disorders, cardiovascular disorders,
chronic fatigue and chronic pain syndromes, depressive disor-
ders, suicide attempts and an elevated risk for being overweight
or obese."®

Screening for eating disorders
Asking about dietary habits needs to be a routine part of care
in general practice, given the importance dietary habits have in
many physical and mental health conditions. The prevalence in
the general population of eating disorders is about 5% at any
one time. High prevalence and the serious long-term health
implications of disordered eating suggest that formal screening
for disordered eating and eating disorders in high risk groups
should form a routine part of practice.

There are a number of groups within the community that
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PSYCHOLOGICAL MEDICINE continued

1. THE MAJOR EATING DISORDER
DIAGNOSTIC CATEGORIES

* Anorexia nervosa is characterised by
extreme food restriction, significant
weight loss and an intense fear of
gaining weight

Avoidant/restrictive food intake
disorder is characterised by an eating
problem (such as avoidance of
sensory characteristics of food, lack
of appetite, concern about aversive
consequences of eating) that results
in failure to meet nutritional and/or
energy requirements

Binge-eating disorder is characterised
by repeated episodes of binge eating,
without the use of purging or other
compensatory measures

¢ Bulimia nervosa is characterised by
episodes of binge eating followed by
compensatory behaviours that are
intended to prevent weight gain

¢ Other specified feeding or eating
disorder is a term used to describe
an eating disorder that significantly
impacts the person’s life, but does
not meet full criteria for one of the
other eating disorder diagnoses

¢ Pica is characterised by persistent
eating of nonnutritive, nonfood
substances

* Rumination disorder is characterised
by repeated regurgitation of food that
is rechewed, reswallowed or spat out

Unspecified feeding or eating
disorder is a term used to describe
disordered eating behaviours that
significantly impact on the person’s
life, and which are not better
described by another diagnostic
category

And currently classified under anxiety
disorders as a variant of body
dysmorphic disorder:

¢ Muscle dysmorphia is characterised
by a belief is that the person’s own
body is too lean or insufficiently
muscular although in most cases it is
normal or muscular. It results in
excessive exercise routines, specific
dietary regimens, and nutritional
supplementation, and/or use of
anabolic steroids
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2. GROUPS AT HIGH RISK OF
DEVELOPING EATING DISORDERS*

Adolescents

* People seeking dieting help for
weight loss

¢ Athletes or people whose work

performance is affected by body
shape (e.g. jockeys, dancers)

People with a family history of
eating disorders

People with underlying anxiety and
depression

People in the obese weight range:
25% and upwards of people in the
obese weight range have binge-eating
disorder

* Women during key transition periods:
from school to adult life, pregnancy
and menopause

* Women with polycystic ovary
syndrome or diabetes

*Weissman R, Bulik C. Risk factors for eating
disorders. Am Psychol 2007; 62:181-198.

have been shown to be at significantly
higher risk of developing an eating dis-
order (Box 2).

The SCOFF questionnaire is a five-
question screening tool designed to screen
for the presence of an eating disorder?’

S Do you make yourself sick because
you feel uncomfortably full?

C Do you worry you have lost control
over how much you eat?

O Have you recently lost more than

one stone (6.35kg) in a three-month

period?

F Do you believe yourself to be fat
when others say you are too thin?
F Would you say food dominates

your life?

A ‘yes’ response to two or more of the
five questions warrants further question-
ing and more comprehensive assessment
by a healthcare professional.

Using the SCOFF questionnaire will
help identify patients with eating disor-
ders, but a dietary history should still be
taken to ascertain whether subsyndromal
disordered eating is present and likely to
become a problem in the future.
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Signs and symptoms

GPs are in a unique position to monitor
a patient’s relationship with their body
shape and weight and food because of the
ongoing nature of the GP-patient
relationship.

Research suggests there is an average
delay of four or more years between the
start of disordered eating and first treat-
ment, hence the importance of the pri-
mary practitioner in being alert to signs
and screening appropriately.

Even in the absence of a formal assess-
ment there are markers that should alert
the GP to the possibility of an eating
disorder, and trigger a screening. These
signs and symptoms are summarised in
Box 3.

Differential diagnosis and
testing

It is important to exclude physical illness
when weight change as a result of disor-
dered eating behaviours is observed.
Diagnoses can easily be missed if an
assumption is made that the problem is an
eating disorder. Many physical conditions
are associated with weight and appetite
changes.

