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Patients with eating disorders

How well are family physicians managing them?

C.J. Boulé, MSC, MD, CCFP(EM)  J.A. McSherry, MB, CHB, CCFP, FCFP†

ABSTRACT

OBJECTIVE To assess the attitudes and behaviour of family physicians toward patients with eating disorders (EDs) 
and to assess these physicians’ ongoing learning needs.

DESIGN Confidential survey by mail.

SETTING Family practices in London, Ont.

PARTICIPANTS Two hundred thirty-six general FPs.

MAIN OUTCOME MEASURES Proportion of FPs seeing patients with EDs, screening and management practices, 
learning needs.

RESULTS Survey response rate was 87.7%; 64% of respondents were male, 36% were female, and 54% had completed 
a family medicine residency program. Overall, FPs were more comfortable with diagnosis, and less comfortable with 
management, of EDs. Most respondents shared care with other professionals, usually psychiatrists and nutritionists. 
Female physicians had identified a larger number of ED patients in their practices and were more likely to screen 
routinely for EDs. Three quarters of FPs rated their undergraduate training in EDs as poor, and 59% thought their 
postgraduate training was poor. Outpatient services, diagnostic issues, screening needs, and management planning 
were identified as important learning needs. Family physicians thought these needs could be best addressed in 
interactive workshops or peer-led case-discussion groups.

CONCLUSION Family physicians are important in first-line treatment of EDs, but many barriers prevent effective 
diagnosis and management. Validated screening tools and management strategies could assist FPs in caring for 
patients with EDs.

RÉSUMÉ

OBJECTIF Examiner les attitudes et comportements des médecins de famille à l’égard des patients qui présentent 
des troubles du comportement alimentaire (TCA) et déterminer les besoins de formation additionnelle de ces 
médecins.

TYPE D’ÉTUDE Enquête confidentielle par correspondance.

CONTEXTE : Les cabinets de médecine familiale de London, Ontario.

PARTICIPANTS Deux cent trente-six médecins de famille (MF) non spécialisés.

PRINCIPALES MESURES DE RÉSULTATS Proportion des médecins recevant des patients souffrant de TCA, 
modes habituels de dépistage et de traitement, besoins de formation.

RÉSULTATS Le taux de réponse à l’enquête était de 87,7%; parmi les répondants, 64% étaient des hommes, 36% des 
femmes et 54% avaient complété un programme de résidence en médecine familiale. Dans l’ensemble, les MF étaient 
plus à l’aise avec le diagnostic de TCA mais ils l’étaient moins avec le traitement. La plupart des répondants traitaient 
les patients en association avec d’autres professionnels, habituellement des psychiatres et des nutritionnistes. 
Parmi les MF, les femmes avaient diagnostiqué plus de cas de TCA au cours de leur pratique et elles faisaient plus 
volontiers le dépistage de cette affection. Les trois-quarts des MF jugeaient leur formation en TCA insuffisante au 
premier cycle et 59% avaient une opinion semblable de leur formation post-doctorale. Parmi les besoins de formation 
les plus importants, mentionnons les services de consultation externe, le problème du diagnostic, le besoin de 
dépistage et la planification du traitement. Les MF consultés considèrent que des ateliers interactifs ou des groupes 
de discussion animés par des pairs seraient la meilleure façon de combler ces lacunes.

CONCLUSION Les MF ont un rôle important à jouer dans le traitement de première ligne des TCA, mais plusieurs 
obstacles les empêchent de poser un diagnostic et d’instaurer un traitement adéquats. Des méthodes de dépistage et 
des stratégies de traitement validées pourrait aider les MF à mieux traiter les patients souffrant de TCA.

This article has been peer reviewed.

Cet article a fait l’objet d’une évaluation externe.

Can Fam Physician 2002;48:1807-1813.
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E
ating disorders (EDs) are a common and 
underrecognized source of psychologi-
cal and physical morbidity and mortality. 
Potentially life-threatening medical com-

plications and disruptions in social functioning, family 
life, and mood are common.

