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1. Refine understanding of eating
disordered behavior, including common
warning signs and diagnoses

ObJeCtIVES 2. Consider means of assessment and
support for individuals with eating
disorders (and their families)

3. Highlight treatment strategies




Eating
Disorders:

Diversity &
Stigma

"4l of these people suffer from a serious, life ﬁveatemg Eating Disorder.”




Prevalence:

e Globally: 1-2%
e US: ~10% will have an ED during lifetime

cating

D | SO rd ers: e Psychological wellbeing
e Psychosocial functioning
‘ 1k pa Ct e Medical health

e Family functioning
e |dentity development

Value of early intervention



. . * Highest mortality rate of all psychiatric disorders
Stat I St | CS e Age 15-24 with anorexia: 10 x mortality risk

a n d * Bulimia: increased mortality

Impacts —
V\/hy Should . Prevalence:

* Anorexia: 0.5-2% (F > M)

We Ca e ? * Bulimia: 1.5-4% (F > M)

« BED:2-5% (F=M ?)

* Diagnosed and treated in < 50% cases



Disconnect In
diaghosing...

* Stigma

* Shame

* “Not really a problem”

 Social and cultural reinforcement
* Coping strategy

* Lack of awareness/knowledge

e Lack of Resources

e Co-morbidities




Difference between Eating Disorders and disordered

eating?

Spectrum

Formal diagnostic criteria

Psychosocial impairment

Medical sequelae

(A) Flexible, healthy eating, and confidence about
body size and shape

(B) Preoccupied with food and dieting, and attempt to
change body size and shape

(C) Disordered eating, unhealthy dieting, and distress
about body size and shape

(D) Eating disordered, and disturbed body image



Why do people develop
eating disorders?

* Coping Mechanism
* Low self esteem
Physical insecurities, dysmorphia
Control
Trauma
Change/Transitions

* Genetics + environment

* Food insecurity




Root Causes/
Influences

Social/Cultural
Pressure for
Extreme Thinness

Family

F unctioning
Style
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Girls are
three times
more likely
than boys
to have a
negative
body image.

More than 90% of
15-17 year old girls

their physical
appearance.




Risk Factors

Gender

LBGTQAI+

Race/ethnicity

Age (adolescence and middle age)
Athletes, Dancers, “Spotlight”
Family hx and dynamics
Trauma/PTSD
Pregnancy/Postpartum

Food insecurity

Neurodivergence



Social Media and ED

* 91% of adolescents in the US are on social media; over 50% check at least hourly

e Scoping review of > 50 studies in 17 countries:

o social media usage leads to body image concerns, disordered eating and poor mental health via
mediating pathways of social comparison, thin/fit ideal internalization, and self-objectification

 Specific exposures (social media trends, pro-eating disorder content, appearance focused
platforms and investment in photos) and moderators (high BMI, female gender, pre-
existing body image concerns) strengthen the relationship

* Other moderators (high social media literacy and body appreciation) are protective,
hinting at a ‘self-perpetuating cycle of risk’



May lose weight more quickly

Less likely to be diagnosed (stigma)

Less treatment options (less centers that serve men)

Males with ED

( re St rl Ct I Ve ) May suffer more nutritional deficiencies

* May have higher likelihood of trauma, fear of being ostracized/rejected
-> more likely to take feelings out on bodies (BDD)




Food
Insecurity

and ED

* Social determinant to health that
disproportionately affects those of
racial/ethnic minority backgrounds

* Associated with many physical and mental
health adverse outcomes

* Associated with increased risk for
o Binge eating
o Bulimia
o Compensatory behaviors



Gender dysphoria and ED’s

* Transgender college students report
experiencing disordered eating ~4x the rate of

cisgender classmates.

