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Agenda

 A review of the different types of Eating 

Disorders (EDs), the symptoms, the risk factors, 

and the statistics.

 Learning how to assess for EDs in your general 

practice; with a client or with parents of a client.

 Learning how to assess the risks to inform your 

referrals to different levels of care and what 

each level entails.

 Learn ideas of What to Say and Not Say to an ED 

client or any client and why no matter what you 

say may be wrong.



The Different Types of EDs

When a person becomes consumed by their food, weight, and body image to the 

point that it effects how they react to life we call it an Eating Disorder.

The EDs to focus on today are:

 Anorexia Nervosa

 Bulimia Nervosa

 Binge Eating Disorder (BED)

 Other Feeding or Eating Disorder (OSFED)

 Unspecified Feeding or Eating Disorder (UFED)

 Other Eating Disorders not yet in the DSM-5



The Different Types of EDs:  

Anorexia Nervosa -AN (F50.01 or F50.02)

Anorexia nervosa is a serious, potentially life-threatening eating disorder 

characterized by self-starvation and excessive weight loss.

http://www.nationaleatingdisorders.org/anorexia-nervosa

http://www.nationaleatingdisorders.org/anorexia-nervosa


The Different Types of EDs:  

Anorexia Nervosa -AN (F50.01 or F50.02)

DSM-5 Criteria:

 A. Restriction of energy intake relative to requirements leading to a 

significantly low body weight in the context of age, sex, developmental 

trajectory and physical health. Significantly low weight is defined as a weight 

that is less than minimally normal, or, for children and adolescents, less than 

that minimally expected. 

 B. Intense fear of gaining weight or becoming fat, or persistent behavior to 

avoid weight gain, even though at a markedly low weight 

 C. Disturbance in the way in which one’s body weight or shape is experienced, 

undue influence of body weight or shape on self-evaluation, or persistent lack 

of recognition of the seriousness of the current low body weight 



The Different Types of EDs:  

Anorexia Nervosa -AN (F50.01 or F50.02)

DSM-5 Criteria (Continued):

Specify Whether

 Restricting type: During the last 3 months, the person has not engaged in 

recurrent episodes of binge-eating/purging behavior (i.e., self-induced 

vomiting or the misuse of laxatives, diuretics, or enemas) 

 Binge-eating/purging type: During the last 3 months, the person has engaged 

in recurrent episodes of binge-eating/ purging behavior (i.e., self-induced 

vomiting or the misuse of laxatives, diuretics, or enemas) 



The Different Types of EDs:  

Anorexia Nervosa -AN (F50.01 or F50.02)

DSM-5 Criteria (Continued):

Specify If

In Partial Remission or 

In Full Remission

Specify Current Severity*

Mild: BMI ≥ 17 kg/m2

Moderate: BMI 16-16.99 kg/m2

Severe: BMI 15-15.99 kg/m2

Extreme: BMI < 15 kg/m2

*The level of severity may be increased to reflect clinical symptoms, the degree of 
functional disability, and the need for supervision



The Different Types of EDs:  

Anorexia Nervosa -AN (F50.01 or F50.02)

Warning Signs:

 Dramatic weight loss.

 Preoccupation with weight, food, calories, fat grams, and dieting.

 Refusal to eat certain foods, progressing to restrictions against whole 

categories of food (e.g. no carbohydrates, etc.).

 Frequent comments about feeling “fat” or overweight despite weight loss.

 Anxiety about gaining weight or being “fat.”

 Denial of hunger.



The Different Types of EDs:  

Anorexia Nervosa -AN (F50.01 or F50.02)

Warning Signs (Continued):

 Development of food rituals (e.g. eating foods in certain orders, excessive 

chewing, rearranging food on a plate).

 Consistent excuses to avoid mealtimes or situations involving food.

 Excessive, rigid exercise regimen--despite weather, fatigue, illness, or injury, 

the need to “burn off” calories taken in.

 Withdrawal from usual friends and activities.

 In general, behaviors and attitudes indicating that weight loss, dieting, and 

control of food are becoming primary concerns.



The Different Types of EDs:  

Anorexia Nervosa -AN (F50.01 or F50.02)

Health Consequences of Anorexia Nervosa

 Abnormally slow heart rate and low blood pressure, which mean that the 

heart muscle is changing. The risk for heart failure rises as heart rate and 

blood pressure levels sink lower and lower.

 Reduction of bone density (osteoporosis), which results in dry, brittle bones.

 Muscle loss and weakness.

 Loss of gray matter



The Different Types of EDs:  

Anorexia Nervosa -AN (F50.01 or F50.02)

Health Consequences of Anorexia Nervosa (Continued):

 Severe dehydration, which can result in kidney failure.

 Fainting, fatigue, and overall weakness.

 Dry hair and skin, hair loss is common.

 Growth of a downy layer of hair called lanugo all over the body, including the 

face, in an effort to keep the body warm.



The Different Types of EDs:  

Anorexia Nervosa -AN (F50.01 or F50.02)

About Anorexia Nervosa:

 Approximately 90-95% of anorexia nervosa sufferers are girls and women.

 Between 0.5–1% of American women suffer from anorexia nervosa.

 Anorexia nervosa is one of the most common psychiatric diagnoses in young 

women.

 Between 5-20% of individuals struggling with anorexia nervosa will die. The 

probabilities of death increases within that range depending on the length of 

the condition.

 Anorexia nervosa has one of the highest death rates of any mental health 

condition.

 Anorexia nervosa typically appears in early to mid-adolescence.