Estimates of prevalence vary with the population 
studied, but anorexia nervosa (AN) affects approxi-
mately 1% of female adolescents, and bulimia nervosa 
(BN) anywhere from 3% to 15%.1,2 Many more girls 
and women do not fit these diagnostic categories, but 
still have disordered eating behaviours and the result-
ing complications. Men are also affected, but at a rate 
5% to 10% that of women.3 The prevalence of BN in 
particular has increased over the last 30 years,4 pos-
sibly because the disorder is increasingly recognized, 
especially among men.

Family physicians are often an important first con-
tact in detection and treatment of EDs.3 They know 
their patients well and sometimes detect changes in 
behaviour early on, before disordered eating becomes 
entrenched. Eating disorders are difficult to detect. 
Patients are sometimes in denial of their illness; in the 
case of AN, behaviours and resultant weight loss are 
often ego-syntonic, and patients do not see them as a 
problem. With BN, patients can be ashamed, can be 
reluctant to admit their behaviour, and do not always 
exhibit obvious changes in weight.5,6 Treatment pro-
grams can be difficult to access because they are far 
away and expensive.

What physicians report
Relatively little literature directly addresses the needs 
of family physicians in managing these complicated 
patients. In 1996, Bursten et al6 published the results 
of a survey of Ohio family practitioners’ experiences 
with BN. Their results showed that 30% of family phy-
sicians who responded had never diagnosed an ED, 
and most of the remainder shared care with other 
health professionals. Younger and female physicians 

were more likely to have bulimic patients. The study 
was limited to BN and did not directly address family 
physicians’ learning needs. A British study of general 
practice from 1988 to 1993 showed that 80% of AN 
cases and 60% of BN cases were referred to second-
ary care.4

Current training programs could be inadequate 
for preparing family physicians to manage EDs. A 
1987 US study7 surveyed physicians in various dis-
ciplines about their training in adolescent medicine. 
Approximately 70% identified their training in EDs 
as being insuf ficient, but only 15% wanted addi-
tional training.7 In 1998, British general practice 
trainees were asked to assess their clinical com-
petence in all areas of psychiatry, both before and 
after a 6-month psychiatric placement. All aspects 
of competence improved, except for the ability to 
diagnose EDs.8 A recent Canadian study designed 
to evaluate the effectiveness of mental health train-
ing in a family practice residency program assessed 
physician confidence in handling 23 psychiatric 
issues, but did not address EDs.9 Bryant-Waugh et 
al challenged a group of physicians to make diagno-
ses on a series of case vignettes, two of which were 
AN. One third of pediatricians suggested AN within 
their differential diagnoses compared with only 2% 
of primary care physicians.10

Family physicians are unlikely to screen for EDs 
routinely. A retrospective chart audit of primary care 
practitioners in 1996 revealed that, during periodic 
health examinations of young women, nurse practi-
tioners were much more likely to ask about eating 
behaviours or to perform nutritional assessments 
than were physicians.11 Despite the existence of vali-
dated, relatively simple screening tools, family physi-
cians are unlikely to screen for these disorders during 
periodic health examinations.12,13 The reasons for this 
oversight are unclear, but could be due to a lack of 
awareness, poor training, or a perception that “once 
the cat is out of the bag,” there are few resources fam-
ily physicians can rely upon to provide treatment.

Practice patterns of Canadian family physicians 
with regard to ED patients are unknown. This is the 
first survey to address such practice patterns in a 
Canadian setting.

Objectives
Our study assessed attitudes and behaviour of family 
physicians caring for patients with EDs. Specifically, 
we asked the following questions.

• What proportion of London, Ont, family physicians 
see ED patients?

