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Objectives

 Define Types of Eating Disorders

 Review Clinical Indications

 Discuss Treatment Options

 Identify the Role of an RD



Eating Disorder

 Any of a range of psychological disorders characterized by abnormal or 

disturbed eating habits.

 Restriction

 Binging

 Purging

 Rumination

 Chewing and Spitting



Differential Diagnoses

 Occult Malignancies

 Chronic Infection

 Thyroid Disease

 Diabetes

 Inflammatory Bowel Disease

 Cystic Fibrosis

 Addison’s Disease (adrenal insufficiency)

 Depression

 Substance abuse

 And Many Others



Eating Disorder Statistics

 30 million people of all ages/genders suffer in the US

 Every 62 minutes someone dies as a result

 Highest mortality rate of any mental illness  

 13% of women over 50 engage in disordered behaviors

 1% of American women suffer from Anorexia in their lifetime

 1.5% of American women suffer from Bulimia in their lifetime

 2.8% of American adults suffer from Binge Eating in their lifetime

 50% of teenage girls and 30% of teenage boys use unhealthy weight control 

behaviors



Eating Disorder vs. Disordered Eating

 Eating Disorder

 Long term 

 Primary diagnosis 

 Typically requires intensive 

therapies and support

 Fits within the DSM-V criteria

 Disordered Eating

 Typically short term

 Stems from another diagnosis (ie

Depression or Cancer)

 Likely resolves with initial issue

 Does not warrant a specific 

diagnosis 

 Descriptive term 



Types of Eating Disorders

 Anorexia Nervosa

 Binge/Purge Type

 Restricting Type

 Bulimia Nervosa

 Binge Eating Disorder

 Unspecified Eating Disorders 

 Night Eating Syndrome

 Atypical Anorexia, Bulimia or Binge Eating Disorder

 Purging Disorder

 Avoidant/Restrictive Food Intake Disorder



Anorexia Nervosa

 Restriction of energy intake leading to a low body weight for age, sex, 

developmental trajectory and physical health 

 Intense fear of gaining weight or getting fat or behaviors that interfere with 

weight gain when needed

 Body dysmorphia/Poor body image

 Severity based on BMI or BMI percentile 

 Partial remission if no longer restrictive 



Bulimia Nervosa

 Recurrent binge eating

 Binge eating is characterized by BOTH: 

 Eating in a discrete amount of time an amount of food that is definitely larger than what 

most individuals would eat in a similar period of time under similar circumstances

 Sense of lack of control over eating during an episode

 Recurrent inappropriate compensatory behavior to prevent weight gain:

 Self-induced vomiting

 Misuse of laxatives, diuretics or other medications

 Fasting

 Excessive exercise

 Binge eating and inappropriate compensatory behaviors both occur at least 

once a week for three months 



Bulimia Nervosa
 Self-evaluation is influenced by body shape and weight

 Does not occur exclusively during episodes of anorexia nervosa

 Partial remission if a significant decrease in behaviors

 Severity based on the frequency of behaviors and can increase 

with degree of functional disability 



Binge Eating Disorder

 Recurrent binge eating

 Binge eating is characterized by BOTH: 

 Eating in a discrete amount of time an amount of food that is definitely larger than what 

most individuals would eat in a similar period of time under similar circumstances 

 Sense of lack of control over eating during an episode 

 Episodes are associated with three (or more) of the following: 

 Eating much more rapidly than normal

 Eating until feeling uncomfortably full

 Eating large amounts of food when not feeling physically hungry

 Eating alone because of feeling embarrassed by how much one is eating 

 Feeling disgusted with oneself, depressed, or very guilty afterward



Binge Eating

 Marked distress regarding binge eating is present

 Occurs at least once a week for 3 months

 Not associated with the recurrent use of inappropriate compensatory behavior

 Partial remission when episodes occur less then once weekly. 

