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If one were to associate words 
to describe the person with dis-
ordered eating, the typical first 

thoughts are young, female, over-
achiever, and altered body image. 
Rarely would anyone, even health-
care providers, associate the words 
mature, middle aged, or older with 
disordered eating issues or a diagno-
sis. Yet, do all with disordered eating 
present as adolescents or young 
adults? What happens to women 
who were diagnosed in their teens or 
early 20s as they age? Does the prob-
lem resolve, particularly if treatment 
was sought; does it become sup-
pressed; or does it resurface as the 
person struggles through difficulties 
that may manifest at various times 
such as childbearing, loss and grief, 
changes in relationships, and em-
ployment in their lifetime? This article 
addresses disordered eating preva-
lence, associated factors, and poten-
tial complications in midlife and older 
women. Guidance is provided on 
identifying disordered eating in these 
age groups. 

Eating disorder 
classifications and 
complications
The Diagnostic and Statistical Man-
ual of Mental Disorders (DSM-5) 
describes five main categories of 
feeding and eating disorders1:
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• � Anorexia nervosa: Restriction of 
energy intake leading to a sig-
nificantly low body weight; in-
tense fear of gaining weight or 
becoming fat; and disturbance 
in the way in which one’s body 
weight or shape is experienced.

• � Bulimia nervosa: Recurrent epi-
sodes of binge eating (discrete 
amount of time, lack of con-
trol); recurrent inappropriate 
compensatory behavior not to 
gain weight (eg, self-induced 
vomiting, misuse of laxatives, 
diuretics, medications, exercis-
ing); both behaviors occurring 
at least once weekly for 3 
months; self-evaluation unduly 
influenced by body shape and 
weight; and disturbance not 
occurring exclusively during ep-
isodes of anorexia nervosa.

• � Binge eating disorder: Definition 
of binge eating as in bulimia 
nervosa associated with three 
(or more) of the following: eating 
much more rapidly than normal; 
eating until feeling uncomfort-
ably full; eating large amounts of 
food when not feeling physically 
hungry; eating alone because 
of feeling embarrassed by how 
much one is eating; and feeling 
disgusted with oneself, de-
pressed, or very guilty afterward. 
Binge eating is associated with 
compensatory behavior and 
occurs on average at least once 
weekly for 3 months.

• � Other specified feeding or eating 
disorder: Symptoms characteris-
tic of a feeding or eating disorder 
causing clinically significant 
distress or impairment in social, 
occupational, or other important 
areas of functioning predomi-
nate but do not meet full criteria.

• � Unspecified feeding or eating 
disorders: Same as above, but 
used in situations in which the 
clinician chooses not to specify 

the reason criteria are not met 
and includes presentations in 
which there is insufficient infor-
mation.1

Recently in the literature, varia-
tions on the theme of disordered 
eating have been described. The 
idiomatic terms of drunkorexia and 
diabulimia, not recognized by the 
DSM-5, have arisen. The former refers 
to calorie restriction prior to inges-
tion or in anticipation of ingestion of 
alcohol, plus excessive exercise as a 
possible third component.2 The mo-
tivation may be to not gain weight 
or get drunk faster.3 The latter refers 
to restricting insulin by persons with 
diabetes to lose weight.4 

Health complications abound 
with prolonged disordered eating 
behaviors and become riskier as the 
person ages. Comorbidities may 
include cardiovascular disease, gas-
trointestinal disorders, kidney prob-
lems, metabolic issues, endocrine 
shifts, osteoporosis, and arthritis.5–7 
Particularly in older persons with 
anorexia nervosa, loss of bone den-
sity may lead to decreased mobility 
and a higher fracture rate.5 Bulimia 
nervosa is associated with cardio-
pulmonary problems, electrolyte 
imbalance, gastroesophageal reflux, 
constipation, diarrhea, oral health 
problems, muscle weakness, and 
gynecologic disorders.7

In a longitudinal Canadian study 
of 818 women hospitalized with 
bulimia nervosa, researchers found 
it associated with ischemic heart 
disease, atherosclerosis, and cardiac 
conduction as well as 21.93 times 
the risk of myocardial infarction at 
2-year follow-up and 14.13 times 
the risk at 5-year follow-up.8 Patients 
with bulimia nervosa had a 4.72 
times the risk of death than the 
comparison group of women hospi-
talized for pregnancy-related events 
up to 8 years post hospitalization.8 

