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Sport and physical activity is an area that remains relatively
unexplored by contemporary bioethics. It is, however, an
area in which important ethical issues arise. This paper
explores the case of the participation of people with anorexia
nervosa in exercise. Exercise is one of the central features of
anorexia. The presence of anorexics in exercise classes is
becoming an increasingly sensitive issue for instructors and
fitness professionals. The ethics of teaching exercise to
anorexics has, however, seldom, if ever, been addressed.
Codes of ethics and legislation do not offer guidelines
pertinent to the case and it is left unclear whether anorexics
should be allowed to participate in exercise classes. It is
shown by this paper that there are strong ethical reasons to let
anorexics participate in exercise classes. However, the paper
also explains why, despite these apparently cogent ethical
reasons, there is no moral obligation to allow a person with
anorexia to take part in exercise/sports activities.
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S
ports and physical activity represent one of
the areas that have not yet been widely
covered by bioethical reflection. Ethical

issues often arise in sports and physical activity,
issues which are, in important ways, similar to
those often faced by healthcare professionals, but
which present peculiarities that need to be
addressed and explored.
Among the ethical conflicts that are more

frequent in the context of sport and physical
activity which are seldom discussed, are those
raised by the participation of people who are for
a variety of reasons unfit for a particular activity.
A particular case is that of the participant with
anorexia nervosa. The way anorexia raises pro-
blems and dilemmas in the context of physical
activity is an interesting and compelling example
of how the classic dilemmas of bioethics are
increasingly found outside the boundaries of
healthcare settings. The methods of bioethics
will prove important in the articulation and
resolution of the ethical dilemmas that occur in
a context where people are neither professional
nor personally expecting to meet ethical issues.
Anorexia and eating disorders generally are

becoming an increasingly sensitive issue for sports
and exercise instructors (I shall use the terms
instructor, teacher, and trainer to refer to the
person who teaches sport or exercise).1 A number

of studies have analysed the relation between
sports, exercise and anorexia.2 3 One of the most
appealing types of exercise for people with anore-
xia is probably exercise to music (ETM), both
because of its increasing popularity4 and for the
following reasons:

N Exercise to music activities are mainly aerobic
and therefore are best tailored for fat burning
purposes;

N Classes are widely available and usually
affordable to the general public;

N They are often ‘‘drop in classes’’: one can tour
around different health clubs and different
classes, thus hiding eventual overparticipation;

N The relationship between the teacher and the
participant is normally impersonal and the
goals of the participant are often unknown to
the instructor;

N No medical certification is normally required;

N Given the impersonal character of the class,
the person can ‘‘hide’’ in the group and hope
to be unnoticed;

N In the group, the person with anorexia, who is
likely to be, to a variable extent, debilitated,
may find extra motivation to maintain the
intensity of exercise at a high level.

Despite this, the ethics of teaching ETM to peo-
ple with eating disorders has seldom, if ever,
been addressed. This paper will set out to
examine, for the first time, the ethical issues in
teaching ETM to people with eating disorders. It
will explore the ethical dilemmas that arise for
the instructor in detail, using the methods of
analytical investigation. I shall look at the
relevant codes of ethics and pertinent legisla-
tion and will consider whether or not trainers
have any ethical reason, or even a moral
obligation, to allow the person with anorexia or
another eating disorder to take part in their
class.

ANOREXIA, EXERCISE, AND RISKS FOR
HEALTH
One of the central clinical features of anorexia is
physical activity. Exercise is a compensatory

Abbreviations: ATP, adenosine triphosphate; COSHH,
control of substances hazardous to health; ETM, exercise
to music; PAR-Q, physical activity reactions questionnaire;
PPE, personal protective equipment regulations; RIDDOR,
reporting of injuries, diseases and dangerous occurrences
regulations.
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behaviour used by the person in order to burn stored fats and
calories ingested through food and drink.5

Exercise is essential to weight loss/containment pro-
grammes, not only as it allows ‘‘calories and fat burning’’,
but also because it alters body composition, appetite, and
basal metabolism.6 Aerobic exercise is particularly relevant, as
aerobic energy production utilises both carbohydrates and
fats, and stored fats can only be burned through aerobic
exercise.7

Typically, people with anorexia will choose moderate to
vigorous exercise, most commonly running, swimming, and
callisthenics,8 including ETM classes.9

Although some people may mistakenly believe that these
activities are ‘‘moderate’’ or ‘‘inherently safe’’ and that they
‘‘will do no harm’’, the risks associated with exercising with
abnormal eating regimes may be very serious.10

