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INTRODUCTION

The lifetime prevalence of all eating disorders
(EDs) is 8.4% among women and 2.2% among
men" . EDs include anorexia nervosa (AN), bulimia
nervosa (BN), binge eating dlsorder (BED) and uns-
pecmed eating disorders (ED-NS)? . ED-NS are pre-
sent in 60 per cent of individuals seekmg help for an
ED® and appear to have the same physical and psy-
chological impact as AN and BN in adulthood*® . 40
per cent of patients with NS-ED are reported to have
a full diagnosis of AN or BN within two years of their
first diagnostic consultation® .

Eating disorders are associated with common psy-
chiatric (depression, substance misuse, anxiety) and
somatic (malnutrition, oral health problems, digestive
disorders) comorbidities. Anorexia nervosa (AN) and
bulimia nervosa (BN) are associated W|th higher rates
of suicide®® gsychlatnc comorbidities® and somatic
comorbldltles compared with unaffected patients.
These disorders often begin in adolescence.

Early detection and early therapeutic intervention
are thought to im zprove the prognosis for patients with
eating disorders .

Primary care is often cited as the setting for the
early detection of these disorders ', although the
effectiveness of screening in primary care has not
been proven . In the guidelines, general practitio-
ners (GPs) are |dent|f|ed as key players in the detec-
tion and management of these patients, particularly
as they see adolescents in consultation 1 :

Patients with eating disorders consult their GPs
more frequently than those without eating disorders
in the five years prior to the onset of their disor-
ders . However, GPs rarely |dent|fy eating disor-
ders' . GPs were aware of onIP/ ;7)er cent of their
patients with bulimia nervosa In the same
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Crossed glances between
patients with eating
disorders and GPs: an
impossible encounter?

study, no cases of anorexia nervosa (AN) were iden-
tified, although GPs at the centre were aware of one
such case; however, the patlent had refused to res-
pond to the research team'”. The incidence of EDs
in primary care is 20 times Iower than that reported
in studies of the general populatlon The preva-
lence of eating disorders in primary care ranges
from 0 to 1 per cent in British studies , with no
cases of anorexia identified. There are no French
studies on the prevalence of eating disorders in ge-
neral practice. Nevertheless, the proportion of pa-
tients receiving treatment for eating disorders in ge-
neral practice was 0.3 per cent in French data™ ,
with a high rate of comorbidity with depression,
which |s fairly similar to Australian data of a similar
nature . British qualitative studies have shown that
GPs felt involved in supporting patients with EDs,
but not in screemng for them, and felt a great sense
of powerlessness . No qualitative studies have
been carried out in France on this subject.

The objectives of our study were to describe, in a
comparative analysis, GPs’ perceptions of their care
of patients with eating disorders and the perceptions
of patients with eating disorders regarding the role of
their GP in their care pathway and treatment

METHOD

We conducted a qualitative study using an ap-
proach inspired by grounded theory for GPs and
patlents21 The COREQ 32 criteria were used for
this study?®

Study population and sampling

This study used data from the General Practice
Observatory (OMG) of the French Society of Gene-
ral Practice (SFMG) as its recruitment base, follo-
wing on from a quantitative study on this subject14
The initial study population consisted of GPs partici-
pating in the OMG data collection. Of these, 62 were
still practising at the time of the study. We contacted
GPs who had, at least once between 1994 and
2007—the period during which this database
existed—recorded an eating disorder as the main
reason for consultation in their medical records. If
they gave their consent, an interview was con-
ducted. Following the interviews, the GPs were in-
formed that they could recruit one of their patients
(male or female) who had been treated for an eating
disorder, as recorded in their medical records, so



that their perceptions could be studied in a
subsequent phase. These patients had to be over 8
years of age, the age at which eating disorders typi-
cally begin according to NICE guidelines.

Data collection

Individual interviews were conducted with GPs
and patients, either face-to-face or by telephone,
given that this was a national sample. They were
carried out by four researchers. An interview guide
was used; the GP would describe a situation encoun-
tered in their practice and then give their opinion on
the role they believed they generally played in the
care of patients with eating disorders. For patients, a
more flexible interview guide was used to facilitate in-
depth and personal discussions.

