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Abstract7

Eating Disorders (ED) affect a great deal of individuals around the world, yet initial diagnosis8

continues to be elusive to detect. Many of the physical and psychological manifestations that9

occur in patients suffering from an ED can be seen by both medical and dental professionals;10

however the mentality behind this diagnosis is complex. The task of discussing the disorder11

with the patient has a tendency to be passed amongst practitioners even though current12

literature agrees that early diagnosis is key to prevention and successful treatment. Two areas13

of focus that need to be addressed are who is responsible for making the initial diagnosis and14

what needs to be included for prevention and/or successful treatment.15

16

Index terms— eating disorder, anorexia, bulimia, bing-eating disorder, dentistry, prevention.17

1 I. Introduction18

n Eating Disorder (ED) is a complex multi-faceted disease that contains both physical and psychological19
complications.20

The American Psychiatric Association has given full diagnostic criteria for each subcategory of ED to include:21
Anorexia Nervosa (AN), Bulimia Nervosa (BN), Binge-Eating Disorder (BED), Other Specified or Unspecified22
Feeding or Eating Disorder, Pica, Rumination Disorder, and Avoidant/Restrictive Food Intake Disorder (1).23
Regardless of the specific diagnosis, ED’s affect over 5 million people in the United States alone (2). According24
to one review on medical complications and clinical nutrition, complications with the disorder present in many25
different forms (3), and yet these physical manifestations are just the tip of the iceberg when it comes to discussing26
the side effects associated with an ED.27

Clinical signs of EDs can be fairly easy to diagnose during a dental exam. The oral manifestations are28
relatively specific to the disorder and with a limited amount of preliminary knowledge a dental professional can29
make a diagnosis quickly and noninvasively. One study highlighted salivary flow as a contributor to increased30
dental caries. This study examined dental erosion scores of persons with BN and those without to conclude31
that those with the disorder are at significantly higher risk for dental erosion and thus dental caries. This has32
been found to be the most distinct oral finding with BN specifically (4). Another study names what they call33
”cues” of ED manifestations which include dentin hypersensitivity, parotid enlargement, parotid dysfunction,34
periodontal disease and gingival inflammation, as well as erosion and xerostomia (5). Self-reported findings in35
one study compared those diagnosed with an ED to the control patient who does not have the disorder and found36
significant distinctions in the presence of oral symptoms (6). Research overwhelmingly agrees that those affected37
by the disorder are at significantly higher risk for oral complications compared to their counterparts.38

Extensive research has been conducted to evaluate the oral manifestations of EDs that present in the dental39
office. There is conclusive evidence that EDs typically present first within the oral cavity, and can be seen as40
early as six months after behavior has begun (7). Enamel erosion, dental caries, mucosal membrane trauma,41
xerostomia and salivary gland swelling have all been identified as common oral findings associated with ED’s (4).42

The dental team is in the optimal position to make early detection screenings and step in to begin the43
intervention process (8). While there is a plethora of information available for physicians and nurses to utilize in44
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assisting with prevention, screening, recognition, and management, there is very little information accessible to45
assist dentists caring for the same population (2).46

Diagnosis based solely on oral findings may be risky and problematic; therefore familiarization with47
dermatological signs is necessary. The effects of starvation on the body appear outwardly in many forms.48
These can include xerosis, lanugo-like body hair, acrocyanosis, pruritus, purpura, or even acne. These signs49
are relatively common for AN, while BN exhibit slightly different presentations such as Russell’s sign-a small50
callus or cut on the knuckles of the hand used to induce vomiting (9). While educating the medical/dental51
professional on physical signs and symptoms is important, these signs do not encompass the story as a whole.52

The common theme within EDs typically involves food; however psychological issues are more often than53
not a root cause (10). It has been suggested that EDs may develop as a coping mechanism for underlying54
personality disorders (11). The development of the disorder has also been suggested to be the product of55
situational prompting, or triggering. Depression, loneliness or the feeling one has lost control have all been56
identified as possible triggers for an ED. As a result, EDs have been linked with a need to be in control. Enforcing57
a compulsory daily routine is one example of maintaining control exhibited quite frequently (12). It is therefore58
typical for a person with an ED to hide their behaviors for as long as possible because they do not believe59
relinquishing control is an option. Without diagnosis and medical and psychological therapy, these destructive60
behaviors continue to progress (13). Even with treatment, if the approach to recovery is insufficient, relapse is61
extremely common (14).62

