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Recognizing and Managing Eating  
Disorders in Dental Patients

An increasing number of people, mostly girls and women, are struggling with eating disorders.  Research 
has shown that there are now over 70 million individuals affected by eating disorders worldwide.  Dental 
professionals have important roles in the secondary prevention of eating disorders which includes early 
detection, patient-specific oral treatment, and referral for care.  It is also recognized that increasing the 
number of oral healthcare professionals who are involved in secondary prevention behaviors is essential in 
helping those individuals with eating disorders that are in need of identification.
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Overview
An increasing number of people, mostly girls and women, are struggling with eating disorders.  Research 
has shown that there are now over 70 million individuals affected by eating disorders worldwide.  The 
etiology of eating disorders is multi-factorial in nature and no one single factor can be identified.  It has 
been theorized that a combination of factors, both biological and psychological, will combine to produce 
starvation, over-eating, and purging.  There is a stigma associated with eating disorders that has long kept 
individuals suffering in silence.  Not all eating disorders fit criteria established by the American Psychiatric 
Association (APA); there are variants of disordered eating that also require professional intervention and 
treatment.  Intraoral effects of eating disorders include dental erosion, traumatized oral mucosal membranes 
and pharynx, xerostomia, dental caries, gingival and periodontal diseases, and soft tissue lesions.  Dentists, 
dental hygienists, and dental assistants have important roles in the secondary prevention of eating disorders 
which includes early detection, patient-specific oral treatment, and referral for care.  It is also recognized 
that increasing the number of oral healthcare professionals who are involved in secondary prevention 
behaviors is essential in helping those individuals with eating disorders that are in need of identification.
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Glossary
diabetic ketoacidosis (DKA) – a complication of 
diabetes that results from insulin deficiency.

disordered eating – the full spectrum of 
eating-related issues from problematic eating 
behaviors to clinically defined eating disorders; 
multidimensional paradigm.

dating disorders – psychiatric illnesses marked 
by disordered eating, food intake, and eating 
attitudes, and often accompanied with ineffective 
methods of weight control; criteria for diagnosis 
established by the American Psychiatric Association; 
multidimensional paradigm.

hyperglycemia – abnormally increased level of 
glucose in the blood.

hypokalemia – abnormally low potassium 
concentration.

lanugo hair – fine, soft, lightly pigmented hair.

perimolysis – a wearing down of the tooth enamel 
by mechanical or chemical means; example: a 
patient with an eating disorder that uses repeated 
vomiting as a means of purging.

restrained eating – a pattern of dietary restriction 
interspersed with episodes of disinhibited overeating.

syrup of Ipecac – an emetic drug sold over-the-
counter for the intended use of preventing accidental 
poisoning by causing the victim to vomit.

Learning Objectives
Upon the completion of this course, the dental professional will be able to:
• Distinguish between eating disorders and disordered eating.
• Define normal eating.
• Identify the DSM IV as the guide for diagnosis of an eating disorder.
• Discuss the characteristics of individuals with diabulimia.
• Provide at least five characteristics of individuals with anorexia.
• Supply at least five characteristics of individuals with bulimia.
• Identify the various means of purging.
• Site at least eight signs and symptoms of bulimia.
• State at least three characteristics of individuals with binge-eating disorder.
• List at least six medical and psychological complications associated with eating disorders.
• Identify at least three soft tissue trauma associated with individuals with bulimia.
• Describe the erosion pattern or enamel often seen in individuals with bulimia who regurgitate as a means 

of purging.
• Apply the appropriate oral recommendations to patients with eating disorders.
• Discuss the treatment plan and dental management the dental professional provides for patients with 

eating disorders.
• Create a dialogue for approaching a patient with a suspected eating disorder.
• Define the role of the dental professional in the treatment of a patient with an eating disorder.
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Many people have variations of disordered eating 
and many of these disorders go undiagnosed and 
untreated for a significant period of time.5

Eating disorders affect approximately 24,000 
Americans and of that number, 10 -15% are 
men.5  The male-female prevalence ratio has 
been estimated at 1:6 to 1:10.27  Approximately 
eleven million adolescents and young adults 
present with eating disorders in the U.S. and 
the typical age of onset is 12-18 years.  Eating 
disorders is a chronic syndrome that is complex 
and multi-symptom.  Along with physicians, 
psychiatrists, nurses, dietitians, psychologists, 
social workers, parents, teachers, and coaches, 
there is a pressing need for oral healthcare 
professionals to be a part of the patient’s eating 
disorder healthcare team.  This commitment 
means the dental professional needs to be fully 
informed about these conditions, recognize 
signs and symptoms, take the appropriate dental 
action, and refer the patient to their health care 
provider.6  Dental professionals have an obligation 
to be concerned not just about the patient’s oral 
health, but their overall health as well.

Physicians discovered anorexia in the 1870s and 
it was reported that Catherine of Siena only ate 
herbs. In addition, she would take a twig and stick 
it down her throat so that she could vomit.6

Even in the Middle Ages, it was not uncommon 
for people at celebrations to gorge on food and 
then induce vomiting.  This odd behavior was not 
motivated by a desire to be slim and desirable 
but instead, it was oftentimes a sign of wealth 
and status, especially among the Greeks and 
Romans.6

Social influence is the prevalent culprit that 
contributes significantly to eating disorders in 
Western society in the 21st century.7  Caucasian 
women, in particular, are greatly influenced by the 
supermodel ideal: flawless and fat-free.7  Women 
who do not fit this stereotype often have low self-
esteem, self-disgust, and hear an internal voice 
that tells them that they are abnormal.7

Overview of Eating Disorders in the 
Modern World
There are plenty of individuals who have 
characteristics of disordered eating in the U.S. 

