Eating disorders are real treatable medical illnesses
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Eating disorders frequently appear during the teen years or in young adulthood. Common eating disorders include nervosa,
bulimia nervosa and binge-eating disorder. Eating disorders affect both men and women.
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Introduction

Eating disorders are among the most common psychiatric
problems affecting young women' and these conditions
impose a high burden of morbidity and mortality. Eating
disorders are associated with devastating medical and
psychological consequences, including death, osteoporosis,
and growth and developmental delays. Physical findings,
such as a low body mass index, amenorrhea, bradycardia,
gastrointestinal disturbances, skin changes and changes in
dentition, can help to detect eating disorders. Unfortunately,
the diagnosis of eating disorders can be elusive, and more
than one half of all cases are undetected.2 The family
physician’s office is an ideal setting in which to identify eating
disorders and to initiate treatment in a timely fashion. The
family physician can play an important role in diagnosing
these illnesses and can coordinate the multidisciplinary
team of psychiatrists, nutritionists and other professionals
to successfully treat patients with eating disorders. This
review focuses on the recognition and diagnosis of eating
disorders in primary care.

Eating disorders in Africa

Eating disorders in South Africa have typically been viewed
as the “exclusive domain” of Caucasian South Africans, the
economic elite who have been closely aligned with Western
cultural ideals.** However, in the changing socio-historical
context of post-apartheid South Africa, several surveys of
racially diverse groups of adolescents®®and young adults’°
have suggested that non-Caucasian South Africans may
in fact not be “immune” to pathological eating disorders.
These surveys of ethnically diverse 15- to 25-year-old
high school and college students demonstrate that the
scores achieved by black girls and women with regard to
pathological eating disorders are at least as high as those of
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Caucasian girls and women. In some instances,”® this was
also true for black male South African students. However, in
the absence of follow-up interviews or true epidemiological
studies, the prevalence of eating disorders in South Africa
remains largely unknown. Moreover, only one small case
study of non-Caucasian South Africans who met the criteria
for an eating disorder (mostly bulimia nervosa) has been
reported.' While eating disorders have been studied among
black South Africans, there is still no real evidence of self-
starvation in this population. Reports of pathological eating
disorders from other parts of the African continent are
quite rare. A few case studies of anorexia nervosa in black
Africans, including three Nigerians and one Zimbabwean,
have been published.>

Socio-cultural factors, such as ethnicity and socio-
economic status, have long been considered to be
important in the development of eating disorders. In
particular, it has been argued that Western ideals of thinness
in girls and women play a major role in the development
of pathological eating disorders.’ Consequently, eating
disorders have historically been described as illnesses
afflicting young, white, educated girls and women with a
high socio-economic status, living in the Western world.
This stereotyping of anorexia and bulimia nervosa has led
to the categorisation of these disorders as culture-bound,
a notion that has now been refuted by numerous reports
of eating disorders in non-Western populations. Instead, it
has been suggested that eating disorders should be viewed
as “culture-reactive”,’® and that they affect individuals who
are experiencing a “culture change”. Vulnerability in this
model is tied less to the pursuit of a thin ideal, and more
to the erosion of traditional values. Consequently, cross-
cultural findings suggest multiple potential risks for eating
disorders, including changing gender roles,"” frustration
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with continued inequalities in spite of cultural change™ and
changes in competitive environments.®

South Africa continues to undergo rapid socio-cultural
change. Several hypotheses have been advanced to
explain the emergence of unhealthy eating habits and
attitudes among black South Africans. One such argument
postulates that recent socio-political changes in South
Africa challenged traditional gender roles, leaving black
women unprepared for their “new roles”, and consequently
more vulnerable to the development of eating disorder
symptomatology.” Another hypothesis refers to black
South Africans’ increased exposure to Western culture
since the abolition of apartheid in 1994. In particular, the
abolition of apartheid made Africans more mobile as laws
that restricted their movement to cities were rescinded.

