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What do we know?

• Although exercise is an effective intervention for many 

psychological health issues, it has often been overlooked as a 

potential adjunct to ED treatment.

• Two-thirds of the specialized UK and Scandinavian ED units use 

non-manualized guided PA, but generally, PA is rarely used in 

clinics due to a fear of reinforcing excessive exercise 

• Compulsive or excessive exercise is often one of the symptoms 

in persons with EDs, and is associated with more severe 

psychopathology, poorer treatment outcome and higher risks of 

relapse. 

• Inactivity is common among people with BED.



What do we know?

• No specific exercise recommendations 

for the different diagnosis

• A high prevalence of athletes are 

suffering from eating disorders

• Health should be considered a priority 

for athletes and risk assessment and 

return to play guidelines are developed



Eating disorders and 
exercise – from abuse to 
health
Solfrid Bratland-Sanda, PhD

NEDS Helsinki, 23.09.16



Outline
1. What is physical activity and exercise?

2. When does exercise become pathological?

3. Why do we need to take pathological exercise

seriously?

4. How do we deal with pathological exercise?

5. How can exercise be used as part of treament

for various eating disorders?



1: What is physical activity
and exercise?

• Physical activity:

• All movement induced by skeletal muscle that increases metabolism
above resting level» (Caspersen et al., 1985)

• Exercise

• Regular physical activity performed with the intention of improving
performance, physical fitness and/or health (Bouchard et al., 1994)

• Do we and our patients share the same definitions of physical
activity and exercise?

• «I’m not physically active – I only go for walks» (Bratland-Sanda et al., 
2010)





Recommendations (ACSM) 

• Recommendations
for maintaining
health

• Separate 
recommendations
for

• prevention of
weight gain

• weight loss

• pregnant



•Attributable fractions (%) for all-cause deaths in 40 842 (3333 deaths) men and 12 943 (491 

deaths) women in the Aerobics Center Longitudinal Study. 

•Steven N Blair Br J Sports Med 2009;43:1-2

• Copyright © BMJ Publishing Group Ltd & British Association of Sport and Exercise Medicine. All rights reserved.



General benefits of physical activity

• Acute and chronic effects

• Cardiovascular

• Musculoskeletal

• Brain 

• Prevent various non-
communicable diseases

• Treat various non-
communicable diseases

• Improves somatic health in 
psychiatric patients and 
mental health in somatic
patients

•(Pedersen and Saltin, 2006)



Handbooks of PA in prevention and 
treatment of diseases lack
recommendations for PA and ED!

•fyss.se •sundhedsstyrelsen.dk •helsedirektoratet.no



How active are persons with
ED?

Study Results

Casper et al. (1991) AN > Controls

Pirke et al. (1991) AN > BN = Controls

Davis et al. (1994) ED > Controls

Bouten et al.(1996) AN = Controls

Sundgot-Borgen et al. 

(1998)

AN > BN = Controls

Boyd et al. (2007) ED = Controls

Hrabosky et al. (2007) BED < Controls

Bratland-Sanda et al. 

(2010)

AN = BN = EDNOS > 

Controls

•(Bratland-Sanda, 2010)



2: When does exercise
become pathological?



Excessive exercise



Compulsive exercise
(Meyer et al., 2011)

•European Eating Disorders Review

Volume 19, Issue 3, pages 174-189, 16 MAY 2011 DOI: 10.1002/erv.1122

http://onlinelibrary.wiley.com/doi/10.1002/erv.1122/full#fig1

http://onlinelibrary.wiley.com/doi/10.1002/erv.v19.3/issuetoc
http://onlinelibrary.wiley.com/doi/10.1002/erv.1122/full#fig1


Exercise dependence
• Maladaptive patterns of leisure time physical activity 

which lead to uncontrollable excessive exercise 
behavior with physiological and psychological 
symptoms 

• Suggested criteria involves

• Physiological symptoms 

• Tolerance (i.e. need for continuously higher amounts of exercise) 

• Withdrawal (i.e. physiological reactions to exercise deprivation) 

• Psychological symptoms 

• Interference with social and occupational functioning

• Lack of control

• Continuance

• Intention effect
•(Hausenblas & Symons Downs, 2002)



Attempt to explain differences
between the terms

• Excessive exercise: 

• Quantitative aspects

• Too much, varying motives

• Compulsive exercise: 

• Qualitative aspects

• Need for following rituals, and 
avoid the discomfort of not 
following the rituals

• Exercise dependence: 

• Quantitative + qualitative aspects

• Avoid withdrawal



So… when does the exercise become
pathological?

