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Abstract

Diagnostic utility of weight and body mass index (BMI) is widely
overestimated. Although both are clinically relevant, their use as
universal measures of health and wellness can result in missed or
incomplete diagnoses, which are neglected sources of iatrogenic harm.
This article problematizes overreliance on weight and BMI in assessing
disordered eating behaviors and suggests how physicians can prevent
harmful delays in indicated interventions. This article also canvasses
misconceptions about the prevalence and severity of eating disorders in
people with higher BMIs and encourages holistic approaches to caring
for patients with obesity.

The American Medical Association designates this journal-based CME activity for a maximum of 1 AMA PRA
Category 1 Credit™ available through the AMA Ed Hub™. Physicians should claim only the credit
commensurate with the extent of their participation in the activity.

Eating Disorders in Patients With High BMI

Eating disorders remain a complex and serious category of diseases, with a wide variety
of symptoms that affect both men and women across the United States. It is estimated
that 6.37% of Americans alive in 2018 to 2019 will develop an eating disorder in their
lifetime, and $64.7 billion is spent each year on treatment for the associated physical
and mental repercussions.t Often, the image brought to mind when one hears the term
eating disorder is that of the traditionally portrayed young and markedly thin White
woman.2 However, this image does not align with the reality that though some people
with eating disorders do fit that mold, eating disorders are not limited to people of a
particular gender or size and include those defined clinically as overweight (BMI of 25 to
29.5) or obese (BMI = 30).3

Often, people with overweight or obesity are stigmatized as lazy, noncompliant, or
lacking the self-control to follow a healthy lifestyle.# Current estimates are that 19% to
42% of adults with obesity experience some form of discrimination because of their
weight, with higher rates of weight bias among women and people with higher BMIs.5
Few clinicians are truly immune to the social bias against those perceived to have
excess weight.4 A recent survey of 13 996 adults in the United States, Canada,
Australia, and 3 European countries found that 63% to 74% of patients who had
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experienced weight stigma reported experiencing weight bias from doctors.5 A second
survey of 4732 first-year medical students found that 74% of respondents exhibited
implicit weight bias and 67% exhibited explicit bias.” This bias becomes a problematic
barrier to care when eating disorders present in patients from traditionally overweight or
obese populations. In a cross-sectional study of young adults 18 to 24 years of age, a
higher rate of disordered eating behaviors was found in those who were overweight or
obese than in those who were underweight or of normal weight (29.3% of women vs
15.8% of women, respectively, and 15.4% of men vs 7.5% of men, respectively).8
However, those same individuals were half as likely to receive a clinical diagnosis of an
eating disorder from a health care practitioner as those who were of normal weight or
underweight (2.6% of women vs 4.9% of women, respectively, and 0.3% of men vs 0.6%
of men, respectively).8

Thus, when patients from these populations are perceived to be losing weight—even
rapidly—physicians may be less inclined to ensure that they are partaking in healthy
weight loss and to rule out disordered eating behaviors. One study found that eating
disorder diagnoses are delayed by an average of 9 months among patients who were
once overweight or obese compared with patients who were never overweight.9.10
Although weight can be an important clinical indicator in certain scenarios, this paper
will make the argument that physicians should not exclude diagnoses of eating
disorders in patients with higher BMIs in order to prevent harmful delays in treatment.
As these disorders significantly affect both men and women, it is important to consider
influences on each population.

