9/25/2024

WE'RE IN THIS TOGETHER: .

NAVIGATING COLLABORATION .
ON CAMPUS FOR COLLEGE .

STUDENTS WITH EATING )
DISORDERS

Jessica Berens, MS, RD, LDN
Senior Regional Nutrition Manager i -,
A

Laura MclLain, PsyD, BC-TMH
Clinical Telehealth Supervisor & Training Specialist The

Renfrew Center
Holly Willis, MSN, PMHNP-BC

FIRST IN EATING DISORDERS
Nurse Practitioner

=] ¥

September 27,2024

A

LEARNING OBJECTIVES

Participants will
be able to identify

Participants will
be able to identify
and utilize 2

Participants will

2 nutrition be able to

evidence-based interventions that identify 3
therapeutic . can be mec}|ca| warning
strategies to implemented on signs when

assist students college campuses working with
with eating when treating clients with
disorders students with eating disorders.

eating disorders.
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EATING DISORDERS
OVERVIEW & CO-

OCURRING MENTAL
HEALTH CONCERNS

COLLEGE STUDENT MENTAL HEALTH

» 52% of students reported moderate psychological
. distress; 25% serious distress*

* 29% have engaged in self injury**

* 14% seriously considered suicide; 2.9% attempted
suicide*

* 14% screened for eating disorder symptomology
(SCOFF)**

* 44% reported significant food insecurity*

THE HEALTHY

MINDS STUDY
2022202 e repon_|

» 33% of students reported being diagnosed with or
treated for a mental health problem**

* 74% report emotional or mental health has hurt their
academics (in a 4-week period)**

*National College Health Assessment, Spring 2022
**Healthy Minds Study, 2022-2023
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ED AS AN EMOTIONAL DISORDER? MAINTAINING FACTORS
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OUR STUDENTS ARE DYSREGULATED

The inability r‘i’s";::’s':’.'s
i
to t°i?rat? disproportionate
emotiona to the situation
responses or stimuli

Difficulties
coping which
leads to use of
non-sustaining
behaviors

Limited insight
into emotions
and/or confused
by emotional
experiences

Wellness

EATING DISORDERS SPECTRUM

* Mostly positive
feelings about body
shape/size

* No “good” or “bad”
foods

« Regular/moderate
exercise

Preoccupation with
body shape/size and
eating

« Don’t like the way parts
of body look or
consistently feel like
losing a few pounds

* Frequent thoughts

about food, eating and

body

Sometimes feel guilty

or bad for what they

have eaten and may

“make up for it”

Distress about body

A J Eating Disorders
shape/size and eating
* Anorexia Nervosa

* Thinking about food, . Bulimia Nervosa

eating and body
interferes with daily

e + OSFED
activities . ARFID
* Rigidity in eating
patterns

* Working hard to change
body and compensating
for eating (vomiting,
fasting, extreme
exercising)

 Binge Eating Disorder




Mood is deeply affected by how they think
they look

Desire for thinness supersedes all life’s
pleasures or goals

Equate altered body shape/features with
beauty, success, perfection, happiness,
confidence, and self-control
Preoccupied with becoming “fat” - even if
at a healthy body weight

PSYCHOLOGICAL INDICATORS OF BODY IMAGE
DISTURBANCE

Constantly compares self to others

Seeks reassurance from others that
their looks/body/weight are acceptable
Self-deprecation: “fat” “gross” “ugly”
“disgusting”

Attempt to create a “perfect” image

FOOD & ALCOHOL
DISTURBANCE (FAD)

Previously
“drunkorexia”

Restriction of calories,
over exercise, and

other compensatory
behaviors

alcohol use to offset
caloric intake or
minimize intoxication

Drive for thinness
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COMMON ISSUES ON CAMPUS

PURGING DISORDER

Recurrent purging
behavior to influence
weight or shape in the
absence of binge
eating.
before/during/after

Purging includes - self-
induced vomiting, use
of laxatives, diuretics,
enemas, exercise and
significant fasting (for
non-religious or
medical reasons)

Getz, 2009; Lydecker et al, 2018; Pompili et al, 2022

COMPULSIVE
EXERCISE

Can play arole inthe
development &
maintenance of

several EDs (AN, BN,

OSFED

Even though exercise
is commonly
considered a healthy
and socially reinforced
behavior, excessive
exercise can be a
serious problem.

