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MAIN MESSAGE

Patients and general practitoners (GPs) 

do not discuss the symptoms of eating 

disorders to a sufficient extent.

GPs should ask directly about each sym-

ptom of an eating disorder in order to get 

the patient to talk about these.

In talking to the patient, the GP should focus 

more closely on how much the patient actu-

ally eats, also in the case of patients who are 

not severely underweight

More attention should be paid to prevention 

and detection of serious complications of 

eating disorders
BACKGROUND An eating disorder is a complex disease in which the patient subjects his or 
her body to the various eating disorder symptoms in the absence of other ways of dealing 
with everyday life. There are seven symptoms of an eating disorder that generally appear 
in different combinations from one period to another in one and the same patient. Feelings 
of shame may cause information on symptoms to be withheld.

MATERIAL AND METHOD Patients aged 18 and above with serious eating disorders respon-
ded anonymously to a questionnaire before entering treatment in two specialist depart-
ments. The main focus was on whether the patient had talked with a general practitioner 
(GP) about relevant eating disorder symptoms and ailments that could be related to the 
eating disorder.

RESULTS Altogether 114 patients participated (of which three were men). A total of 91 (80  %) 
had discussed the eating disorder with their GP during the past year. Of these, 67  % of those 
who had reduced their food intake over the past year had discussed this with their GP. Alto-
gether 68  % of those who had vomited and 33  % of those who had over-exercised had com-
municated this. None of the respondents had revealed their use of diuretic or weight-loss 
drugs to their GP. 85  % of respondents stated that the GP must ask specifically about each 
symptom of an eating disorder in order to reveal these. At least half had discussed the asso-
ciation between current ailments and the eating disorder. A total of 49  % had been weighed.

INTERPRETATION In order to be able to establish the best possible basis for a medical 
assessment, the GP should ask specifically about each symptom of an eating disorder.
An eating disorder is a mental illness in
which the sufferer’s daily life is dominated
by thoughts and behaviour associated with
food, weight and the body (1). The most
common symptoms of an eating disorder are
intake of too little food (restrictive food
intake), self-induced vomiting, over-exerci-
sing and use of diuretic or weight-loss drugs
or laxatives (2). This may have a serious
effect on the body and can result in death (3).

The complexity inherent in the illness is
illustrated by the view of the Outpatient Cli-
nic for Eating Disorders of what an eating
disorder is: «In an attempt to repair and cope
with life, food and the body become a self-
regulating factor, a field of control and lan-
guage itself. The illness is characterised by
feelings of self-hate, shame, ambivalence
and a lack of identity» (4). This definition
reveals factors specific to the illness that
may affect communication at the GP sur-
gery.

The illness generally develops in adole-
scence and early adulthood (1). The patient
often has a combination of symptoms of an
eating disorder, usually varying from day to
day or from one period to another (1, 5).

Eating disorders are classified into eight
different diagnoses in ICD-10. Weight,
weight change and symptoms of an eating
disorder are the main diagnostic criteria (6).
A BMI of less than 17.5 m/kg2 is a decisive
indication of anorexia. The variation in
symptoms and change in body weight mean
that the patient may satisfy criteria for diffe-
rent eating disorder diagnoses during the
period of illness (5).

A common diagnostic code has been
selected for ICPC-2: P86 anorexia nervosa/
bulimia (7). The explanatory text describes
conscious weight-loss for anorexia and
repeated episodes of binge eating, followed
by vomiting or use of laxatives, for bulimia.

The following ailments are typical conse-
quences of the symptoms of eating disorders:
lethargy, sleeplessness, dizziness, fainting,
difficulties in concentrating, headache, mus-
cle pains, disruptions of the menstrual cycle,
oedema, and abdominal and digestive pro-
blems (2). Reduced growth in height, reduced
bone density, injuries due to over-exercising,
fractures due to osteoporosis, renal failure
and dental erosion are examples of partially
irreversible complications (2).

There is approximately twice as great a
risk of mortality for bulimia and six times as
great a risk of mortality for anorexia as in the
peer age group who do not have the illness
(3). Out of five deaths from anorexia, four
have somatic causes whereas one is a suicide
(3). Cardiovascular mortality is most fre-
quent (8). Risk factors for mortality are
severe underweight, long-term illness, chro-
nic hypokalaemia, changes in ECG and
chronically low serum albumin.