Men

A survey conducted from 2001 to 2003 estimated that roughly a third of anorexia and
bulimia cases are males.11 While there has been substantial research on the effects of
weight bias on women,121314there is less data on the effects of weight bias on men. For
example, a 2006 study on weight bias comprised a sample of 2449 women—and a
matched sample of 111 men and 111 women.15 One study found that approximately
40% of men had experienced some form of weight bias in a health care setting,6 with
the most common form being verbal mistreatment.16 Such stigmatization increases risk
of depression and reduced self-esteem.17 In addition, physicians may incorrectly
attribute health issues and concerns to weight and BMI and recommend lifestyle
changes rather than treatment.1? This finding is consistent with a frequently endorsed
stereotype that patients with overweight are usually undisciplined and therefore
unreliable narrators of their own health history.17

Although male patients with eating disorders tend to exhibit characteristics similar to
female patients, they do have some key differences. In comparison to women, men with
binge-eating disorders are more likely to resort to substance abuse, and men are more
likely to have muscle dysmorphia (preoccupation with muscle mass).18 They are also
less likely than women to engage in vomiting or laxative abuse and are more likely
instead to exercise excessively to compensate for caloric intake.18 Moreover, the
average desired body weight (relative to ideal healthy weight) of men with bulimia was
higher than for most women with bulimia.1® Finally, one study showed that, while the age
of onset for eating disorders tended to be the same for males and females, the mean
time before treatment was shorter for males (approximately 2.1 years) than for females
with anorexia.1® Considering that recovery from anorexia is poor if left untreated for
more than 3 years,20 this delay could significantly worsen patient outcomes. Thus,
physicians dismissing concerns of disordered eating due to weight, BMI, or gender can
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lead to significant delays in treatment and a subsequent decline in the overall standard
of care for these populations.

Women

As previously mentioned, anorexia nervosa is 2 times more prevalent among women
than men,1tand binge-eating disorders are twice as prevalent among women.21One
study of women with anorexia nervosa found that atypical patients (those with average
BMI of 25.2 at the heaviest) “scored significantly higher in a questionnaire that
assessed eating disorder psychopathology, which addressed issues such as avoidance
of food and eating, preoccupation with calories and eating in secret, feelings of fatness
and discomfort seeing one’s body, dissatisfaction with weight and reaction to being
weighed.”22 Hence, one of the study authors concluded that “atypical anorexia nervosa
is a real illness.”22 From an ethical standpoint, clinicians should remain aware of the
substantial iatrogenic harm that can be incurred if they do not consider eating disorders
in those with higher BMls. Additionally, patients in the atypical group “were just as likely
as their underweight counterparts to stop menstruating,” and “both typical and atypical
patients were susceptible to electrolyte imbalances.”22 This finding suggests that
patients with higher BMIs affected by eating disorders often have similar severity of
symptoms as those with lower BMlIs, and thus early diagnosis and treatment would be of
similar clinical benefit in both groups.

Conclusion

Patients with higher and lower BMIs are equally susceptible to disordered eating. The
large, community-based Project EAT study, which collected data from 1998 to 1999 and
from 2003 to 2004, estimated that 40% of adolescent girls and 20% of adolescent boys
in its sample of 2516 adolescents who were overweight or obese engaged in disordered
eating behaviors,23 and these prevalences remained stable at a 5-year follow-up in
young adulthood.24 Despite this finding and the fact that patients with obesity have a
2.45 times greater chance of engaging in disordered eating behaviors as patients of
normal weight, such patients receive a clinical diagnosis of an eating disorder half as
frequently as patients with normal weight or underweight.8 Considering that patients
with higher BMIs present with disease courses for eating disorders comparable with
those of lower BMIs,22 the argument can be made that it is equally critical to catch signs
of disordered eating early in these patients so as to initiate intervention and prevent
disease progression. While weight and BMI can be useful clinical indicators in many
scenarios, it is evident that they are not reliable clinical indicators of the presence of
eating disorders, and they should not be used as a sole basis to eliminate eating
disorders for differential diagnosis. It is neither ethical nor evidence based therefore to
disregard disordered eating behaviors in patients with higher BMls.

In conclusion, to avoid missing key eating disorders in those with overweight or obesity
due to weight bias—and thereby delay treatment—physicians and other medical
professionals should regard potential disordered eating behaviors with the same index
of suspicion in all patients, regardless of BMI or weight, and adopt a more holistic
approach to their management of perceived obesity.
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