An initial consultation for eating-
related issues needs to include two catego-
ries of investigations: the first to exclude
underlying physical conditions; and the
second to determine whether the disor-
dered eating has impacted on the patient’s
physical state.

These investigations should include a
full blood examination, liver, renal and
thyroid function tests and any other
investigations that may be appropriate
depending on the patient’s symptoms.
Diabetes, thyroid disease, haematological
or other malignancies, inflammatory
bowel disease, severe dental problems,
gastric reflux and many other conditions
are included in this list.

The clinician must investigate judi-
ciously based on the clinical presentation.
In some instances, the diagnosis may well
be so clear that nothing beyond the basic
tests will be required.
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3. SIGNS AND SYMPTOMS OF AN
EATING DISORDER

Repetitive weight fluctuations

High body dissatisfaction or body
loathing (this can be indexed by
hiding behaviours such as overly
covering clothing or negative body
comments)

Repetitive presentations for weight
control methods

¢ Rigid approach to eating, such as
only eating certain foods, inflexible
meal times, refusal to eat in
restaurants or outside of the
person’s own home

History of depression or mood

fluctuation

There are also a range of physical

symptoms indicative of a possible

eating disorder that should trigger

screening:

¢ Loss of menses

¢ Hypokalaemia (from purging)

¢ Enlarged parotid glands (from
purging)

¢ Emaciation (this can be unobtrusively

established with a routine

examination of the stomach region)

¢ Weight loss
Gastrointestinal problems

Infertility issues

Injuries caused by overexercising

Fainting or dizziness

Feeling fatigued or not sleeping well

Feeling cold most of the time
regardless of the weather

¢ Swelling around the cheeks or jaw,
calluses on knuckles, damage to
teeth and bad breath (signs of
vomiting)

What causes eating disorders?

Box 4 lists the many possible aetiological
factors in the development of an eating
disorder. For most people, a number of
factors can be identified as important in
the initiation and maintenance of the
disorder. Dieting for weight loss is the sin-
gle most potent predictor of the onset of
an eating disorder but not everyone who
diets develops an eating disorder so other
vulnerabilities may play a role.">* When

encouraging obese and overweight patients
to diet for weight loss, the risk of develop-
ing an eating disorder if other factors are
present needs to be taken into considera-
tion and weight loss approached with care.

Role of the GP in treatment
Assembling and co-ordinating the
treatment team

Because these illnesses affect both psycho-
logical and physical health, the treatment
of established eating disorders requires a
multidisciplinary team. Essential to the
team are a GP to monitor the patient’s phys-
ical health, a therapist to provide focused
psychological interventions for both the
eating disorder and any underlying or
comorbid psychological conditions,and a
dietitian. The lines of communication
between these practitioners need to remain
open at all times and their roles should be
clearly defined. Issues such as the frequency
of medical visits, determining who is
responsible for weighing the patient and
communicating that information to other
team members, and how nonadherence to
treatment regimens should be managed
need to be agreed on early. The patient’s
GP is ideally placed to co-ordinate these
various aspects of care.

Other practitioners who may need to
be part of the treatment team include an
endocrinologist, a gynaecologist, a pae-
diatrician, a gastroenterologist, a dentist,
a psychiatrist, a social worker and others,
depending on the issues that arise in the
course of the illness.

Medical monitoring

Careful consideration needs to be given
to the frequency of medical monitoring
as determined by the severity of the dis-
order and the impact of the illness on the
patient’s physical health. At minimum,
patients need to be weighed and have their
cardiovascular status assessed (pulse rate
and postural hypotension) regularly. For
patients who are seriously underweight
or who are purging frequently, especially
those who are underweight and also purg-
ing, this will be at least fortnightly. These
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4. POSSIBLE AETIOLOGICAL
FACTORS IN THE DEVELOPMENT OF
AN EATING DISORDER

Biological factors

¢ Genetic predisposition to an eating
disorder

¢ Genetic predisposition to other
mental illness

* Vulnerable personality style, e.g.
obsessionality, perfectionism, high
levels of guilt, self-blame and shame,
anxiety, difficulty expressing
emotional needs, low self-esteem