TRANSGENDER §
TIPPING '

POINT

4
* ~1/3 of transgender individuals in eating A A
disorder treatment reported using their ED
to change their body without hormones




Comorbidities

Mood Disorders

Anxiety Disorders

OCD

Trauma/PTSD

Substance Use

Personality Disorders

Autism Spectrum

ADHD

* Many people with other
“primary” psychiatric concerns
will also have an Eating Disorder



Anorexia Nervosa
Bulimia Nervosa

Binge Eating Disorder

Formal Eating
D | SO rd ers ( DS M _ '(A‘,A\\/gﬁ;)nt Restrictive Food Intake Disorder
5) Pica

Rumination Disorder

Feeding and Eating Disorder, Unspecified



Spectrum
and
Trajectory

e Eating Disorders as a Spectrum

* Many people will have >1 disorder during lifetime



Anorexia

* Restriction of energy intake -> significantly low body
weight

e Distorted body image

e Self worth strongly correlated with appearance

* Restricting

* Binge purge

e Severity: BMI based




. e Co-occurring disorders
Anorexia o | |
Anxiety * Highest mortality rate of
e OCD any mental health
° Trauma Condition

* Depression/Mood

 1in5 deaths are by
* Female >> Male suicide

* Time to recovery — predictive
of future success vs relapse




Avoidant Restrictive Food Intake Disorder
(ARFID)

* Low nutritional intake -> deficiency, poor weight gain

* No compensatory behaviors

Not driven by body image concerns

 Common in younger children

Comorbidities
* ASD, developmental delay
* Anxiety disorders, OCD




Bulimia

* Binge + purge > 1x/week (>3 months)

 Self worth correlated with body image
PhotoGrid

e Psychosocial impairment

* “Normal” or elevated weight




Purging Modalities et

Dulcelax

LAXATIVE TABLETS |
Moyt U3 gy

o 60% self-induced vomiting
o 30% laxatives

o 4% diet pills

o 4% diuretics —
o 2% thyroid hormones e
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Bulimia Warning
Signs

* Trips to bathroom after meals

* Dental issues

* Gl distress

* Weight fluctuations

* Excessive exercise

* Large amounts of food disappearing
* “Sialadenosis”

e Russell’s Sign




Diabulimia

* Not currently in DSM-5

* Bulimia co-occurring with TIDM

* Purging through misuse of insulin to induce weight loss
(glycosuria)




Binge Eating Disorder

Binge > 1x/ week, > 3 months

Feelings: guilt, remorse, lack of control

No purging

Often overweight




e Co-occurring disorders * Gender distribution
Mood disorders

Binge Eating

D|SO rd er * Trauma/PTSD * More common in BIPOC
* Harm avoidance individuals
 ADHD
_  Often underlies “weight
* Medical problems”
e Obesity

* Metabolic concerns
e @Glissues




Other

» Eating disorder behaviors of less frequency SpeCIfled/
e Atypical anorexia U ﬂSpeCified
Feeding &
* Prior history of ED with some residual .
symptoms Eatl Nng

Disorder




Assessment

Strategies




e Approach
* Education

* Content

* Behaviors (History, frequency)
Assessment « Connection with other symptoms/behaviors
Body Image/Self Esteem
Family Hx and Functioning
Physical symptoms




Assessment

* Routine of Inquiry

* Describe your relationship (are you
struggling) with food? Your body?

* Do you use food or associated
behaviors as coping?

 Tell me about your intake/exercise on
a sample day




Additional Assessment Considerations

Safety and Stability

Insight

Motivation to Change

Collateral

Comorbid conditions

Support Structure

Individual, Family, Cultural beliefs about food and body



e Suicidality
e Self harm
Safety e Grave Passive Neglect

Considerations

e Physical symptoms
e Vitals, weight, labs
e Rate of change & absolute value




Medical
Conseguences to
watch for ...