However, perhaps what is more crucial is the effect that
these changes might have on young South Africans.
Adolescence, an important window in terms of identity
development, has perhaps been most impacted by socio-
cultural changes in South African society. Many factors that
were instrumental in shaping black adolescent identity prior
to the abolition of apartheid are now fundamentally different
within contemporary South Africa.?’ Black adolescents now
have to attempt to negotiate the apparently contradictory
expectations of pre- and post-apartheid South Africa,
which may contribute to role confusion, rather than identity
integration. In this society, where adolescents have to
cope with new social realities and also the widespread
destruction of black family relations,® it is not surprising
that a proliferation of gang membership, substance abuse
and antisocial behaviour has resulted.?' With the increasing
presence of Western ideological symbols at many levels of
the social fabric, e.g. language, dress code and recreational
activities, many black adolescents have adopted an identity
that represents a shift from African collectivism to a more
Western individualism and competitiveness. This identity
allows them to cope in their new socio-historical realm, but
at the same time marginalises or alienates them from their
own or traditional realities.?

Aectiology

Risk factors for developing an eating disorder include
participation in activities that promote thinness, such
as ballet dancing, modelling and athletics,?? and certain
personality traits, such as a low self-esteem, difficulties
with expressing negative emotions or resolving conflict,
and being a perfectionist.” Eating disorders are particularly
common in young women with type 1 diabetes mellitus. Up
to one third of women with type 1 diabetes may have eating
disorders, and these women are at especially high risk of
microvascular and metabolic complications.?

The role of family history in the development of eating
disorders is unclear. A family history of mood disorders in a
first-degree relative also might be a risk factor.?*

Diagnosis

Early diagnosis with intervention at an earlier age correlates
with improved outcomes in patients who have eating
disorders.® Because family physicians serve as primary care
providers for a large percentage of adolescents, they have
an important role to play in diagnosing these disorders.

The hallmark of anorexia is a refusal to maintain bodyweight
at or above 85% of expected weight, as defined by age-
appropriate body mass index charts. Patients with anorexia
use caloric restriction or excessive exercise to control
emotional needs or pain and are terrified of becoming
overweight. Patients with nonpurging-type bulimia also
might severely restrict calories or exercise excessively to
lose weight, but do not meet the weight criteria for the
diagnosis of anorexia.

Bulimia is characterised by uncontrollable binge-eating
episodes, often followed by purging behaviour, such as
vomiting or the use of laxatives. Patients with binge-eating
or purging-type anorexia also might binge and purge.
Patients who have bulimia may be of a normal weight, or
they may be under- or overweight, whereas patients with
binge-eating or purging-type anorexia are underweight.

Differential diagnosis

A wide variety of medical problems can masquerade as
eating disorders. Hyperthyroidism, malignancy, inflammatory
bowel disease, immunodeficiency, malabsorption, chroni
infections, Addison’s disease and diabetes should be
considered before a diagnosis of an eating disorder is
made. Most patients with a medical condition that leads
to eating problems express concern over their weight loss.
However, patients with an eating disorder have a distorted
body image and express a desire to be underweight.?

Psychiatric co-morbidity is extremely common. llinesses
such as affective, obsessive-compulsive and somatisation
disorders, as well as substance abuse, must be considered
when patients present with such symptoms.?