Patients with eating disorders visit their
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general practitioner (GP) more frequently
than their peers in the same age group, but
often present with somatic and other mental
conditions without the eating disorder
necessarily being discovered (9 – 11). In par-
ticular, patients with bulimia need doctors
who actively ask questions to begin a con-
versation about the eating disorder (11). A
US study showed that two out of three pa-
tients with bulimia were never asked about
their eating pattern by healthcare workers
(10). Half stated that they would not answer
truthfully if they were asked.

The purpose of this study was to investi-
gate whether patients with serious eating
disorders and their GPs discuss the sym-
ptoms of the eating disorder and the ailments
that the patients have. Furthermore, clinical
examinations of the eating disorder by the
GP were surveyed, as well as the extent to
which the topic of serious complications is
broached.

Material and method
The study was conducted at two adult
departments: the Outpatient Clinic for Eating
Disorders, Department for Personality Psy-
chiatry, Oslo University Hospital, and the
Regional Centre for Eating Disorders, Nord-
land Hospital, Bodø (24-hour emergency unit
and outpatient clinic). Almost all the patients
who are treated at these departments have one
of the following diagnoses (ICD-10): F.50.0
anorexia nervosa, F.50.1 atypical anorexia
nervosa, F.50.2 bulimia nervosa or F.50.3 aty-
pical bulimia nervosa.

Patients over the age of 18 years at the
start of their treatment were requested to
respond anonymously to a questionnaire on

their use and experience of their GP. The
data collection period was from 1 August
2009 (1 January 2010 for Bodø) to 30 June
2011. Five patients who were referred by the
authors were not included for reasons of
habilitation.

We developed the questionnaire based on
clinical experience from the GP surgery and
the specialist unit. It was tested on 45 pa-
tients in a pilot study at the Outpatient Clinic
for Eating Disorders in Oslo in 2008. The
questions were edited in line with the expe-
rience gained from this.

The questionnaire contained 99 questions
in total. Altogether 54 were related to the
presence of symptoms of an eating disorder
and the ailments that could result from the
eating disorder, the communication with the
GP about this, as well as prevention of com-
plications. Examples: «Have you signifi-
cantly limited your food intake for the pur-
pose of losing weight during your period of
illness?» and «During your period of illness,
have you had persistent problems with any
of the following physical symptoms (abdo-
minal and digestive problems, difficulties in
concentrating, muscle pains, repeated and
pronounced headache, problems with sleep,
missing menstrual periods/changes in men-
struation, lethargy and/or exhaustion, dizzi-
ness and/or fainting, or swelling of the
body)?». There were only yes/no alterna-
tives to these questions. The questionnaire
has been published in full as an appendix (in
Norwegian) to our second article in this
issue of the Journal of the Norwegian Medi-
cal Association (12).

Since we wished to identify patients who
had more than isolated consultations with

different GPs, we introduced the definition
of an own GP who is referred to as «your
doctor» based on whether patients respon-
ded yes to the following question: «Do you,
as of today, have a particular GP whom you
have seem more than three times and whom
you generally use when you need medical
services?»

The data were analysed using a chi-square
test, Fisher’s exact test and a one-way
ANOVA test with SPSS version 20.

Written consent was obtained from the
participants, and the study has been appro-
ved by the Regional Ethics Committee.

Results
Response rate
Altogether 140 patients commenced treat-
ment at the two specialist units in the study
period (Fig. 1). Eight of these were not
given the questionnaire due to an oversight
or because they were too ill. One patient
declined to participate and five were not
included because the lead author had refer-
red them. A total of 126 received the ques-
tionnaire and 114 (90  %) responded. Alto-
gether 76 outpatients commenced outpatient
treatment in Oslo (67  %) and 38 (33  %) in
Bodø (of whom 20 had been admitted).

Background data
Altogether 91 (80  %) of the respondents were
patients who had their own GP according to
the study’s definition and had spoken to him/
her about their eating disorder in the past year.
Three patients (3  %) were men. A total of 51
(56  %) were aged between 18 and 25 years.

