


Anorexia Nervosa(AN)

©0.4% Women, 0.1%
Men

o Calorie deficit,
negative body image,
rigid thinking, food
rules/rituals

* Overcontrol, risk
averse

* Restrict, Binge/Purge
Type

Bulimia Nervosa (BN)

* 1% Women, 0.1%
Men

¢ Binge eating,
compensatory
urging (vomiting,
axatives, diuretics),
negative body image

* Compulsive, out of
control, labile

Severe, restrictive eating habits

Binge Eating Disorder
(BED)

©3.5% Women, 2%
Men

 Binge eating, grazing,
mindless snacking,
over ordering food,
over portioning

o Secretive, out of
control, shame

te imbalances

Other Specified
ing/Eating
Disorder (OSFED)

* Subclinical eating
disorders, distress

oPu _ingdisorder.
Night Eating
Syndrome, Laxative
abuse

o "Atypical” anorexia

* Orthorexia & Food
and Alcohol
Disturbance (FAD)
* Not formal

diagnoses

strictive
sorder

(ARFID)

‘o Estimated Prevalence

0.3-15%

o Calorie deficit,
extreme picky eating,
texture, sensory
issues, fear of
chocking or vomiting
when eating

e Lack of body image
disturbance

* Co-occurring often
ADHD, Autism

:r‘ectrum, sensory
isorders




Food and alcohol disturbance by athlete status: the

Food and Alcohol Disturbance (F AD) in the U.S. and }|toles of drive for thinness, drive for muscularity, and
France: Nationality and gender effects and relations —

to drive for thinness and alcohol use

The association between Food and Alcohol Disturbance

(FAD), race, and ethnic identity belonging

From fad to FAD: A theoretical formulation and
proposed name change for "drunkorexia" to food and Exploring the Link Between Neuroticism-
alcohol disturbance (FAD) Depression and College Drinking

A comparison of food and alcohol disturbance
(FAD) in sorority and non-sorority women

Gastro- Menstrual
intestinal Function

vascular health

logical

Metabolic

logical







Following unhelpful
social media accounts
(fistpo/thinspo, pro-Ana,
pro-Mia)

Dieting, eliminating
foods, changing food
rules

Distress when talking
about relationship with
food and/or body image







DietCulture &
Weight Stigma

¢ Diet cycling

* "Wellness”
culture

* Fad diets (keto,
paleo,
intermittent
fasting)

* Fat phobia and
size stigma

* Norms that value
appearance

Female
Identity

* Body
objectification

* Internalization of
dominant culture
thin ideal

LGBTQIA+

* LGBTQIA+ youth

increased risk

® 54% transgender
youth diagnosed
with ED (The
Trevor Project)

* Tend to go
misdiagnosed or
undiagnosed

* Under treated

* Mental health
stigma

Social & Cultural

* Historical and
intergenerational
trauma

¢ Weight stigma

e Bullying

¢ Glorifying
muscularity

* Acculturation

* Food insecurity

* Social media




Disordered eating higher
among sexual and gender
minorities

Transgender individuals may

use eating disorder behaviors

to achieve features associated
with their gender identity

Risk factors: social
discrimination, parental
rejection, peer victimization,
internalized stigma

Transgender and non-
binary individuals 4x
greater risk of eating
disorder symptoms
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Eating Disorder Assessments
» EDI-3 Eating Disorder Inventory
+ EDE-Q Eating Disorder Examination
Questionnaire
» EDDS Eating Disorder Diagnostic Scale
» SCOFF Eating Disorder Questionnaire

Mood Assessments
» Beck Anxiety Inventory
» Beck Depression Inventory
» The Columbia Protocol

Athlete Assessments
* RED-S
» Compulsive Exercise Test
» Female Athlete Screening Tool




Cultural Cultural Cultural Factors Cultural Factors
Definition of the Perceptions Impacting Past Impacting
Problem Help-Seeking Current Help-

How would they Causes Seeking

: " Self-Coping
describe their Role of Cultural ) Preferences
problem? Identity Past help-seeking

Clinician-Client

How do they feel
ow do they fee Relationship

about the diagnosis?

Stressors and Barriers

Supports

Can you eat when you are hungry and usually stop when you are
satisfied?

Do you avoid certain food items due to texture?

Do you make food choices based on foods you enjoy?

Are you able to purchase basic food items?

Do you become physically uncomfortable (such as weak, tired, dizzy,
a headache) when you under-eat or diet?

Do you feel that your food selections include all foods? Including
foods that are high in fat or calories?

Do you engage in mindless eating, compulsive eating, and/or
compulsive food buying?