Diabulimia

Rumination Disorder

Night Eating
Syndrome

Pica

Compulsive

N
OSFED '
?N-'/
Orthorexia* ARF...
BED
Atypical
Anorexia
BED
Purging Disorder BN
BN

Laxative Abuse

Unspecified
Feeding or Eating
Disorder (USFED)

COMMON ISSUES ON CAMPUS

ORTHOREXIA
NERVOSA

Preoccupation with food

Not eating outside the home

Hyper perfectionism
Inflexibility with routine

Obsessive research on
diet/wellness trends

Lots of time shopping for
food

May include rigid exercise
routine

Low Energy
RELATIVE ENERGY Availability
DEFICIENCY SYNDROME
(RED-S)

(LEA)

Impaired psychological
functioning due to
undernourishment
7 canbea consequence of:
Over training, under-fueling
Poor meal timing
Consistent diet restriction
Increased training loads

without increased food
intake

Getz, 2009; Lydecker et al, 2018; Pompili et al., 2022
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CONTRIBUTORS & CO-OCCURRING
MENTAL HEALTH ISSUES

National Eating Disorders Association, 2023
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SEXUAL ASSAULT & SUBSTANCE USE ON
CAMPUS

25.9% (female) and 6.8%
(male) of undergraduate
students report
experienced
nonconsensual contact
through physical force or
because they were unable
to give consent

11.2% of all students
(grad/undergrad)

experience rape or sexual
assault through physical

force, violence, or
incapacitation

. {NI
Natienal
“ :;g’hl &
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EATING DISORDERS & TRAUMA

Individuals with EDs who also experienced

childhood maltreatment (physical, sexual,

and emotional abuse) were significantly more

likely to:

A 4

have greater
be diagnosed have more
frequency of

report earlier

onset of ED severe ED

with comorbid be suicidal binge/purge
psych disorder presentation behaviors

Brewerton, 2018
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+ Body Objectification
* Internalization of dominant culture

INTERSECTIONALITY & ED RISK FACTORS

BIPOC Cultural/Societal Factors

« Tend to be misdiagnosed * Historical and intergenerational trauma
* Under treated * Bullying
* Glorification of masularity

* Acculturation status

« Less likely to seek out ED recourses
+ Mental health stigma

* Food insecurity

* Social media influence

ED RISK
FACTORS

Female

Identity « Diet cycling
* Fad diets (keto, intermittent fasting)

* Fat phobia and size discrimination

thin ideal * Norms that value thin bodies and
* Cultural differences appearance
+ LGBTQIA increased risk Diet Culture & Weight
Stigma

* Risk factors include social
exclusion, family rejections, peer
victmization

LGBTQIA* Grabe et al, 2008; NEDA, 2023

16
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ASSESSMENT &
SCREENING

ESSENTIALS TO CONSIDER

Medical & Psychiatric

Level of Distress
Concerns

Symptom Severity

Ability to stop behaviors?

How frequent? Medical instability?

ks
lowlerheEis Psychiatric safety

To what extent?
concerns?

Level of concern (if any) with

A o
Level of disruption? symptom use?
Level of support necessary?

17
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ASSESSMENT PRIORITIES

ASSESSMENT TOOLS

Eating Disorder Assessments
« EDI-3 Eating Disorder Inventory
» EDE-Q Eating Disorder Examination Questionnaire
» EDDS Eating Disorder Diagnostic Scale
» SCOFF Eating Disorder Questionnaire

Athlete Assessments Mood Assessments
* RED-S » Beck Anxiety Inventory
» Compulsive Exercise Test » Beck Depression Inventory
» Female Athlete Screening Tool * The Columbia Protocol

*

20



EATING DISORDER SCREENING TOOLS

) .

SCOFF Questionnaire (Morgan, Reid & Lacey, 2000)

+5 item screener

Score of 2 out of 5 indicates possible ED

+Sick, Control, One, Fat, Food (opportunity to explore further)

ARFID ASSESSMENT TOOLS

Eating
Disturbances in
Youth-
Questionnaire

(EDY-Q)

Eating Disorder
Assessment for
DSM-5 (EDA-5)

Nine-Item ARFID
Screen (NIAS)*

Pica, ARFID, and
Rumination
Disorder Interview
(PARDI)

% Zickgraf & Ellis,

Eating Pathology
Symptoms
Inventory (EPSI)
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EATING DISORDER SCREENING TOOLS
scroon tor Ohrdared Enting o k0L 00

Y / N | Do you often feel the desire to eat when you are emotionally
upset or stressed?