• Recommendations (ACSM): A MINIMUM OF 

150 min per week of moderate-to-vigorous

intensity PA

• Dedicated vs dependent (Cockerill and 

Riddington, 1996):

•LIFE •EXERCISE

•EXERCISE •LIF

E



3: Why do we need to take
pathological exercise seriously?

↑ ED psychopathology

↓ binge eating episodes, purging

episodes, use of laxatives

Brewerton et al. 1995; Davis et al. 1997; 

Solenberger 2001; Penas-Lledo et al. 2002; 

Shroff et al. 2006; DalleGrave et al. 2008

↑ general psychopathology

(anxiety, depression, OCD)

Davis et al. 1997; Penas-Lledo et al. 2002; 

Calogero og Pedrotty 2004; Davis og Kaptein 

2006; Shroff et al. 2006

↑ treatment duration Strober et al. 1997; Solenberger 2001; 

DalleGrave et al. 2008

Impaired treatment outcome Strober et al. 1997; DalleGrave et al. 2008

↑ Risk of relapse Strober et al. 1997

Younger age? Shroff et al. 2006

Lower BMI? Shroff et al. 2006



4: How do we deal with
pathological exercise?

• Cognitive behavior therapy –
ongoing studies 

• Loughborough Eating Disorders
Activity Therapy Program (EDR 
2011)

• PED-t Norway
(http://nihfakt.blogspot.fi/) 

• Motivational interview - no
existing studies

• Adapted exercise (Calogero & 
Pedrotty, 2004, PED-t Norway)

http://nihfakt.blogspot.fi/


PED-t at a glance

Monday

45 min strength exercise

60 min nutrition education

Wedensday

45 min interval running

Friday

45 min strength exercise

Therapy based on work by Denise Wilfley

(«Group CBT for BED», Therapist maual 1996):



5: How can exercise be used as 
part of treament for various ED?



Physical activity in treatment of
ED: effects

• Reduce ED symptoms

• Enhance physical fitness

• Improve weight restoration (AN) and weight reduction

(BED)

• Reduce binge eating episodes

• Reduce compulsive exercising

• Reduce symptoms of anxiety and depression

• Improve quality of life
•(Touyz et al., 1993; Levine et al., 1996; Carraro et al., 1998; Thien et al., 2000; Pendelton et al., 2002; Sundgot-Borgen et al., 

2002; Szabo & Green, 2002; Duesund and Skårderud, 2003; Tokumra et al., 2003; Calogero & Pedrotty, 2004; Fossati et al., 

2004; Chantler et al., 2006; McIver et al., 2009; Carei et al., 2010; del Valle et al., 2010; del Valle et al., 2014) 





Evidence for exclusion of PA 
in ED treatment

• Properly adapted physical activity is almost
never completely contraindicacted!

• Exception: extreme underweight, extreme
purging and dehydration, extreme hypertension
and uncontrolled type 2 diabetes

• Considerate intensity, duration, frequency
and modality when the patient has one or 
more of the following: 

• Abnormal electrolyte values

• Arrythmia

• Dizzieness and syncope

• Osteoporosis



Prescribe PA in treatment of ED:

• Somatic and psychiatric evaluation of the patient

• PA should be led by personnell with competence in physical
activity, exercise physiology, exercise psychology and ED

• Volume

• Frequency: maximum 5 days/week

• Duration: maximum 45-60 min/session

• Intensity: low-to-moderate intensity

• Focus

• Enjoyment

• Positive experiences and self-efficacy

• Social dimension of group activities



«Running in stairs and in hills gives 
me associations to the compulsive 
exercise I did when I was ill. To me, 
as recovered, physical activity is 
about freedom. Freedom to take the 
elevator instead of the stairs. 
Freedom to choose the activities I feel 
like, and not the activities I feel 
obliged to.» 

•Linn Bæra,

• ROS – Rådgivning om spiseforstyrrelser



Eating disorders in athletes
To train or not to train

Jorunn Sundgot-Borgen, Professor PhD
Norwegian School of Sport Sciences, 

Department of Sports Medicine

NEDS, Helsinki 23.9.2016



Outline
• Athletes and eating disorders

• The Triad/RED-s

• Prevalence

• Consequences

• Risk assessment

• Prevention



Performance

 Natural ability

 Optimal training

 Optimal energy availability

 Optimal body composition

 Motivation



Making weight is part of many sports

8%-75% report abnormal

eating behaviour and use of

pathogenic weight control

methods

•Sundgot-Borgen and Garthe, 2011



Male Athletes «At Risk» for The RED-S



Dieting and dying to win

Among the top 20 
famous athletes with 
ED, 13 have medals in 
the Olympics and or 
World  Championship 
or World cups. 