Data analysis

Data analysis was carried out by three resear-
chers. Triangulation, through discussion and cross-
checking, helped to minimise the initial subjectivity of
each researcher. For the overall categorisation, a
consensus-building process was undertaken using
the principle of constant comparison?' . Coding soft-
ware (Nvivo10°) was used to analyse all these inter-
views, enabling matrix coding, which involved se-
lecting the most explanatory categories and cross-
referencing them to identify the ideas underpinning
the mirror model. The mirroring of the explanatory
model involved comparing the categories derived
from the two studies to reconstruct the social interac-
tions between GPs and patients. Interviews were

General practitioner
(GP): n=24

56.5 years (45-63)
Male 22 (91.6%)
Female 2 (8.4 per cent)
Rural 7 (29.1%)
Semi-rural 3 (12.6 per cent)
Urban 14 (58.3%)
Alone 6 (25 per cent)
In a group 18 (75%)
lle-de-France 7 (29.2%)
Burgundy-Franche-Comté 4 (16.6%)
Nouvelle-Aquitaine 3 (12.5%)
Centre-Val de Loire 3 (12.5%)
Auvergne-Rhéne-Alpes 2 (8.3%)
Grand Est 2 (8.3%)
Brittany 1(4.2%)
Normandy 1(4.2%)
Hauts-de-France 1(4.2%)
Less than 10 years 0
10 to 20 years 5 (20.9%)
Over 20 years 19 (79.1%)
Hypnosis 2 (8.3%)
Psychotherapy 5 (20.9%)
None 17 (70.8%)

Table 1 - Characteristics of the GPs interviewed

conducted until data saturation was reached?'

Deconstructing preconceptions and the field
diary

We compiled a logbook that reflected our percep-
tions, which gradually evolved as we engaged with
the fieldwork, and which enabled us to adjust the
questions in the interview guide. In our view, the GP
had a role to play in coordinating the various specia-
lists (nutritionists, psychologists, psychiatrists) and in
monitoring weight, and maintained a relationship of
trust with these patients. We realised that we had
adopted a hospital-centred approach, that is to say,
a perception that the responsibilities of healthcare
professionals were divided according to their specia-
lism. We expected patients to recount difficult life
stories linked to their family circumstances. We also
anticipated a lengthy and difficult recruitment pro-
cess.

Ethics Committee

All study participants gave their verbal consent.
The study received approval from the Centre Ouest
1 Human Research Ethics Committee (CPP 2013-
N10).

RESULTS

24 GPs and 6 female patients were interviewed
between 2014 and 2016; all GPs and 5 female pa-
tients were interviewed face-to-face, whilst one fe-
male patient was interviewed by telephone at her
request (sessions lasting between 19 minutes and 1
hour 19 minutes). (Tables 1 and 2).

Four mirror-image categories have emerged.

Eating disorders: a situation rarely encountered
by GPs, despite patients’ long-standing family
and personal problems

GPs found it difficult to define eating disorders
because they are rarely encountered: “Well, er... it’s
a bit complicated to define... so actually...” (GP4A)
“l was actually looking into it just before you arrived;
it's something that’s very rare. There are years when
we don't see any at all. | think over the last four
years I've only come across it two or three times at
most.” (GP2B). They were able to identify a certain
unease but struggled to distinguish between a nor-
mal and a pathological situation: “People who are
concerned about their body image, who, er... are...
well, ultimately | think these people have eating be-
haviour that’s, er...... normal, shall we say—if we
can use that word—and who are constantly plagued
by guilt about what they eat, telling themselves, ‘I'm
going to have this, itll make me put on weight,’
well...” (MG5B).