The Different Types of EDs: 

Bulimia Nervosa - BN (F50.2)

Bulimia nervosa is a serious, potentially life-threatening eating disorder 

characterized by a cycle of bingeing and compensatory behaviors such as self-

induced vomiting designed to undo or compensate for the effects of binge eating.

http://www.nationaleatingdisorders.org/bulimia-nervosa

http://www.nationaleatingdisorders.org/bulimia-nervosa


The Different Types of EDs: 

Bulimia Nervosa - BN (F50.2)

DSM-5 Criteria:

A. Recurrent episodes of binge eating.  An episode of binge eating is characterized by both of 
the following:

1. Eating, in a discrete period of time (e.g., within any 2-hour period), an amount of food that is 
definitely larger than what most individuals would eat in a similar period of time under similar 
circumstances.

2. A sense of lack of control over eating during the episode (e.g., a feeling that one cannot stop 
eating or control what or how much one is eating).

B. Recurrent inappropriate compensatory behaviors in order to prevent weight gain, such as 
self-induced vomiting; misuse of laxatives, diuretics, or other medications; fasting; or 
excessing exercising.

C. The binge eating and inappropriate compensatory behaviors both occur, on average, at least 
once a week for 3 months.

D. Self-evaluation is unduly influenced by body shape and weight.

E. The disturbance does not occur exclusively during episodes of anorexia nervosa.



The Different Types of EDs: 

Bulimia Nervosa - BN (F50.2)

DSM-5 Criteria (Continued):

Specify If

In Partial Remission or 

In Full Remission

Specify Current Severity*

Mild: An average of 1-3 episodes of inappropriate compensatory behaviors per week.

Moderate: An average of 4-7 episodes of inappropriate compensatory behaviors per week.

Severe: An average of 8-13 episodes of inappropriate compensatory behaviors per week.

Extreme: An average of 14 or more episodes of inappropriate compensatory behaviors per 
week.

*The level of severity may be increased to reflect other symptoms and the degree 
of functional disability.



The Different Types of EDs: 

Bulimia Nervosa - BN (F50.2)

Warning Signs of Bulimia Nervosa:

 Evidence of binge eating, including disappearance of large amounts of food in 
short periods of time or finding wrappers and containers indicating the 
consumption of large amounts of food.

 Evidence of purging behaviors, including frequent trips to the bathroom after 
meals, signs and/or smells of vomiting, presence of wrappers or packages of 
laxatives or diuretics.

 Excessive, rigid exercise regimen--despite weather, fatigue, illness, or injury, the 
compulsive need to “burn off” calories taken in.

 Unusual swelling of the cheeks or jaw area.

 Calluses on the back of the hands and knuckles from self-induced vomiting.

 Discoloration or staining of the teeth.



The Different Types of EDs: 

Bulimia Nervosa - BN (F50.2)

Warning Signs of Bulimia Nervosa (Continued):

 Creation of lifestyle schedules or rituals to make time for binge-and-purge 

sessions.

 Withdrawal from usual friends and activities.

 In general, behaviors and attitudes indicating that weight loss, dieting, and 

control of food are becoming primary concerns.

 Continued exercise despite injury; overuse injuries.

 Chronic irregular bowel movements and constipation as a result of laxative 

abuse.

 Gastric rupture is an uncommon but possible side effect of binge eating.



The Different Types of EDs: 

Bulimia Nervosa - BN (F50.2)

Health Consequences of Bulimia Nervosa:

 Electrolyte imbalances that can lead to irregular heartbeats and possibly 

heart failure and death. Electrolyte imbalance is caused by dehydration and 

loss of potassium and sodium from the body as a result of purging behaviors.

 Inflammation and possible rupture of the esophagus from frequent vomiting.

 Tooth decay and staining from stomach acids released during frequent 

vomiting.



The Different Types of EDs: 

Bulimia Nervosa - BN (F50.2)

About Bulimia Nervosa:

 Bulimia nervosa affects 1-2% of adolescent and young adult women.

 Approximately 80% of bulimia nervosa patients are female.

 People struggling with bulimia nervosa usually appear to be of average body 

weight.

 Many people struggling with bulimia nervosa recognize that their behaviors 

are unusual and perhaps dangerous to their health.

 Bulimia nervosa is frequently associated with symptoms of depression and 

changes in social adjustment.

 Risk of death from suicide or medical complications is markedly increased for 

eating disorders



The Different Types of EDs:

Binge Eating Disorder - BED (F50.8)

Binge eating disorder (BED) is an eating disorder characterized by recurrent 

episodes of eating large quantities of food (often very quickly and to the point of 

discomfort); a feeling of a loss of control during the binge; experiencing shame, 

distress or guilt afterwards; and not regularly using unhealthy compensatory 

measures (e.g., purging) to counter the binge eating. 

http://www.nationaleatingdisorders.org/binge-eating-disorder

http://www.nationaleatingdisorders.org/binge-eating-disorder


The Different Types of EDs:

Binge Eating Disorder - BED (F50.8)

DSM-5 Criteria:

A. Recurrent episodes of binge eating. An episode of binge eating is characterized by 
both of the following:

1. Eating, in a discrete period of time (e.g., within any 2-hour period), an amount of food 
that is definitely larger than what most individuals would eat in a similar period of time 
under similar circumstances.

2. A sense of lack of control over eating during the episode (e.g., a feeling that one cannot 
stop eating or control what or how much one is eating).

B. The binge eating episodes are associated with three (or more) of the following: 

1. Eating much more rapidly than normal.

2. Eating until feeling uncomfortably full.

3. Eating large amounts of food when not feeling physically hungry.

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

5. Feeling disgusted with oneself, depressed, or very guilty afterward.



The Different Types of EDs:

Binge Eating Disorder - BED (F50.8)

DSM-5 Criteria (Continued):

C. Marked distress regarding binge eating is present.

D. The binge eating occurs, on average, at least once a week for 3 months.

E. The binge eating is not associated with the recurrent use of inappropriate 

compensatory behaviors as in bulimia nervosa and does not occur exclusively 

during the course of bulimia nervosa or anorexia nervosa.