3 have died from ED



Male World record  holder 

«The body has had enough»

 «I can not handle the situation with a 

starved body and the challenges with

«making weight»

 “For sure I could have starved me 

even more to reach the optimal 

weight, but then I could’t achieve at 

my top level”

•(Remen Evensen, nrk, 20.02.2012)

•http://www.vg.no/sport/hopp/remen-evensen-kroppen-har-faatt-

nok/a/10078282/



The Female Athlete Triad

Bone Health

Osteoporosis

Low Bone Density

Eumenorrhea

Amenorrhea

Subclinical Menstrual 

Disorders

Optimal Energy 

Availability

Low Energy Availability and/or 

Eating Disorder

Reduced Energy Availability and/or 

Disordered Eating

Nattiv et al, 2007



The Triad is prevalent 
(Gibbs et al., 2013; n= 9 studies; Coelho et al., 2013; Movaseghi et al., 2012)

• Elite athletes (Pollock et al. 2010; Torstveit & 

Sundgot-Borgen, 2005)

• Non-elite athletes (Coelho et al., 2013; 

Movaseghi et al., 2012; Vardar et al. 2005; Hoch et al. 2007) 

• College athletes (Beals & Hill, 2006)

• High school athletes (Schtscherbyna

et al., 2009; Hoch et al. 2009; Nichols et al. 2007)

• sedentary and normal active 

controls) (Coelho et al., 2013; Burrows et al. 2007; 

Hoch et al. 2009; Torstveit & Sundgot-Borgen, 2005)

•Torstveit MK, 2016

•Optimal 

Bone 

Health

•Osteoporosis

•Low BMD

•Eumenorrhea 

•Functional 

Hypothalamic 

Amenorrhea

• Subclinical 

menstrual 

disorders

•Optimal 

Energy 

Availability

• Low Energy Availability 

with or without an Eating 

Disorder

•Reduced Energy Availability 

with or without Disordered 

Eating

•Any two Triad

components: 

2.7-26.9 %
•All Triad

components:

0-15.9 %

•Any one Triad

components: 

16-91.7 %

•US, Norway, UK, 

Australia, Germany, 

Turkey, Malaysia, Iran, 

Sweden, Croatia, South 

Africa, Brazil



The IOC Consensus Statement

“Beyond the female athlete triad:RED-S”



Health Consequences

of RED-S

(Mountjoy, Sundgot-Borgen, Burke, et al 2015)



Performance Consequences

of RED-S

(Mountjoy, Sundgot-Borgen, Burke, et al 2015)



Healthy athletes



Low BMD – long distance runner

 21 years

 171 cm, 49 kg, 7% fat

 Amenorrhea

 Depressed

 Training 3 hrs/day 

Bone mineral density

http://achillesspeed.com/images/shoes running 1.jpg
http://achillesspeed.com/images/shoes running 1.jpg


Prevalence of eating disorders in elite 
athletes (n=572) and controls (n=570)
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•*

•*p<0.001

•Torstveit & Sundgot-Borgen, 2005. 



Eating disorders in male 
athletes
• Byrne & McLean, 2002: Australian elite athletes;

• 4% (versus 0% among male controls)

• Sundgot-Borgen & Torstveit, 2004: Norwegian male elite athletes;

• 8% (versus 0.5 % among male controls)

• Schaal et al., 2011: French male elite athletes; 

• 4%

• Martinsen et al., 2013: Norwegian adolescent elite athletes

• 3,2% (versus 0% for male controls)

42



Prevalence in elite adolescent athletes

• 16 Elite Sport High Schools 

• Athletes, n = 677

• 50 different sports 

• 2   High Schools

• Controls (non-athletes), n = 421

www.nrk.no

Martinsen, M., Sundgot-Borgen, J. (2013). Higher Prevalence of Eating Disorders among Adolescent Elite Athletes than Controls. Med Sci Sports Exerc, 45(6), 1188-1197



Prevalence "at risk" of EDs

athletes vs controls
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Controls

Male, n = 390

Female, n = 221

Male, n = 199

Female, n = 156

•
*P≤0.01

%
•ATHLETES

•Female : 14 % * 

•Male : 3 %

•Martinsen & Sundgot-Borgen, 2012



Strong is the new skinny

•Mathisen, ACSM 2016



#fitspiration goes wrong!