Introduction
In Western cultures, many people have access 
to an abundance of all types of food.1  With the 
convenience of fast food consumption, food is 
affordable and can be immediately consumed.1  
The media mainstream idealizes a thin body 
shape for women and this obsession with this 
ideal has become the cultural norm.1  The drive 
for beauty and thinness in the U.S. and globally 
is particularly problematic for teenage girls.  It 
has been reported that about 25% of 14-year-
olds have already considered plastic surgery and 
that about eight in ten want to lose weight.2  In 
addition, two in ten reported having an eating 
disorder.2

Individuals affected by eating disorders have low 
self-esteem and evaluate themselves negatively.3  
These individuals seem to judge themselves more 
vigorously in terms of body shape, weight and 
eating and their ability to control these variables.3  
The undue influence of shape and weight on self-
evaluation is required for a diagnosis of an eating 
disorder.3

An individual’s eating pattern is influenced by the 
balance between physiological factors prompting 
the desire for food and efforts to resist that 
desire.1  The cognitively mediated effort to combat 
the urge to eat is called restraint.  A 10 –item 
restrained eating scale assesses the degree to 
which a person eats less than he or she actually 
would like to eat and a high score is considered a 
risk factor for eating disorders.1

Body image dissatisfaction is oftentimes mediated 
by social comparison.4  Social comparison 
research has mostly focused on media images 
or videos of thin models but researchers have 
also used evidence from eye movements.4  A 
2008 study investigated whether restrained eating 
is related to altered electrocortical processing 
of appetite stimuli in two different motivational 
contexts.4  Restrained eaters and unrestrained 
eaters viewed high caloric food images.4  In 
focusing on images of attractive others, 
individuals with eating disorders tend to have 
lower overall body satisfaction.4

The three most common eating disorders are 
anorexia (starvation), bulimia nervosa (binge 
purge), and binge eating disorder (bingeing).  
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These emotions may stem from the concept that 
individuals with diabetes need to monitor their 
eating and exercise behaviors all day, every day 
for appropriate management of the disease.13  In 
addition, weight gain that can result from insulin 
use may lead individuals to skip insulin injections 
or take too little insulin in order to lose and keep 
off this excess weight.  This disorder can lead to 
diabetic ketoacidosis or hyperglycemia with long-
term oral and systemic complications.  Teenage 
girls and young women find out about this weight 
loss “secret” on Internet bulletin boards for those 
individuals with diabetes and eating disorders.11  
Researchers have this phenomenon estimate that 
450,000 type 1 women with diabetes in the U.S. 
(about one third) have skipped or shortchanged 
their insulin to lose weight and are risking a coma 
and possibly even early death as a result.11  The 
Joslin Diabetes Center reports that “people who 
adopt this behavior wind up with severe diabetes 
complications much earlier.”11  Therefore, the 
treatment team of the patient with diabetes and 
an eating disorder should include a diabetes 
educator.

Herpertz et al studied patients who had both 
diabetes and an eating disorder.14  He found that 
the co-existence of diabetes and eating disorders 
led to poor glycemic control and the increased risk 
of long-term complications.14  In these patients, 
eating disorders persisted over time and there 
appeared to be a vicious cycle of low self-esteem, 
enhanced restrained eating and binge eating.14

An increasing number of adolescents report 
weight concerns and disordered eating symptoms 
that are clinically severe, but do not meet the full 
criteria of an eating disorder.15  Among a large 
sample of American youth, aged 9-14 years, 32% 
of girls and 20% of boys reported trying to lose 
weight and some reported use of destructive 
weight-control behaviors like self-induced vomiting 
and the use of laxatives and/or diuretics.15  It is 
anticipated that a proportion of these individuals 
who report weight concerns that do not meet the 
full criteria will, over time, experience a worsening 
of their symptoms, eventually meeting full 
criteria.15  The number of adolescents with eating 
disorders like anorexia nervosa or bulimia nervosa 
is increasing and many remain undiagnosed and 
untreated.15  There are combinations of symptoms 
that do not fit exact criteria of recognized eating 

and beyond with a broad range of symptoms 
and dysfunctional behaviors.  Making peace with 
food is a realistic goal for those experiencing 
disordered eating, but it’s not as simple as 
following rules of “normal” eating.  Ellyn Satter 
(1999) describes normal eating as, “…flexible and 
varies in response to your hunger, your schedule, 
your proximity to food, and your feelings.”  
Instead, recovering from an eating disorder is a 
transformation to having a healthy equilibrium for 
thinking and behaving around food.8

According to American Psychiatric Association 
(APA), clinical features of eating disorders vary 
but criteria from the Diagnostic and Statistical 
Manual of Mental Disorders, 4th edition (DSM 
IV) serves as a guide to establish a diagnosis in 
a majority of cases.9  There are many screening 
tools available that indicate someone at risk of an 
eating disorder; however, the DSM IV provides 
the standard in which eating disorders are 
diagnosed.