The most common altered eating 

pattern as a person ages is binge 
eating disorder.9 Obesity and its 
sequelae are directly related to com-
plications and possibly even death 
from binge eating disorder.7 Meta-
bolic syndrome, insulin resistance, 
type 2 diabetes mellitus, and dyslip-
idemia all raise the person’s risk for 
health issues, particularly after age 
40 years. Identification of persons 
with binge eating disorder is a chal-
lenge for clinicians. If the person’s 
reported attempts to lose weight 
have failed despite lifestyle changes, 
however, specific eating behaviors 
need to be investigated and a refer-
ral to a nutrition consultant may be 
appropriate.

Current knowledge about 
eating disorders in midlife 
and older women
Although research on eating disor-
ders in midlife and older women is 
limited, studies reported in the past 
10 years provide some insights. A 
decade ago, it was noted that 67% of 
women older than age 30 years were 
dissatisfied with their body weight.10 
In 2018, researchers also noted that 
body image dissatisfaction may be 
one of the factors affecting eating 
patterns in older women to the same 
degree as in younger populations.5 
This is not to say that body weight 
and body image dissatisfaction cause 
eating disorders across the lifespan, 
but the psychological predictor of 
body dissatisfaction remains fairly 
stable throughout life.5 Contributing 
factors to body dissatisfaction as a 
person ages include body weight 
increase, especially after pregnancy, 
and age-related musculoskeletal and 
hormonal changes that alter body 
shape. Women particularly may be 
trying to stave off aging and in their 
search for a youthful appearance turn 
to weight loss as an imperative. The 
term “perimenopausal eating disor-
der” was coined by authors theoriz-
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ing that hormonal influences play a 
role in developing eating disorders.11 

In the United Kingdom in 2010, 
researchers interviewed a small 
sample of patients older than age 
50 years who presented to a na-
tional eating disorder center. Their 
aim was to determine whether the 
eating disorder was of new onset or 
of a chronic nature. They found no 
evidence of late-onset disorders and 
that the psychiatric issues were life-
long.12 Other investigators tended 
to agree with this finding a few years 
later, stating that it seems anorexia 
in middle-aged and elderly women 
is primarily a chronic emergence of 
an earlier-onset problem.6

In one study, researchers ex-
amined first inpatient admissions 
assessment records for disordered 
eating between 1989 and 2006 and 
then in a separate study from Jan-
uary through May 2007. They com-
pared middle-aged women with 
younger women seeking treatment. 
The self-reported onset was 17.0 
years for those age 18 to 39 years 
and 21.4 years for those age 40 years 
and older.13 Although treatment was 
sought at an older age, the onset 
was still in the young adult range.

Prevalence
In 2010, investigators reported a 1% 
prevalence of women presenting for 
eating disorder treatment at age 50 
years and older.12 Other researchers, 
however, found a significant increase 
of admission for treatment in women 
age 40 years and older, from an aver-
age of 4.7% in 1989 to 2001 to 11.6% 
in 2002 to 2006.13 In a 2006 study, it 
was reported that of 175 participants 
(women age 60-70 years), 3.8% met 
the criteria for an eating disorder.14 
More recently, in 2018, it was found 
that in a sample of 245 women age 60 
to 90 years, 11.84% had clinical levels 
of disordered eating according to re-
sults on the Eating Attitudes Test-26.5

The results of these studies are 
not associated with normal varia-
tions in eating patterns as a person 
ages and need to be differentiated. 
As a person ages, generally appetite 
decreases as well as caloric intake 
due to reduced energy expendi-
ture, decreased gastric motility, and 
lessened taste and smell response. 
The latter physical changes may be 
termed “anorexia of aging” and are 
considered a normal consequence 
affecting 16% to 20% of persons 
older than age 65 years.6,15 

These findings from research stud-
ies do highlight that eating disorders 
occur in midlife and beyond, no mat-
ter if the disordered eating pattern 
may be of new onset. The numbers of 
midlife and older women with disor-
dered eating may be underestimated 
due in part to older adults’ embarrass-
ment at having a disorder associated 
with “teenage pathology.”7 According 
to results from a 2017 study, 3.5% of 
older women (> age 40 years) met the 
DSM-5 criteria for an eating disorder.16