The first important consequences of excessive reduction
of body weight11 and of exercising in a state of malnutrition
is loss of muscle mass and therefore debilitation. The mal-
nourished person who takes exercise will in fact use up
muscles to provide the fuel that cannot be provided by food
or stored fats.12

A second consequence of low body weight is amenorr-
hoea. The lack of oestrogens linked to absence of menstrual

periods causes bone thinning, even in the presence of
hormone replacement (Mickley,12 p 47) This increases risks
of fracture during exercise (Jack,8 p 309) and long term
danger of osteoporosis.13–15

The effects of poor nourishment on the heart are parti-
cularly worrisome for the exercise instructor: the heart
diminishes in size, as does any other muscle in the body,
and becomes weaker. Low blood pressure is the normal out-
come of this process, together with impairment in the ability
of the heart to increase oxygen delivery to the tissues while
exercising. The mitral valve may prolapse and potentially
fatal arrhythmias may occur (Mickley,12 p 47; Jack,8 p 299)
Even in the absence of evident emaciation, abnormal

nutrition and compensatory behaviour may have significant
adverse effects on health. Vomiting usually produces electro-
lyte imbalance, which may cause cramps, which may be due
to lack of adenosine triphosphate (ATP), one of the carriers of
energy in human cells, and to low potassium levels (Jack,8

p 300) epileptic attacks, and severe abnormalities in heart
rhythms, even respiratory paralysis (Mickley,12 p 47) cardiac
arrest, and death (Jack,8 p 299). A major problem is that
individuals with low potassium levels are often asympto-
matic, and it is therefore impossible to predict when a poten-
tially life threatening cardiac arrhythmia may occur.16 Thus,
‘‘underweight is physically dangerous, often in ways that are
not apparent’’ (Mickley,12 p 47).
Does all this mean that trainers should not allow people

who appear to have anorexia to take part in their class, or
that they should ask for medical certification (with the result
that the participant will probably not come back, as no
serious physician would give certification to someone who
had reached advanced levels of emaciation)?
One may wonder how the instructor would identify the

person with anorexia. The anorexic may in fact be within
acceptable parameters of body weight (Pargman,11 p 135)
and, on the other hand, very thin people may not be anorexic.
The instructor may, however, be familiar with the participant
and may have noticed either a change in the exercise regime
or a too rapid or excessive loss or change of weight. More-
over, people with anorexia normally exercise in a frenetic,
ritualised, and rigid way, sometimes in the face of advanced
emaciation, (Jack,8 p 299) something that the instructor will
easily notice.
One may also argue that it is not up to the trainer to

‘‘rescue’’ all people who take exercise despite the fact that
they should not do so. People often do not disclose their
medical conditions to the teacher, and the teacher must
accept that there is a degree of risk inherent in teaching
exercise. While this argument may in certain circumstances
be compelling, the fact that an instructor cannot ‘‘know
everything’’ about her participants, and that there will always
be people whose medical conditions will remain unknown to
her, this is no justification for refusing to think about what
she should do when she has reason to believe that the activity
she is teaching is likely to harm some of her clients. It must
be pointed out that there are cases in which the emaciation is
so striking that any reasonable person would be concerned.
In these cases, it would surely be appropriate for instructors
to wonder whether they should allow these people to take
part in their class, whatever the reasons might be for their
physical state.
We should now look at the relevant codes of ethics and

pertinent legislation, to see whether they provide any guide-
lines for instructors in these cases.

CODES OF ETHICS
The ETM trainer’s conduct must be in conformity with
Exercise and Fitness Coaching, Teaching & Instructing Code of
Ethics.17 The code of ethics does not provide much help in

Box 1

Supervision of exercise in those at risk—the case of the
eating disordered participant

N Exercise and sports may be life threatening for the
person with an eating disorder.

N The participation of people with eating disorders in
sports and exercise is an increasingly sensitive issue for
exercise professionals, because of the spread of the
disorder and the high rate of participation of eating
disordered people in exercise.

N There are neither legislative nor professional standards
to guide fitness and sports trainers in the decision as to
whether to allow the eating disordered participant to
take part in their class/activity.

N There are valid ethical reasons to allow an eating
disordered person to participate in exercise and sport.

N These ethical reasons may be based both on the
principle of respect for people’s autonomy and on the
principle of beneficence.