Variants of disordered eating that do not meet the 
diagnostic criteria of anorexia or bulimia nervosa 
have been reported and studied.10  These are 
referred to as eating disorders not otherwise 
specified (EDNOS), which also require treatment 
and should not be dismissed.10  In addition, they 
may stem from issues such as low self-esteem 
and a need to ignore emotional states like 
depression, anger, and pain when established as 
a coping mechanism.10

All health professionals are encouraged to 
expand their views of eating disorders beyond the 
stereotypical person or groups of people, such as 
dancers, gymnasts, or cheerleaders, to include 
dietetic students and individuals with diabetes.  
One eating disorder that is new to the healthcare 
community, but is not yet a recognized medical 
condition, is called diabulimia.  It is occasionally 
seen in teens and adults with diabetes.11  Due 
to the restrictive nature of the treatment for the 
disease, it follows that individuals with diabetes 
may have an increased risk for eating disorders.  
Jones et al. (2000) suggested that the relationship 
between diabetes and eating disorders exists 
due to feelings associated with the intensive 
nutrition guidelines, reactions related to a lack 
of control, or that diabetes is controlling their 
life and concerns with issues of dependence.12  
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order to reduce anxiety.16 The body-size distortion 
during this phase is invented in order to maintain 
the mission to lose weight.16 In addition, stage two 
can be the initial development of phobias, like 
fat and food, resulting in a slowed metabolism.16 
This stage is self-designed by the individual to 
avoid insecurity, but it is doomed to failure and the 
individual is left with obsessive and compulsive 
behaviors, emotionally distanced from others, and 
depressed.16 During the third phase of anorexia, 
individuals find themselves criticized for becoming 
too thin so may become defiant and demand 
special conditions before eating.16 This could 
mean not allowing foods to touch or cutting foods 
into very small pieces (cutting a pea into fourths 
before eating it each section individually). In the 
final stage, the individual with anorexia outwardly 
flaunts her weight loss and thinks that she has 
achieved a new sense of power.16

Goals of treatment for individuals with anorexia 
includes: slowly restore weight to a healthy 
level; resumption of normal eating; treat physical 
complications; enhance motivation to cooperate 
with treatment; relief from guilt and depression; 
education in nutritional and physical exercise; 
correcting maladaptive thoughts; treating 
associated psychiatric conditions; enlisting family 
support and attempting to prevent relapse; and 
initiating realistic goals.9 Medication, especially 
serotonin reuptake inhibitors are frequently 
used for depression, anxiety, obsessions, or 
impulse disorders but are not the sole or primary 
treatment.9 A small percentage of patients recover 
without any or limited assistance. This may occur 
because the individual has a marked change in 
their life, such as falling in love. Total recovery for 
anorexia is only 25-35%.16

Bulimia Nervosa
The lifetime prevalence of bulimia is 1.1 to 4.2% 
and the male-to-female prevalence ratio for both 
anorexia and bulimia is 1:6 to 1:10.9  Individuals 
with bulimia will be of all sizes ranging from small 
to morbidly obese and can gain or lose many 
pounds in short periods of time.

Bulimia nervosa (binge-purge) is characterized by 
recurrent episodes of bingeing and purging.  The 
individual can binge anywhere between 1,000 
to 60,000 calories at a single time over a one to 
two hour span.5  Feelings of panic, disgust, guilt, 

disorders.  In today’s fast paced world, disordered 
eating patterns in teens is commonplace and, 
in addition to wanting to lose weight, some 
adolescents report more serious weight-control 
behaviors such as self-induced vomiting and the 
use of laxatives and/or diuretics.15

Anatomy of Anorexia Nervosa
Among women the lifetime prevalence of anorexia 
nervosa is 0.5 to 3.7%, and the percentage of 
patients with this disorder who fully recover is 
modest.9 It is only since the 1970s that anorexia 
has reached its current epidemic numbers which 
is one out of every 100 teenage girls.9

Although each individual with anorexia displays 
unique qualities, the pervasive characteristics of 
these individuals include an unhealthy weight, 
refusal to eat, and a disturbance in how the 
person views their body. In addition, those with 
anorexia may experience an inability to form 
attachments and an extraordinary dependency on 
a parent that in turn prevents healthy attachments 
between the child and significant others in life.16 
Children, especially girls, who are not able to 
reach out to parents for refuge from cultural 
and other life demands may use her body to 
express her need for perfectionism.16 In addition 
to childhood crises, there are other identifiable 
crisis junctures or profound negative or positive 
life-changing moments that may occur in a 
young woman’s life that create vulnerability for 
anorexia.16 Some identifiable junctures include 
marriage, childbirth, sexual molestation, incest, 
and loss of a best friend.16 Often, the individual 
with anorexia does not realize the behavior is 
abnormal.

The physical and psychological trauma of 
anorexia which causes extreme weight loss can, 
at times, be divided into four stages to trace the 
individual’s thoughts, feelings and personality.16 
Stage one, the achievement stage, is associated 
with a desire to be socially acceptable to peers.16 

As the individual with anorexia continues to 
starve her (him) self, a sense of achievement 
is felt, which quickly reinforces the restrictive 
eating patterns.16 The second stage quickly 
turns into an obsession with the individual with 
anorexia feeling “fat” as weight loss continues. 
The compulsion to lose weight becomes a focal 
point and an obsession with weight occurs in 
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spoon or toothbrush or use of syrup of Ipecac.  
Chronic use of Syrup of Ipecac can affect skeletal 
muscle and cardiac action that can result in 
congestive heart failure, arrhythmia, and sudden 
death.21  Often the dental professional can detect 
the signs of trauma caused by foreign objects on 
the soft palate and pharyngeal area.