Tiggeman & 

Zaccardo 2015



And it is popular!

•Mathisen, ACSM 2016

•The emphasis is on a well-shaped, fit, healthy and attractive appearance, similar to that of models"



Prevention

www.nrk.no

http://www.google.com/url?sa=i&rct=j&q=sunn+jenteidrett&source=images&cd=&cad=rja&docid=fXyurKs-7cSUKM&tbnid=v2DOaxMvSYwqqM:&ved=0CAUQjRw&url=http://www.friidrett.no/nyheter/Sider/Sunn, inspirerende og l%C3%A6rerik camp.aspx&ei=PDihUZqQD4Xb0QXb-4HoAg&psig=AFQjCNH670aR0wjSjhmIP30mSqOnNRksQQ&ust=1369606125299588
http://www.google.com/url?sa=i&rct=j&q=sunn+jenteidrett&source=images&cd=&cad=rja&docid=fXyurKs-7cSUKM&tbnid=v2DOaxMvSYwqqM:&ved=0CAUQjRw&url=http://www.friidrett.no/nyheter/Sider/Sunn, inspirerende og l%C3%A6rerik camp.aspx&ei=PDihUZqQD4Xb0QXb-4HoAg&psig=AFQjCNH670aR0wjSjhmIP30mSqOnNRksQQ&ust=1369606125299588


The Health, Body and Performance Study

Intervention

Participants:

Elite Sport High Schools (n=16)

• n=611 Athletes 
(first year students born in 1992)

• n=101 Coaches



N = 34 (6 %)

I = 18  K = 16   

N = 30 (6 %)
I = 17, K = 13

N = 79 (13 %)

I = 41,  K =  38 

N = 498

EXCLUDED

Eating disorders

Dropt out of school

•

POST TEST 1  

N = 469 (94 %)

Intervention = 264      Control = 205

Dropt out of school

PRE TEST

N = 611 (90 %)

Intervention = 348      Control = 263

POST TEST 2  

N = 468 (100 %)

Intervention = 272    Control = 196

N = 468

ANSWERED ALL THE TESTS

N = 439 (94 %)

Intervention = 247    Control = 192 



Athletes - 1 year Intervention

Topics:
self-esteem, self-confidence, motivation, 

growth and development, recovery strategies, 

sports nutrition and ED in relation to health

and performance

Organization: 
lectures, teamwork, practical and theoretical

assignments

Communication:
lectures at school, E-mails, Fronter/ It`s 

learning and Facebook



Preventing EDs among athletes

– is it possible? 

Females with symptoms ass. with ED –

New cases from Pre-test to Post-test
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* p=0.021

Pre-test to post-test 2:

• No new cases among female intervention gr.

• 13 percent new cases among female controls

• One NEW case of ED in the athlete male control group



Post test 2

Prevalence of new ED cases among 
female athletes
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%

Martinsen, Bahr, Gresko, Pennsgård, 
Sundgot-Borgen. Med Sci Sports Exerc, 
46 (3), 435–447.



What about the coaches?

Post-test results (adjusted for pretest values)

Intervention group coaches (n=49) higher index scores than control school 

coaches (n=27) for:

• Total knowledge; weight-regulation, ED, nutrition:

 35.0±7.2 vs. 31.6±8.0, p=0.021. 

• Weight-regulation:
 6.2±1.7 vs. 4.8±1.3, p<0.001 

• ED (including recognition and management):

 19.3±4.4 vs. 16.5±5.0, p=0.004

• Subjective knowledge about ED:
7 times higher for coaches at intervention schools (for “somewhat good” knowledge or 

better) 

 OR= 7.1, 95% CI 2.2 to 23.3, p=0.001

Martinsen, M., Sherman, R.T., Thompson, R.A., Sundgot-Borgen, J. (2014). . Med Sci Sports Exerc, Published Onine First.

The Health, Body and 

Sports Performance Study



Identification of ED and DE 

• Early detection and treatment is recommended 

to become a high priority for athletic programs 
(Bonci et al., 2008)

• HOW????



Identifying athletes is a challenge

• Symptoms vs «normal» or desired characteristics

in sport? 