N Despite these ethical reasons, there is no ethical
obligation to allow a person with eating disorders to
take part in exercise and sport.

N While accepting a person who is unfit for a type of
sport/physical activity can be seen in some circum-
stances, as a supererogatory act—such an act cannot
be considered as an ethical obligation.

List of codes and regulations
Register of Exercise Professionals: Exercise and Fitness
Coaching, Teaching and instructing Code of Ethics
(http://www.exerciseregister.org)
RIDDOR—Reporting of Injuries, Diseases and Dangerous
Occurrences Regulations 1995 (www.hse.gov.uk/pubns/
hse31.pdf)
COSHH—Control of Substances Hazardous to Health-
2002 (http://www.hse.gov.uk/hthdir/noframes/coshh/
index.htm)
PPE—The Personal Protective Equipment Regulations 2002
(SI 2002 No. 1144)–(www.hmso.gov.uk/stat.htm)
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relation to issues raised by the anorexic participant; indeed
the guidelines ever appear to conflict and ultimately to leave
full discretion to the trainers.
Under the heading Relationships, the Code reads:

2.1: The good coach will be concerned primarily with the
wellbeing, health, and future of the individual participant
and only secondarily with the optimisation of perfor-
mance.
2.2: A key element in a coaching relationship is the
development of independence. Participants must be
encouraged to accept responsibility for their own beha-
viour and performance when training.
2.4: The relationship between the coach and participant
relies heavily on mutual trust and respect.

Under the heading Safety the Code reads:

9.5: The participants should be made aware of their
personal responsibilities in terms of safety.

If any suggestions could be drawn from these guidelines,
these would appear to be conflicting.
According to points 2.2, 2.4, and 9.5, the instructor should

try to enhance the participant’s independence, and encourage
her/him to take responsibility for their behaviour. If these
guidelines were to be applied to the case of teaching the
anorexic, one might conclude that, once made aware of the
risks for their own health, anorexics should be allowed to
take exercise, if they still wanted to. This may be seen as an
application of the doctrine of respect for individual auton-
omy, which is widely accepted in medical settings.
According to point 2.1, however, the instructor should be

concerned primarily with the participant’s wellbeing and health.
This seems coherent with the general ‘‘paternalistic’’
approach that trainers are normally advised to adopt. In fact,
it is, for example, suggested that well cushioned supportive
shoes be considered compulsory, and that pregnant women
should show written medical permission to the fitness
instructor before being allowed to exercise (Egger, et al,7 pp
116, 168).
Legislation is also unclear as to the appropriate standard of

care the ETM instructor should meet. In 1998 the American
College of Sports Medicine recommended that instructors
obtain a signed health questionnaire from participants
(Physical Activity Readiness PAR-Q), which might also
provide some form of legal protection in case of accident.
There does not seem, however, to be any legal duty to
undertake client health screening, at least in the UK, and in
reality trainers often choose to verbally address the issue of
whether there are medical conditions about which people
would like to tell them (Dalgleish, et al, eds,4 pp 323, 141). As
we shall see later, the assessment of the risk is understood to
be one of the responsibilities of any fitness instructor, and
this includes identification of people at risk. Given the nature
of ETM classes, however, and the impersonal relationship
between instructors and participants, proper health screening
is unlikely to be attainable. The vast majority of classes are
open to the public in the form of ‘‘drop in classes’’ and
therefore written health screening would be impractical.
Besides, a health screening is not a medical certificate: it need
not follow any medical examination and the instructor has to
rely on the word of the participant (whose knowledge of
her/his health status may be incomplete, or who may be
unwilling to disclose her/his medical condition). Thus, while
health screening may provide some legal protection in case of
accident, it has little value in terms of tailoring appropriate
exercise and in terms of ethics of teaching. In other words,

health screening may resolve any future legal problems, but it
will not always resolve the moral dilemmas of the instructor.
Other regulations that are relevant to the ETM instructor

are the Reporting of Injuries, Diseases, and Dangerous
Occurrences Regulations, (RIDDOR) 1995; the Control of
Substances Hazardous to Health Regulations, (COSHH), and
the Personal Protective Equipment Regulations, (PPE) which
are relevant especially for aqua instructors. None of these
contain guidelines that may be pertinent to the case at issue
in this paper.
The presence of an anorexic in an ETM class raises

therefore a genuine ethical issue, which no legal regulation
or deontological code may help to resolve. The next sections
of the paper will explore the ethical reasons for allowing the
anorexic person to participate in an ETM class.