 Level of severity based on number of episodes and can increase with degree 

of functional disability



Other Unspecified Eating Disorders

 Symptoms that cause clinically significant distress or impairment in social, 

occupational, or other important areas of functioning but do not meet criteria 

for feeding and eating disorders diagnosis

 Used in situations in which the clinician chooses to communicate the specific 

reason that the presentation does not meet diagnostic criteria

 Done by recording “other specified feeding or eating disorder” followed by the 

specific reason (e.g., bulimia nervosa of low frequency)



Other Unspecified Eating Disorders

 Atypical anorexia nervosa: All criteria for AN are met except the individual's weight is 

within or above the normal range (despite weight loss)

 Atypical Bulimia nervosa:  All criteria for BN are met, except that binge eating and 

compensatory behaviors occur less than once a week and/or for less than 3 months

 Atypical Binge-eating disorder: All of the criteria for binge-eating are met, except the 

binge eating occurs less than once a week and/or for less than 3 months

 Purging Disorder: Recurrent purging to influence weight/shape in the absence of binge 

eating



Other Unspecified Eating Disorders

 Night eating syndrome: Recurrent episodes of night eating after awakening from sleep 

or by excessive food consumption after the evening meal. Awareness/recall of eating 

not caused by external influences

 Avoidant/Restrictive Food Intake Disorder:  Eating or feeding disturbance due to lack 

of interest, sensory issues, or concern of adverse effects from eating causing weight 

loss or malnutrition.  

 Orthorexia: an “unhealthy obsession” with otherwise healthy eating and exercise 

 Diabulimia: the abuse of insulin by diabetic patients in order to lose weight



Unspecified Feeding or Eating Disorders

 Symptoms that cause clinically significant distress or impairment in social, 

occupational, or other important areas of functioning but do not meet criteria 

for feeding and eating disorders diagnosis

 Used in situations in which the clinician chooses not to specify the reason 

that the criteria are not met for a specific feeding and eating disorder, and 

includes presentations in which there is insufficient information to make a 

more specific diagnosis (e.g., in emergency room settings)



Causes and Comorbidities 

 Previous Psychiatric Conditions

 Overweight or Significant Weight Changes

 Sexual Abuse 

 Lifestyle Changes

 Food Jag (repetitive eating of specific foods)

 Trauma

 Biological (i.e. Low CCK)



Behavioral Signs

 Isolation from friends and family

 Large amounts of food missing

 Uses restroom after meals

 Irritability/Agitation

 Impaired sleep

 Increased debt

 Decreased self-esteem



Physical Signs/Observations

 Malnutrition

 Bradycardia/Hypotension

 Brittle Hair/Nails

 Hair Loss

 Yellow Skin (not Jaundice)

 Lanugo Hair

 Blue and Cold Hands/Feet

 Edema

 Swollen cheeks

 Fatigue 

 Calluses on back of hand (Russell’s 

Sign)



Medical Complications

 Weight Loss/Gain

 Decrease tolerance to cold

 Lanugo

 Osteoporosis

 Loss of lean body mass and fat 

stores

 Decrease REE

 Low BP

 Malabsorption

 Lactose intolerance

 Decreased phosphorus

 Medical issues associated with 

obesity

 Fertility

 Osteoporosis

 Loss of or irregular

 Infertility

 Stunted growth

 Electrolyte Imbalances

 Sodium/Potassium

 Heart attack

 Seizures

 Death



Other Consequences of Eating Disorders
 Social Issues

 Isolation

 Family problems

 School/Work problems

 Hopelessness

 Decreased sex drive

 Increased risk of injurious behaviors

 Gastrointestinal Disorders

 Heartburn/GERD

 IBS

 Constipation/Diarrhea

 Delayed gastric emptying

 Loss of villi function 

 Ulcers

 Poor Nutrient Intake

 Anemia

 Irritability

 Depression

 Decreased motivation

 Mental confusion

 Premature aging

 Decreased wound healing

 Decreased night vision

 Bone loss

 Dermatitis

 Hair loss

 Hypersensitivity to light

 Compromised immune system



Possible Labs Needed
 Lactate Dehydrogenase

 If elevated, evidenced of muscle wasting

 Cholesterol/Triglycerides

 Elevated with AN & Unspecified ED due to malnutrition

 Elevated with BN & Unspecified ED due to over eating and obesity 

 Amylase

 IF trending upward, evidence of induced vomiting

 Creatine Kinase

 If elevated, evidence of over exercising

 Anemia (B12, Folate, Iron) Masking

 Normocytic anemia can mask the combination of micro and macrocytic anemias or 
can be normocytic anemia

