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Eating Disorders:
RaisingAwareness

The purpose of this article is two-fold: First,
to heighten clinical awareness of eating disor-

ders in children and youth and secondly, to foster
an empathetic understanding of eating disorders
which will mitigate the FP’s sense of frustration
and powerlessness, while supplying tools prerequi-
site to providing a therapeutic lifeline to the young
person suffering from this life-threatening illness.

Preoccupation with weight and size is common
amongst children and youth. Consequent unhealthy
behaviours intended to control weight are highly
prevalent among the adolescent population and
constitute a significant risk factor for developing a
full-blown eating disorder.

Biological, temperamental and environmental
factors as well as comorbid psychiatric disorders
such as anxiety, contribute to the evolution of this
very serious mental illness.4 Early recognition and
intervention is essential.

In the primary care setting it is important to
inquire about:
• body image and body satisfaction,
• changes in nutritional strategies,
• clues that might suggest cause for concern

and, in particular,
• the growth curve (recall that this is a time

of substantial growth for children and
youth) (Table 1).
Early indicators suggestive of incipient dis-

ordered eating can risk being confused with
what may be considered commendable initia-
tives against obesity. These include:
• “healthier eating,”
• “vegetarianism,”

• “no more junk food” and
• “joining the gym.”

Beware of socially acceptable proxies for
food restriction and calorie burning or for other
misconceptions that may result in a delayed diag-
nosis and missed opportunity for intervention
(Table 2). Check with families regarding their atti-
tudes to feeding, especially with respect to dieting
behaviours, restrictive food choices and frequency
of family meals. Be alert to certain clinical presen-
tations, which, while suggestive of organ specific
abnormalities, may be a function of generalized
undernutrition. Recent examples in my experience
include:
• muscle pain and elevated creatine

phosphokinase,
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Meet Julie

After grade 7 health class, Julie became very
food conscious and joined the gym with her
mom.

She presents in your office wearing a large
sweatshirt.

Her hair seems brittle and her fingers are blue

Julie’s parents are concerned as she never eats
meals with them and they hear her exercising
during the night.

Julie has not had a period in six months and her
BMI is 17 kg/m2.

You warn Julie of your medical concerns and
indicated the importance of increasing her food
intake. Nonetheless, she weighed 500 g less at
the first follow-up visit.

What is your next step?
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• sick euthyroid syndrome
• severe bradycardia,
• elevated serum creatinine,
• rash,
• linear growth failure and most commonly,
• primary or secondary amenorrhea in girls.

These were real cases referred initially to
rheumatology, endocrinology and cardiology
before being recognized as eating disorders
with complications of malnutrition.

By corollary, eating disorders are not diagnoses
of exclusion. In the absence of criteria from the
Diagnostic and Statistical Manual of Mental
Disorders (DSM-IV) or other consensus criteria for
eating disorders (Tables 3 and 4), it is imperative to
rule out other causes of weight loss. Beware of the
young person who has lost weight but who denies
body image distortion or fear of gaining weight.
Some cases of weight loss, such as inflammatory
bowel disease, hyperthyroidism, lymphoma central
nervous system tumours or even severe anxiety,
have been referred as eating disorders. A careful
history and physical, supplemented by screening
bloodwork (Table 5), will help clarify the
diagnosis.

The role of the eating disorder

Nobody chooses to have an eating disorder.
Rather, at a period of developmental crisis, the
youth is overwhelmed by feelings such as sadness,
misery, fear, guilt, shame and loneliness which are
all-consuming, self-deprecating in which against
they feel powerless. The eating disorder affects the

Table 2

Misconceptions resulting in delayed
diagnosis

• Boys and preteens do not develop eating
disorders

• It's the bradycardia of an athlete

• Amenorrhea is to be expected in a high
performance athlete

• Being reassured by normal lab values

• Disregarding parental intuition

• Focussing on the system and not considering
the bigger picture

• Being fooled that food is being restricted
because of food allergies

• Assuming that a “no junk food” strategy is a
health promoting initiative

• Expecting that disordered eating behaviours
are a phase that will simply pass

• Fearing that questions about body size and
acceptance may provoke an eating disorder

Table 1

Somatic growth in young females and males5

Growth in females Growth in males

Weight

Prepubertal 2 kg/year 2 kg/year

Peak growth spurt 8 kg/year (range 5.5 kg to 10.5 kg/year) 9 kg/year (range 6 kg to 12.5 kg/year)

Height

Pregrowth spurt 5.5 cm/year (range 4 cm to 7.5 cm/year) 5 cm/year (range 3.5 cm to 6.5 cm/year)

Peak height velocity 8 cm/year (range 6 cm to 10.5 cm/year) 9 cm/year (range 7 cm to 12 cm/year)
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transformation of these negative emotions into
feelings of being “fat.” Feeling fat permits
action to provoke weight loss and thereby moves
the youth from powerless to powerful. The
numbing effect of starvation, likely mediated by
endorphins, soothes the physical and emotional
pain. Had the eating disorder not emerged as a
coping strategy, a worse outcome, such as sui-
cide, might have ensued.