Dr Boulé is an emergency physician at St Joseph’s Health 
Centre in London, Ont. This work was undertaken while 
he was a resident in the family medicine program at 
the University of Western Ontario. †Dr McSherry died 
January 22, 2002. Among his many achievements, he 
served as Chief of Family Medicine at the London Health 
Sciences Centre and as a Professor in the Departments 
of Family Medicine and Psychiatry at the University of 
Western Ontario. He practised family medicine at the 
Victoria Family Medical Centre in London, providing 
comprehensive care for many eating disorder patients.
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• How are those patients managed?
• Do family physicians routinely screen for these dis-

orders?
• Are they comfortable diagnosing and managing 

these conditions?
• Do family physicians require further training and, if 

so, what type?
• Do answers to these questions vary with physicians’ 

sex, years in practice, training programs, or prac-
tice styles?

METHODS

A 22-point questionnaire, modeled after a previously 
validated survey instrument,6 assessed family physi-
cians’ level of comfort with ED patients, practice pat-
terns, type of training, and demographic information. 
Our survey differed from the original study in that it 
was shorter and attempted to assess physicians’ atti-
tudes and learning needs. The survey was pilot-tested 
on residents and physicians at our centre, and ethics 
approval was obtained. In November 1999 the sur-
vey was mailed to all general family practitioners in 
London (n=236). This was not a random sample, but 
rather the total number of family or general practitio-
ners in practice because the behaviours of these phy-
sicians with regard to EDs were unknown. Specialty 
physicians, or practitioners who were known to 
restrict their practices to subspecialty fields, were 
excluded. Using the Dillman Total Design Method,14 
reminder notices and survey packages were sent in 
January and February 2000 to physicians who had 
not responded.

Data were analyzed using Epi Info to achieve such 
descriptive statistics as percentages, frequencies, and 
means and such tests of significance as χ2. A P value 
of < .05 was considered significant.

RESULTS

Response rate was 87.7%: 129 respondents (63.9%) 
were male; 73 (36.1%) were female (Table 1). A sig-
nificantly larger number of male physicians had been 
in practice for more than 30 years (20.9% versus 2.7% 
of female physicians [P < .001]). Most physicians saw 
between 100 and 200 patients weekly.

Fifty-four percent of respondents had completed 
a 2-year CCFP residency program. Thirty-three 
percent had completed a general internship, and 
the remainder identified other training programs: 
internal medicine, general surgery, pediatrics, and 
others. Eleven percent had a special interest in 

psychotherapy, but only one respondent had had 
specialized psychiatry training.

Most physicians were caring for between one and 
five ED patients, and most had had one to 10 patients 
during their careers. Thirty-nine physicians (19.3%) 
had no ED patients, and six (3.0%) had never seen an 
ED patient. More male physicians had no current ED 
patients than female physicians, and female physicians 
were more likely to have had more than 10 (P = .001) 
(Figure 1). Female physicians were more likely to 
have had more than 20 ED patients (P = .02) during 
their careers. Although this study was not designed to 
measure prevalence, a rough estimate of the total num-
ber of ED patients in London who are known to their 
family physicians is between 500 and 1100.

Physicians who had been in prac-
tice more than 20 years were more 
likely to have no current ED patients
(P < .001) or to have seen none during their careers 
(P = .01). Younger physicians, those in practice 
less than 10 years, tended to fall into the middle 
range, whereas physicians who had been practising 

Table 1. Demographic characteristics of 
respondents
CHARACTERISTICS NUMBER (%)

SEX

Male 129 (63.9)

Female   73 (36.1)

AGE

25-34   22 (10.9)

35-44   76 (37.8)

45-54   58 (28.9)

55-64   33 (16.4)

≥ 65 12 (6.0)

YEARS IN PRACTICE

≤ 10   53 (26.2)

11-20   61 (30.2)

21-30   59 (29.2)

>30   29 (14.4)

PATIENTS PER WEEK

≤50 14 (6.9)

51-100   37 (18.1)

101-150   95 (46.6)

151-200   49 (24.0)

>200   9 (4.4)

TRAINING PROGRAM

CCFP residency 111 (54.1)

General internship   69 (33.7)

Other   25 (12.2)
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for between 11 and 20 years had seen the largest 
group of ED patients. Physicians trained through 
CCFP residencies were least likely to have no cur-
rent ED patients, compared with physicians who 
completed general internships or other programs 
(P < .001). This difference is maintained when sex 
is controlled for.