Altogether 20 patients (22  %) had never
previously undergone treatment for an

Figure 1  Overview of the 140 patients who commenced treatment in the period

140 commenced treatment
in the study period

5 were referred by the authors 
and were therefore not invited

12 did not respond to
   the questionnaire

23 did not have their own GP

8 did not receive the questionnaire 
because they were too ill 

or due to an oversight

114 responded to the questionnaire

91 had their own GP

127 were invited to participate
                in the study

                                 1 declined to participate
in the study
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eating disorder. Thirty-one (34  %) had only
had outpatient treatment, whereas 39 (43  %)
had had one or more admissions to a psychi-
atric ward, specialist unit for eating dis-
orders or department of general medicine in
addition to any outpatient treatment. A total
of 24 (26  %) had been admitted to a medical
ward. One patient declined to answer the
question.

All the patients gave their height when
asked about this on the form. Altogether 86
(91  %) gave their current weight, 87 (92  %)
their lowest weight and 86 (91  %) their
highest weight as an adult. Average BMI at
start of treatment was 20.1 kg/m2 (SD 3.6
kg/m2, median 19.8 kg/m2). A total of 21 pa-
tients (24  %) were severely underweight
(BMI < 17.5 kg/m2), and 57 (65  %) had been

severely underweight at least once in adult-
hood. Average weight change in adulthood
was 19.6 kg (SD 10.6 kg, median 16.0 kg).

Altogether 29 patients (32  %) had spoken
to their GP about their illness 1 – 2 times in
the past year, 37 (41  %) 3 – 6 times and 25
(27  %) more than six times.

Symptoms and communication about these
Table 1 shows that the majority of the pa-
tients (92  %) had restricted their food intake
in the past year, had over-exercised (85  %)
and/or had had episodes of vomiting (79  %).
41  % had taken laxatives, 20  % weight-loss
drugs and 18  % diuretics. Five patients had
had all seven of the symptoms of an eating
disorder, and one had only one symptom.
Two patients were not included in this ana-
lysis because they answered no to all the
questions about symptoms of an eating dis-
order.

Two out of three patients with vomiting
and restrictive food intake had spoken to
their GP about the symptoms of their eating
disorder. Every third patient had spoken
about over-exercising and use of laxatives.
None had spoken about their use of diuretics
or weight-loss drugs.

A restrictive food intake was equally
common in patients who were not severely
underweight as in those who were. The
severely underweight had spoken to their
GP about their restrictive food intake to a
greater extent (90  % versus 57  %, p = 0.01).

Altogether 85  % of the patients who were
not severely underweight had had episodes
of vomiting in the past year, whereas 57  % of
the severely underweight had vomited
(p = 0.007). Every third patient had not spo-
ken to their GP about this (with no diffe-
rence between the underweight and the
others).

The extent to which the patient had previ-
ously received treatment yielded no diffe-
rence in the prevalence of eating disorder
symptoms or in communication about these
at the GP surgery.

Altogether 84 patients (92  %) reported
that a type of conversation in which the GP
asked specifically about the various sym-
ptoms of their eating disorder would func-
tion best in eliciting the extent of these
symptoms. A total of 17 of these patients
stated that they would not have managed to
add anything beyond what the GP asked
about specifically. Six of the patients (7  %)
would have supplied complete information
without the GP asking questions.

Ailments and communication 
about ailments
The majority of the patients, irrespective of
their weight, had persistent ailments that
could be associated with their eating dis-

Table 1  Number of patients (per cent) who reported various symptoms of an eating disorder 
in the past year1 and the extent to which they had spoken to their GP about these symptoms 
in the past year

With eating 
disorder symptom 

in the past year

Communicated about 
eating disorder 

symptom

Symptom of an eating disorder Number Number (%) Number (%)

Restrictive food intake 88 81 (92) 54 (67) 

Over-exercising 86 73 (85) 24 (33)

Vomiting 87 69 (79) 47 (68)

Binge-eating 88 44 (50) 20 (49)

Laxatives 88 36 (41) 10 (28)

Weight-loss drugs 85 17 (20) 0

Diuretics 89 16 (18) 0

1   Number of patients: Those who have responded yes to whether they have had the symptom at some point 
in the period of illness. Those who responded «problem not relevant in the past year» have been taken out.