The patient can be regurgitating as many as 
five or six times in a day.  Regurgitation brings 
the hydrochloric acid from the stomach to the 
esophagus, pharynx, and oral cavity.  The pH of 
vomit averages around 3.8 with a neutral ph being 
7.0 and enamel demineralization begins at a pH 
of 5.5.  Consistent and continuous vomiting will 
create an unhealthy condition, such as increased 
possibility of rupture of the esophagus, which can 
cause bleeding and risk of mortality.

Individuals using laxatives find the need for 
laxatives increases as the body adapts to laxative 
use.  Individuals may reach the need for over 
60 laxatives in a day in order to get the same 
effect as when they started on just a few per day.  
Prolonged laxative abuse leads to a lethargic colon 
and the resulting problems with defecation.

Binge-Eating Disorders
Binge-eating disorder (BED) is characterized by 
recurrent binge-eating without purging and is 
typically seen in obese individuals.18  The indicators 
of BED do not meet all of the criteria for anorexia 
or bulimia.  This disorder affects 2% of the general 
population and 8% of obese individuals.18  Like 
bulimia nervosa, individuals with a binge-eating 
disorder may harbor distorted attitudes about 
eating, shape, and weight along with disgust, 
shame, depression, and guilt after overeating.18

There is considerable debate about treating binge 
eating, and there are healthcare professionals 
who argue that obesity needs to be treated first.18  
There is some agreement, however, that the 
disorder is multi-faceted and treatment modalities 
may include:  cognitive behavioral therapy, 
interpersonal therapy and behavioral weight control 
management.18  Researchers and clinicians have 
begun to discover there may be two types of eating 
disorder patients, one type that has disordered 
eating and obesity but fewer psychological 
problems and another that has greater long-term 
and entrenched psychological difficulties.18

or depression will set in and the individual soon 
recognizes the need to purge, often minutes 
after the binge.  Purging includes vomiting; 
excessive use of diuretics, enemas and laxatives; 
and fasting or excessive exercise.5  Individuals 
who participate in these behaviors will usually 
experience low self-esteem, shame, and self-
deprecation.5  Self-perception is influenced by 
body shape and weight.  Individuals with bulimia 
may feel out of control, abnormal, and conger 
up feelings of shame and depression.  Typical 
age of onset is late teens or early twenties.5  
Patients with bulimia often understand their eating 
behavior is abnormal.

In addition to recurrent episodes of binge eating, 
individuals with bulimia may have additional signs 
and symptoms:

1. Preference for high-calorie, high carbohydrate 
convenience foods, such as ice cream, during 
a binge since they can be consumed quickly 
and regurgitated with ease.

2. Secretive eating during a binge.
3. Awareness that the eating pattern is abnormal.
4. Termination of an eating binge with purging 

measures:
 • laxative use
 • diuretic use
 • enema use
 • self-induced vomiting
 • excessive exercise
5. Depression and guilt following a binge.
6. Mood swings.
7. Repeated attempts to lose weight with 

severely restrictive diets or methods of 
purging.

8. Frequent weight fluctuations greater than ten 
pounds from alternatively fasting and binging.17

9. Chronic sore throat, hypokalemia, electrolyte 
imbalance, dehydration, irregular heart 
rhythms.21

Purging by vomiting is accomplished in many 
ways.  Use of the index finger and middle finger 
to stimulate the gagging reflex is a common 
practice.  The teeth occlude at the knuckles, 
causing a callous on the dorsal surface of the 
dominant hand over time.  A dental professional 
can easily look at these fingers for a sign of 
disordered eating.  Other popular means of 
vomiting are with foreign objects, such as a 



7

Crest® + Oral-B®
 at dentalcare.com

system which can lead to electrolyte and chemical 
imbalances that affect the heart and other major 
organs.  However, the appearance of one or more 
of these signs of malnutrition does not diagnose 
an eating disorder.  Instead, it presents a “clue” for 
further investigation and possible referral to their 
health care provider.

Eating disorders can be associated with mental 
disorders like depression.  Eating disorders may 
be one of many symptoms of depression or it is 
possible that an eating disorder develops because 
of isolation, stigma, and physiological changes 
wrought by the eating disorder itself.  People with 
eating disorders suffer higher rates of other mental 
disorders besides depression like anxiety, other 
compulsions, and substance abuse.19  In addition, 
stealing food and/or money to buy food can be a 
factor for several individuals.21

One of the disturbing psychological phenomena 
in patients with eating disorders is their lack 
of motivation.22  One measure of motivation 
often used by healthcare professionals is stage 
of change.  This model is divided into stages 
(precontemplation, contemplation, preparation, 
action and maintenance), allowing the practitioner 
to identify the stage of motivation the patient is in.  
Hasler et al assessed stages of change in patients 
with eating disorders.22  Self-referral was positively 
correlated to treatment motivation and emotional 
involvement was also correlated with advanced 
stages of change.22  Stages of change may be 
an independent dimension that is relevant for the 
treatment of eating disorders.22  Therapeutic work 
toward the mobilization of emotions as a means to 
improve readiness to change is also an interesting 
notion for further study.22

Psychologists play an important role in the 
successful treatment of eating disorders and are 
integral members of the multidisciplinary team that 
may be needed to provide patient intervention.  
Group therapy and support groups for individuals 
with eating disorders are common practice and 
available in many cities.