Y / N | Do you often feel that you can't control what or how much you eat?

Y / N | Do you sometimes make yourself throw up (vomit) to control
your weight?

Y / N | Are you often preoccupied with a desire to be thinner?

¥ / N | Do you believe yourself to be fat when others say you are too thin?

Y / N | Are you satisfied with your eating patterns? Answering "no" to
this question is classified as an abnormal response,

Y / N | Do you ever eat in secret? Answering “yes” to this and all other
questions Is classified as an abnormal response.

Y / N | Does your weight affect the way you feel about yourself?

Y / N | Have any members of your family suffered with an eating disorder?

Y / N | Do you make yourself sick because you feel uncomfortably full?

American Psychiatric Association, 2023

22
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QUESTIONS TO ASK STUDENTS

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

Do you avoid certain foods due to texture or sensory issues?

Do you make food choices based on foods you enjoy?

Are you able to purchase basic food items?

Do you compulsively buy food or engage in “panic buying”?

Do you become physically uncomfortable (such as week, tired, dizzy) when you
under eat or diet?

Do you feel that your food selections include all foods, including those higherin
fat or calories?

Do you engage in mindless or compulsive eating?

Do you try to compensate after eating by vomiting, using laxatives, diet pills,
exercise or restriction?

24
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MEDICAL &
PSYCHIATRIC
CONSIDERATIONS

MEDICAL PRESENTATION - WHAT TO ASK

24 hour dietary recall
Dieting history
Exercise history

Food rules

Body image concerns
Sensory issues related to food

Bingeing/Emotional eating

Compensatory behaviors
(purging, laxatives, diuretics)

25

@ MEDICAL COMPLICATIONS

* Orthostatic vitals

* Cardiac arrythmia, bradycardia

* Shortness of breath

+ Dental Erosion

* Cold intolerance

» Osteoporosis/Osteopenia

* Gl Issues (constipation, bloating,
diarrhea)

* GERD

* Hormonal changes

* Gastroparesis

* Impaired immune system

+ Abnormal lab values (potassium, sodium,
magnesium, phosphorus)

* Seizures

* High blood pressure

« Fainting episodes, lightheaded, dizziness

* Perforated esophagus

* Blood in urine, stool, vomit

* Weight fluctuations, weight loss/gain

* Amenorrhea, abnormal menses

* Parotid gland enlargement

MEDICAL COMPLICATIONS OF RESTRICTION

Anorexia Nervosa, ARFID, Fasting, Orthorexia

Signs of wasting

Muscle, bones, skin, hair, internal

organs ‘

 Signs of conservation of energy &
organs

« Vital signs, organ shrinkage,

sluggish systems

Maintaining cardiac, renal, and

< liver functions |

27



MEDICAL COMPLICATIONS OF RESTRICTION
Re-Feeding Syndrome

’ ~ N 7 =
Weight loss = P
if hypotension, Re-feeding =
Lite ¥ bradycardia increased
threatening dec¥eased ’ total blood
cardiac mass volume
e el —— —
7 g y ' D
Hypophosphate Increased Congestive
-mia/edema W%?_L%aa‘é/ 8 heart failure
tachycardia
\ 7 N v . 7
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MEDICAL COMPLICATIONS
Binge Eating Disorder

For clients in larger Impact of weight

bodies: stigma:

Managing
assumptions & Clients in larger
biases about bodies more likely
clients who binge to avoid medical
eats care, increasing
acuity when they
do seek help

Association
between a person’s
experience of
weight stigma &
increased
incidence of heart

i disease, ulcers,
clrrelrswtsl?r??a?;eer diabetes, and high
bodies cholesterol

Assumptions that
clients who binge
are in larger bodies Doctors tend to
overtreat,
Restriction is part undertreat, and

of binge cycle

9/25/2024

MEDICAL COMPLICATIONS

Self-Induced
Vomiting
Dental damage
Esophagitis/
Bgrre?t’s
esophagus
GERD

Perforated
esophagus

Blood in vomit

Bulimia Nervosa

Cathartic colon

Hypokalemia

Prolapsed rectum

Blood in stool
Dehydration

Diuretics

Hypernatremia
Hypokalemia
Dehydration

Blood in urine

30

EARLY INTERVENTION

%

Routine screening & intervention

Removing stigma

Open dialogue of symptoms

observed

Education - ED symptoms, severity of

iliness, need for specialized

treatment and/or LOA from

school/sport

Referral to appropriate providers

Collaboration with providers

throughout treatment

32
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Anorexia Nervosa

PHARMACOTHERAPY

Bulimia Nervosa

\ / \
Antidepressants

Mood stabilizers
Studies comparing
psychotherapy to
antidepressants =
psychotherapy had
better improvement
Wellbutrin
contraindicated