Associated factors
Factors associated with disordered 
eating in older women are similar to 
those seen in their younger counter-
parts.5 Psychological symptoms may 
be the chief complaint of the history 
of the present illness. Similar to critical 
periods in adolescents and young 
adults, transitions during menopause 
make older women more vulnerable 
to associated changes in appearance 
and concerns of aging.16 In one study 
of elderly women (age 60–90 years), 
sociocultural pressures to be thin and 
attain perfection as well as the onset of 
depression were significantly related 
to eating pathology.5 In a descriptive 
study of patients age 50 to 68 years 
(only 1 male) who presented to a na-
tional eating disorder center, psychiat-
ric comorbidity was revealed: depres-
sion (46%), anxiety disorders (31%), 
alcohol dependency syndrome (19%), 

and personality disorder (19%).12 
Weight suppression, defined as 

the difference between highest past 
nonpregnancy weight and current 
weight (current weight < highest 
weight), and weight elevation (cur-
rent weight > lowest weight) were 
associated with eating disorder 
symptomatology in women age 
50 years and older.17 In the Gender 
and Body Image study, 1,776 female 
participants completed online demo-
graphic and eating psychopathology 
questions. Women who had higher 
scores on weight suppression and 
weight elevation questions were 
more likely to engage in current 
weight loss attempts, extreme life-
time restriction, and skipping meals 
over lifetime. Those with higher 
weight suppression scores reported 
more binge eating, greater frequency 
of weight checking, overvaluation of 
shape and weight, and lifetime fast-
ing. Those scoring higher on weight 
elevation questions reported nega-
tive impacts of eating and dieting.17

In one review of studies pub-
lished between 1930 and 2013 that 
evaluated eating disorders in older 
adults, it was noted that late-life 
eating disorders were associated 
with anxiety and depression but less 
substance abuse, self-harming be-
haviors, and suicide attempts.7 The 
authors of the review did not spe-
cifically define late life. They did ac-
knowledge, however, that an onset 
after the age of 40 years is generally 
considered late onset. The studies 
related to both late-onset disor-
dered eating as well as those having 
been diagnosed in the traditional 
age group (16–25 years) but who are 
now in midlife or older age.7 

Identifying eating 
disorders in midlife and 
older women
It appears likely from the minimal 
research on the topic that most 
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midlife and older women presenting 
with disordered eating developed 
behaviors earlier in their lives. Per-
haps they were diagnosed, but 
as a person’s healthcare provider 
changes and without interoperable 
electronic health records, unless the 
person self-reports, that data may 
remain hidden. Women with eating 
disorders such as anorexia nervosa, 
bulimia nervosa, binge eating, and 
other related diagnoses do not 
generally present as emaciated, hy-
pokalemic, dehydrated, and amen-
orrheic. The person may not choose 
to reveal their weight loss strategies 
and/or coping and eating behaviors 
unless directly asked. Awareness and 
recognition of the probable signs 
are key for the clinician to provide 
holistic care. Researchers recom-
mend screening women with a 
history of bulimia nervosa for cardio-
vascular disease for prevention and 
treatment, which emphasizes the 
importance of obtaining a thorough 
health history as the person ages.8 
Trust gained by the clinician is a key 
element in eliciting long-term accu-
rate health histories with possible 
influential health factors.

Simple questions during the health 
history and/or physical exam may be 
posed to the midlife or older woman 
to open the door to discussion. 
“Do you consider yourself a healthy 
person?” may open the dialogue. 
Follow-up, more direct questions may 
be, “Do you ever restrict your food 
intake?” or “Do you ever make your-
self vomit or use laxatives to control 
your weight?” to bring up the topic of 
eating habits. If a concern is raised, a 
dietary recall for the day may provide 
insight. These are simple questions 
sometimes without simple answers. 

These questions may be used to 
start the conversation in a face-to-face 
interview, although the elicited infor-
mation would not give any historical 
background about disordered eating 

behaviors. Issues arise with self-report 
when collecting data, so it is difficult 
to say with certainty as to whether age 
of onset indicates onset of behaviors 
or actual diagnosis in each case. For 
women older than their mid-20s, 
however, most likely the eating disor-
der behaviors developed over years 
were exacerbated with life-changing 
stressful events such as pregnancy, 
childbirth, and divorce. Age at which 
treatment was sought may be many 
years after onset.