Oral Findings
According to the National Institute of Dental and 
Craniofacial Research (NIDCR), 28% of patients 
with bulimia are first diagnosed during a dental 
examination.23

A 2003 telephone interview study examined 
characteristics of binge eating among overweight 
women who were seeking treatment for binge 
eating or weight loss.19  Women with BED had 
a higher BMI, became overweight at an earlier 
age and reported more unhealthy weight control 
methods than non-BED women.19  They also 
reported more current and past depression, 
suicidal ideation and maternal overweight than 
non-BED women.19  The study also revealed that 
reported antecedents for binge eating were stress 
and boredom.19

Data collected from a large cohort of girls was 
extracted from a 10-year National Heart, Lung and 
Blood Institute Growth and Health Study to focus 
on those subjects with a history of BEDs.20  Forty-
five women with a history of BED (with onset age 
>14 and <20 years) and 1,515 women without 
a history of an eating disorder were included.  
Elevated levels of perceived stress preceded 
the onset of BEDs in some individuals and the 
authors suggested a future research focus on 
stressful experiences as a risk factor for BEDs 
besides demographic and psychological risk 
factors.20

Research on BEDs is limited, and a new 
generation of research is needed to further 
understand the condition.18

Medical and Psychological 
Complications of Eating Disorders
Medical problems associated with eating disorders 
are well documented in the literature and can 
lead to irreversible physical damage and even 
death (www.anred.com).  See Table 1 for some 
of the medical and psychological dangers 
associated with anorexia nervosa, bulimia, and 
BED.  In anorexia nervosa the body is denied the 
essential nutrients it needs to function normally 
(www.eatingdisorders.org).  Physical signs of 
malnutrition can be evident such as emaciated 
appearance; thin, dry, and decreased scalp hair; 
brittle nails; amenorrhea; sensitivity to cold; and/or 
the development of lanugo hair.  As a result, the 
body is forced to slow down all of its processes 
to conserve energy, resulting in serious medical 
consequences.  An abnormally slow heart rate 
and low blood pressure can result in greater 
risk for heart failure.  Bulimia’s recurrent binge-
and-purge cycles can affect the entire digestive 
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Table 1.  Medical and Psychological Complications Associated with Eating Disorders
Medical

• Irregular heartbeat, cardiac arrest, death
• Kidney damage, renal failure, death
• Liver damage, death (liver damage made worse by substance abuse)
• Loss of muscle mass (broomstick-like arms and legs)
• Permanent loss of bone mass; fractures and lifelong problems due to fragile bones and joints. Osteopenia, 

osteoporosis and dowager’s hump
• Rupture of esophagus, damage to lining of stomach, gastritis, gastric distress including bloat and distension
• Disruption of menstrual cycle, infertility
• Delayed growth and permanently stunted growth due to undernutrition.  Person may not catch up to expected 

normal height after recovery.
• Weakened immune system
• Icy hands and feet
• Swollen neck glands; salivary duct stones, enlarged parotid glands
• Increased lanugo hair
• Decreased scalp hair; dry and brittle hair and nails
• Sensitivity to cold
• Dry blotchy skin that has an unhealthy gray or yellow cast.
• Anemia
• Malnutrition
• Electrolyte imbalance--a loss of potassium which can be fatal
• Fainting, seizures, sleep disruption, bad dreams, mental fuzziness
• Fatigue
• Decreased capacity to think
• Dehydration
• Hypoglycemia: including shakiness, anxiety, restfulness and a pervasive itchy sensation all over the body
• Anal and bladder incontinence, urinary tract infections, vaginal prolapse and other medical problems 

associated with weak and damaged pelvic floor muscles.
• Chronic constipation
• Obesity which can lead to increased risk of cardiovascular disease, bowel, breast and reproductive cancers, 

diabetes and arthritis.
Psychological

• Depression that can lead to self-harm and suicide
• Person feels out-of-control and helpless to do anything about problems
• Anxiety, self-doubt
• Mood swings
• Distorted body image
• Guilt and shame, feelings of failure
• Hypervigilance
• Fear of discovery
• Denial of problem
• Obsessive thoughts and preoccupations
• Weigh self several times each day–constant concern with weight
• Overachiever, perfectionist
• Low self-esteem
• Misperception of hunger and satiety
• Compulsive behaviors.  Rituals dictate most activities.
• Feelings of alienation and loneliness.  “I don’t fit in anywhere.”
• Social isolation, eats alone
• Lying, stealing

Modified from:  www.anred.com, Stegeman & Davis, 2005.
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rehabilitation becomes more complex.25  In 
addition, depletion of occlusal contacts results 
in a diminished vertical dental dimension and a 
potentially pathologic mandibular position.25

Many patients with an eating disorder are 
prescribed an antidepressant or antianxiety 
medication in which a side effect is xerostomia.  