The patients said they had always lived with a
psychiatric disorder — often initially that of their pa-
rents — and a sense of shame, sometimes from
childhood onwards during episodes of compulsive
eating, having learnt to conceal the disorder: “She
was already depressed; | lived through it. | really
have memories from when | was little of my mother
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Gender Eating disorder Re- History  Duration Age at diagnosis
ported of hospi- of con- (duration of fol-
comorbi- talisation sultation low-up with the
dities for ea- s (min) GP since first
ting contact)
disor-
ders
Female Divorced Anorexia Depres- 25 years old (19
twice, no Mental health condi- sion years old)
children tion with binge-eating
episodes and vomi-
ting, as reported by
the patient
P2 | Female | 21 Econo- Single Subsyndromic form of | Depres- No 45 20 years (5 years)
mics No children anorexia diagnosed sion
student by the GP
P3 | Female | 24 | Business Single Anorexia Not No 31 18 years (7 years)
school No children Restrictive-type men- | described
student tal disorder as re-
ported by the patient
P4 | Female | 57 On disa- In arela- Binge eating Depres- Yes 19 30 years old (35
bility tionship Bulimia, as reported sion years old)
benefit, No children by the patient
primary
school
teacher
P5 | Female | 51 Accoun- Divorced, Subsyndromic form of |  Thyroid No 54 35 years (23
ting 3 children bulimia diagnosed by cancer years)
manager GP
P6 | Female | 41 Account In arela- Anorexia nervosa with | Depres- No 55 32 years old (6
manager tionship, binge-eating episodes sion years)
separated and vomiting, as Alcohol
from the reported by the patient depen-
father of her dence
two children Sleep
disorder

Table 2 - Characteristics of the patients interviewed

being depressed and suicidal. These are things that
are still, truly, painful” (P6) “I was waiting for just one
thing: for my parents to leave the house, which hap-
pens... which doesn’t happen all that often, and there
you go—all it took was a bit of fresh bread in the
house, and I'd rush to the fridge to spread a huge
layer of butter on it. | was well aware that it wasn’t
normal.” (P4), and a need for comfort shared by all

The encounter between the GP and the patient
with an eating disorder: the clash between the
two parties and the relief of revealing the disorder

The patients had all experienced the diagnosis
from their GP as a shock followed by relief and hope
of recovery: “It’s hard to hear when they tell you that.
| mean, deep down we know it, but... Ah, it feels
strange; you think to yourself: getting past the denial
during the consultation” (P6) The GPs were suddenly
made aware of the physical, verbal and sexual abuse
experienced by the patients “So, er... and that’s
when it started; | think it was from her that | began to
make the connection, er... between eating disorders
and incest. And to systematically ask the question
afterwards.” (GP6B) “Because there are psychologi-
cal disorders that stem from childhood, involving
abuse by both the mother and the father.” (GP4C) on
the difficulty of providing care and the family environ-
ment;
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Managing eating disorders on a day-to-day ba-
sis: patients’ isolation and shame, and GPs’ ini-
tial sense of helplessness

Some female patients spoke of social isolation,
sometimes complete: “I had to stop working, even
though | had a job.” (P4) “No, we hide away, basical-
ly. We... we distance ourselves from people, be-
cause we have to... ” (P6), accompanied by a sense
of shame about discussing eating disorders and a
secret buried within everyday life: “My partner had to
break the lock. And then, for me, when | saw that, it
was terrible; | thought to myself: this is going to be a
disaster, | won't be able to lock myself away
anymore. ” (P5). The GPs, for their part, expressed
a sense of incompetence and initial helplessness
when faced with patients’ everyday situations: “
and for those with bulimia, protecting yourself, be-
cause you can be taken in” (MG6B) “you’re not
necessarily well equipped. So I'd say the first feeling
I'd mention is a sense of unease. Er... probably a
sense of, er... limited competence, I'd say.” (MG2B).
The GPs focused on treating the associated depres-
sion: “ultimately, it's the depression that I'll tackle
first” (MG5C).

A fundamental therapeutic alliance: the GP as a
trusted figure, but the risk of emotional depen-



dence

The GPs wanted to establish a climate of trust
from the outset without becoming too involved: ‘Well,
| try to make sure she suffers as little as pos-
sible’ (GP5B), ‘the role was to, er... it was to have
established a climate of trust so that she could open
up, but without being too intrusive” (MG7C). They
emphasised the importance of a good care network
to avoid the all-too-common feeling of professional
isolation: “There’s a coordinating role, isn’t there? To
put people in touch and maintain the connection, to
maintain the relationship... the relationship with the
patient and to work on that and to keep having an
influence, to keep monitoring, objectives, well, things
like that. But to, you know, give a bit of guidance and
organise things.” (MG10C) “The problem, as in practi-
cally all psychiatric care, is that we don't get any
feedback. ” (MG5C). Patients regularly expressed a
very strong emotional bond with their GP and a fear
of not being heard, or even of being abandoned: “It's
a relationship of trust. I'd even say that... it goes
beyond the medical relationship.” (P4) ‘What I'm
saying is pessimistic, but, er, | think it’s going to
become increasingly rare to be listened to’ (P5). ‘I
was, er, with schizophrenics; | wasn'’t with people, er,
they put me in with them — that’s how they do it in
hospital’ (P1)

DISCUSSION

An impossible encounter between GPs and pa-
tients with eating disorders

A difficult, even impossible, encounter arose bet-
ween GPs, who felt powerless and incompetent, and
patients, who felt ashamed and isolated. The results
showed that GPs and patients struggled to interact
during these care encounters.