Medical Sequelae: Cardiac

* AN:
* Decreased cardiac muscle
e Mitral valve prolapse
* Bradycardia
* Orthostatic hypotension
* Risk for sudden cardiac death

* BN:
e Arrhythmia
e Hypotension/fluid shifts
* Risk for serious cardiac event

N =4

NORMAL HEALTHY WEIGHT




Medical Sequelae: FEN

* AN: * BED:
* Hypokalemia * Metabolic syndrome
e Hyponatremia * Elevated HgA1c/BS

* Low phosphorus (total)
* Hypoglycemia

* BN:
* Hypokalemia
 Metabolic alkalosis




Medical Sequelae: G

* AN: * BED

* Decreased gastric motility e Heartburn

e Gastroparesis e Gastric dilatation

* IBS

* Decreased absorption

 Mouth/esophageal irritation PR
S

* Esophageal tears M- ,\ff(

* IBS o= HE



Medical Sequelae: Endocrine/Bone

e AN: * BED:
* HPA axis alterations e PCOS
* Increased cortisol
e Amenorrhea
* Bone loss — osteopenia

* BN:
* |Increased cortisol
* Menstrual abnormalities



Treatment
Considerations



Question 1

* A 16 year-old girl comes to the office due to a 3-week history of
constipation and stomachaches, which are getting worse despite
over-the-counter laxatives. The patient has no significant medical
history and takes no medication. She consumes a vegan diet and
exercises 2 hours a day, which she says, "is necessary so |l don't
become any fatter than | am already." Family history is significant
for Hashimoto thyroiditis in her mother, as well as scleroderma
and obsessive-compulsive disorder in her sister.

N

S



Question 1

* Physical examination is significant for a thin, young female with fine hair on her face and
body with dry skin. Temperature is 37.2 C (99F), blood pressure is 80/55mmg Hg, pulse is
39/min, and respirations are 14/min. BMl is 16.5 kg/m2. Laboratory results are as follows:

o Sodium 138 mEq/L

o Potassium 3.2 mEqg/L
o Chloride 101 mEqg/L

o Bicarbonate 24 mEq/L
o BUN 16 mg/dL

o Creatine 0.7 mg/dL

o Glucose 68 mg/dL



Question 1

* Which is the next best step in management?

Cognitive Behavioral Therapy
Hospitalization

) Nutritional Counseling

) Psychiatric evaluation

E) Thyroid function tests

A)
B)

O
o
oC
oD
o



Question 1: Answer

* Which is the next best step in management?

o A) Cognitive Behavioral Therapy
o B) Hospitalization

o C) Nutritional Counseling

o D) Psychiatric evaluation

o E) Thyroid function tests



This patient's significantly low BMI (<18.5 kg/m?), distorted view of her body weight, lanugo hair, bradycardia, hypotension, and
hypokalemia are consistent with anorexia nervosa (AN). The mainstay of treatment in medically stable patients is psychotherapy
and nutritional rehabilitation. However, when malnutrition is severe, organ compromise (eg, cardiomyopathy, cardiac atrophy,
arrhythmia, respiratory failure, seizures) resulting from lack of nutrients or from electrolyte and fluid imbalances can be fatal. In these
cases, inpatient hospitalization is required for medical stabilization and careful refeeding.

Hospitalization of patients with AN is indicated with 21 of the following symptoms: Unstable vital signs, BMI <15 kg/m?, syncope,
electrolyte disturbance, seizures, cardiac failure, or dysrhythmias. This patient's presentation includes abnormal vital signs

(hypotension, bradycardia) and electrolyte disturbances (hypokalemia).

(Choices A and C) Although nutritional counseling and psychotherapy are the main forms of treatment for AN, this patient is
medically unstable and first must be hospitalized due to the risks of complications from organ failure and cardiac compromise.

(Choice D) Psychiatric evaluation is important in assessing for comorbid disorders such as depression and anxiety, which are often

seen with AN. Hospitalization, however, is a priority in this patient.



Explanation

Anorexia nervosa

Clinical features

« Underweight (BMI <18.5 kg/m?)
» Fear of weight gain, distorted body image

Treatment

» Psychotherapy (individual, family, group)
» Nutritional rehabilitation
e Olanzapine if severe/refractory

Indications for hospitalization

» Bradycardia (<40/min), dysrhythmia

» Hypotension (<80/60 mm Hg), orthostasis

» Hypothermia (<35 C [95 F])

» Electrolyte disturbance, marked dehydration
» Organ compromise (renal, hepatic, cardiac)
« <70% expected weight (BMI <15 kg/m?)