RESPECT FOR AUTONOMY: EATING DISORDERS
AND EXERCISE
It is generally understood that respect for people’s autonomy
and self determination is a moral imperative, except in cases
where individual autonomy will impinge upon the autonomy
and freedom of others. From this point of view, it may be
argued that trainers should inform the participant of the risks
involved in exercising in a state of emaciation, but once the
participant has shown understanding of the risks, it is up
them to decide whether to attend the class. This may be
regarded as an application of the doctrine of respect for
individual autonomy in the area of sports and physical
activity.
Some will object that, in these cases, one cannot discuss

‘‘respect for autonomy’’. The desire to exercise, so the
argument may go, is ‘‘a symptom’’ of anorexia, and as such
cannot be autonomous. Consequently the only ethical option
for the instructor is to treat anorexics in their best interests,
usually against their wishes (paternalistically).
I cannot discuss this objection here18–20 but let us suppose

that the objection is valid and that anorexics should be
treated in their best interests. Even if one takes this approach,
important arguments would suggest that the instructor
should allow anorexics to participate in the class.

EATING DISORDERS AND MAXIMISATION OF LONG
TERM HEALTH
At first glance, it may appear that ‘‘paternalism’’ demands
that instructors refuse to allow anorexics to take part in their
classes. If, however, letting them into the class could be
dangerous, turning them down could be even more danger-
ous.
In fact, a strong need for independence and control

underlies anorexia, and openly ‘‘paternalistic’’ acts are
normally discouraged. Paternalism toward anorexics has
proved to increase the sense of lack of control that is
characteristic of anorexics, and therefore to compromise long
term recovery.21 The instructor who is primarily concerned
with the long term health and safety of the participant thus
has good reasons for allowing her to participate in the class.22

The instructor also has other good reasons to let anorexics
participate in the class.

EATING DISORDERS AND MINIMISATION OF HARM
‘‘Sir Karl Popper has suggested that we should concern
ourselves … with the minimisation of suffering. By ‘suffer-
ing’ we must understand misery involving actual pain, not
just unhappiness’’.23 It has also been recognised that ‘‘in most
cases we can do most for our fellow men by trying to remove
their miseries’’(Smart,23 p 30). Virtually all moral codes
include some principle of non-maleficence, that is a principle
of not harming, and of choosing the course of action that is
least harmful.

Ethics of risk, supervised exercise and anorexia 17
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From the point of view of the minimisation of harm, the
instructor also has reason to allow the anorexic to take part in
the class.
The anorexic who is refused access to a class will probably

not renounce exercise: she may instead go running, cycling or
swimming (Jack,8 292–312). Exercise on an individual basis
is probably overall more risky for the anorexic than an ETM
class. The class is in fact generally structured in order for the
participant to work within the aerobic threshold (average
40–70% of the person’s maximal oxygen uptake, or VO2 max)
(Egger, et al,7 pp 16, 116) and a number of methods
(observation, music choice/pitch, talk test, perceived rate of
exertion) may be used to monitor the participant’s level
of workout. Therefore ETM classes may be considered safer
than other types of exercise, in which heart rate monitoring
is not performed—or not performed by qualified personnel.
Moreover, any class setting or sports centre will offer
qualified personnel in case of emergency.
The conclusion is that both from the point of view of

respecting people’s autonomy/self determination and from
the point of view of paternalism and beneficence, there are
strong ethical reasons to allow the anorexic to take part in the
activity.

SUMMARY
All these considerations may induce the instructor to believe
that she has a moral obligation to accept anorexics in their
classes, that she must accept them. Despite the fact that
instructors may have apparently cogent reasons to accept
eating disordered participants, they are not, however, morally
obliged to do so. The next sections of the paper explain why
instructors are not morally obliged to accept anorexics in
their classes.

WHY EATING DISORDERED PARTICIPANTS CHANGE
THE NATURE OF THE INSTRUCTOR’S JOB
So far, we have explored the importance of exercise for people
with eating disorders; we have seen the risks involved in
exercising for these people; and finally we have seen that
there are important ethical reasons that may convince the
teacher to allow the eating disordered person to participate in
her exercise class, despite the risks for the health of that
person. As we are now going to see, however, instructors do
not have a moral obligation to allow a person with an eating
disorder to take part in their exercise class.
The reasons why instructors are not morally obliged to

permit people with eating disorders to participate in their
classes have to do with the scope of ETM classes and with the
competencies and responsibilities of the teacher.
Accepting a participant with eating disorders may be

considered tantamount to accepting a different job, for three
main reasons.