As a result of the complexity of the disorder, an interdisciplinary team-based approach to treatment has been63
recommended for successful treatment of all ED’s. The recommended team composition includes a physician,64
psychologist or psychiatrist, a registered dietitian, and a dentist (15). All of these disciplines include, within their65
general curriculum, a basic overview of the disease (16). Despite the general knowledge presented within the66
professional curriculum however, multiple barriers have been identified. Dental professionals in particular have67
discussed that they do not feel knowledgeable enough to converse with patients or referral agencies about such a68
sensitive subject, though they do feel it is within their scope of practice. A fear of causing further detriment or69
offense is at the root of this thought process as a result of a lack of clinical instruction on patient education and70
communication.71

Another barrier deals with interdisciplinary collaboration specifically in the form of dissonance between72
professions (17). Despite these barriers, it still remains clear that signs present first in the mouth.73

As mentioned previously, an ED is primarily a psychiatric disorder; those who are affected will typically attempt74
to avoid arousing suspicion (6). As a result, it is unlikely a person struggling with an ED will be forthcoming75
with information; therefore clinicians must be observant (18). Acquiring genuine answers without embarrassing76
the patient is a challenge that must be overcome. Consequently, a survey was developed as a screening tool to77
identify individuals with ED’s (19). It was designed to quickly interview participants, and can be completed78
relatively effectively. For ease of use, the survey is referred to as SCOFF to represent each individual question79
asked to determine if patients made themselves sick, felt out of control, had lost a significant amount of weight,80
believed themselves to be fat, and if food played a dominant role in their lives (Figure 1). The questionnaire was81
examined more closely to be used as a screening tool specifically for the oral health care professional (20). It was82
concluded that the survey could be easily administered in dental offices to more effectively identify patients in83
need of diagnosis and ED treatment (20).84

2 II. CONCLUSION85

Referral and maintenance of EDs is not thoroughly covered in the literature. While it has been concluded that86
the dental professional is in the optimal position to diagnose a person ??uffering87

3 III. PRACTICE IMPLICATIONS88

The aim of this review was to provide a knowledge base to begin the process of recognizing the need for research89
in the area of ED’s. While continuing education specific to ED recognition does exist, it is limited in form and90
relatively rare. The evidence presented within this paper clearly suggest that interprofessional connections are91
extremely important in ensuring that all healthcare providers remain united and identification of a disorder is92
swift. Detection and management of ED’s is key to prevention and treatment, therefore a plan of action set in93
motion for all members of the team is crucial to ensure that all individuals affected are cared for quickly and94
action is taken to ensure prevention. Further research is necessary to determine what approaches are currently95
being utilized within the dental practice. Research should investigate how private practices can increase their96
involvement in the prevention, or initial detection, and subsequent treatment of eating disorders.97
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The SCOFF Questions
Do you make yourself sick because you feel uncomfortably
full?
Do you worry you have lost control over how much you
eat?
Have you recently lost more than 15 pounds in a three
month period?
Do you believe that you are fat when others say you are
too thin?
Would you say that food dominates your life?

Figure 1:

3



4 VOLUME XVI ISSUE III VERSION I

4



[ Journal of Dental Education ()] , Journal of Dental Education 2006. 70 (10) p. . (and professional contingencies)100

[Strumia ()] ‘Dermatologic signs in patients with eating disorders’. R Strumia . American Journal of Clinical101
Dermatology 2005. 6 (3) p. .102

[Diagnosis and Dental Management of Eating Disorder Patients The International Journal of Prosthodontics ()]103
‘Diagnosis and Dental Management of Eating Disorder Patients’. The International Journal of Prosthodontics104
1996. 9 (1) p. .105