The Different Types of EDs:

Binge Eating Disorder - BED (F50.8)

DSM-5 Criteria (Continued):

Specify If

In Partial Remission or 

In Full Remission

Specify Current Severity*

Mild: 1-3 episodes binge-eating episodes per week.

Moderate: 4-7 episodes binge-eating episodes per week.

Severe: 8-13 episodes binge-eating episodes per week.

Extreme: 14 or more episodes binge-eating episodes per week.

*The level of severity may be increased to reflect other symptoms and the degree 
of functional disability.



The Different Types of EDs:

Binge Eating Disorder - BED (F50.8)

Warning Signs of BED:

Behavioral Characteristics

 Evidence of binge eating, including the disappearance of large amounts of food in short periods of 
time or lots of empty wrappers and containers indicating consumption of large amounts of food.

 Secretive food behaviors, including eating secretly (e.g., eating alone or in the car, hiding wrappers) 
and stealing, hiding, or hoarding food.

 Disruption in normal eating behaviors, including eating throughout the day with no planned 
mealtimes; skipping meals or taking small portions of food at regular meals; engaging in sporadic 
fasting or repetitive dieting; and developing food rituals (e.g., eating only a particular food or food 
group [e.g., condiments], excessive chewing, not allowing foods to touch).

 Can involve extreme restriction and rigidity with food and periodic dieting and/or fasting.

 Has periods of uncontrolled, impulsive, or continuous eating beyond the point of feeling 
uncomfortably full, but does not purge.

 Creating lifestyle schedules or rituals to make time for binge sessions.



The Different Types of EDs:

Binge Eating Disorder - BED (F50.8)

Warning Signs of BED (Continued):

Emotional and Mental Characteristics

 Experiencing feelings of anger, anxiety, worthlessness, or shame preceding 
binges. Initiating the binge is a means of relieving tension or numbing 
negative feelings.

 Co-occurring conditions such as depression may be present. Those with BED 
may also experience social isolation, moodiness, and irritability.

 Feeling disgust about one’s body size. Those with BED may have been teased 
about their body while growing up.

 Avoiding conflict; trying to “keep the peace.”

 Certain thought patterns and personality types are associated with binge 
eating disorder. 



The Different Types of EDs:

Binge Eating Disorder - BED (F50.8)

Warning Signs of BED (Continued):

Physical Characteristics

 Body weight varies from normal to mild, moderate, or severe obesity.

 Weight gain may or may not be associated with BED. It is important to note 

that while there is a correlation between BED and weight gain, not everyone 

who is overweight binges or has BED.



The Different Types of EDs:

Binge Eating Disorder - BED (F50.8)

Health Consequences of BED:

Physical Effects

 The health risks of BED are most commonly those associated with clinical obesity. Some of 
the potential health consequences of binge eating disorder include:

 High blood pressure

 High cholesterol levels

 Heart disease

 Type II diabetes

 Gallbladder disease

 Fatigue

 Joint pain

 Sleep apnea



The Different Types of EDs:

Binge Eating Disorder - BED (F50.8)

Health Consequences of BED (Continued):

Psychological Effects

 People struggling with binge eating disorder often express distress, shame and 

guilt over their eating behaviors.

 People with binge eating disorder report a lower quality of life than those 

without binge eating disorder.

 Binge eating disorder is often associated with symptoms of depression.

 Compared with normal weight or obese control groups, people with BED have 

higher levels of anxiety and both current and lifetime major depression.



The Different Types of EDs:

Binge Eating Disorder - BED (F50.8)

About BED:

 Binge eating disorder is the most common eating disorder in the United 

States; it is estimated to affect 1-5% of the general population.1 BED affects 

3.5% of women, 2% of men,1 and up to 1.6% of adolescents.2

 Binge eating disorder affects women slightly more often than men—estimates 

indicate that about 60% of people struggling with binge eating disorder are 

female and 40% are male.

 In women, binge eating disorder is most common in early adulthood. In men, 

binge eating disorder is more common in midlife.

 Binge eating disorder affects people of all demographics across cultures.



The Different Types of EDs:

Other Specified Feeding or ED – OSFED 

(F50.8)
Formerly described at Eating Disorders Not Otherwise Specified (EDNOS) in the 

DSM-IV, Other Specified Feeding or Eating Disorder (OSFED), is a feeding or eating 
disorder that causes significant distress or impairment, but does not meet the 

criteria for another feeding or eating disorder.

https://www.nationaleatingdisorders.org/additional-eating-or-feeding-disorders

https://www.nationaleatingdisorders.org/additional-eating-or-feeding-disorders


The Different Types of EDs:

Other Specified Feeding or ED – OSFED 

(F50.8)
Examples of OSFED Include:

 Atypical anorexia nervosa (weight is not below normal)

 Bulimia nervosa (with less frequent behaviors)

 Binge-eating disorder (with less frequent occurrences)

 Purging disorder (purging without binge eating)

 Night eating syndrome (excessive nighttime food consumption)

The commonality in all of these conditions is the serious emotional and 

psychological suffering and/or serious problems in areas of work, school or 

relationships. If something does not seem right, but their experience does not 

fall into a clear category, they still deserve attention. 



The Different Types of EDs:

Other Specified Feeding or ED – OSFED 

(F50.8)
Symptoms associated with OSFED are a mixture of the following:

 Inadequate food intake leading to a weight that is clearly too low.

 Intense fear of weight gain, obsession with weight and persistent behavior to 

prevent weight gain.