(Choice E) Although hypothyroidism can lead to constipation, bradycardia, and dry skin, it more often results in weight gain and
hypertension rather than the hypotension and very low weight seen in this patient. In addition, thyroid function tests may not be
helpful in management of AN as patients can present with euthyroid sick syndrome (ie, low T3 or T4) due to the body's adaption to
chronic nutritional depletion.

Educational objective:

The long-term treatment of anorexia nervosa includes psychotherapy and nutritional rehabilitation. However, a patient with unstable
vital signs, BMI <15 kg/m?, or serious medical complication of malnutrition (eg, syncope, electrolyte disturbance, seizures, cardiac
failure, dysrhythmias) must be hospitalized to prevent mortality from organ failure.

Medical Library

Anorexia nervosa

References

(4 Initial evaluation, diagnosis, and treatment of anorexia nervosa and bulimia nervosa.



Multidisciplinary

Approach |V|€dlca|

Therapeutic
Nutrition
Psychiatric

Family Based



Prioritize the eating
disorder —don’t delay

* Eating disorders can be life threatening
* Address any medical issues immediately
* Defer treatment of OCD, ADHD, etc. whenever possible
* Watchful waiting is a counterproductive strategy
* Early intervention may prevent a protracted illness course
* Seek specialized eating disorder providers (dietitian alone
not sufficient)

* Reliable oral intake is a baseline requirement for outpatient
treatment
* Don’t overestimate the role of psychiatric medications

* Pharmacology does not replace the primary treatment —
therapy (and FOOD)




Medical
Management

e Vitals

* Weight and rate of change
(blind?)

* Labs
* Physical symptoms. Distress

* Coordination with psychiatry&
subspecialties




Lab Recommendations

* CBC * EKG

e Chemistry panel (Chem10)

* Thyroid * DEXA (after 6 months of
* Liver function restriction)

* Lipid Panel

* Urinalysis

* Urine Drug Screen
* Amylase (purging)



Criteria for Medical Hospitalization

* Cardiac * Hypoglycemia
* HR < 40 (<50 in adolescents) * Risk of Refeeding
e QTc > 500

e Excessive edema with cessation of
* Rhythm other than sinus purging

e <70% IBW or raid weight loss

* Electrolyte abnormalities
e K<2.8
« HCO3 > 38



Therapy

* Evidence based
 CBT
* Family based therapy (Maudsley)
* DBT

» Additional modalities
Mirror/body guided
Mindfulness

ACT
Psychodynamic
Trauma focused
OT/PT




Knowledge with ED +

Determination of actual “needs” and meal plan

Monitor intake and weight

Appropriate weight gain/loss

Nutrition

Counseling/coaching

Prescribed plans and intuitive eating



Malnutrition and the Brain

* Diminished medication efficacy

* Reduced neurotransmitter production, reduced brain mass
o Nutritional depression
© Anxiety and panic attacks

* Weight loss (intentional or unintentional) can result in the development of
an eating disorder

* “Primal hunger” — narrow focus on food
© Brain circuitry re-routed to reward ED behaviors



Satter’s Hierarchy of Food Needs

* Note: “enough food” is the base of the
pyramid

instrumental Food
Novel Food . . .
e Nutritional madequacy IS not a state

Good Tasting Food that promotes healing

Reliable, On-going Access to Food ¢ |[nadequate food causes a “nutritional

: 7)
Acceptable Food depression

* Chronic & acute low blood sugar will

Enough Food ) . :
increase cortisol & adrenaline

https://www.ellynsatterinstitute.org/family-meals-focus/56-hierarchy-of-food-need/



Weight
restoration

* Weight restoration is the single strongest
predictor of recovery in the treatment of
anorexia nervosa (Kaplan 2009)

* Inpatient: start on “high” calorie diet,
>1500 kcals/day (Garber 2013, Maginot
2017)

* Well tolerated

* Does not necessarily increase risk of
hypophosphatemia

e Restoration to >95% EBW confers the best
prognosis (Baran 1995, Lock 2013)