[Johansson et al. ()] ‘Eating disorders and oral health: a matched casecontrol study’. A Johansson , C Norring ,106
L Unell , A Johansson . European Journal of Oral Sciences 2012. 120 (1) p. .107

[Kavitha et al. ()] ‘Eating disorders and their implications on oral health-the role of dentists’. P R Kavitha , P108
Vivek , A M Hedge . Journal of Clinical Pediatric Dentistry 2011. 36 (2) p. .109

[Kreipe and Birndorf ()] ‘Eating disorders in adolescents and young adults’. R E Kreipe , S A Birndorf . Medical110
Clinics of North America 2000. 84 p. .111

[Debate et al. ()] ‘Eating disorders in the oral health curriculum’. R Debate , D Shuman , L Tedesco . Journal112
of Dental Education 2007. p. .113

[Patrick ()] ‘Eating Disorders: A Review of the literature with emphasis on medical complications and clinical114
nutrition’. L Patrick . Alternative Medicine Review 2002. 7 p. .115

[Touger-Decker ()] ‘Eating disorders: detection and referral–the role of the dental professional’. R Touger-Decker116
. Quintessence International 2006. 37 (3) p. .117

[Hague ()] ‘Eating disorders: screening in the dental office’. A Hague . JADA 2010. 141 p. .118

[Mitchell and Wonderlich (2014)] Feeding and Eating Disorders. The, J Mitchell , S Wonderlich . March 2014.119
American Psychiatric Publishing Textbook of Psychiatry. (Sixth Edition)120

[Debate and Tedesco] Increasing dentists’ capacity for secondary prevention of eating disorders, R Debate , L121
Tedesco .122

[Debate et al. ()] ‘Knowledge of oral and physical manifestations of anorexia and bulimia nervosa among dentists123
and dental hygienists’. R D Debate , L A Tedesco , W E Kerschbaum , Kerschbaum . Journal of Dental124
Education 2005. 69 p. .125

[Bailey et al. ()] ‘Mapping the evidence for the prevention and treatment of eating disorders in young people’. A126
Bailey , A Parker , L Colautti , L Hart , P Liu , S Hetrick . J Eat Disord 2014. 2 (1) p. 5.127

[Jugale et al. ()] ‘Oral manifestations of suspected eating disorders among women of 20-25 years in Bangalore128
City’. P Jugale , A Murthy , S Rangath . India. Journal of Health Popul Nutr 2014. 32 (1) p. .129

[Jugale et al. ()] ‘Oral manifestations of suspected eating disorders among women of 20-25 years in Bangalore130
City’. P Jugale , A Murthy , S Rangath . India. Journal of Health Popul Nutr 2014. 32 (1) p. .131

[Halmi ()] ‘Perplexities of treatment resistance in eating disorders’. K Halmi . BMC Psychiatry 2013. 13 p. .132

[Position of the American Dietetic Association: Nutrition intervention in the treatment of anorexia nervosa, bulimia nervosa, and eating disorders not otherwise specified (EDNOS) Journal of the American Dietetic Association ()]133
‘Position of the American Dietetic Association: Nutrition intervention in the treatment of anorexia nervosa,134
bulimia nervosa, and eating disorders not otherwise specified (EDNOS)’. Journal of the American Dietetic135
Association 2001. 101 p. . (American Dietetic Association)136

[Faine ()] ‘Recognition and management of eating disorders in the dental office’. M Faine . Dental Clinics of137
North America 2003. 47 (2) p. .138

[Dynesen et al. ()] Salivary changes and dental erosion in bulimia nervosa. Oral Surgery, Oral Medicine, Oral139
Pathology, Oral Radiology, and Endodontology, A Dynesen , A Bardow , B Petersson , L Nielsen , B Nauntofte140
. 2008. 106 p. .141

[Morgan et al. ()] ‘The SCOFF questionnaire: assessment of a new screening tool for eating disorders’. J Morgan142
, F Reid , J Lacey . The BMJ 1999. 319 p. .143

5


	1 I. Introduction
	2 II. CONCLUSION
	3 III. PRACTICE IMPLICATIONS
	4 Volume XVI Issue III Version I