 Self-esteem overly related to body image.

 Inability to appreciate the severity of the situation.

 Frequent episodes of consuming very large amount of food followed by 

behaviors to prevent weight gain, such as self-induced vomiting.



The Different Types of EDs:

Other Specified Feeding or ED – OSFED 

(F50.8)
Symptoms associated with OSFED are a mixture of the following (Continued):

 A feeling of being out of control during the binge-eating episodes.

 Self-esteem overly related to body image.

 Frequent episodes of consuming very large amount of food but without 

behaviors to prevent weight gain, such as self-induced vomiting.

 A feeling of being out of control during the binge eating episodes.

 Feelings of strong shame or guilt regarding the binge eating.

 Indications that the binge eating is out of control, such as eating when not 

hungry, eating to the point of discomfort, or eating alone because of shame 

about the behavior. 



The Different Types of EDs:

Unspecified Feeding or ED -UFED (F50.9)

 When behaviors do not meet full criteria for any of the other feeding and 

eating disorders, but still cause clinically significant problems.

 Alternatively, when clinician is unable to assess whether an individual meets 

criteria for another disorder, for example, when there is a lack of information 

in an emergency situation.

https://www.nationaleatingdisorders.org/additional-eating-or-feeding-disorders

https://www.nationaleatingdisorders.org/additional-eating-or-feeding-disorders


Other EDs Not Yet in DSM-5:  Diabulima

Diabulimia is an eating disorder which may affect those with Type 1 

Diabetes. Diabulimia is the reduction of insulin intake to lose 

weight. Diabulimia is considered a dual diagnosis disorder: where one has 

diabetes as well as an eating disorder. While diabulimia is generally associated 

with use of insulin, an individual with diabetes may also suffer from another 

eating disorder as well.

http://www.nationaleatingdisorders.org/diabulimia-5

http://www.nationaleatingdisorders.org/diabulimia-5


Other EDs Not Yet in DSM-5:  Diabulima

Health Risks of Diabulimia:

 High glucose levels

 Glucose in the urine

 Exhaustion

 Thirst

 Inability to think clearly

 Severe dehydration

 Muscle loss

 Diabetic Ketoacidosis (unsafe levels of ketones in the blood)

 High Cholesterol

 Bacterial skin infections

 Yeast infections



Other EDs Not Yet in DSM-5:  Diabulima

Health Risks of Diabulimia (Continued):

 Menstrual disruption

 Staph infections

 Retinopathy

 Neuropathy

 Peripheral Arterial Disease

 Atherosclerosis (a fattening of the arterial walls)

 Steatohepatitis (a type of liver disease)

 Stroke

 Coma

 Death



Other EDs Not Yet in DSM-5:  Diabulima

Possible signs of Diabulimia can include:

 Hemoglobin A1C level of 9.0 or higher on a continuous basis.

 Unexplained weight loss.

 Persistent thirst/frequent urination.

 Preoccupation with body image.

 Blood sugar records that do not match Hemoglobin A1c results.

 Depression, mood swings and/or fatigue.

 Secrecy about blood sugars, shots and or eating.

 Repeated bladder and yeast infections.

 Low sodium/potassium.

 Increased appetite especially in sugary foods.

 Cancelled doctors' appointments.



Other EDs Not Yet in DSM-5:  Orthorexia 

Nervosa

Those who have an “unhealthy obsession” with otherwise healthy eating may be 

suffering from “orthorexia nervosa,” a term which literally means “fixation on 

righteous eating.” Orthorexia is a term coined by Steven Bratman, MD in 1996. 

He began to use it with his patients who were overly health-obsessed. It was not 

meant as a diagnosis; instead, Dr. Bratman used the term to help his patients 

entertain the possibility that this “healthy” eating may not be as beneficial as 

they presumed.

http://www.nationaleatingdisorders.org/orthorexia-nervosa

http://www.nationaleatingdisorders.org/orthorexia-nervosa


Other EDs Not Yet in DSM-5:  Orthorexia 

Nervosa

 The diet of orthorexics can actually be unhealthy, with nutritional deficits 

specific to the diet they have imposed upon themselves. These nutritional 

issues may not always be apparent. Social problems are more obvious. 

Orthorexics may be socially isolated, often because they plan their life 

around food. 

 Following a healthy diet does not mean someone is an orthorexic, and there is 

nothing wrong with eating healthfully. Unless, however, 1) it is taking up an 

inordinate amount of time and attention in your life; 2) deviating from that 

diet is met with guilt and self-loathing; and/or 3) it is used to avoid life issues 

and leaves you separate and alone.



SCALE
youtube.com: https://youtu.be/2GPLmXRP0EM

https://youtu.be/2GPLmXRP0EM


Mortality Rates

Mortality and Eating Disorders:

 A paper by Papadopoulos studied more than 6000 individuals with AN over 30 

years using Swedish registries. 

 Overall ANs had a six fold increase in mortality compared to the general 

population. 

 Reasons for death include:

 Starvation

 Substance abuse

 Suicide

 And an increased rate of death from ‘natural’ causes, such as cancer.



Mortality Rates

Mortality and Eating Disorders (Continued):

 Crow and colleagues studied 1,885 individuals with anorexia nervosa (N=177), 

bulimia nervosa (N=906), or eating disorder not otherwise specified (N=802) 

over 8 to 25 years. 

 Mortality rates:

 4.0% for anorexia nervosa

 3.9% for bulimia nervosa

 5.2% for OSFED

 They also found a high suicide rate in bulimia nervosa. 

 The elevated mortality risks for bulimia nervosa and OSFED were similar to those 

for anorexia nervosa.