When asked how often they screen for patients 
with EDs, 9.3% of physicians responded never, 24.9% 
often, 25.4% routinely, and 40.5% only if clinically indi-
cated. More male physicians either never screen for 
EDs or look for them only if they have some reason 
to suspect them (P = .02). Female physicians were 
more likely to screen often or routinely (Figure 2). 
Screening practices did not vary significantly with 
years in practice or type of training program.

Physicians rated their comfort level with diag-
nosis and management of EDs (Figure 3). Overall, 
respondents were more comfortable with diagnosis 

and less comfortable with management. Comfort 
level did not vary significantly with years in practice, 
sex, or type of training program.

Few family physicians in London manage all aspects 
of care for their patients (3.6%), and few refer all aspects 
of care (7.1%). Most physicians (89.3%) share care with 
other health professionals; psychiatrists, nutritionists, 
and psychologists are most frequently consulted.

Most physicians rated the quality of their undergradu-
ate and postgraduate training in EDs as poor (Figure 
4). Level of satisfaction did not change significantly with 
type of training. Physicians were asked to rank issues 
about which they wanted more information. The most 
important learning issues were outpatient services, diag-
nostic methods, management planning, and screening 
tools. Inpatient management, nutritional assessment, and 
pharmacotherapy were less popular. When asked how 
they would prefer to acquire this information, physicians 
identified interactive workshops, peer-led case-discussion 
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Figure 1. Sex of physicians currently treating patients with eating disorders

Figure 2. Screening practices
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groups, and formal lectures. Journal articles, standard-
ized patients, and Internet resources were less popular. 
Very few people believed that they could increase their 
knowledge by repeating medical school!

DISCUSSION

The high response rate (87.7%) to our survey is due 
in part to the methods,14 but also reflects the diffi-
culty physicians have in managing ED patients and 

the need for further education. Respondents prac-
tised in an urban centre with a large university and 
college population; therefore our results might not 
be generalizable to other communities.

Some family physicians in London (19%) had 
no patients with EDs in their practices. A smaller 
number (3%) had never seen a patient with an ED. 
Given the relatively high prevalence of EDs in the 
population, it is likely that many cases are unrecog-
nized. Either the diagnosis has not been made, or 
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Figure 3. Physicians’ comfort with diagnosis and management of eating disorders

Figure 4. Quality of physicians’ training in eating disorders
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these patients are cared for by other health profes-
sionals.

As previous research shows,6 younger female phy-
sicians tend to see a higher number of ED patients. 
The reasons for this are probably multifactorial. 
Female patients, particularly adolescents, are more 
inclined to visit female physicians. As well, female 
physicians could be more aware of EDs simply 
because the disease is more prevalent in women. 
It is difficult to sort out the independent effects of 
age, years in practice, sex, and training program, as 
younger physicians are more likely to be female and 
trained through CCFP residencies. However, CCFP 
residency training alone did not predict physicians’ 
having a higher number of ED patients.

Male physicians were less likely to screen rou-
tinely for EDs, but rather relied on clinical indicators 
before attempting to make a diagnosis. Female physi-
cians were more likely to screen for EDs during peri-
odic health examinations, and relied less on clinical 
signs and symptoms. As discussed, EDs often have 
no overt signs, particularly in the case of bulimia. It 
seems reasonable to assume that undetected cases 
could be discovered by routine screening. Simple, 
validated screening tools, such as the SCOFF ques-
tionnaire (Table 2),13 are easy to remember and 
administer, and have high sensitivity and specificity 
for both AN and BN. Use of these tools during peri-
odic health examinations in populations at risk could 
improve the detection rate and perhaps prognosis.