 All are signs of malnutrition



Refeeding Syndrome
 Metabolic and physiologic shifts of fluid, electrolytes and mineral that occur 

as a result of aggressive nutrition support

 Monitor phosphorus, magnesium, potassium, serum glucose, and blood 

pressure

 Characterized by fatigue, lethargy, edema, arrhythmia, hemolysis, and 

muscle weakness  

 Avoid by:

 Identify risk

 Frequent lab and physical assessments

 Gradually increasing calories



Dietary Related Medications

 Docusate Sodium

 Psyllium Hydrophillic Mucilloid

 Multivitamin/mineral

 Potassium Supplement

 Phosphorus Supplement

 Protein Modular Supplement 

 Protonix

 Antacids

 Avoid Appetite Stimulants



Treatment

 Psychotherapy

 Psychoeducation

 Medications

 Diet Therapy

 Group Therapy

 Support 



Levels of Care

 Inpatient/Hospital 

 Residential 

 Partial Hospitalization 

 Intensive Out-patient

 Out-patient 



Team Approach

 Psychiatrist

 Social Worker

 Psychologist

 Nurse

 Dietitian

 Medical Doctor

 External Support (family/friends)



Therapies
 Cognitive Behavioral Therapy - focuses on negative patterns of thinking as 

well as beliefs that contribute to these thought patterns and changing them

 Dialectical Behavioral Therapy - connects cognitive and behavioral methods as 

an approach to coping with painful emotions

 Family Therapy - involves and works with families and couples

 Maudsley Method – Incorporates parents as an active role in their child’s recovery 

process

 Art Therapy - uses art media as its main form of communication and 

therapeutic healing



Therapies
 Equine Therapy - uses horses as a tool for emotional growth

 Acceptance and Commitment Therapy - used to help patients concentrate on 

ways to become aware of and accept their emotions and experiences

 Interpersonal Psychotherapy -focuses on managing interpersonal problem 

areas, such as unresolved grief, role disputes, role transitions, and 

interpersonal deficits

 Exposure and Response Prevention Therapy - gradually exposes patients to 

the feared object or circumstance with the goal of desensitizing fears



Psychiatric Medications
 Very few FDA approved medications to treat ED

 Anorexia – recommended to use only at appropriate weight and to treat 

secondary diagnoses (i.e. depression, anxiety)

 Current research on Zyprexa (antipsychotic)

 Bulimia-mostly antidepressants and other medications 

 Prozac (Antidepressant) to reduce binge eating and vomiting

 Elavil/Tofranil/Norpramin (tricyclic antidepressants) to reduce binge eating and 

vomiting

 Topomax (anticonvulsant) reduces binge frequency which can reduce compensatory 

behaviors

 Zofran (anti-emetic) significantly reduced binge and purge frequency

 Binge eating disorders – multiple drug classes found to be effective

 SSRIs, antiepileptic, appetite suppressants.  



Dietitian’s Role

 Intake Assessment

 Dietary Modification

 Patient Education

 Challenge Food/Weight Distortion

 Explore Hunger/Fullness

 Do Not Judge Behaviors or Perceived Failures

 Set Appropriate Boundaries

 Stick to Scope of Practice

 Communicate with Interdisciplinary Team



Assessment
 Diet History

 Allergies

 N/V/D/C, GERD

 Chewing, swallowing, dentition

 Medications, vitamins, minerals, other 

supplements

 Religious/Preferential restrictions 

(Kosher, No Red Meat etc)

 Weight History

 Highest/Lowest lifetime weight, 

age/length of time at this weight

 Current weight changes

 Weight as a child

 Self weighing frequency

 Preferred Weight 



Assessment
 Medical/Social History

 PMH

 Social history (age, work/school, 

home life, hobbies)

 Labs

 Diet Recall

 Average daily intake and habits

 Beverage times and amounts

 Guide through meals and snacks 

 Ask times of meals/snacks

 ‘Healthy’ vs ‘diseased’ recall

 Physical (from patient’s view)