Table 2  Number of patients (per cent) with long-term ailments that could be linked to the eating 
disorder, and whether these patients had spoken to their GP about a possible association between 
the ailment and the eating disorder 

Patients 
who have 

the ailment

Communicated about a possible 
association between the ailment 

and the eating disorder 

Ailment Number Number (%) Number (%)

Lethargy 91 88 (97) 60 (68)

Sleeplessness 91 77 (85) 46 (61)1

Menstrual problems2 88 72 (82) 46 (64)

Dizziness 90 76 (84) 46 (61)3

Difficulties with concentration 90 79 (88) 44 (56)3

Abdominal problems 91 71 (78) 38 (54)

Headache 90 54 (60) 26 (48)

Muscle pains 91 47 (52) 22 (47)

Injuries from exercising 90 27 (30) 9 (33)

Oedema 91 33 (36) 7 (21)

1   Two patients did not answer
2   Only for the women
3   One patient did not answer
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order (Table 2). At least half of the patients
had spoken to their GP about a possible
association between the eating disorder and
these ailments.

Clinical examinations
Half of the patients were weighed at the GP
surgery, and four out of five had blood tests
taken (Table 3). Altogether 26 patients
(29  %) were weighed several times. The
severely underweight were weighed more
often (one or more times) than those who
were not severely underweight (81  % versus
45  %, p = 0.004). Those who felt that they
were supported by their GP were weighed to
a greater extent than those who did not feel
that they received support (69  % versus
42  %, p = 0.01). Those who were satisfied
with how they were received by their GP
were weighed to a greater extent (63  % ver-
sus 35  %, p = 0.02). Whether the patient had
previously entered treatment had no influ-
ence on the frequency of testing.

Conversation about serious complications
A maximum of every third patient had spo-
ken to their GP about complications or mea-
sures to prevent these (Table 3). Those who
had spoken to their GP about vomiting had
spoken about electrolyte imbalance more
often than those who had not spoken to their
GP about vomiting (49  % versus 14  %,
p = 0.005). The severely underweight had
not spoken about osteoporosis to any greater
extent than others.

Discussion
The majority of the patients had had a
restrictive food intake and episodes of vomi-
ting in the past year – irrespective of body
weight. This finding is recognised by the cli-
nic, where it is observed that the patients of
normal weight also permit themselves too
little food, except for in the periods in which
they eat and vomit. The energy in the food
that is absorbed during the episodes of vomi-
ting may be so substantial that it can com-
pensate for the otherwise restricted food
intake of the patient (13). Consequently their
weight can be at a normal level. The food
cravings and hunger that occur due to the
meagre food intake create a trigger for epi-
sodes of (binge) eating followed by vomi-
ting. An important change would be to
increase food intake in order to then reduce
or avoid episodes of (binge) eating and
vomiting. This does not thereby need to
result in the patient gaining weight. Preci-
sely this correlation is experienced as alien
and creates insecurity.

It is worrying that two out of five patients
who are not severely underweight have
refrained from speaking to their GP about
their low food intake. We interpret this as a

need for the GP to ask more specifically
about what the patient actually eats. This
should then be compared to what the body
uses, viewed in light of the level of activity.
If the patient needs to gain weight, it must be
clarified how much additional food is actu-
ally needed for weight to increase. Based on
experience, weighing should be carried out
in the most secure surroundings possible,
particularly in the period in which the pa-
tient dares to change his/her intake. It is our
experience that weighing can be helpful in
reducing the illusion or the perception of
body weight changing more than it actually
does.

Fewer than half of the patients had spoken
with their GP about over-exercising and
binge eating. Every third patient tells about
use of laxatives, none about diuretics or
weight-loss drugs. At the clinic we observe
that the above-mentioned drugs are often
used in much higher doses than the recom-
mended daily dose for those who are in need
of them because of various illnesses.

The fact that not all symptoms of an
eating disorder are discussed can result in
the GP being given an insufficient basis to
assess the cause of the symptoms that the
patients present with, which clinical tests
should be taken, how frequently the clinical
examinations should be repeated and the
measures that should be implemented.

In this study half of the patients have spo-
ken about the association between their

eating disorder and the ailments they have.
This is a surprisingly high proportion. Other
studies show that patients go to their GP
with corresponding ailments that are not
interpreted in the context of the eating disor-
der (9 – 11). This difference can presumably
be attributed to the fact that all the patients
described in this article have a GP who
already knows about their eating disorder, in
addition to the fact that the patient and the
GP actually talk about the illness. Thus these
patients and doctors have laid the founda-
tions for being able to conduct a respectful
conversation about the bodily aspects of the
illness. The patients’ clear statements that
the GP must ask directly about each indivi-
dual symptom of an eating disorder in order
for these to be revealed, is therefore a con-
crete piece of advice for the GPs. It is to be
hoped that this advice can also help other
patients and their GPs to come to an earlier
realisation that the patient is suffering from
an eating disorder.