With the eating disorder having thereby res-
cued the young person from an emotional crisis,
there is little wonder as to the resistance to relin-
quishing it. The potential health risks to the
heart and bones is not enough to motivate the
youth to risk re-experiencing the emotional pain.
Though they would like to heed your admonitions
to eat and thereby relieve parental angst, the fear of
abandoning the illness is too great.

There are several caveats to this disease. First,
feeling powerful occurs only while the weight is
dropping, hence there is no weight at which the

EATING DISORDERS

Table 3

DSM-IV criteria for anorexia nervosa7

• Refusal to maintain body weight at or above a
minimally normal weight for age and height
(e.g., weight loss leading to maintenance of
body weight < 85% of that expected or failure
to make expected weight gain
during period of growth, leading to body
weight < 85% of that expected)

• Intense fear of gaining weight or becoming
fat, even though underweight

• Disturbance in the way in which one's body
weight or shape is experienced, undue
influence of body weight or shape on self-
evaluation, or denial of the seriousness of the
current low body weight

• In postmenarchal females, amenorrhea
i.e., the absence of at least three consecutive
cycles. (A woman is considered to have
amenorrhea if her periods occur only following
hormone, e.g., estrogen administration)

DSM-IV: Diagnostic and Statistical Manual of Mental Disorders

Table 4

DSM-IV criteria for bulimia nervosa7

• Recurrent episodes of binge eating. An
episode of binge eating is characterized by
both of the following:

- Eating, in a discrete period of time
(e.g., within any 2 hour period), an amount
of food that is definitely larger than most
people would eat during a similar period
of time and under similar circumstances

- A sense of lack of control over eating
during the episode (e.g., a feeling that one
cannot stop eating or control what or how
much one is eating)

• Recurrent inappropriate compensatory
behaviour in order to prevent weight gain,
such as self-induced vomiting; misuse of
laxatives, diuretics, enemas or other
medications;
fasting or excessive exercise

• The binge eating and inappropriate
compensatory behaviours both occur, on
average, at least twice a week for 3 months

• Self-evaluation is unduly influenced by body
shape and weight

• The disturbance does not occur exclusively
during episodes of anorexia nervosa

Table 5

Screening bloodwork to assess health
status and for differential diagosis

• Complete blood count

• Erythrocyte sedimentation rate

• Electrolytes including ionized calcium,
magnesium, serum phosphate urea, creatinine

• Liver function tests and amylase

• Thyroid function

• Follicle stimulating hormone, luteinizing hormone,
estradiol, prolactin (for amenorrhea)

• Coagulation profile, vitamin B12, red blood cell
folate ferritin

• Urinalysis
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eating disorderwill be satisfied (itmust continue to
decline). Second, victims are relentlessly con-
sumed by feelings of negativity, self-deprecation
and harsh criticism. They are preoccupied around
the clock by worries related to food, weight and
calories. The third and perhaps most important
caveat is the inherent isolation. The affected youth
loses touch with issues relevant to their healthy
peers. They avoid social gatherings where food
is served, they withdraw from activities and
events, including school, because of decreased
health (due to the side affects of the disease)
and isolate themselves from parents and care-
givers significantly. This relates to the preced-
ing formulation. Their fatness is a function of
their negative emotion rather than of their
weight. Hence, they are as ”fat” as they are sad,
guilty or shameful—irrespective of what they
weigh. The young person with anorexia who
says they feel fat are describing their emotional
state, not their weight in pounds. Arguing that
the growth chart proves they are not fat means
that the patient and provider are speaking dif-
ferent languages. The patient feels a lack of
understanding from the FP and will therefore be
unable to access assistance from that doctor. By
the same token, the provider will become frus-
trated by the patient who will not listen to reason.
Table 6 describes what adolescent girls with eat-
ing disorders want FPs and parents to know.