The intraoral effects of eating disorders 
include signs of malnutrition, dental erosion, 
traumatized oral mucosal membranes and 
pharynx, xerostomia, dental caries, dentinal 
sensitivity, enlargement of the parotid glands, 
gingival and periodontal diseases, and soft 
tissue lesions.24  Dental erosion can affect labial 
and lingual surfaces of the teeth.  Labial tooth 
erosion corresponds to acidic food/beverage 
consumption.  Time of exposure, friction from 
cheeks and lips, and parafunctional habits 
exacerbate the loss of dental enamel.  Once 
damage is into the dentin, lesions advance more 
rapidly.25  The palatal surfaces of the maxillary 
anterior teeth are oftentimes eroded with a 
smooth, glossy appearance (Figure 1).24

The tongue is very effective at cleaning the 
palate and the lingual surfaces of the maxillary 
anterior teeth.25  The erosion is also known as 
perimolysis and is sometimes characterized by 
loss of enamel with rounded margins, a notched 
appearance of the incisal surfaces of anterior 
teeth, amalgams that have the appearance of 
raised islands, and loss of contours on unrestored 
teeth.24  Fortunately, with the onset of improved 
dental materials, most restorative materials, with 
the exception of zinc phosphate as luting cement, 
resist rather well the acidic oral environment of 
patients with eating disorders (Figure 2).25

Ideally, only essential dental restorations 
should be performed when the patient is in 
active involvement in purging, while extensive 
restorative dental work should be reserved for 
when the patient is in treatment and beginning 
recovery.  Continued purging activity will 
undermine the longevity of the restorations as a 
result of continued loss of tooth structure.26

Once the palatal surface of anterior teeth is 
depleted, unsupported enamel tends to crack 
easily and is exacerbated if the patient has 
parafunctional habits.25  Erosion can also cause 
hypersensitivity to touch and cold temperatures.25  
In addition, once cracked teeth cause inverted 
smiles, individuals with eating disorders may seek 
dental care for aesthetic reasons (Figure 3).26 

The loss of palatal tooth structure permits 
mandibular anterior teeth to keep on erupting 
and, as a result, aesthetic and functional dental 

Figure 1. Eroded palatal surface of maxillary anterior teeth.
Image courtesy of: Dr. Fernando Mercado-Silva L.Od. M.A.O.D. F.P.F.A.

Figure 2. Some restorative materials resist rather well the 
dry and acidic environment of eating disorders.
Image courtesy of: Dr. Fernando Mercado-Silva L.Od. M.A.O.D. F.P.F.A.

Figure 3. Fracture of incisal-edges of maxillary teeth.
Image courtesy of: Dr. Fernando Mercado-Silva L.Od. M.A.O.D. F.P.F.A.
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Enamel erosion, due to repeated regurgitation, 
can occur in as little time as six months.  Once 
purging behavior is suspected, radiographs, 
intraoral photographs, and study models will be 
useful tools to chart progression of damage or 
monitor progress at each appointment.21,27

Table 2 offers a list of recommendations a dental 
professional can provide.  During regurgitation, 
the patient should use a mouthguard for further 
protection of the hard tissues.  Following the 
purging episode, the patient should rinse with 
a combination of baking soda and water to 
neutralize the saliva pH.  Rinsing with tap water 
will reduce the protective nature of the saliva 
and brushing immediately following vomiting may 
cause further damage to the enamel, therefore, 
both practices should be avoided.21,27  In addition, 
the dental hygienist may want to use a fluoride-
containing toothpaste for polishing the teeth 
instead of an abrasive prophylaxis paste.27  Each 
recommendation should be tailored to meet the 
patient’s needs.

Approaching Patients with Eating Disorders
DeBate and Tedesco (2006) explored the 
opinions, beliefs, attitudes, and experiences of 
dentists concerning eating disorders and their 
role in secondary prevention using focus group 
methodology.26  They discovered dentists believe 
they have an ethical obligation to participate in 
secondary prevention of eating disorders, but 
they do fear offending and/or misdiagnosing their 
patients.  There is uneasiness among dentists 
about approaching patient who they suspect 
have disordered eating patterns.26  They also 
admit they are not knowledgeable about oral 
and physical manifestations of eating disorders, 
patient communication involving sensitive topics 
in general, and local referral agencies.25  Dentists 
in this study also revealed they did not have a 
protocol for patients with eating disorders.26  The 
dental hygienist was perceived to be the support 
person in providing needed secondary prevention 
but it was also discussed that this role should be 
maintained and strengthened and that it should 
also include the dental assistant.26

Approaching the topic of eating disorders with a 
patient is difficult and requires a non-threatening, 
non-judgmental, and non-clinical environment to 
reduce anxiety in revealing a well kept secret.  
Since it is out of the scope of practice for a dental 

Xerostomia can increase the potential for caries.  
For the patient with bulimia, a high carbohydrate 
diet often consumed during a binge compounded 
with the low pH of saliva from recurrent vomiting 
and/or xerostomia will also contribute to a high 
caries rate.

Self-induced vomiting can also cause trauma 
to the soft palate and pharynx.24  Nutritional 
deficiencies can also contribute to soft tissue 
lesions like angular cheilitis, candidosis, glossitis 
and oral mucosal ulceration.24

Dentists and dental hygienists have the potential 
to become key healthcare providers in the 
secondary prevention of eating disorders.26  Oral 
and physical manifestations are recognizable 
and seem to follow fairly consistent patterns.26  
Assessment of eating disorders among patients 
is dependent on knowledge of oral and physical 
manifestations but, unfortunately, many dental 
and dental hygiene students are inadequately 
prepared to identify, treat, and refer patients 
with disordered eating.25  DeBate and Tedesco 
(2006) recommend theory-based research to 
explore precursors that will influence adoption of 
secondary prevention by dental care providers.26  
There is a pressing need for the development of 
enhanced dental and dental hygiene curriculum 
and continuing education in this area so that 
dental practitioners will be more consistently 
engaged in early detection and intervention 
activities.  Once signs and symptoms are 
recognized, referral to the patient’s health care 
provider is essential.