Limited role in acute :
treatment |
Nutrition = medication |
Psychiatric conditions !
may worsen or improve :
Fluoxetine may decrease |
relapse rate in weight |
1
|
I
1
I
I

restored patients (Kayne
et al.,, 2001)

Atypical antipsychotics
Benzodyazabines

contraindicated

PHARMACOTHERAPY

Efficacy of Vyvance in
treating BED:

Stimulants used
with caution in
treatment of
restrictive EDs due
to impact on
hunger/fullness
cues

Two studies showed
decrease in the number
of binge eating days per

week and had fewer

obsessive-compulsive
binge eating behaviors
compared to placebo

www.fda.gov

34
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&Z)" BEHAVIORAL CONCERNS

Lack of medication compliance Suicidal thoughts and/or actions

Self-injury Lack of follow through of

Student's relationship with food, recommendations from other
exercise, and/or their body is treatment team members
getting in the way of the college

experience

Social isolation and/or avoidance of
social gatherings that involve food

Change in clothing and/or
appearance (poor ADLs, baggy
clothing)

Mood dysregulation getting in
the way of academic
performance and social

interactions Increased risky or impulsive

Substance use behaviors

e

NUTRITION
CONSIDERATIONS

35



COMMON CONCERNS ON CAMPUS

Food_
Insecurity

Lack of consistent
access to food

20-50% college
students affected

Contributors:
“non-traditional”
students, lower
income students,
rising education

Overwhelm with
food choices

Lack of meal
planning

Avoidance due to
food choices, social
eating

Academics/
Athletics

Food should not
take back seat to
academics/
athletics

Athletes - under
fueling for sport

Inadequate
nourishment
impacting academic

9/25/2024
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COMMON CONCERNS FOR ATHLETES
®

<Increased nutritional needs
-Pressure to perform
-Emphasis on weight/shape

-Reinforcement of disordered
eating behaviors

-Finding times to eat around
school & practice schedule

-Research showed overall low
nutrition knowledge in college
athletes

costs performance
my‘" U.S. Department of Commerce, 2022
37
COMMON CONCERNS ON CAMPUS
Impact of Food Insecurity
Higher stress
Depression
Poor sleep quality
Disordered eating (restrict/binge cycle)
Hoarding food
Academic performance/GPA
Lower nutritional quality in diet
v

38

COMMON CONCERNS ON CAMPUS
Food Insecurity

On Campus Off Campus

Food Pantry
(brick and mortar, mobile)

Federal Program
[Supplemental Nutrition Assistance
Program (SNAP)]

**Lack of awareness of
programs & eligibility**




STRATEGIES FOR DIETITIANS
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Prioritize .
Meals ON CAMPUS )
SeRts: Mealbudgeifnot on Focusing on balanced RESOURCES &
Assesstt_al-(e-out Shop the sales! Va”e;ggﬁgt];:dge'( B A R R | E R S T O
options Easy recipes; Frozen PR
c View menuito. meals rT!\leoalssk/lgrr\)alr; S S P E C | A |— | Z E D C A R E
amlh%'gzt?o?ﬁesl with Grocery shopping Portable snacks
. Plan for class/athletic f
M porte schedule with homermade mears
i“g‘i
s
41

RESOURCE ALLOCATION PREVENTION VS. HARM REDUCTION

Medicare/Medicaid Tx * Prevention

* Prevent the use or delay first use of
Resources : behavior
Insurance vs. Private Pay “’«\ - 4 =
i) 2 f

[ L

Free Support Groups

* Early Detection

Secondary  Reduction of behaviors once started

v Tertiar

—

TeleheulfH;Coverage

J

* Harm Reduction

* Reduce behaviors to prevent further
harm, illness, or death

43 44
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Social support
Psychiatric concerns Understanding of ED and MH
ED presentation
Medical stability
Student distress
Academic/Social Impairment
~

Insurance/Finances
Academic/Athletic Scholarships
International students
Motivatiol& Insight