Family of origin issues

¢ A family history of eating disorders or
other mental illnesses

* A strong focus on the importance of
appearance

¢ Competitive home environment

¢ Chaotic home environment

* Poor communication style

Interpersonal factors

» Difficulty expressing and regulating
emotions

¢ Troubled relationships

Behavioural factors

* Dieting for weight loss — dieting is the
single biggest predictor for the
development of an eating disorder, so
for individuals who are already at risk,
dieting for weight loss elevates that
risk, irrespective of the starting weight

Sociocultural factors

 Living in a culture that idealises
thinness and muscularity, and
discriminates against those who have
bigger bodies

¢ Believing that a person’s worth can
be equated to appearance

¢ Hobbies or careers that require a
greater than usual focus on food,
body weight or shape and exercise
such as modelling and acting, or being
an elite athlete, gymnast, dancer or
personal trainer

patients will also need regular blood tests
to check for electrolyte disturbances and
monitoring of their ECG, looking for QTc
wave prolongation. In view of the risk of
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PSYCHOLOGICAL MEDICINE continued

5. THE GP’S ROLE IN ASSESSMENT
AND MEDICAL MANAGEMENT OF
EATING DISORDERS

Initial assessment

Weight, height, general appearance

Cardiovascular status — pulse
(for bradycardia), blood pressure (for
postural hypotension)

Temperature (for hypothermia)

Full blood examination, blood glucose
level, electrolyte, urea and creatinine
assay, liver function tests (be aware
that liver function tests may be
elevated at low weight without clinical
significance)

Key nutrients that may be affected by
restrictive eating include iron, B12
and folate

ECG (for arrhythmia and/or QTc
prolongation)

Investigations to exclude underlying
illness as indicated by history and
clinical presentation

Psychological assessment (for mood,
anxiety, suicidality)

Bone density study (depending on
weight, duration of illness and
presence of amenorrhoea)

Regular monitoring

Weight, pulse (looking for
bradycardia), BP (looking for postural
drop), temperature

Adherence with treatment plan, e.g.
meal plan, exercise restriction

Psychological assessment

Use of medications (if any)

Less regular monitoring (depending on
severity of illness)

ECG

Electrolytes, in particular potassium
and magnesium

Occasional
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Regular bone density study if
osteopenia present

Assessment of hypogonadism

Other aspects of health unaffected
by the eating disorder, vaccination
status screening tests, etc.

6. HOW TO EXTERNALISE THE
ILLNESS

¢ Refer to behaviours as such rather
than as part of the person or their
personality (e.g. experiencing some
rigidity around eating, rather than
‘being rigid’)

¢ In your choice of words, put the
responsibility for the symptoms with
the eating disorder rather than the
person (e.g. How much of the time is
the ‘eating disorder’ in control of what
you’'ve been eating?; What does the
‘eating disorder’ tell you about
yourself?)

hypothermia in severely ll patients, mon-
itoring body temperature is also impor-
tant. Less frequently, patients will need
monitoring for osteoporosis and other
long-term complications of their disorder.
A referral to hospital may be needed if
medical stability cannot be achieved or
sustained. Box 5 summarises the GP’s role
in assessment and medical management
of eating disorders.

Psychological support

Regular medical monitoring provides the
GP with the opportunity to maintain a
relationship with the patient with an eat-
ing disorder and acknowledge them as a
whole person not just a person with an
eating disorder. This can be a very impor-
tant aspect of therapy. It also provides the
patient with another person who has an
eye on their psychological wellbeing and
allows psychological deterioration or sui-
cidality to be identified early. GPs need to
have that aspect of their role in mind when
seeing patients with eating disorders and
take the opportunity to get to know the
person behind the illness.

Shame and stigma

A key deterrent to early identification and
intervention is the shame and stigma felt
by the patient. Most people with an eating
disorder experience shame about their
illness — binge-eating and purging behav-
iours are particularly shame-inducing. GPs

NOVEMBER 2019, VOLUME 20, NUMBER 11

should always use a nonjudgemental stance
when asking about these behaviours and,
whenever possible, reduce shame and nor-
malise these behaviours as an expected
feature of an eating disorder presentation.