GPs’ sense of incompetence and the
search for solutions

GPs described these care pathways as difficult
and time-consuming. They expressed a sense of
helplessness, or even uselessness, as reported in
the literature*®® . Whilst some GPs in our study re-
ported difficulties in accessmg specialist services, as
noted in the literature®® , others had resorted to a
multidisciplinary approach, which helped to alleviate
their sense of difficulty or incompetence, as des-
cribed previously®* .

In a study from the English-speaking world, 59 per
cent of GPs did not believe they had the necessary
skills to diagnose and subsequently manage patients
with eating disorders® . As for psychiatrists, in ano-
ther study, they were more comfortable with dia-
gnosis than with patient management®

From denial to realisation: confidence as the solution

Our study identified feelings of shame and denial
as major barriers to seeking care amongst patients.
These barriers are well documented in the literature,
as are a lack of awareness of therapeutic resources
and support networks, negative attitudes amongst

healthcare professionals, and a Iack of encourage-
ment from those close to the patient ?’

The eating disorder was described by patients as
an unexpected event that had ‘come out of the blue’.
It was sometimes described as a ‘thing’, which La—
plantine characterised as an external enemy 2
This notion of an external enemy was an expressmn
of denial. The surprise at the existence of the condi-
tion likely reflected the strong denial associated with
the eating disorder. Some patients reported difficul-
ties in accessing care (suitable facilities, specialised
adult inpatient units), in line with a UK study descri-
bing inadequate development of the care network
and funding-related barriers to access 2

In our sample, the women reported having expe-
rienced psychiatric symptoms prior to the onset of
the eating disorder. One had suffered from anxiety
disorders. Several described depression, with se-
vere manifestations such as self-harm and suicide
attempts — comorbidities documented in the litera-
ture™

The patients described their GP as a trusted fi-
gure in their care pathway. In a study of patients with
eating disorders, feelings of support and satisfaction
with care were higher when the GP was avallable
particularly in relation to the eating disorder®

Strengths and weaknesses of the study

To our knowledge, this was the only French quali-
tative study on the subject, despite the data having
been collected some time ago.

Our national sample ensured that diversity was
taken into account. Nevertheless, all GPs were
members of the SFMG. Patient recruitment proved
difficult. Over a 12-month period, the contact details
of only 8 women were provided by 3 GPs from diffe-
rent practices and with different profiles who had
nothing in common. According to the GPs, no men
were affected by the issue, even though there were
a few in the SFMG cohort studied; this may be
linked to the predomlnantly female perceptlons of
eating disorders in our Western society®. We were
therefore only able to interview women on this sub-
ject. One woman declined and another died before
the interview could take place. The duration of the
interviews was shortened for some patients due to
their state of health. Data saturation was probably
not achieved. The mirroring approach highlighted
just how difficult the encounter between GPs and
patients with eating disorders can be.

Telephone interviews were chosen for practical
reasons, despite the lack of body language and a
likely reduction in the level of trust. Telephone inter-
views are recognlsed as being equivalent to face-to-
face interviews

Outlook

Encounters between patients with eating disor-
ders and GPs are made difficult by factors internal to
both patients and doctors, but also by a lack of
structure in the care pathway. Working within a rela-
tionship based on the therapeutic alliance enables
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GPs to make a diagnosis and help patients, thereby
enabling them to move beyond denial®? .

Towards a biopsychosocial approach to eating disor-
ders in primary care?

GPs appeared to frame eating disorders within a
holistic, biopsychosocial approach by supporting pa-
tients in their social and family circumstances, whilst
incorporating the management of symptoms of de-
pression. GPs have a general competence in mana-
ging the burden of illness, that is, the impact of a
chronic condition on overall quality of life. This com-
petence is not specific to eating disorders, and GPs
should approach the management of these disorders
in the same way as common chronic conditions in the
MS population (diabetes, cancer), with the same faci-
litating factors and the same barriers®® .