(1) The ETM class is a ‘‘customer service’’ (Dalgleish, et al,
eds,4 p 332). This service may be described in many
ways, given that people participate in exercise for a

multitude of reasons and that the instructor, conse-
quently, ends up selling an indefinite number of things.
The central elements of this service consist, however, in
‘‘benefits for health’’, which may be summarised as
follows:

– Improvements in cardiovascular capacity

– Improvements in muscular strength

– Improvements in flexibility

– Improvement in motor skills—coordination, speed,
power, agility

– Improvements in posture

– Improvements in body awareness

– Changes in body composition

– Reduction in the risk of developing diseases, mainly
heart diseases, diseases of insulin producing cells,
arthritis, and osteoporosis (Dalgleish, et al, eds,4 pp
7–8, 12).

Unfortunately, as we have seen, exercise is not beneficial
in this way for the anorexic and may even threaten her/his
life. Although a perhaps bigger potential threat exists for the
person outside the class, exercise in the class also puts the
person at direct risk for his health and life. Thus, by accept-
ing the person into her class the instructor renounces the
selling of what she is supposed to sell—the benefits for
health listed above—and accepts that she is working for goals
that are alien to any appropriate understanding of her job.

(2) ETM classes are tailored for averagely healthy people.
Specific classes are designed for particular groups
(disabled, elderly people, children, pregnant women,
etc), for which specific qualifications will be required.
Therefore, the average ETM class is not appropriate for
people whose health is average, and eating disordered
or openly emaciated people may certainly be included
in this group. Of course the trainer will probably be
unable to spot all eating disordered people, as well as
all people with other non-obvious or unknown condi-
tions, and there will always be a degree of non-
preventable risk in exercise. In some cases, however,
there is sufficient evidence that an individual cannot
exercise safely, evidence that may be obtained by using
basic observation skills.

(3) Finally, although there is no clear legal duty for the
instructor to obtain medical certification or to proceed
to client health screening, assessment of risk for the
participant is understood to be one of the ethical
responsibilities of the instructor.24 It has been suggested
that if the instructor ‘‘had prior knowledge of an
existing danger or risk but took no corrective action to
help prevent resulting injuries, this failure to act would
most likely constitute an extreme form of conduct’’
(defined as gross negligence, wilful and wanton
conduct, or reckless conduct).25 The instructor who is
willing to accept the anorexic into his class needs to be
aware that she is thereby renouncing responsibilities
which, although not enforced by law, are often
regarded as responsibilities of all instructors as such,
namely caring for the health and safety of participant in
the class and during exercise. As we have seen above, the
instructor may be persuaded to allow the anorexic to
take part in the class in order to prevent her from
harming herself outside the class in isolation or in order
to prevent her from suffering long term harm resulting
from violation of her capacity for self determination. By
accepting the responsibility to care about what may
happen to the person outside the class or in the future,

Box 2

Autonomy
Respect for the anorexic’s own choices

Beneficence (promotion/protection of welfare)
Promotion of sense of self control and responsibility and
therefore maximisation of long term health. Protection from
more serious consequences that may follow exclusion from
the class—exercise in solitude and without specialised
supervision

18 Giordano
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however, the teacher partly renounces the responsi-
bilities that are within the scope of her job, namely,
caring for what may happen to the participant in the
class and while exercising.

WHY INSTRUCTORS ARE NOT MORALLY OBLIGED
TO ALLOW EATING DISORDERED PARTICIPANTS TO
TAKE PART IN THEIR CLASSES
For these reasons, it seems that allowing the anorexic person
to participate in the class amounts to accepting ‘‘a different
job’’. When the person with anorexia enters the studio, she
implicitly asks the teacher to enter into a new and atypical
(implied) contract. The instructor who has reason to believe
that the person has an eating disorder and who decides to
allow her to take part in the class agrees, by so doing, to
comply with a set of goals and responsibilities that are alien
to the goals of the ETM class.
Indeed, as previous sections have shown, utilitarian con-