Externalising the illness from the per-
son, a strategy adopted from narrative
therapy, is a useful approach to adopt in
all situations involving dealing with a
person with an eating disorder.® The pur-
pose of externalising is to convey to the
patient and their carers that the person is
not the problem and they have nothing to
be ashamed of, and it is the eating disorder
that is the problem (Box 6).

Eating disorders can be experienced
by the person as helping them to function
by numbing their emotions, providing a
distraction or sense of accomplishment,
helping them to feel in control, and form-
inga part of a their identity. Understand-
ing and validating that this is what the
eating disorder does for them is often the
key to successful engagement, and to
reducing shame. However, sometimes
people with a chronic course of illness do
not respond well to externalisation of the
illness. So if a patient reacts negatively to
this technique you should stop using it.

A core symptom of an eating disorder
presentation is ambivalence,
which usually presents as
fluctuating feelings and thoughts
about needing or wanting help

Motivation and ambivalence

A core symptom of an eating disorder
presentation is ambivalence, which usually
presents as fluctuating feelings and
thoughts about needing or wanting help,
or indeed about anything actually being
wrong. Motivational enhancement ther-
apies emphasise accepting this as part of
the presentation, rather than trying to
eliminate or tackle it head-on. The essence
of working with a person with fluctuating
motivation is respecting that it is they
who must find the solution, with the
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7. PATIENT RESOURCES

Blackdog Institute
(www.blackdoginstitute.org.au)

The InsideOut Institute
(insideoutinstitute.org.au)

The Butterfly Foundation for
Eating Disorders
(thebutterflyfoundation.org.au)

* The Centre for Clinical Interventions
(www.cci.health.wa.gov.au)

practitioner acting in a supportive and

facilitating role. In practical terms, this

may involve acknowledging and validating
the person’s feelings about change, asking
them what they would like help with,
working with them on these aspects, and
linking change to the person’s goals rather
than the practitioner’s goals for them.

The RULE of thumb is a guide to moti-
vational work:

Resist the urge to change the person’s
course of action through didactic
means

Understand it’s the patient’s desire for
change, not the practitioner’s, that will
elicit a change in behaviour

Listening is important; the solutions
lie within the patient, not the
practitioner

Empower the person to understand
that they have the ability to change
their behaviour

Safety

Patients with eating disorders must be
screened for physical and mental health
risks. Medical stabilisation, when required,
must be provided before or with other inter-
ventions. Eating disorders can impair a
person’s insight and ability to make
informed decisions. Decisions regarding
treatment must always take into consider-
ation the person’s capacity to make decisions
for their own safety. People with eating
disorders have high rates of suicide attempt
and completion so risk assessment should
always be undertaken. Box 7 provides a
list of patient resources.

PRACTICE POINTS

The most important thing we can do for a person who has an eating disorder is
identify they have an iliness, explain it to them and provide access to care

Early treatment has much higher recovery rates than treatment delivered later in
the iliness

Eating disorders are curable, unlike many of the other major mental health
disorders. There are significant remission rates for eating disorders (more than
50%), and access to evidence-based treatment increases these rates (up to 80%)

Studies of patient experience repeatedly identify compassionate, caring,
nonjudgemental health professionals who take the time to engage the whole person
(not just their eating disorder) as important in recovery

Peope with eating disorders have high mortality rates; death as a result of medical
complication is the most common cause of mortality, with suicide the next largest factor

Although the stereotypical patient with an eating disorder is an adolescent female,
older adults and males can have eating disorders too. Anorexia nervosa is more
common in boys before puberty than after puberty; 20% of people who have bulimia
nervosa are male. With binge-eating disorder, the split between the sexes is closer

to 50:50. Muscle dysmorphia occurs predominantly in males and can be as
debilitating and overwhelming as anorexia nervosa

Work collaboratively with patients
and their families

Whenever possible, involve families and
carers in the treatment process, providing
information, education and support for
the patient and their family. Including the
patient’s family in assessment, treatment
and recovery support is effective.

Conclusion

GPs play a vital role in the management of
people with eating disorders. They are best
placed to be the health professional who
first identifies the presence of illness and
usually the only health professional with
an ongoing relationship with the patient
(and often their family). GPs are often
pivotal in establishing the multidiscipli-
nary team necessary in the treatment of
eating disorders. They can play a unique
role in seeing the person as a whole, sup-
porting them and the family through
treatment and providing continuous mon-
itoring and case management guidance.
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