Exploring self-esteem

Studies have shown a link between low self-
esteem and the onset of EDs* . A marked sense of
shame about one’s own body during adolescence
was an early predictor of the onset of these disorders
in adulthood, a finding also observed in our study.
Studies could be conducted in cohorts of adolescents
attending clinics for chronic conditions to explore the
significance of low self-esteem in the onset of eating
disorders.

Addressing doctors’ negative perceptions

A recent qualitative study explored how GPs’ ne-
gative perceptions of patients with eating disorders
began as early as medical school*®. More specific
training in empathy, involving discussion groups mo-
delled on the Balint method, for example, would help
healthcare professionals develop a reflective ap-
proach towards patients with chronic conditions cha-
racterised by a poor prognosis and denial. The aim of
these groups is to simulate situations that healthcare
providers find difficult, so that they can learn to ma-

nage them effectively in the future™ .

A multi-professional care network facilitating contact
between GPs and patients with eating disorders

The lack of a clear pathway in the care process is
an obstacle to identifying these situations. Once
such a pathway is established and well-known, the
rate of identification increases® . In France, some
existing networks rely on tertiary care services
specifically for eating disorders, accessible to pa-
tients via a voluntary organisation such as the
French Federation for Anorexia and Bulimia (FFAB),
which offers a dedicated helpline and involves pa-
tient partners. GPs have a vital role to play in struc-
turing this care pathway, both physically and psy-
chologically.

CONCLUSION

Our qualitative study highlighted the major chal-
lenges faced by GPs and patients with eating disor-
ders, characterised by a sense of helplessness
among healthcare providers and persistent shame
among patients. The results underscored the gap
between the perception of eating disorders as a rare
condition in primary care and their complex reality,
often linked to early-life trauma and psychiatric co-
morbidities. The therapeutic alliance was hampered
by the absence of structured care pathways and a
lack of specific training. An integrated biopsychoso-
cial approach, combining capacity-building for GPs,
multidisciplinary  coordination and awareness-
raising, appears essential to improve screening and
support.

The authors have declared that they have no conflict of
interest regarding the data published in this article. The
declarations of interest for each of the article’s authors are
available online at www.transparence.gouv.fr.

Abstract

Introduction. Eating disorders, which are common in the general population, are associated with severe psychiatric and
physical comorbidities. Early detection of EDs would improve the prognosis for patients with EDs. General practitioners
(GPs) are often cited as the key players in the early detection of EDs, whilst the patients concerned do not seem to discuss
this during consultations. There is little data to explain this discrepancy.

Objective. To compare GPs’ perceptions of their care for patients with EDs with those of patients with EDs regarding the
role of their GP in their care pathway and treatment.

Methods. A qualitative study using a grounded theory approach. GPs participating in the General Practice Observatory’s
database were recruited; they in turn recruited patients with eating disorders whom they were treating in their practices.
Individual interviews were conducted, and a constant comparative analysis contrasting GP and patient perspectives, with
triangulation by three researchers, was carried out.

Results. 24 GPs and 6 female patients were interviewed. The four categories identified were: 1) Eating disorders: a condi-
tion rarely encountered by GPs, despite the patients’ long-standing family and personal problems; 2) The encounter bet-
ween the GP and the patient with an eating disorder: the clash between the two parties and the relief brought by the dis-
closure of the disorder; 3) Managing the eating disorder on a day-to-day basis: the patients’ isolation and shame, and the
GPs’ initial sense of helplessness; 4) A fundamental therapeutic alliance: the GP as a trusted figure, but with the risk of
emotional dependence.

Discussion. An impasse was observed between GPs feeling helpless and incompetent and patients experiencing shame
and isolation. GPs appeared to adopt a biopsychosocial approach to patients with eating disorders, were able to draw on
specific networks within tertiary care, and needed to address their own negative perceptions. It seems important to remind
GPs of the need to identify low self-esteem in adolescents as a marker for eating disorders, and to utilise emotion-focused
practice groups.

Keywords: Eating disorders — primary care — qualitative research.
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