Creating a therapeutic
relationship (Table 7)
In understanding the genesis and value of the
eating disorder, one can begin to feel compas-
sion for the young person who is paralyzed with
fear and confused by the conflict between the
desire to be well and the inner voice that forbids

Table 6

What patients want us to know*

Messages for family physicians

1. “We don’t eat, not by choice, but because
we can’t!”

2. “Sometimes doctors think that you’re doing
it for attention or sometimes they just don’t
notice. It makes you need to do it even more.”

3. “You feel different, shameful. You don’t know
what’s wrong. You feel isolated.”

4. “Doctors think you’re obsessed with weight
but it’s how you feel about yourself. You
think that if you were at a lower weight
people would think more of you. It’s harder
to change your personality than your
weight!”

5. “Family physicians need to have patience and
not give up. The FP should try to understand
the patient to find out why they are unhappy.
The 5 minute vital signs is not enough. That is
just seeing how far we can go.”

6. “There has to be trust. Just sending us off to
a therapist isn’t enough.”

Messages for parents

1. “Learn about the illness from someone who
knows.”

2. “Talk to us rather than yell. Yelling just
makes us feel worse and makes it more
difficult to eat.”

3. “We get angry at parents when they seem
hopeless about getting us better because
then we feel hopeless.”

4. “Just being nourished doesn’t mean that
you’re all better.”

* Based on a focus group of four adolescent girls with eating
disorders

Preoccupation with
weight and size is

common amongst children
and youth.

Dr. Feder is an Assistant Professor,
University of Ottawa, Medical Director,
Regional Eating Disorders Program,
Children and Youth for the Children's
Hospital of Eastern Ontario, Ottawa,
Ontario.
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eating and who is profoundly saddened by the
negative impact on their own life as well as on
the lives of those they love. The very first task is
to reduce the isolation by sharing your insight
with the youth and the family. Emphasize that
this illness is no one's fault—not the parents and
certainly not the child's.

Convey to the parents that their child is being
suffocated by a severe illness and that they must
become key players in supporting their child's bat-
tle against the disease if they want a positive out-
come.As the parents allow themselves to become
more hopeful, the patient will become more opti-
mistic. Resistance to recovery is in direct relation
to the young person's feelings of hopelessness

towards recovery. The acceptance that this is a
chronic illness, that most often does improve will
mitigate the provider’s frustration at the expected-
ly slow progress by the patient. By comprehend-
ing that the eating disorder is the youth's only
defense against psychic oblivion, it becomes rea-
sonable that trust-building may take time. It is
their trust that you, the provider, will be there to
help them with the psychological anguish as well
as with their physical health, that will enable the
patient to eventually, ever so gradually, recover
from the eating disorder.

To maintain this trust, it is critical to have a
consistent approach, as well as total honesty.
This necessitates regular communication
between the various players, which may include
a dietitian and therapist. The overall plan must
match the level of intervention with the intensity
of the illness. Thus, whereas the philosophy and
conceptualization of the therapeutic interven-
tion is consistent, the level of support may
increase or decrease according to the need.
Different levels of intervention include outpa-
tient management that could incorporate a fam-
ily based 10-day treatment program and inpa-
tient treatment. Clearly, consultation with a tertiary
care treatment team is a prerequisite to accessing
more intense services. The need to increase the
level of treatment should not be construed as a fail-
ure by the patient or the provider, but rather as
respect for the veracity of this disease and the need
to respond accordingly in providing the youth with
their best chance for success.

Conclusion

The FP plays a pivotal role in the identification
and management of eating disorders. Through
an enhanced understanding of the nature of this
illness, the provider will be better able to engage
the youth, enlist the family and access more spe-
cialized services where warranted.

Take-home message
1. Eating disorders consume youths who are at

developmental impasse for which starvation,
in its various forms, seems the only way to
cope with emotional burdens. The only thing
worse than having the eating disorder is the
prospect of not having it

2. By demonstrating understanding and
empathy, by restoring parental confidence
and supporting their role in caring for their
child and by consulting specialized services
when appropriate, the primary provider can
participate in the recovery process

3. The expectation is a return to physical health,
resolution of psycho-emotional roadblocks
and the reinforcement of positive family
functioning

EATING DISORDERS

Table 7

Components of an effective
therapeutic relationship

Empathy vs. frustration

Teamwork vs. isolation

Confidence vs. fear

Consistency vs. panic

For resources, please contact us at CME@sta.ca