• Characteristics of individuals with ED & traits of 

«good athletes» may be similar

• Athletes rarely self-identify

• Secrecy, shame, denial and fear of reprisal



Screening for ED
• Questionnaire

• Developed and validated in primary care & or 

general populations

• Not sport-specific

• Clinical Interview

• Time consuming & expensive

• The preparticipation physical examination (PPE)





IOC Clinical Practice Models

Red light, Yellow light, Green light

A model for risk stratification and return to play decision making

•IOC WORLD CONFERENCE

•PREVENTION OF INJURY AND ILLNESS IN SPORT

(Mountjoy, Sundgot-Borgen, Burke, et al., BJSM,  2015)



RED-S - Sport risk assessment model for sport participation

Low Risk

GREEN LIGHT

• Healthy eating habits with

appropriate energy

availability

• Normal hormonal and 

metabolic function

• Healthy BMD as expected

for sport, age and ethnicity

• Healthy musculoskeletal

system

Modified from Skårderud, 2012

High Risk:

RED LIGHT

• Anorexia Nervosa and other

serious EDs

• Other serious medical 

(psychological and 

physiological) conditions 

related to low energy 

availability

• Extreme weight loss 

techniques leading to 

dehydration induced

haemodynamic instability and 

other life –threatening

conditions

Moderate Risk: 

YELLOW LIGHT

• Prolonged abnormally low % body fat or 

sum of skinfolds

• Substantial weight loss (5-10% BM in one 

month)

• Attenuation of expected growth and 

development in adolescent

• Abnormal menstrual cycle: FHA 

amenorrhea > 6 months

• Menarche > 16 years

• Abnormal hormonal profile males

• Reduced BMD (either from last 

measurement or Z-score< -SD)

• History of 1 or more stress fracture

associated with hormonal/menstrual

dysfunction and or LEA

• Athletes with physical/psychological

complications related to LEA/DE

- ECG abnormalities

- Laboratory abnormalities

• Prolonged relative energy deficit

• DE behaviour affecting other team 

members negatively

• Lack of progress in treatment/non 

compliance

Mountjoy, Sundgot-Borgen, Burke, et al 2015



Sport risk assessment model

RED LIGHT

Clearance to participate in sport denied

Athlete to receive treatment

Use of a treatment contract advised

Mountjoy, Sundgot-Borgen, Burke, et al 2015



Sport risk assessment model

YELLOW LIGHT

Cleared to supervised training with a medical 

treatment plan

May compete once cleared under supervision

Re-evaluation at regular intervals (1-3 months)

Regular reassessments for compliance and 

progress

Mountjoy, Sundgot-Borgen, Burke, et al 2015



Sport risk assessment model

GREEN  LIGHT

Full training and competition 

allowed with no stipulations

Mountjoy, Sundgot-Borgen, Burke, et al 2015



RED-S

Decision-based Return To Play Model (Modified from Creighton et al, 2010)

Modified from Creighton et al, 2011

STEPS

STEP 1

Evaluation of

health status

STEP 2

Evaluation of

participation risk

STEP 3

Decision 

modification

RED-S SPECIFIC CRITERIA

Age, sex

See yellow light column

Recurrent dieting, menstrual health, bone 

health

Weight loss/ fluctuations, weakness

Hormones, ECG, DEXA

Depression, anxiety, ED

Abnormal hormonal & metabolic function, 

stress fracture

Weight sensitive, leanness sport

Individual vs. team sport

Elite vs. recreational

In/out of season, travel, environmental

factors

Desire to compete

Coach, team owner, athlete, sponsors

If restricted from competition

CRITERIA

Patient demographics

Symptoms

Medical history

Signs

Laboratory tests

Psychological health

Potential seriousness

Type of sport

Postion played

Competitive

Level

Timing and season ,

Pressure from athlete

External pressure

Conflict of interest

Fear of Litigation

RISK 

MODIFIERS

Medical 

factors

Sport risk 

modifiers

Decision 

modifiers

Mountjoy, Sundgot-Borgen, Burke, et al 2015



Case 1: World Champion 2011



Case 1: The first athlete officially not allowed to compete



Case 1
December 2011

• Relative energy deficiency

• Lost BW

• Low % BF

• Not allowed to compete

• Close follow up and had to 

increase;

 Energy intake

 BW

 % BF 



RED-S - Decision-based Return To Play Model

Modified from Creighton et al, 2011

STEPS RISK 

MODIFIERS

CRITERIA RED-S SPECIFIC

CRITERIA

STEP 1

Evaluation 

of health

status

Medical 

factors

Patient demographics

Symptoms

Medical history

Signs

Laboratory tests

Psychological health

Potential seriousness

30 yrs, female

Acceptable energy availability

Increased BW and % fat

Responding to training 

Felt good



•IOC WORLD CONFERENCE

•PREVENTION OF INJURY AND ILLNESS IN SPORT

RED-S
Decision-based Return To Play Model (Modified from Creighton et al, 2010)