Half of the patients are not weighed when
visiting their GP, and we recognise at the cli-
nic that patients may resist being weighed.
However, the severely underweight were
generally weighed. Severe underweight
seems to be a sign that makes both the pa-
tient and the doctor convinced of the need
for weighing.

There are two additional reasons why
those who are not severely underweight
should also be weighed – to detect weight

Table 3  Clinical examinations undertaken in the past year and whether possible serious compli-
cations and prevention of these have ever been spoken about, given as number of patients (per 
cent), n = 91

Number (%)

Clinical examinations conducted at the GP surgery in the past year

Weighed1 49 (54)

Blood tests 71 (78)

Blood pressure and pulse1 58 (64)

Conversation about serious complications

Osteoporosis 18 (20)

Fertility 18 (20)

Electrolyte imbalance 31 (34)

Dental erosion1 13 (14)

Conversation about preventive measures

Signs that may indicate somatic exacerbation1 29 (32)

Vitamin and mineral supplements1 33 (37)

1   One patient did not answer
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loss early and to reassure the patient that
weight seldom changes as radically as she/
he imagines when the symptoms of an eating
disorder are reduced. The patients are
weighed more often if they experience sup-
port from or are satisfied with their GP. This
indicates that weighing is easier to achieve if
a relationship of trust is established between
the patient and the GP.

The study reveals that little attention is
paid to the presence and prevention of seri-
ous complications such as reduced bone
density and reduced fertility, electrolyte
imbalance and dental erosion. Thus GPs do
not discuss the illness in such depth that they
choose to address its complications with the
patient. Many patients enter treatment with
therapists who have no training in somatic
medicine, and this finding is therefore con-
sidered serious. In this respect the GP has an
important task to which greater attention
should be paid.

Those patients who had never previously
entered treatment for their eating disorder
had not communicated differently or had
more clinical examinations performed than
those who had entered treatment. This fin-
ding indicates that some patients with no
experience of treatment have possibly never
undergone a somatic assessment, and that
patients who had experienced speaking
about their illness during previous treatment
did not have more open communication at
the GP surgery.

Strengths and weaknesses of the study
The objective of the study was to investigate
the extent to which the patients had spoken
with their GP about the symptoms of their
eating disorder. In line with the authors’ cli-
nical experience before the start of the study,
previous studies (9 – 11) have shown that the
various symptoms and ailments of an eating
disorder are not all necessarily a topic in GP
consultations. The best solution was there-
fore to ask patients directly and anony-
mously about both the symptoms and ail-
ments associated with the eating disorder
and whether they had spoken to their GP
about these.

As we could not find questionnaires for
this type of research, we developed a questi-
onnaire form ourselves which we tested in a
pilot study. Because the symptoms vary con-
siderably over the course of a year (5), we
did not ask in detail about the frequency of
the different symptoms and ailments associ-
ated with an eating disorder. This choice
means that the study cannot necessarily be
compared with studies based on more detai-
led recording of symptoms and ailments.

The information retrieved in the study is
2056
not suitable for assessing patients’ somatic
condition or dividing them into different
diagnostic subgroups. Nevertheless, we do
not believe that this diminishes our possi-
bilities for elucidating patients’ communica-
tion with their GPs.

Since the patients in the study are exclu-
sively recruited from specialist units, they
may be more seriously ill and more motiva-
ted for treatment than other patients with
eating disorders.

We interpret the results as indicating that
the GP may have insufficient background
information for assessing the patient’s soma-
tic condition. This is a finding that we con-
sider valuable for the assessment and plan-
ning of the treatment patients are offered as of
today. The high response rate shows that pa-
tients are concerned about communication
with their GPs.

The study does not reveal anything about
GPs’ thoughts with regard to communica-
tion. Further studies of doctors’ experiences
of their encounters with patients with eating
disorders will be useful in order to discover
further factors that may optimise communi-
cation. Studies in which both parties in the
dialogue are described in parallel would pre-
sumably be particularly useful and informa-
tive.

We would like to thank Åse Minde, art psycho-
therapist and head of unit at the Outpatient Clinic
for Eating Disorders, Gaustad, Oslo University
Hospital, for her burning commitment, assistance
and support in our research project.
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