ED & Mental Risk
Health Managemen
Symptomology t

Student
Resources

v
APA Ethical Principles
Risk Management
School rules & Codes of Conduct
Personal ethics
Legal/ethical concerns

College
Resources

v
ED informed
Collaborative vs. Siloed
Community supports
Adequate training
Fixed therapy sessions

Harm Reduction
Referral to OP ED Specialist
Refer to HLOC
Treatment Agreement
Skills/Tools
SolutionAfocused

Retain vs. Refer

&9.
D

MULTIDISCIPLINARY
TEAMS &
COLLABORATION
ON CAMPUS

45
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AD

DITIONAL SUPPORTS TO CONSIDER

Friend, teammate, partner, mentor, spiritual leader

Coach, RA, athletic trainer

Sports medicine doctor, exercise physiologist

48
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WHAT'S MY ROLE?

9/25/2024

Primary Care Physician

Medical clearance &
follow-up

Physical exam
Monitor labs/vitals

Weight monitoring

Nutrition Thera

Establish meal plan

Monitor weight trends

D d Weight restoration (if

applicable)

Monitor compensatory
behaviors

Meal planning

49

WHAT'S MY ROLE?

Therapist/Counselo
r

Diagnosing and treating
co-occurring mental
health issues

Identifying ED specific
treatment goals

Monitor use of emotion
regulation skills

Assess readiness for
change/Motivation

D d mental health issues

Psychiatrist/Psych NP

Psychotropic
medication

Monitor co-occurring
Monitor labs, vitals,
weight trends
Education about

severity of ED and other
symptoms

CASE

CONSULTATION

50

CONSULTATION STRUCTURE
Primary Care Physician

TOUCH POINTS

Significant issues with
academics/athletics

Significant social
stressors; relational
ruptures

Big life changes

s ® symptoms ®
Consistency with medical

7 )

FOCUS POINTS
Weight trends
Labs/Vitals, Physical

recommendations

Medical risk based on
current symptoms

52
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TOUCH POINTS

Monitor substance use

CONSULTATION STRUCTURE
Psychiatrist/Psych NP

4 N
FOCUS POINTS
Weight trends

Labs/Vitals, Physical
symptoms

CONSULTATION STRUCTURE

TOUCH POINTS

Significant updates
related to food
insecurity

Changes to support
system

Barriers to meal plan
consistency

Dietitian
7~ "
FOCUS POINTS

Weight trends
Meal plan consistency
@ Compensatory behaviors &

Vs

Willingness to challenge
self with food

Goals for the week

Changes to meal plan

Changes to mood v ™ &
L er s s Compliance with
Significant shiftin prescribed medications
behavior (i.e.
impulsivity) Psychiatric concerns,
Safety risks
Changes in medication
ﬁé’% . )
53
CONSULTATION STRUCTURE
Therapist/Counselor
& N,

TOUCH POINTS

Significant issues with
academics/athletics

Significant social
stressors; relational
ruptures

Changes in mood

Vs

FOCUS POINTS
Insight into illness
Motivation, Values
@ Use of helpful tools/skills &
Reduction in ED behaviors

Willingness to lean into
discomfort

Progress toward goals
N »

«\! \ y
54
\\\ll// o
oy < HELPFUL TOOLS
- — FOR THE
TREATMENT
= TEAM

56




EDA GRAPH

Self-monitoring Eating Disorder,
Depression, Anxiety daily

Build awareness of relationship
between antecedents and
emotional responses

Snapshot of emotional experience

Evidence that emotion states
don’t last

%”{é Thompson-Brenner et al,
X 2021

57

FOOD & EMOTION JOURNAL

Not always indicated

Reviewing food logs and

planning regular eating

o |ncreased awareness OF
thoughts & emotions
that impact regular
eating

Not a diet

Focus: the emotion

Thompson-Brenner et al,,
2001

9/25/2024

PROGRESS MONITORING WITH THE EDA:

DAILY EATING DISORDER, DEPRESSION, AND ANXIETY FORM

58
Compiete tha sectio
| ScroRe your men!
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P

DIETITIAN REVIEW - FEJ

Your Emotionial Experience of the Mesl
wmmm What are the ‘What actions of
s moment? Quote hese |  yourelesinginyour | dong, of sensing an

vertalen ad by ot 10 Bocy? The physeal uge to actoa?