58


http://www.ncbi.nlm.nih.gov/pubmed?term=7793445
http://www.ncbi.nlm.nih.gov/pubmed/23946139

Exercise

* Not recommended during weight restoration period

* Continued exercise can be reinforcing to the
eating disorder

* May place the patient at risk for injury or
mortality

* Exercise may lengthen the time of weight gain
* Providers and families need to be vigilant about covert

calorie expenditures (e.g., unusual agreeableness to
assist with chores)

 Light exercise (30 min total/week) with supervision
could start when patient >95% EBW, calorie levels may
need to be adjusted if weight stalls or decreases

59



Treat associated symptoms

Role of nutrition on mood

Consider absorption, compliance

Restriction -> change in serotonin production

Psychotropic
. . Potential Targets
Medications . Mood

Anxiety (including around meals)
Distorted thoughts

Sleep

Impulsivity



Psychotropics and AN

“Food is the medicine” for anorexia nervosa

Psychotropics have not demonstrated benefit for primary
symptoms and do not replace nutritional restoration as the
initial primary intervention

No FDA approved AN medications to date

Psychotropics may be more effective once a patient
improves in weight (>90% EBW?) and develops better
eating patterns



Antidepre
risk of adve

credse
CtS

* Tricyclics and citalopram should
malnourished patients

AN will increase cardiac risks

e (Bupropion may increase seiz seen in BN)

e Should antidepressants shoul ext of very
low BMI?

* Low likelihood of ef

* Medications may p
complications



* Placebo controlled trials using CBT

* 5 mg of olanzapine over 3 months Bl BMI
increased but no differences between groups
(Brambilla 2007, 2007a)

* 10-week flexible dose (10 mg max) plus day

O ‘ a n Za p | n e hospital Bl may improve obsessive symptoms

and accelerate weight gain in women (Bissada

RCTs In 2008)

* Placebo controlled trial with no psychotherapy in
a d u ‘t A N young adult outpatients, mean age 27.7 years
(Attia 2011)

e Short-term (8 weeks) study of 23 patients
* 7.95 mg mean olanzapine dose

* Improved BMI but no changes in psychological
measures



http://www.ncbi.nlm.nih.gov/pubmed/17519642
http://www.ncbi.nlm.nih.gov/pubmed/17395395
http://ajp.psychiatryonline.org/article.aspx?articleid=100222
http://ajp.psychiatryonline.org/article.aspx?articleid=100222

e Retrospective cohort study as adjunct to inpatient and
day hospital treatment (Norris 2011)

e Olanzapine group showed no significant differences
on psychological measures compared to controls

O ‘ a n Za p | n e * Prospective open trial on in Pisa, Italy (Leggero 2010)

* Some ‘responders’ (>50% in the EAT-26 results)

W |t h * Hyperactivity decreased in this group
* 10-week, DB, PC, 12-21 years old, 10 mg target dose

C h i ‘ d re n a n d (Kafantaris 2011)

* 78% eligible refused to participate in study

* No difference in % median body weight change
adOleSCG ﬂtS between groups

* No differences between groups - similar rate of
weight gain and improvements in eating attitudes
and behaviors, psychological functioning, and
resting energy expenditure



http://www.ncbi.nlm.nih.gov/pubmed/21663423

Avoid ziprasidone (Geodon)

Drug has known QTc prolongation properties

Patients with eating disorders carry QTC risk factors including bradycardia, hypokalemia
or hypomagnesaemia

Medication best absorbed with food (at least 500 kcal)

Certain institutions may have preference for this medication for agitation



A 30-year-old woman comes to the office due to concerns about her weight despite losing 10.9 kg (24 Ib) in the past 6 months. She
says, "| still feel very unattractive and | am afraid that my weight problems are destroying my marriage." During the past 5 years, the
patient has had wide fluctuations in her weight, and at one point weighed 104.3 kg (230 Ib). Much of this weight gain occurred
surrounding her 2 pregnancies, the last being over 2 years ago. She is typically home all day caring for the children. At times the
patient will consume large quantities of food, only to vomit intentionally before her husband returns from work. On weekends when
her husband is home, she avoids this behavior and instead reduces her food consumption dramatically. She becomes anxious if her
husband returns home early for fear that he will withess her overeating or vomiting. The patient is angry at her husband and also at
herself for not having better control of her life. She denies feelings of depression or hopelessness but does feel overwhelmed.