Major depression is the most common co-morbid condition
in patients with anorexia. The lifetime risk is as high as
80%.2* Anxiety disorders, especially social phobia, are also
common.?* Obsessive-compulsive disorder has a prevalence
of 30% in patients with eating disorders.?” Substance abuse
prevalence is estimated at 12-18% in patients with anorexia,
and 30-70% in patients with bulimia.?®

Establishing a care plan

Once a person is diagnosed with an eating disorder, initially
psychosocial and clinical factors should be considered,
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followed by periodic reassessment. The role of the physician
is to assess medical complications, monitor weight and
nutrition status, assist in the management strategies of
other team members and to serve as the care coordinator.
Dietitians provide information on a healthy diet and meal
planning and may assist the team in identifying appropriate
weight goals. Behavioural healthcare professionals perform
cognitive behavioural, interpersonal or family therapy and
can help with pharmacotherapy.%2 A stepped-care
approach may be applied, in which the initial intervention
should be determined by the patient’s needs and available
treatment resources.®>-%

Patient-physician interaction

A therapeutic relationship between the physician and
patient is central to the treatment of an eating disorder.?%36:57
As a foundation to this relationship, the physician needs to
understand how difficult it can be for patients to change
eating-related thoughts and behaviour. Such behaviour may
serve critical functions for patients, such as helping them
to manage their stressors, difficult emotions and boredom.
Eating disorders also reinforce patient beliefs that their lives
are structured and self-controlled, that they are safe and
special, and that they must be thin to be worthwhile.%%*
A collaborative approach which acknowledges the
difficulties associated with change and employing curious,
nonconfrontational questioning, i.e. Socratic style, may help
motivate the patient to engage in treatment.3"*

Medical assessment and treatment

A baseline general medical and psychiatric assessment
should be performed at the time of diagnosis and periodically
thereafter, as clinically indicated. It is necessary to monitor
physiological and psychological signs of decline, such as
shifts in weight, blood pressure, pulse, cardiovascular or
metabolic status, suicidal ideation or attempts, and other
impulsive and compulsive self-harm behaviour.?® Although
life-threatening medical complications require inpatient
hospitalisation, the majority of complications will resolve
when healthy eating habits are restored and a normal
weight is achieved. Patients with a binge-eating disorder
may require management of the complications associated
with being overweight or obese.

Even with successful treatment of an eating disorder,
osteoporosis may remain as a medical concern, primarily
for patients with anorexia. Dental erosions are often seen in
patients with bulimia, but remain a concern for any patient
who purges by vomiting. To evaluate if osteoporosis is
present, dual-energy X-ray absorptiometry is recommended,
particularly in patients who have had amenorrhea for longer
than six months.? The primary treatment for eating disorder-
related osteoporosis is weight gain. The effectiveness of
calcium and vitamin D supplementation, oestrogen therapy

and growth factors (insulin-like growth factor 1) has been
mixed.? Currently, bisphosphonates are not recommended
because of concerns about effectiveness and long-term
safety.?

Irreversible dental erosions from recurrent regurgitation
of gastric acid may occur in those who purge using self-
induced vomiting. In addition to routine dental care, patients
should be instructed to use a baking soda mouth rinse
and to brush their teeth after vomiting.#' Desensitising
toothpastes and fluoride applications may decrease tooth
sensitivity.

Behavioural interventions

Behavioural interventions for treating eating disorders
help patients to change their undesirable behaviour, e.g.
bingeing, purging and restricting food consumption,
and thoughts, e.g. a negative body image, negative self-
evaluation and perfectionist thinking. Assessing a patient’s
motivation to change should be an early treatment step.
Patients with eating disorders are often ambivalent about
changing, but physicians may be able to enhance their
motivation.®” Unless there are compelling concerns about
the health of an unmotivated patient, physicians should
provide feedback about their apprehension and offer their
assistance if the patient decides to change.

Patient education

It is helpful to provide patients and their families with
education on the nature, course and treatment of eating
disorders. When treating children and adolescents,
caregivers and family members should be included in
the treatment process to share information, provide
guidance on behavioural management, i.e. meal planning
and the facilitation of communication.®3! Family member
participation in support groups should also be encouraged.®

Conclusion

Early detection, specifically of eating disorders, is crucial
so that appropriate medical, nutritional and psychological
intervention can be implemented. Eating disorders are
complex and comprise both genetic and social factors, with
a developmental component that is strongly linked to adult
illness.
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