The use of one of the formal 
screening measures that are available 
may be considered when red flags 
are raised or the answers to questions 
are concerning (Box). Several formal 
screening measures are available. The 
Eating Disorder Examination Ques-
tionnaire 8 (EDE-Q-8) adapted from 
the longer Eating Disorder Exam-
ination Questionnaire (EDE-Q) with 
eight questions is manageable in the 
clinical setting to ascertain an initial 
global assessment and has good 
psychometric properties.18 Questions 
address: restraint over eating; food 
avoidance; preoccupation with food; 
feelings of fatness; desire to lose 
weight; guilt about eating; dissatis-
faction with weight; and discomfort 
with seeing one’s body. 

Other screening tools include the 
Screen for Disordered Eating (SDE), 
Eating Disorder Screen for Primary 
Care (EDS-PC), and SCOFF (sick, con-
trol, one, fat, food) screener.19 The 
SDE screen incorporates questions 

from the longer SCOFF instrument 
that was developed with DSM-4 cat-
egories. The SDE is considered valid 
in primary care due to its versatility 
in identifying binge eating disor-
der. The SDE is limited in that it is a 
self-report measure and therefore 
may have inherent bias. The SDE is 
not age specific. The SDE questions 
are as follows:

• � Do you often feel the desire to 
eat when you are emotionally 
upset or stressed?

• � Do you often feel that you can’t con-
trol what or how much you eat?

• � Do you sometimes make your-
self throw up (vomit) to control 
your weight?

• � Are you often preoccupied with 
a desire to be thinner?

• � Do you believe yourself to be fat 
when others say you are thin?

A 2003 study compared the 
SCOFF and the EDS-PC, a 5-question 
measure.20 Analysis indicated that 
although the screens were not much 
different, the SCOFF was less sensi-
tive than the EDS-PC and the EDS-PC 
questions were more likely to rule 
out an eating disorder.20 The ques-
tions from the EDS-PC most likely to 
rule out an eating disorder are:

• � Does your weight affect the 
way you feel about yourself?

• � Are you satisfied with your eat-
ing patterns?20

The EDS-PC questions most likely 
to rule in an eating disorder are:
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• � Do you worry that you have 
lost control over how much you 
eat?

• � Do you make yourself sick 
when you are uncomfortably 
full?

• � Do you currently suffer with or 
have you ever suffered in the 
past with an eating disorder?

• � Do you ever eat in secret?20

In a 2019 opinion, based on previ-
ous evidence from 2008 and 2010, the 
authors deemed the SCOFF question-
naire and the EDE-Q as useful primary 
care screening instruments for eating 
disorders.21 A recent meta-analysis 
and review of 25 validation studies 
of the SCOFF, however, found that 
although the tool is useful for younger 
women, there is not enough evidence 
to support its use in primary care and 
community-based settings. It also 
does not cover the eating disorder 
categories in DSM-5.22 

Yet perhaps the most important 
question to ask the midlife or older 
woman is whether or not she has a 
past history of an eating disorder. 
The answer to this question will 
guide the discussion between the 
clinician and client.

If the person is not ready or reluc-
tant to identify or denies there is a 
problem, the National Eating Disorders 
Association has an online screening 
measure for those age 13 years and 
older that may help women recognize 
they are at risk.23 Mental Health Amer-
ica and the Healthy Minds Network 

have also identified many thousands 
at risk through online screening tools 
for the layperson.23 

Conclusion
If midlife and older women with 
underlying eating disorders have 
comorbidities with their younger 
counterparts, is it not feasible that 
some of the behaviors may carry 
over to adulthood or begin to be 
exhibited at a later age? No matter 
what the age group, identification of 
eating disorders in the primary care 
setting can present a challenge for 
the clinician especially in the early 
phases prior to physical changes 
and reduction in the quality of life.24

The wise clinician listens for cues. 
Astute history-taking skills with sen-
sitivity to disordered eating issues 
are necessary to elicit potentially 
detrimental behaviors. A trusting re-
lationship between clinician and pa-
tients is necessary to assist in man-
aging interventions. The clinician 
needs to develop a strategy with 
the patient as to how to handle the 
problem. Referral sources should be 
made available to the person when 
an eating disorder is identified such 
as counseling, nutrition, and social 
work if assistance is needed to cover 
costs of services. An interdisciplin-
ary interventional approach is best. 
Identification and treatment and 
increasing treatment coverage may 
decrease eating disorder-related 
morbidity and mortality.25	 =
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