Body Image Effected by Media
youtube.com: https://youtu.be/47cbEeSKIZo

https://youtu.be/47cbEeSKIZo


Statistics

Dieting And The Drive For Thinness:

 Dieting and weight control strategies reflect how dissatisfied an individual is 

with her or his own body size and shape. Besides being associated with the 

onset of eating disorders, these behaviors alone can be dangerous to one’s 

health.

 42% of 1st-3rd grade girls want to be thinner (Collins, 1991).

 In elementary school fewer than 25% of girls diet regularly. Yet those who do 

know what dieting involves and can talk about calorie restriction and food 

choices for weight loss fairly effectively (Smolak, 2011; Wertheim et al., 

2009).

 81% of 10 year olds are afraid of being fat (Mellin et al., 1991).



Statistics

Dieting And The Drive For Thinness (Continued):

 46% of 9-11 year-olds are “sometimes” or “very often” on diets, and 82% of 

their families are “sometimes” or “very often” on diets (Gustafson-Larson & 

Terry, 1992).

 Over one-half of teenage girls and nearly one-third of teenage boys use 

unhealthy weight control behaviors such as skipping meals, fasting, smoking 

cigarettes, vomiting, and taking laxatives (Neumark-Sztainer, 2005).

 35-57% of adolescent girls engage in crash dieting, fasting, self-induced 

vomiting, diet pills, or laxatives. Overweight girls are more likely than normal 

weight girls to engage in such extreme dieting (Boutelle, Neumark-Sztainer, 

Story, &Resnick, 2002; Neumark-Sztainer&Hannan, 2001; Wertheim et al., 

2009).



Statistics

Dieting And The Drive For Thinness (Continued):

 Even among clearly non-overweight girls, over 1/3 report dieting (Wertheim 

et al., 2009).

 Girls who diet frequently are 12 times as likely to binge as girls who don’t 

diet (Neumark-Sztainer, 2005).

 The average American woman is 5’4” tall and weighs 165 pounds. The average 

Miss America winner is 5’7” and weighs 121 pounds (Martin, 2010).

 The average BMI of Miss America winners has decreased from around 22 in the 

1920s to 16.9 in the 2000s. The World Health Organization classifies a normal 

BMI as falling between 18.5 and 24.9 (Martin, 2010).



Statistics

Dieting And The Drive For Thinness (Continued):

 95% of all dieters will regain their lost weight in 1-5 years (Grodstein, Levine, 

Spencer, Colditz, & Stampfer, 1996; Neumark-Sztainer, Haines, Wall, & 

Eisenberg, 2007).

 35% of “normal dieters” progress to pathological dieting. Of those, 20-25% 

progress to partial or full-syndrome eating disorders (Shisslak, Crago, & Estes, 

1995).

 Of American elementary school girls who read magazines, 69% say that the 

pictures influence their concept of the ideal body shape. 47% say the pictures 

make them want to lose weight (Martin, 2010).



More videos demonstrating media’s 

effects on body image

 Dove Evolutions:  https://youtu.be/Q5qZedMTkkE

 Dove (men):  https://youtu.be/-_I17cK1ltY?t=1m

 Perfect body:  https://youtu.be/PsL7W-GHhJA

 America The Beautiful – Trailer:  https://youtu.be/Ojz0ZToMjyg

https://youtu.be/Q5qZedMTkkE
https://youtu.be/-_I17cK1ltY?t=1m
https://youtu.be/PsL7W-GHhJA
https://youtu.be/Ojz0ZToMjyg


Prevalence in Men

Exact numbers are not known due to lack of research and gender bias.

Here is some of what we do know:



Prevalence in Men

 The most widely-quoted study estimates that males have a lifetime prevalence of 
.3% for anorexia nervosa (AN), .5% for bulimia nervosa (BN) and 2% for binge eating 
disorder (BED) (Hudson, 2007).

 In the United States, 20 million women and 10 million men will suffer from a 
clinically significant eating disorder at some time in their life, including anorexia 
nervosa, bulimia nervosa, binge eating disorder, or EDNOS [EDNOS is now 
recognized as OSFED, other specified feeding or eating disorder, per the DSM-5] 
(Wade, Keski-Rahkonen, & Hudson, 2011).

 In a study of 1,383 adolescents, the prevalence of any DSM-5 ED in males was 
reported to be 1.2% at 14 years, 2.6% at 17 years, and 2.9% at 20 years (Allen, 
2013).

 A study of 2,822 students on a large university campus found that 3.6% of males 
had positive screens for ED. The female-to-male ratio was 3-to-1 (Eisenburg, 
2011).



Prevalence in Men

 In looking at male sexuality and eating disorders, higher percentage of gay 

(15%) than heterosexual males (5%) had diagnoses of ED (Feldman, 2007), but 

when these percentages are applied to population figures, the majority of 

males with ED are heterosexual.

 Subclinical eating disordered behaviors (including binge eating, purging, 

laxative abuse and fasting for weight loss) are nearly as common among males 

as they are among females (Mond, 2014).

 Various studies suggest that risk of mortality for males with ED is higher than 

it is for females (Raevuoni, 2014).

 Men with eating disorders often suffer from comorbid conditions such as 

depression, excessive exercise, substance disorders, and anxiety (Weltzin, 

2014).



Prevalence in Men

Males and Body Image:

 Most males want to be lean and muscular, the ideal male body type. 

 “25% of normal weight males perceive themselves to be underweight 

(Atlantic, 2014), 90% of teenaged boys exercised with the goal of bulking up 

(Eisenberg, 2012), and among college-aged men, 68% say they have too little 

muscle (AOL body image survey).”

 Muscle dysmorphia, is increasing in bodybuilders.