siderations may lead the instructor to believe that this is the
right thing to do. The instructor is not, however, obliged to do
this. In fact, the transaction between instructor and parti-
cipant is still a professional transaction, a type of ‘‘contract’’
or ‘‘customer service’’, and like any contract, it must be
voluntarily entered into. Nobody can be obliged, much less
morally obliged, to subscribe to tasks and responsibilities for
which they do not possess relevant qualifications and which
are in direct contradiction of the main aims of their job. From
an ethical point of view, entering into these types of atypical
contracts can be regarded as a ‘‘supererogatory act’’, but not
as a ‘‘mandatory act’’. There cannot be a moral obligation for
a fitness trainer to accept that she must instruct anyone who
is likely to be harmed by the activity she is teaching, whatever
may happen to that person outside the studio. Indeed, if fitness
trainers are to remain committed to their proper function as
fitness trainers, they have good reasons to reject the anorexic
participant. We should also consider that the instructor who
is concerned with what may happen to the participant out-
side the class may have other options—advice help lines,
directing the participant to a specialised clinical psychologist,
and/or discussing the risks for health with the participant—
that do not involve direct hazard to the participant.

CONCLUSIONS
The participation of people with anorexia in fitness classes is
a problem requiring sensitive handling which is becom-
ing more widespread, given the increasing spread of eat-
ing disorders among young people, and the tendency of
eating disordered people to participate in exercise classes
(Thompson,1 p 26); (Dalgleish, et al, eds,4 p 237); (Jack,8 pp
292–312).9 The case of anorexia illustrates the ethical
dilemmas that may arise for sports trainers and coaches as
they pursue their profession. The instructor is faced with an
ethical dilemma as to whether she should allow anorexic
participants to take part in her classes. I have shown that
there are strong ethical reasons that may persuade the
instructor to let such people take part in her class. These
reasons, however, do not amount to a moral obligation on the
part of the instructor. Allowing the participant to take part
in the class should be regarded as an agreement to enter an
atypical contract, in which the instructor would accept as a part
of her job, the obligation to comply with goals that are alien to
any appropriate ETM class standards, and to accept responsi-
bilities that go beyond her competencies. This transaction is not
necessarily unethical, and may even be considered as a
‘‘supererogatory’’ act, on the part of the instructor. There is
not, however, a moral obligation to enter into this type of
contract with the anorexic participant, and in spite of the ethical
reasons for allowing her to take part in the class, refusing to

teach her is not unethical and is indeed compatible with the
appropriate function of the ETM instructor.
The conclusions of this paper have broader implications,

related to teaching sports and fitness to those at risk. Every
sport—even sports that are not classified as extreme sports—
involves a degree of risk (sport related injuries). In normal
circumstances trainers should be aware of the risks inherent
in the sport they teach. They should be able to maximise the
benefits while minimising these risks. Instructors will be
aware that risks cannot be eliminated. In normal circum-
stances, however, the benefits associated with sport and
physical activity outweigh the risks and part of the job of the
instructor is making sure that this is the case.
In many cases people, however, are of less than average

health. They may have back problems, asthma, diabetes, knee
injuries, or they may be pregnant. Participants may even be
unfit for reasons unrelated to health (they may not have the
appropriate equipment—appropriately cushioned shoes—for
example). In these circumstances the risks are not inherently
related to the sport. The risks are related to the physical
condition of the participant and the choice of inappropriate
equipment. The instructor will have to balance a number of
variables in order to decide whether she should accept those
participants. The instructor will have to consider the indivi-
dual case on the basis of ethical principles (respect for
participants’ autonomy, protection/promotion of their health/
safety) and on the basis of a number of other factors. These
factors include: evaluation of the risks of exercising with that
particular condition; whether it is possible to tailor specific
exercise programme for that particular individual; whether it
is possible to monitor the exercise of that particular indivi-
dual in a group situation; how many individuals at risk there
are in the group, and whether it is possible for the instruc-
tor to monitor all of them at the same time, and so on. The
instructor should be able to weigh up the balance between
the risks and the benefits of the sport/exercise for that
particular individual in those specific circumstances, and of
course these will differ from one case to the next. Part of this
assessment is based on communication with the client. The
client should inform the teacher of her condition and a
constructive programme should be tailored for that client.
The case of anorexia is different from these cases for a

number of reasons. The eating disordered person is, first of
all, unlikely to inform the instructor of her condition—if
anything, she will hide it. No constructive communication is
likely to take place.
Moreover, exercise is a part of the anorexic’s condition, and

the benefits of the sport/exercise are minimal compared to
the risks for the health of the anorexic participant.
The instructor may have ethical reasons for agreeing to

teach participants at risk. These reasons do not, however,
entail an ethical obligation. The sport/fitness trainer has no
ethical obligation to teach those at risk, however cogent the
ethical reasons to do so may be.
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