Family physicians are more comfortable with 
diagnosis and less comfortable with management 
of EDs. This could reflect an ability to make the 
diagnosis, but dif ficulty in knowing what to do 
next. These disorders are complex, frequently have 
comorbidity, are relapsing and remitting, and can be 
too time-consuming to deal with in family practice.1,5 

Particularly when inpatient assessment is required, 
family physicians simply do not have the necessary 
resources. Treatment programs are difficult to access 
because they are usually available only in large urban 
centres and have long waiting lists.

Satisfaction with undergraduate and postgradu-
ate training programs was overwhelmingly low, and 
did not vary significantly with the type of training. 
As was previously seen, even a 6-month psychiatric 
placement is inadequate preparation for manag-
ing these disorders.8 Given the breadth of family 
medicine, it is probably unrealistic to expect that 
proficiency in managing such complex conditions 
can be obtained during a 2-year residency program. 
Perhaps recognizing the lack of readily available 
ser vices, family physicians identified outpatient 
services as an important learning issue. As well, 
screening, diagnosis, and management planning 
were rated important. Most physicians preferred 
interactive workshops and case discussions to fur-
ther their knowledge in these areas. Developing 
case-based educational programs to address these 
issues could effectively improve awareness of EDs, 
lead to earlier diagnosis, and ultimately improve 
prognosis and management.

CONCLUSION

This is the first comprehensive survey of family physi-
cians’ practice patterns and learning needs regarding 
EDs in Canada. Most London family physicians are 
seeing patients with EDs and share care with other 
health professionals. Current training programs are 
inadequate preparation for managing these disorders 
in practice, and most physicians are not routinely 
screening for EDs despite the existence of useful 
screening tools. Given the difficulty of accessing spe-
cialized resources, responsibility for the care of these 
patients will increasingly fall on family physicians, 
and continued education could improve the quality of 
that care. 
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Table 2. SCOFF questionnaire screening 
tool: Patients receive one point for every yes; a 
score of 2 or more indicates a likely case of anorexia 
nervosa or bulimia nervosa with a sensitivity of 
100% and a specificity of 87.5%.
Sick: Do you make yourself sick because you feel 
uncomfortably full?

Control: Do you worry you have lost control over how much 
you eat?

One stone: Have you recently lost more than one stone (6.3 kg, 
or 14 lbs) in a 3-month period?

Fat: Do you believe yourself to be fat when other people say 
you are too thin?

Food: Would you say that food dominates your life?
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...

Editor’s key points
• This is the first comprehensive survey of family 

physicians’ attitudes and behaviour toward 
patients with eating disorders (EDs) in Canada 
and of these physicians’ learning needs.

• A survey of all family doctors in the London, Ont, 
area showed that most were treating one to five 
ED patients. Response rate was 88%.

• Female family doctors had more ED patients in 
their practices and were more likely to screen 
for them routinely. Family doctors were more 
comfortable with diagnosing and less comfort-
able with managing EDs. Some shared care with 
psychiatrists and nutritionists.

• Most FPs rated their training as weak but were 
interested in learning about outpatient services, 
screening tools, and management planning.

Points de repère du rédacteur
• Cet article décrit la première enquête détaillée 

portant sur les attitudes et comportements des 
médecins de famille (MF) pratiquant au Canada 
envers les patients qui souffrent de troubles 
du comportement alimentaire (TCA) et sur les 
besoins en formation de ces médecins.

• Cette enquête effectuée auprès de tous les MF 
de la région de London, Ontario a montré que la 
plupart d’entre eux traitaient de un à cinq patients 
souffrant de TCA. Le taux de réponse était de 88%.

• Parmi les MF, les femmes avaient plus de 
patients souffrant de TCA dans leur clientèle et 
faisaient plus régulièrement du dépistage pour 
ce problème. Les MF étaient plus à l’aise avec le
diagnostic de TCA, mais moins avec le traite-
ment. Certains partageaient les soins avec des 
psychiatres et des nutritionnistes.

• La plupart jugeaient leur formation insuffisante, 
mais se montraient intéressés à se renseigner sur 
les services de consultation externe, les méthodes 
de dépistage et la façon de planifier le traitement.