Do you engage in compensatory behaviors (vomit, laxatives,
exercise, diet pills, diuretics) after you eat?



https://www.psychiatry.org/File%20Library/Psychiatrists/Practice/DSM/DSM-5-TR/APA-DSM5TR-CulturalFormulationInterview.pdf
https://www.psychiatry.org/File%20Library/Psychiatrists/Practice/DSM/DSM-5-TR/APA-DSM5TR-CulturalFormulationInterview.pdf

The inability to
tolerate emotional
responses

Difficulties coping
which leads to use of
non-sustaining
behaviors

Emotional response is
disproportionate to
the situation or stimuli

Limited insight into
emotions and/or
confused by emotional
experiences
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The Renfrew Center Daily Food-Emotion Journal Patient Name:, Date: Dietitian:
Complete this section & your * SUDS rating BEFORE your meal Complete this section & your % SUDS rating AFTER your meal
Exchanges xr‘“ﬁ" ‘Your Emotional Experience of the Meal Thinking about the Consequences.
Record the exchanges for “h“”“‘m“ Physical Sensations Behaviors/lrges
your meal. meal

e *
sensations you're fecling |  you're doing, or sensing
in your body an urge do

* SUDS

*SUDS
with ( being “not at all distressed and § bemg ‘extremely distressed
| Veagies | Fruits. | Dessers

Attend to emotion: Notice and pay attention to

Attend ; b )
emotion cues. "l see you

Label and express the emotion: 3-point check.
Give words (=labels) to emaotion. “Speaking the
unspoken”

Labeland
express

Validate the emotion: put yourself their shoes.
Validate You don't have to agree to validate. Using
"because” instead of "but”

Meet the emotional or practical need:
reassurance, empathy, support.
“l'am here for you" “let's do this together”

Fix it/Problem Solve: *remember* this does NOT
mean colluding with the ED or avoidance. This is

WNHOSSTAREN mostly done if safety is at risk or the developing of
strategies is necessary.




Date/ Time Situation or Physical Thoughts Behaviors/ What happens
Trigger Sensations Urges next?
Short
Long

Helps st.udents develop an
understanding of the antecedents
and consequences of common
N . *Response
emotional experiences ‘

*'
The 3-Component Model

Cons/Costs Pros/Benefits

Why don’t you want to change? Why do you want to change?
What are the costs of changing? What are the benefits of changing?

Stay the Same What are the costs of staying the same? Benefits of staying the same?
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If you are suspicious or concerned about certain behaviors, say something.

It is appropriate to discuss behaviors and symptoms directly.

It is our responsibility to inform students that they have a problem, and that there is support.
Validate their emotions and their fears, not their eating disorder behaviors.

Choose your moment carefully. Regulated students/clients have more capacity to receive
information.

Avoid power struggles and repeating yourself if the student/client isn't able to hear your concerns.
Try again another time.

Be prepared for setbacks, avoidance, ambivalence, etc.

Prevention

Pri mary Prevent the use or delay first use
of behavior

Early Detection

Second ary Reduction of behaviors once
started

Harm Reduction

Tertia 8% ® Reduce behaviors to prevent
further harm/illness/death
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Review each session

Collaborative vs. Punitive

Realistic expectations

Willingness

SMART Goals

Include all areas of concern

* Meal compliance, Food risks, Reduction of binge/purge, Appropriate activity routine, increased flexibility of food choices
* Meal support, Accountability, Pictures, Food journals, Tolerance of body image

* Taking medication as prescribed, Lack of safety concerns and/or safety plan, Imminent safety concerns, Lack of substance use
* Reduction in symptoms of anxiety, depression, self-injurious behaviors; Increased flexibility of thinking

* Social eating, Social engagement, Reaching out for support
* Faith based connection, Clubs, Mentorships, Recovery coach, Sponsor

» Stability of vitals (stable blood pressure), Weekly labs w/ value improvement, Normal heart rate
* Lack of dizziness, lightheadedness, fainting episodes, orthostasis: No blood in vomit, blood, stool

*» Able to manage academic and athletic demands; Support of coach/professor, Completing homework assignments, Attending class
4 -+ Utilize coach, trainer, professor, RA

* Identify coping skills/tools, Willingness to try skills, Delay action, Journal, Reach out for support
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International
Association of Eating
Disorder Professionals
(ilaedp)

{e=1allate]

ANAD

National Association
of Anorexia Nervosa
& Associated
Disorders (ANAD)

® Provide € SUf

L INDA

ASSOCIATION FOR SIZE DIVERSITY AND HEALTH

Association for Size Diversity and
Health (ASDAH)

e ASDAH envisions a world that

hap:

NEDA

Feeding hope.

The National Eating Disorders

AE<D® Academy for

Eating Disorders
Academy for Eating Disorder
(AED)

e Helps

res

Project HEAL

® Free ED clinical assessment
services including diagnosis,
level of care
recommendations &
referrals; treatment
scholarship program
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https://www.acha.org/NCHA/ACHA-NCHA_Data/Publications_and_Reports/NCHA/Data/Reports_ACHA-NCHAIII.aspx
https://policycommons.net/artifacts/3494971/hms-national-report-2021-22/4295519/
https://www.nationaleatingdisorders.org/what-are-eating-disorders
https://doi.org/10.1080/14659891.2022.2070874
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