• Modified from Creighton et al, 

2011

STEPS RISK MODIFIERS CRITERIA RED-S SPECIFIC CRITERIA

STEP 2

Evaluation of

participation risk

Sport risk 

modifiers

Type of sport

Postion played

Competitive

Level

X- country sking

Part of a very strong team and 

they are all very caring for each

other

Olympic level



•IOC WORLD CONFERENCE

•PREVENTION OF INJURY AND ILLNESS IN SPORT

STEPS RISK MODIFIERS CRITERIA RED-S SPECIFIC CRITERIA

STEP 3

Decision

modification

Decision

modifiers

Timing and season,

Pressure from 

athlete

External pressure

Conflict of interest

Fear of Litigation

In season

Wanted to compete

RED-S
Decision-based Return To Play Model (Modified from Creighton et al, 2010)



Case 1
February 2012

February 2014 Bronze in Olympics



Treatment contract



Prevention
• Education

• Be open! RED-s and ED are sport injuries

• Use the tools

• No acceptance

• Regulations

• Healthy ideals



Risk and trigger factors

• Dieting/restrictive eating

• Insufficient energy intake and/or high energy expenditure

• Lack of knowledge, time and planning

• Mismanagement of athlete’s needs to change BC

• Early specialization

• Injuries/illness/overtraining

• Coaching behavior (and knowledge)

• Decline in performance level/lack of motivation

• Regulations

•Sundgot-Borgen, IOC Consensus Sports Nutrition, Journal 

of Sports Sciences, 2011; 1–14, 



Talk to the athletes! 
(Torstveit, 2004; Drinkwater et al., 2005)

Monica K. Torstveit 76

Questions about food Questions about weight Questions about menstruation Questions about training and injuries

Do you feel that you have a 

”relaxed” relation to food?

What have your highest and 

lowest body weight been 

during the last year?

When did you experience your first 

menstruation?

Please describe your normal training volume 

(frequency, intensity, duration)

Please describe your eating 

habits*

What would you say your 

”competition” body weight is?

Have your periods been regular since 

you first began menstruating? 

Have you altered training methods, volume or 

intensity recently (or in the past)?

How many meals do you eat per 

day?

Have you lost weight 

recently? How did you 

achieve the weight loss?

What is the longest period of time you 

have experienced lack of menstrual 

bleeding?

Do you practice any exercise in addition to 

your sport-specific training?

Are there any types of food you 

try to avoid or do you have any 

“forbidden” foods?

Are you comfortable with your 

current body weight?

When was your last period? Have you had any problems with overuse 

injuries?  What type of injuries? 

Can you tell me what you ate 

and drank yesterday?

Are there other people who 

are especially interested in 

your body weight?

How do you feel about having/not 

having menstruation?**

Have you ever had a stress fracture or a 

normal fracture?

Possibly question the athlete 

about purging-methods 

(preferably referring to the past)

Do you currently use oral 

contraceptive pills or other 

contraceptives? Have you used them 

in the past?

When experiencing an injury, did you take 

time to recover? How did you feel about that?



Take home messages I:
• Physical activity involves all forms of bodily motion – physical

inactivity is one of the biggest health challenges of the 21st 
century

• Exercise becomes pathological when it becomes the center
of life, and the rest of the life must be adapted to the
exercise routines

• Pathological exercise must be taken seriously because it is 
associated with more severe psychopathology, poorer
treatment outcome and higher risk of relapse

• No current guidelines exist on how to deal with pathological
exercise, but CBT and adapted exercise has shown
promising results

• Adapted exercise as part of ED treatment has shown
physiological and psychological effects



Norwegian guidelines



Take home messages II:

1. We must not close our eyes for challenges 

related to disordered eating and low energy 

availability among athletes

o NB! Leanness sport athletes

o Serious health and performance consequences

2. Early identification is important!

3. We need to talk to the athletes

4. Use the clinical tools (RED-s CAT)

Movaseghi et al., 2012 ; Coelho et al., 2010; Torstveit & Sundgot-Borgen, 2011; 
Nichols et al., 2006; Beals & Hill, 2006; Nattiv et al., 2007, Mountjoy et al., 2014)
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