























female athlete triad continued

Relative Numbers of Patients
Who Have the Female Athlete Triad

Poor Fair Good Very good

Prognosis

Figure 1. For illustrative purposes, a bell-shaped curve can
describe the prognosis for patients who develop the female
athlete triad. At the two extremes are patients who have chronic
disease and multiple hospitalizations and those who have a very
mild disease. Those with moderate-to-severe disease tend to
have had the triad longer and are likely to require hospitaliza-
tion. Those who have mild-to-moderate disease are likely to
have a disturbed body image and need multidisciplinary
management, but they are less likely to be hospitalized.

Joy: Being male and having an eating disorder is
an indication of poor prognosis, as is being mar-
ried, because it implies that the disease process
has been longer. Other factors associated with a
poor outcome are very low self-esteem and be-
ing able to correct the weight problem but not
the underlying psychological issues. This last
factor expresses itself in the patient who wants
to please her coach, doctor, and psychotherapist
by gaining weight just to get to play.

Prognosis for the triad can be viewed as a
bell-shaped curve (figure 1). On one end is the
patient who has a very mild disease, often as a
result of nutritional misinformation. She may
not need multidisciplinary management and is
probably never going to need hospitalization. At
the other extreme is the patient who has a
chronic disease and multiple hospitalizations.

The remaining 80% of the bell-shaped curve
can be divided in half. One half has mild-to-
moderate disease. These patients are likely to
have a disturbed body image and need multidis-
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ciplinary management, but they are less likely to
be hospitalized. The patients on the other side of
the curve tend to have the disease longer and are
more likely to require hospitalization.

Preventive Measures

Joy: How is the triad best prevented?

Nattiv: Increased awareness and sensitivity to the
problems of the triad are key. Because most coach-
es don't know a lot about eating disorders or about
counseling athletes on weight loss, many national
governing bodies are looking at mandatory educa-
tion for coaches in these areas of concern.

Physicians need to talk to the coaches to
make sure that, if the athlete is weighed, the
coach does not monitor her status or give her
weight-loss suggestions. In fact, a physician or
trainer, not a coach, should monitor weight or
body composition. Eating disorders can be exac-
erbated because of pressure from the coach to
be a certain weight that he or she perceives as
ideal. At the University of California, Los Ange-
les, we are evaluating a multidisciplinary ap-
proach to educate coaches and athletes to see if
education results in behavior change.

Clark: We as a society also need to acknowledge
and honor diversity of body size and shape; one
is not better than another. We also need to rein-
force the message that the best-fueled athlete—
not the thinnest—will be the better competitor.
Varechok: Having a good screening mechanism
to catch problems early is critical. Preseason ed-
ucation of athletes can also help. But seminars
have to be cast in positive terms, not just telling
athletes to avoid eating disorders, because they
tend not to worry about something they don't
see as a problem. Discussions should emphasize
that athletes can improve body composition,
strength, endurance, energy level, mental focus,
and their ability to cope with stress.

You also need clearly defined lines for referral,
whether the athlete has a mild problem or se-
vere one. Athletes have unique pressures on
them; if we teach them how to cope with stress,
they might stand a better chance of making
sound choices.

Joy: Education needs to start at a very early age.
Kids are starting organized spotts at 6 to 8 years
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of age, and that’s where we need to focus nutri-
tion education.

Ireland: I'd like to echo the importance of edu-
cation. Having an athlete who has had disor-
dered eating talk to groups is very helpful be-
cause young athletes often respond well to a
peer. Also, parents, coaches, and officials need
to know that thinness should not be rewarded
with higher marks.

Nattiv: Another helpful approach is to have peer
mentors—usually senior members of the team—
to whom athletes can go if they have a problem.
The mentor maintains confidentiality and pro-
vides resources.

Martire: The Union Memorial Sports Medicine
Center in Baltimore has a community outreach
program that gives educational and prevention
lectures to people who deal with young student-
athletes every day, like school coaches, athletic
directors, school nurses, and teachers. The pro-
gram helps sensitize these professionals to the
problems of adolescent athletes such as eating
disorders and steroid use. These individuals on
the “front line” are our best hope for prevention
and detection.

Joy: T hope multidisciplinary management will
improve the prognosis of disordered eating be-
cause recurrence rates are high—up to 50%. I'd
like to see much improved statistics 10 years
from now. PSM

Address correspondence to Elizabeth Joy, MD, Dept of
Family and Preventive Medicine, 50 N Medical Dr, Salt
Lake City, UT 84132.
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