Oral Recommendations
A common question from dental professionals is, 
“Should I provide recommendations to prevent 
further damage while a patient is actively involved 
in an eating disorder?  Won’t this knowledge just 
allow a patient with eating disorders to continue 
with their unhealthy habits?”  The answers are 
“Yes” dental professionals are to suggest steps 
to prevent further damage to the hard and soft 
tissues regardless of the patient’s control of their 
eating disorder and “No” suggestions will not 
delay the patient’s desire to seek treatment.  The 
dental professional is to emphasize that damage 
to the hard tissue is permanent and suggestions 
offer only interim solutions to minimize enamel 
loss.  The only way to stop further damage is to 
discontinue continuous regurgitation.21,26
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Table 2.  Oral Recommendations21,27

• Intraoral pictures
• Radiographs
• Study models
• Regular recare appointments
• Meticulous oral hygiene
  Appropriate brushing, flossing and use of necessary oral therapy aids
  Tongue cleaner to remove acid residue
• Home fluoride therapy
  1.1% neutral fluoride gel in tray
  0.5% fluoride daily rinse
• Office fluoride therapy
• Suggestions for dentinal hypersensitivity
• Suggestions for xerostomia
• Avoid brushing after regurgitation
  Wait at least forty minutes
• Avoid rinsing with tap water after regurgitation
• Rinse with 1 teaspoon of sodium bicarbonate with 8 ounces of water immediately after regurgitation
• To minimize enamel loss:
  Use soft or ultra soft toothbrushes
  Avoid toothpaste with abrasive levels above FDA and ADA recommendations
  Avoid “scrubbing” toothbrushing methods
• Use of mouthguard during vomiting episodes
• Discussion of nutritional issues and the relationship to the health of the oral cavity
  Provide examples of noncariogenic and cariostatic foods
  –  Dairy products
  –  Proteins
  –  Products with Xylitol
  Provide examples of acidic foods that can contribute to erosion
  –  Use a straw for acidic beverages
  –  Carbonated beverages
  –  Pickled products
  –  Citrus products

with the patient and provide recommendations 
and referrals as needed.

Conclusion
Disordered eating behaviors are increasing in the 
U.S. and worldwide, especially among adolescent 
and adult women.  Early detection, referral, and 
treatment are essential and include all actions 
that can modify the severity and extent of the 
problem including recognition and treatment 
of intraoral damage to the teeth, oral mucous 
membranes, and periodontium.  Unfortunately, 
not much progress has been made in increasing 
the oral healthcare professional’s capacity for 
secondary prevention of eating disorders and 
much work needs to be done in this area.  The 
recognition of disordered eating behavior requires 
specific knowledge about oro-dental and physical 
cues of disordered eating behaviors.  Increasing 
the number of dental and dental hygiene 
programs that include eating disorders in the 
curriculum along with allocation of didactic and 
clinical instruction time is greatly needed.

professional to diagnose an eating disorder, 
they can present the concrete findings from the 
oral examination.  The patient may not be ready 
to reveal their eating disorder behavior and 
may present many excuses for the observed 
physical conditions noted in the oral examination.  
The patient should be presented with tailored 
recommendations to meet their dental needs.  
The patient ready to disclose the eating disorder 
may need support for the next step.  All dental 
professionals should be aware of community 
resources for eating disorders in their area, 
such as an eating disorder program and provide 
contact information.27  Providing a list of reliable 
Internet sources may be helpful.  Also, encourage 
the patient to contact and honestly discuss the 
situation with their physician, who will be able 
to assist the patient to establish the appropriate 
members of the healthcare team for assessment 
and treatment.

It is essential for the healthcare professional to 
document findings from the oral exam, discuss 
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Case Study
Mary Jackson, age 18, has type 1 diabetes.  She is a senior high-school student who is very sedentary 
and has been battling her weight as a teen.  As with many of your teen patients, weight is a major 
concern to Mary.  As noted at several recare appointments, her weight seems to fluctuate about 10-15 
pounds.

Last exam, preventive visit with her dentist and hygienist:  6 months

Health History:  type 1 diabetes, with an emergency room visit for Diabetic Ketoacidosis since 
the last recare appointment; otherwise health history is unremarkable

No smoking

Rx:  insulin

Vitals:  BP 106/70; Pulse: 72; Respirations: 14, blood glucose level: 310 mg/dL

Call to Endocrinologist revealed a hemoglobin A1C of:  11%

Oral exam:  calloused knuckles on the index and middle fingers of her dominant hand; erosion 
on the lingual surface of tooth #7-10; generalized gingival inflammation.

You ask Mary if she has any problems in her mouth and she tells you that she has some sensitivity 
when she drinks “diet coke”, especially when she drinks it cold along with some bleeding when she 
brushes her teeth.

You also ask Mary if she takes her insulin according to her physician’s instructions.  She indicates that 
she sometimes skips shots because she forgets, but you suspect some other reason for her doing this.  
You ask her when she last saw her Endocrinologist and she indicated that she just saw him a couple of 
days ago.

You tell Mary some of the oral signs that you have found in your oral exam.  You explain that this could 
result from excess vomiting.  Mary denies this.

Due to her high blood glucose value, she has been re-scheduled to another appointment in two weeks.
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Course Test Preview
To receive Continuing Education credit for this course, you must complete the online test.  Please go to 
www.dentalcare.com and find this course in the Continuing Education section. 