 Constipation

 Cold intolerance

 Last menses

 Hair loss

 Skin changes

 Nutrition Focused Physical 

Assessment

 Hair

 Skin

 Muscle tone

 Oral 



Assessment
 Eating Disorder History

 Age/Weight ED began

 Possible cause

 Family members/Friends with ED

 Describe cycles of behaviors

 Safe foods

 Food Rules vs Previous Dislikes

 Restrict (age began, specific 

foods/Kcal, frequency)

 Binge (age began, specific foods, 

times of day, last time, frequency)

 Eating Disorder History (Cont)

 Purge (age began, specific foods, 

times of day, frequency, last purge)

 Exercise (age began, type, 

frequency, length of time spent)

 Diet Pill, Laxative, Ipecac, 

Diuretic, or Enema (age began, 

type used, amount used, 

frequency, last use)

 Fluids (amount consumed, type 

consumed, reasoning behind 

unusual behaviors)



Patient Goals

 Range from weight to intake to achieve decrease in behaviors

 Important for the patient to choose goals

 Should be measureable

 Encourage manageable goals



Practitioner Goals

 Weight

 Gain

 Inpatient 2-5lb per week

 Outpatient 0.5-1lb per week

 Loss

 No change >2% per week

 ~1-2lb weekly

 Maintenance

 No Change >2%



Practitioner Goals 

 Diet

 Move towards regulated eating patterns that are healthy but manageable for the 

patient

 Move towards intuitive eating 

 Coping Skills

 Food Logs

 Very important for success 

 Written or Digital/App

 Discontinuation of Eating Disorder Behaviors



Behavioral Modification
 The alteration of behavioral patterns through the use of such 

learning techniques as biofeedback and positive or negative 

reinforcement

 Done with food logs, journaling, therapies and building new habits

 Very useful with coping skills



Meal Planning

 Outlines nutritional needs for the day

 Provides structure to stabilize eating behaviors

 Lays out meal/snack times and foods at these times

 Becomes more flexible with recovery

 Challenges food rules/restrictions 

 Useful in relapse as a fallback



Exchange System
 Separates foods by macronutrient content

 Essential to choose a variety within each exchange group

 Exchange groups: 

 Starch 

 Protein

 Dairy

 Fruit

 Vegetables

 Fats

 Requires education on estimating portion sizes 



Component System

 Places foods in groups

 Separates by snacks, breakfast and lunch/dinner 

 Categorized by entrees and sides 

 Can be easier to choose 

 May decrease food variety and prevent full spectrum of foods



Plate Method

 More visual for patients

 Can be easier to learn

 More difficult to measure



Monitoring Intake and Behaviors

 Food Logs

 Food Journals

 Hunger/Fullness Scale

 Behavior Urge Log

 Food Emotion Journal



Limitations

 Gastrointestinal pain/delayed gastric emptying

 Increased patient distress/anxiety 

 Hypermetabolism

 Poor body image

 Lack of support

 Fear of disclosing disease to providers/family/friends



Noncompliance Behaviors in Eating 

Disorder Patients

 Fluid Loading

 Hiding items for weight increase

 Odd food choices

 Condiment abuse

 Excessive coffee intake

 Constant movement

 Hiding food

 Stealing food



Recovery Phase

 Normalcy around eating

 Listen to internal cues

 Flexible with timing and foods

 Good food variety

 Able to be spontaneous 

 No focus on weight or need to weigh



Relapse Prevention 

 Reinforce recovery motive

 Identify triggers and warning signs

 Discover healthy ways to connect to your body

 Have a plan in place for tense situations (holidays, eating out)

 Stay present with eating/meals



Knowing when to transfer care

 Continued undesired weight changes

 No change in eating habits

 Persistent compensatory behaviors

 Stagnant negative opinions of body and weight

 New eating disorder behaviors

 Unwillingness to challenge food rules/restrictions



Resources

 National Eating Disorder Association

 Eating Disorder Coalition of Arkansas

 International Association of Eating Disorder Professionals Foundation

 National Eating Disorder Information Center

 Academy of Eating Disorders
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