Prevalence in Men

Treatment Considerations:

 Treatment needs to be tailored to fit each individuals personality and 

situation.

 Use a gender-sensitive approach. 

 Testosterone supplementation may be needed.



Assessing for EDs in Your General 

Practice

Assessment Tools:

 Clinically Administered:

 Eating Disorder Examination 17 (EDE) – Structured Clinical Interview

 Yale-Brown-Cornell Eating Disorder Scale (YBC-EDS) – Semi-Structured Clinical 

Interview



Assessing for EDs in Your General 

Practice

Assessment Tools (Continued):

 Self-Report Measures

 Eating Attitudes Test (EAT-26) 

 SCOFF Questionnaire

 Diagnostic Survey for Eating Disorders (DSED)

 Bulimia Test-Revised (BULIT-R)

 Eating Disorder Examination-Questionnaire (EDE-Q)

 Eating Disorders Inventory-2 (EDI-2)

 Eating Disorders Questionnaire (EDQ) 



Assessing for EDs in Your General 

Practice

Assessment Tools (Continued):

 *Several online questionnaires found on Treatment Center Websites, 

search engines, National Eating Disorder Association’s (NEDA) website 

(www.nationaleatingdisorders.org) , Jenni Schaefer’s (author) website 

http://www.jennischaefer.com/resources/ (two attached in your packet).

*These do not provide a diagnosis of an eating disorder but can determine if 

further assessment is needed.

http://www.nationaleatingdisorders.org/
http://www.jennischaefer.com/resources/


Why I say, “Assess every intake for an 

Eating Disorder.”

Marginalized
youtube.com: https://youtu.be/OU768PVZvgY

https://youtu.be/OU768PVZvgY


Assessing for EDs in Your General 

Practice 

Helpful ED Assessment Questions for General Practice

See Attached Handout

Academy For Eating Disorders:  A Guide to Medical Care

http://www.aedweb.org/index.php/education/eating-disorder-

information/eating-disorder-information-13

http://www.aedweb.org/index.php/education/eating-disorder-information/eating-disorder-information-13


Assessing Risk Factor to Inform Referrals 

Level of care should complement the general goals of treatment. Basic, 

treatment goals are:

 Client becomes medically stable

 Help the patient to stop ED behaviors (i.e., restricting, binge eating, 

purging).

 Treating any coexisting mental health problems that may trigger any ED 

behaviors.



Assessing Risk Factor to Inform Referrals 

The intensity and duration of treatment depends on:

 Insurance coverage.

 Severity and length of the disorder.

 Mental health status.

 Coexisting medical or psychological disorders.

 Client’s motivation to change.



5 Levels of Care

1. Inpatient

2. Residential

3. Partial Hospitalization Program (PHP)

4. Intensive Outpatient Program (IOP)

5. Outpatient

*The following descriptions of the above levels of care are summarized from 
multiple resources found on the NEDA Website and from this LPCC-S’ experience 

with multiple treatment centers.

http://www.nationaleatingdisorders.org/treatment-settings-and-levels-care

http://www.nationaleatingdisorders.org/treatment-settings-and-levels-care


5 Levels of Care

Inpatient:

 Client is medically unstable as determined by:

 Unstable or depressed vital signs

 Laboratory findings presenting acute health risk

 Complications due to coexisting medical problems such as diabetes

 Client is psychiatrically unstable as determined by:

 Rapidly worsening symptoms

 Suicidal and unable to contract for safety



5 Levels of Care

Inpatient Hospitalization typically includes the following when part of a ED 
specific program:

 24/7 supervision and medical monitoring 

 Locked bathrooms 

 All daily meals and snacks supervised 

 Medical interventions  (ie. NG tubes, IV hydration, bedrest) may be utilized 

 Most programs are group-based and may include coping skill development, 
interpersonal process, psychoeducational, expressive psychotherapy and 
recreation components 

 Nutrition counseling in group and/or individual Individual and family therapy 

 Discharge planning meetings 



5 Levels of Care

Inpatient Hospitalization may only include the following when in a general 

hospital:

 24/7 medical monitoring. 

 Medical interventions  (ie. NG tubes, IV hydration, bedrest).

 Given a meal plan by a dietitian. 

 Recommendations for further treatment and medical testing

 Sometimes extra care staff is brought in to sit with patients during meals or 

when the patient is suicidal.

 Client’s may be place in a psychiatric ward or a general floor.



5 Levels of Care

Residential:

 Client is medically stable and requires no intensive medical intervention.

 Client is psychiatrically impaired and unable to respond to partial hospital or 

outpatient treatment.



5 Levels of Care

Residential typically includes:

 24/7 supervision and medical monitoring. 

 All bathrooms are locked.

 All daily meals and snacks are supervised. 

 Most programs are group-based and may include coping skill development, 
interpersonal process, psychoeducational, expressive psychotherapy, equine 
assisted psychotherapy and recreation components.

 Nutrition counseling (ie. Meal planning, grocery shopping, food prepping, cooking 
and/or specific meal plan to follow).

 Individual therapy.

 Family Therapy.

 Discharge planning meetings and scheduling follow-up care. 



5 Levels of Care

Partial Hospitalization Program (PHP):

 Client is medically stable but:

 Eating disorder impairs functioning, without immediate risk

 Needs daily assessment of physiologic and mental status

 Client is psychiatrically stable but:

 Unable to function in normal social, educational, or vocational situations

 Engages in daily binge eating, purging, fasting or very limited food intake, or other 

pathogenic weight control techniques



5 Levels of Care

Partial Hospitalization Program (PHP) typically includes:

 Meets five days per week. 

 Full day of treatment with at least two meals led by/supervised by therapist(s) or 
registered dietitian(s).