1. The full spectrum of eating-related issues from problematic eating behaviors to clinically 
defined eating disorders is the definition for: 
a. Eating disorders
b. Disordered eating
c. Eating not otherwise specified
d. Both A & B

2. Approximately _________ adolescents and young adults present with eating disorders in 
the U.S.
a. 11,000
b. 110,000
c. 11 million
d. 110 million

3. Diabulimia is ____________.
a. a patient diagnosed with severe bulimia
b. a patient that developed bulimia as a result of diabetes
c. a patient that developed diabetes as a result of bulimia
d. classified by the DSM IV as eating disorders not otherwise specified

4. Dry and thin hair, brittle nails, unhealthy weight, amenorrhea, and refusal to eat are typical 
characteristics of individuals with ____________.
a. anorexia
b. bulimia
c. diabulimia
d. binge-eating disorder

5. Individuals with bulimia are generally a normal weight.
a. True
b. False

6. Purging is _______________.
a. self-induced vomiting
b. use of diuretics
c. excessive exercise
d. All of these are methods of purging.

7. Patients with bulimia often understand that their eating behavior is abnormal.
a. True
b. False

8. A binge typically includes foods high in calories and ________.
a. protein
b. fat
c. carbohydrates
d. alcohol
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9. The dental professional may observe this sign of purging during an intra- and extra-oral 
examination:
a. Calloused knuckles on the dorsal side of the predominant hand.
b. Trauma to the soft palate and pharyngeal area by foreign objects.
c. Erosion of enamel.
d. All of the above are signs of purging.

10. A neutral pH of the oral cavity is ______.
a. 3.8
b. 5.5
c. 7.0
d. 9.0

11. The feature that distinguishes a binge-eating disorder from bulimia is:
a. The individual is typically underweight.
b. The individual will binge, but does not purge.
c. The individual will binge and only use laxatives as a means of purging.
d. The individual will chew and spit out food to minimize caloric intake.

12. During an extra-oral examination, the dental professional may note which sign(s) of 
malnutrition in a patient with an eating disorder?
a. Pigmented skin
b. Distended neck veins
c. Varicose veins
d. Presence of lanugo hair

13. During an intra-oral examination, the dental professional may note which sign(s) of an 
eating disorder?
a. Enlargement of the parotid glands
b. Xerostomia
c. Trauma to the soft palate
d. All of the above.

14. A high caries rate is the result of _______________.
a. xerostomia
b. preference of high carbohydrates for purging
c. the low pH of saliva from recurrent vomiting
d. All of the above.

15. Enamel erosion due to repeated regurgitation can occur in as little time as ________.
a. 6 weeks
b. 6 months
c. 12 months
d. 18 months

16. Once purging behavior is suspected, radiographs, intraoral photographs, and study models 
will be useful tools to chart progression of damage or monitor progress at each dental 
appointment.
a. True
b. False
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17. A fourteen year old female patient presents for a routine hygiene prevention visit.  Upon 
examination, you notice dental erosion on certain sections of the patient’s teeth.  Which 
surfaces are you most likely to find dental erosion:
a. Labial surfaces
b. Lingual surfaces
c. Labial and lingual surfaces.
d. Labial, lingual, incisal and occlusal surfaces.

18. The drive for beauty and thinness is more problematic in the U.S. than in other parts of the 
Western world.
a. True
b. False

19. An patient with an eating disorder can sometimes present with angular cheilitis or glossitis.
a. True
b. False

20. Diabulimia may result in teens and adults who skip insulin injections, thinking they may 
lose unwanted weight.
a. True
b. False

21. Approximately one third of women with type 2 diabetes skip an insulin dose in order to 
avoid gaining unwanted pounds.
a. True
b. False

22. Which of the following influences is the most prevalent culprit that contributes to eating 
disorders today:
a. Genetic influences
b. Social influences
c. Biological influences
d. Psychiatric influences

23. Based on the information presented in the Case Study, a possible condition related to 
Mary’s signs and symptoms would most likely be _______________.
a. long term complications associated with her type 1 diabetes.
b. diabulimia.
c. using a hard bristled toothbrush with too much pressure when brushing.
d. lack of oral hygiene.

24. Based on the information presented in the case study, at Mary’s appointment in two weeks, 
your treatment plan will include:
a. Intraoral pictures
b. Radiographs
c. Study models
d. All of the above.

25. Based on the information presented in the Case Study, you will be recommending 
_______________ to minimize further destruction of the enamel.
a. meticulous oral hygiene, including use of a tongue cleaner
b. rinsing with sodium bicarbonate after regurgitation
c. use of a soft or ultra soft toothbrush
d. All of the above.
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Additional Resources
1. American Psychiatric Association Help Center  

http://www.apahelpcenter.org/articles/article.php?id=50
2. Anorexia Nervosa and Related Eating Disorders (ANRED)  

http://www.anred.com/
3. The Body Positive 

http://www.thebodypositive.org/
4. The Council on Size and Weight Discrimination  

http://www.cswd.org/
5. EatingDisorders.org 

http://www.eatingdisorders.org/
6. The Healthy Weight Network 

http://www.healthyweightnetwork.com/
7. National Eating Disorders Association 

http://www.nationaleatingdisorders.org/
8. American Psychiatric Association: Practice Guidelines for the Treatment of Patients with Eating 

Disorders 
http://www.psychiatryonline.com/pracGuide/pracGuideTopic_12.aspx
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