On examination, the patient's vital signs are within normal limits. BMI is 25.3 kg/m?.

In addition to psychotherapy, which of the following is the most appropriate management for this patient?

() A. Bupropion

(O B. Fluoxetine

O C. No pharmacotherapy is effective
() D. Nutritional education

() E. Olanzapine
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Eating disorders

Diagnosis Clinical features

Treatment

« BMI <18.5 kg/m?
Anorexia nervosa | ¢ Intense fear of weight gain
« Distorted views of body weight & shape

o Cognitive-behavioral therapy
¢ Nutritional rehabilitation
» Olanzapine if no response to above

» Recurrent episodes of binge eating

o » Binge eating & inappropriate compensatory behavior
Bulimia nervosa _ _
to prevent weight gain

» Excess worrying about body shape & weight

« Cognitive-behavioral therapy

 Nutritional rehabilitation

o SSRI (fluoxetine), often in combination
with above

. ] » Recurrent episodes of binge eating
Binge-eating . . .
) * No inappropriate compensatory behaviors
disorder ) )
 Lack of control during eating

« Cognitive-behavioral therapy
+ Behavioral weight loss therapy
e SSRI

e Lisdexamfetamine

SSRI = selective serotonin reuptake inhibitor.




Recurrent binge eating with subsequent self-induced vomiting and caloric restriction to prevent weight gain are consistent with
bulimia nervosa (BN). Unlike in anorexia nervosa, the patient's weight is usually within or above the normal range. Contributing
factors in BN include interpersonal stressors (eg, conflicts or tension in social relationships) and feelings of dysphoria and poor self-

esteem related to body image.

The mainstay of treatment for BN is a combination of nutritional rehabilitation (establishing a structured and consistent meal
pattern), cognitive-behavioral therapy, and selective serotonin reuptake inhibitors. Among antidepressants, fluoxetine has the
best evidence. Studies have shown that the combination of therapies is better than any component alone. However, if nutritional
rehabilitation and psychotherapy are not available, pharmacotherapy alone has been found to be effective.

(Choice A) Bupropion is contraindicated in patients with eating disorders due to the risk of seizures.

(Choice C) Pharmacotherapy is effective for the behavioral and cognitive symptoms of BN and is considered a first-line treatment.



(Choice D) Although nutritional education is helpful to teach patients about proper nutrition, education alone is unlikely to stop the
cycle of bingeing and purging. Full nutritional rehabilitation involves structured meal planning and monitoring.

(Choice E) Olanzapine is used as an adjunctive treatment in anorexia nervosa and can help these patients establish a healthier

weight. However, antipsychotics are generally not indicated for patients with BN in the absence of psychotic symptoms.

Educational objective:
Selective serotonin reuptake inhibitors, particularly fluoxetine, have been shown to be effective in reducing bingeing and purging in
patients with bulimia nervosa.

References

(4 Evidence-based pharmacotherapy of eating disorders.

(4 Biological therapies for eating disorders.



Psychotropics and BN

Antidepressants, esp. for binge suppression, have
more utility in BN than AN

Fluoxetine is the only FDA approved BN
medication (for adults) to date

No published RCTs for medication in children and
adolescents with BN

Comorbid psychiatric conditions are more likely to
be present

72



Fluoxetine and bulimia nervosa

* Only FDA approved Rx for adults with BN @ 60 mg/day (Fluoxetine Bulimia Nervosa

Collaborative Study Group, 1992)
* More effective than standard 20 mg/day antidepressant dose

* Effective in both depressed + nondepressed patients
* Open label study in 10 adolescents (Kotler 2003)
* 8 weeks, 60 mg/d fluoxetine with supportive psychotherapy

e 70% improvement rates (decreased binges and purges, CGl-l improvement, no
dropouts from adverse effects)