paEpNase fosings you fesl

o't e pellow chee, | Tense back & shoulders | Ariousfot
although melied chessinso | Racing heart Gapping
taty” Stomach ache Fidgeting with plate,
“Iould never crdinandy | Sabuating raphin & utousils
allow et havethis” | Headache Drank ater really
I wish therewas ekt | Quick hallne Just
cheeseon this” breathing Used rapkin afer
When st ke thi | can see everysingle hite
cellibt on my thighs™ Warted totesr
“Thie mesl hae s bt of canddich i pices
calorin. Sofattening” Wanted to pull
) s s puthetic grlled melty cheeseinta
cheeseis s noema T wish lomg trandl
coulddothis® Wartal to ot the
“reish Vwas b again; my grease off the bread
D abuays e to e his Wantad tolsvethe
meal for me” crust behind

nnnnnnnnnn
JJJJJJJJJJJJ

Thoughts - core apﬁraisals?
patterns? what to share with
team?

Physical Sensations - what
might impact meal
consistency? what does the
medical provider need to
know?

Urges/Behaviors - how did they
handle those urges? what
behaviors might need review in
this context?

THERAPIST REVIEW - FEJ

m Your Emotional Experience of the Meal

\.__.—?’U" 2 | st s oo Wratar e

vt | S| ek | e

saptrase. fosings you el

e —— ik ok | it

s maening o | ahough el chese 50| Racing bt wppg

ed 8 stromod Then | 1y’ Stomachahe Pl with e,

thegroupbefor b, | 4 o severondinardy | Seliating aplie el

westisallpiute | dbowosdio wthie  | Healiche [o——

wosngforrme Lat | i thee was ore vty | Quiceshallow fat

right s wpote | chece o thi” mcatbing U raplin sfer

vl Orerll,tm | Ve it e i e vy gl b

Selnglowonmy | et o mythighe” Wantadlotear

ey ress oy, | Thsmet bt f sk
caloics. S foltening™ Wantad o ol
1t s bt ol En—
Fo——— ongitrands
colddothi” Wandad oot e
“wish  waaa ki again my gresseoffthe bread
D by e s e this Wantod o e the
molfirme amtdind

Wulkd\vgz

Fi——

Antecedents - tough session,
tired/stressed, group
emotionally taxing, didn’t
sleep well

Emotional Experience - what
did they notice about their
thoughts, physical
sensations, behaviors/urges?

61

Yihol s e Short Tenn consecuincs of having
the meal tme expenance you had?

THERAPIST REVIEW - FEJ

positie
and pegaive i e short and e long e

Achicved my goal, but motice el wsing
other i il cersted agrea deslof
anciety. ol really s, Finishe the meal in

epite of wrges. Secredly enjoyed the chosse but
o ot of catastropsizing theughis after &
almost parged

VWit  the Long-Term consequence of having
this meal-bme experience?

Tolerated ety for quite s hile and didt
e EDB.“Battea Lot of puritive
thaughts about my body. Watched myanvicty
decresse ventme. Al myself o fecsad
ahout my Dad. Have started questioning my
udes” ot whichfood  allrw myelf o ve
ornothare

*SU0S §
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WHY ARC?

Monitoring
experiences

Better M
. ore
understanding :
of these sustainable

experiences response

Thompson-Brenner et al,
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THE “ARC” OF AN EMOTIONAL EXPERIENCE

Emotion:
1
Date/ Physical Behaviors/
S e | e | P

Antecedents

Immediate, Eariler,
and Historical

Goal: develop an understanding of
the antecedents and consequences
of common emotional experiences

v

Response

The 3-Component Model

Long-term

Thompson-Brenner ctal. (2021) et

Consequences
Short-term &

9/25/2024
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AVOIDANCE STRATEGIES

COGNITIVE

Dissociation
Intellectualizing
Suicidal ideation

Distraction

Rumination

Humor

Shrinking body

Avoiding eye
contact

Shaking foot

SAFETY SIGNALS

Sharps
Medications
Pets
Water bottles

Journals

WHEN TO REFER
TO HIGHER
LEVELS OF CARE

67

INPATIENT

Short-term medical
stabilization

Inconsistent ED
hospitalization protocol

Clinical for psychiatric
stabilization?

RECOMMENDATIONS

-~

Vs -

RESIDENTIAL

24-hour medical &
psychiatric monitoring

Specific ED care
Weight restoration
Eliminate laxative use
Monitor physical activity

Therapy to address ED
and mental health
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appropriate?
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