 Group-based program may include coping skill development, interpersonal 
process, psychoeducational and expressive psychotherapy components. 

 Individual therapy meets multiple times per week.

 Psychiatrists and medical staff may be available.

 Family therapy may be available. 

 Nutrition Counseling happens individually and/or in group format. 

 Patients live independently from the program.



5 Levels of Care

Intensive Outpatient Program (IOP):

 Client is medically stable and no longer needs daily medical monitoring

 Client is psychiatrically stable and has symptoms under sufficient control to 

be able to function in normally social, educational, or vocational situations 

and continue to make progress in recovery.

 The client, however, still needs extra support to maintain their sufficient 

control over the ED symptoms.



5 Levels of Care

Intensive Outpatient Program (IOP):

 Meets on average three times per week for three hours per day (evening or 

day-time).

 Is group-based and may include coping skill development, interpersonal 

process, psychoeducational and expressive psychotherapy components. 

 Includes on average one supervised meal per day led by therapist or 

registered dietitian. 

 Allows clients to remain in regular day-time activities (ie. work or school) 

 Serves as step-down from residential or Partial Hospital program or as a step-

up from outpatient treatment 



5 Levels of Care

Outpatient Treatment:

 Client is medically stable and no longer needs daily medical monitoring.

 Client is psychiatrically stable and has symptoms under sufficient control to 

be able to function in normal social, educational, or vocational situations and 

continue to make progress in recovery. 

OR

 Client is medically stable and no longer needs daily medical monitoring

 Client is psychiatrically stable, the client is making steady progress in all 

areas of care (is achieving weekly treatment goals and/or learning from 

behaviors to prevent repeated behaviors), and the client is able to function in 

normal social, educational, or vocational situations.



5 Levels of Care

Outpatient:

Needs to be an interdisciplinary team approach that includes-

 Individual therapy 

 Nutrition therapy 

 Medical monitoring 

 Psychiatry services (if needed) 

 Group therapy (if needed)

Outpatient treatment tends to be ongoing



So Who Decides the Level of Care?

It’s a collaborative decision: 

 Treatment Center/Facility

 Eating disorder specialists/team (physician, dietitian, therapist, psychiatrist)

 Health Insurance plans 



Case Study: Ann

 17-year-old female. 

 Client reports beginning to diet at about age 15.

 Lives with her family and has family support.

 Straight A student.

 Symptoms include:  Client has lost over 30# in the last 2 years with 15# lost 

most recently in 2 months, restrictive eating, exercises for team sport, but 

also never sits down and is always moving, recent angry outbursts around 

food, body checking multiple times a day, heart palpitations, muscle aches 

and recent fainting spell at school.

 She is approximately 74 % of her ideal bodyweight. 

 Medical doctor reports Ann has a low heart rate and is orthostatic.



Case Study: Ann

 Which level of care would you recommend?

1. Inpatient

2. Residential

3. Partial Hospitalization Program (PHP)

4. Intensive Outpatient Program (IOP)

5. Outpatient



Case Study: Ann

Ideal Progression:

 Ann completes 4-6 week stay in inpatient, achieving medical stability. 

 Ann’s insurance company recommends she step-down to a Partial Hospital LOC 
(PHP) 

 Ann completes 4-6 weeks of PHP 

 She continues to restore weight to 85% of IBW 

 Ann is then discharged to IOP 

 Ann attends evening group programming three days per week for 6 weeks as she 
reintegrates back into full-time school.

 Ann’s weight stabilizes as she steps down to outpatient treatment where she 
meets with her therapist and dietitian weekly and sees MD monthly, then bi-
monthly for medical monitoring 



Case Study: Ann

Realistic Progression:

 Ann completes 2 week stay in inpatient/hospital, achieving medical stability. 

 Ann’s medical doctor recommends she step-down to a PHP and her insurance 
company agrees to cover.

 Ann completes 3 weeks of PHP of the Maudsley Approach, but feels like that 
treatment center does not understand her so she rebels and refuses to go back 
even though she is following the meal plan and gain wt. back.

 Ann’s parents look for another form of treatment and lands in your office asking 
what to do.

 You look for other PHPs and IOPs in the area, but Ann’s insurance will not cover 
any other centers within a 2 hour radius.

 So you weigh the options with Ann and her parents about how to make outpatient 
level of care work (client signs a contract about meal plan compliance, weight 
restoration, appointments to attend each week, and all the team members 
involved and the consequences of breaking the contract) or return to PHP.



Case Study: Ann

Realistic Progression (Continued):

 Several outcomes can occur:

1. Ann agrees to the contract.  Ann’s weight stabilizes in outpatient treatment where 

she meets with her therapist and dietitian weekly and sees MD monthly, then bi-

monthly for medical monitoring, and returns in the future when she notices 

symptoms for Recovery Protection.

2. Ann agrees to the contract, but then fails to meet expectations 3 weeks in a row so 

you therefore refer back to the PHP program and agree to see her again once she 

has completed that level or care and/or IOP.

3. Ann agrees to the contract, but then fails to meet expectations 3 weeks in a row so 

you therefore refer back to the PHP program, but parents decide to just try at 

home.

4. Ann decides to go back to her original PHP.



Case Study: Jane

 19-year-old female. 

 Client Hx of eating disorder behaviors (OSFED) since the age of 15.

 Currently attending college 3 hours away.

 Symptoms include:  Jane lost 15# in the last month, restrictive eating (less 

than 500 kcal/days), exercises daily 1-2 hrs. per day, misuse of laxatives 

(15/day), body checking multiple times a day, heart palpitations, muscle 

aches, cold intolerance, severe hair loss, and recent fainting spell while 

exercising.

 She is considered at IBW. 