73


http://www.ncbi.nlm.nih.gov/pubmed/1550466
http://www.ncbi.nlm.nih.gov/pubmed/1550466
http://www.ncbi.nlm.nih.gov/pubmed/14642021

Other psychotropics in

* May also reduce binge/purge episodes
» Topiramate (25-400 mg/day; median 100 mg/day)
* Ondansetron (12-24 mg/day)

* Naltrexone (100 mg or 200 mg twice daily)



Fluoxetine

e Decrease binge/purge at higher doses

|
Psychotropic
. S
Medication:
Bulimia

e Impulsivity
e Mood reactivity/instability

e Bupropion
e Meds affecting QTc



Fluoxetine

e Decrease binge behaviors at higher doses

-
Psychotropic
Medication: BED

Additional Medication Targets

e Mood
e Trauma



GLP-1
Receptor

Agonists

Mechanism: stimulates insulin secretion
and reduces glucagon production

Current indications: T2DM (Alc) and
chronic weight management

Impact experiences of hunger and
fullness

Perpetuate diet culture (thin = better)



* Trigger eating disorders
e Exacerbate pre-existing eating disorders

GLP-1

Rece ptO I e Screen for ED before prescribing
' e Encourage people to nourish their
Agonists o

% e |[ncrease in negative thoughts, obsessive
/ weight checking/thoughts




Higher Levels
of Care




Acute/ongoing food refusal

Declsion

. h | g h e r Uncontrollable binge eating or purging

levels of
care

Safety risks




S—
” <\

* Lack of or limited disclosure \

* Pre-contemplative stage of change

Common * Family dynamics
Cha”enges e Treatment Refusal

e Lack of Resources
* Access
* Stigma




Resources -

* NIMH — shareable resources on eating disorders

* National Eating Disorder Association (NEDA)

* Eating Disorder Hope

* Eating Recovery Center (and recommended resources)
* Academy of Eating Disorders (AED)

* International Academy of Eating Disorder Professionals



Some favorite resources

 The AED “Purple Pamphlet” — helpful for medical professionals who

need a quick reference guide when a patient “seems fine” but has a
serious eating disorder

* https://www.aedweb.org/publications/medical-care-standards

* Prevention Guidelines & Strategies for Everyone: “50 Ways” handout:
e http://www.doorwaysarizona.com/wp-

content/uploads/res2012/50WaystolLosethe3Ds.pdf
 American Psychiatric Association levels of care for ED treatment:

* https://www.nationaleatingdisorders.org/toolkit/parent-toolkit/level-care-
cuidelines-patients
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http://www.doorwaysarizona.com/wp-content/uploads/res2012/50WaystoLosethe3Ds.pdf
http://www.doorwaysarizona.com/wp-content/uploads/res2012/50WaystoLosethe3Ds.pdf
http://www.doorwaysarizona.com/wp-content/uploads/res2012/50WaystoLosethe3Ds.pdf
http://www.doorwaysarizona.com/wp-content/uploads/res2012/50WaystoLosethe3Ds.pdf
https://www.nationaleatingdisorders.org/toolkit/parent-toolkit/level-care-guidelines-patients
https://www.nationaleatingdisorders.org/toolkit/parent-toolkit/level-care-guidelines-patients
https://www.nationaleatingdisorders.org/toolkit/parent-toolkit/level-care-guidelines-patients
https://www.nationaleatingdisorders.org/toolkit/parent-toolkit/level-care-guidelines-patients
https://www.nationaleatingdisorders.org/toolkit/parent-toolkit/level-care-guidelines-patients
https://www.nationaleatingdisorders.org/toolkit/parent-toolkit/level-care-guidelines-patients
https://www.nationaleatingdisorders.org/toolkit/parent-toolkit/level-care-guidelines-patients
https://www.nationaleatingdisorders.org/toolkit/parent-toolkit/level-care-guidelines-patients
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Conclusion

* We all play a role in supporting those who are suffering
* Questions?

 Contact: Ksowar@salud.unm.edu
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