 Medical doctor reports Jane is medically stable.



Case Study: Jane

 Which level of care would you recommend?

1. Inpatient

2. Residential

3. Partial Hospitalization Program (PHP)

4. Intensive Outpatient Program (IOP)

5. Outpatient



Case Study: Jane

Ideal Progression:

 Jane takes a break from school to complete 6 weeks of IOP. 

 Jane attends evening group programming near her college three days per 

week for 6 weeks as she reintegrates back into full-time school.

 Jane’s weight stabilizes as she steps down to outpatient treatment near her 

college where she meets with her therapist and dietitian weekly and sees MD 

monthly, then bi-monthly for medical monitoring .



Case Study: Jane

Realistic Progression:

 Jane ends her semester early to attend IOP, but her major medical insurance 

stops covering care 2 weeks later due to Jane’s IBW and good compliance to 

treatment.

 Jane’s treatment team arranges a single case agreement with her insurance 

company in which Jane creates a written contract on how she will use more 

sessions to be most effective.  Insurance covers once a week group therapy at 

the IOP for 3 more weeks.

 Jane then steps down to outpatient treatment near her college where she 

meets with her therapist and dietitian weekly and sees MD monthly, then bi-

monthly for medical monitoring.  Jane returns in and out of treatment as the 

OSFED returns off and on.



Case Study: Michael

 24-year-old male 

 History of Bulimia Nervosa (onset age 18) 

 Numerous inpatient hospitalizations, both medical and psychiatric, for 

complications due to binging and purging (electrolyte imbalances, 

dehydration).

 He has Medicaid through the state 

 He has a therapist in his hometown who sees him weekly, but there are no 

IOPs or PHPs in his area .

 His average length of stays on the inpatient unit are 7-10 days, with focus on 

medical stabilization and interruption of binge/purge cycle. 



Case Study: Michael

Creative solutions for Michael:

 Augment outpatient treatment with a support group that might be available 

in your area 

 Ask hospital Social Worker if he might be eligible for an intensive case 

manager or other support person in the community 

 Explore supportive housing solutions in alternative areas with better access to 

treatment (ie. sober house) 

 Family support 



What to Say and Not to Say...

Avoid saying the following:

 “Can you give me advice on how to lose weight?”

 “I wish I had your self-control.”

 “If you would just start/stop eating, everything would be fine.”

 “Why would you eat that food if you want to lose weight?”

 “Well you don’t look like you have an eating disorder.”

 “I’ll help to fatten you up.” 

 “You look terrible.” 

 “You’re ruining your family.” 



What to Say and Not to Say...

Avoid saying the following (Continued):

 “If you think you are fat, you must think that I’m obese.” “I wish I had that 

problem.” or “I wish I could be anorexic for a day.”  

 “I barely ate once for a week, so I know what you are going through.” 

 “You’ve put on weight, you look great!”

 “You look so healthy.”

 Avoid giving simple solutions. 

 Avoid a battle of wills with your client. 

 Avoid placing shame, blame, or guilt on your client for their behavior or 

decisions. 

 Don’t ask if they do any specific behavior, instead ask in general terms 

(binging, purging, restricting, body checking, weighing, etc)



What to Say and Not to Say...

Do Say the following:

 “I know this is very difficult, but I am proud of you and your courage to seek 
treatment.”

 Communicate your concerns. 

 “Based off of what you have told me this would be my recommendations and 
concerns…And here is how I can support you until you can get to that level of 
care...”

 “What are your dreams/hopes for the future?” or “What would you like your 
life to look like once the ED is gone?”

 Do teach coping skills and teach appropriate times to use the skills.

 Do let client’s know that the ED is good at rationalizing the behavior and 
often one does not realize it’s a lie until they start treatment.  So you will be 
helping them to ID them.  Ask them to not beat themselves up for this but 
instead learn from it.



What to Say and Not to Say...

Do Say the following (Continued):

 Do ask open-ended questions.

 Listening intently and attentively.

 Do share your expectations and/or type out a contract in order for the client 

to stay at this level of care; including what would cause you to refer them to 

higher level of care.

 Do let the client know when what they are doing is an ED behavior in a way 

that is not shaming, (ie. “Do you realize that by eating the fruit instead of the 

cookie you wanted is an ED behavior? No, well that’s understandable because 

‘Ed’ is tricky that way.  Now that you know you can begin working on changing 

it.  What do you think you could do differently next time to help yourself not 

have that behavior?”) 



…And Why What You Say May Still Be 

Wrong

According to Richards, Hardman, and Berrett (2007), “[T]he women (with eating 

disorders) do not trust themselves to have valid impressions, desires, or 

intuitions that would help them correct the negative choices and decisions they 

are making.  As they hide from their emotions, the drive for control over their 

environment becomes a substitute for the need to listen to the heart…consumed 

by the inner conflict associated with anorexia or bulimia, we notice that they 

associate anything to do with their hearts as emotionally painful.  Thus, their 

sense of themselves is painful...Any emotional pain can be interpreted to mean 

that the very core of who they are – their hearts – are bad, damaged, or 

unacceptable.”



…And Why What You Say May Still Be 

Wrong

“[M]any women with eating disorders develop a very rigid ‘either-or’ 

conceptualization of who they are.  On one side they interpret pain, inner 

conflict, or difficult emotional experiences to mean they have failed – that there 

is something wrong with them.  The other side of the ‘either-or’ equation is the 

belief that if they could just find the right answer or the magic solution, all of 

the pain, addiction, or conflict would go away...They lose their ability to know 

what is most important in life.  They lose their ability to be congruent and 

honest.  They place all of their faith and value in looks, performance, and body 

image...” (pp. 45-46).


