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Chapter 1
Eating Disorders and the Dietitian

Introduction

Whether it is in your patient population, among cowork-
ers or colleagues, in family members or friends, or even
in strangers, registered dietitian nutritionists (RDNs)
are often the first to identify dysfunctional eating behav-
ior. Whether or not the treatment of eating disorders falls
within your specialty practice area, at some point in your
career, you are bound to encounter situations that require
your understanding of this complex issue. They are simply
too common to avoid.!

Rough estimates suggest at least 13.5 million Americans
meet criteria for anorexia, bulimia, or binge eating disor-
der.* A 2005 survey of 1,500 American adults reported
that 4 of 10 either had or knew someone who had an eat-
ing disorder.” As an RDN, eating disorders may be more
common among your peers than in the general commu-
nity.>® You may even have been motivated to enter the field
because of past experiences with your own or a loved one’s
eating disorder.’

Sadly, only a small fraction of those with eating disorders
ever enter, much less complete, treatment.® The reasons are
many and include:

* denial of the illness and its severity (called anosog-

nosia);

 fear that recovery will require weight gain or other

undesirable consequences;

« feeling ashamed of behaviors and hiding them from

fear of embarrassment;

» cost of treatment and inadequate insurance coverage;

and
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+ general lack of awareness of eating disorders among
those in the medical profession.

Because modern society’s fixation on image and
appearance can seem to condone, encourage, and reward
pathological attempts at weight control, eating disorders
are sometimes unnoticed until they are life threatening. A
woman with anorexia is 12 times more likely to die at a
young age’ and 59 times more likely to commit suicide'
than a woman of the same age without anorexia. Even in
death, an eating disorder can remain undiagnosed, as the
cause of death may be listed as a more immediate compli-
cation, such as heart failure or cardiac arrest.

Eating disorders do not discriminate. They afflict indi-
viduals of every race, age, and socioeconomic status.
Although most research subjects to date have been female,
the eating-disorder research community is slowly becom-
ing more inclusive. Patterns may appear, but there is no
“typical” eating disorder patient. It is dangerous and uneth-
ical for an RDN to rule out an eating disorder solely on the
basis of gender, economic status, weight, age, appearance,
mental capacity, or any other single factor.

Because nutritional rehabilitation is a cornerstone of
eating disorder recovery,!" your influence as an RDN is
powerful."1>13 Through education, you can raise aware-
ness of the factors known to cause eating disorders and of
their early warning symptoms; through assessment, you
can identify eating disorders at their earliest stages; and
through intervention, you can change the course of lives.

This book is intended to prepare you for when you
encounter an individual with an eating disorder in your pro-
fessional life. The Nutrition Care Process (NCP) format is
followed throughout. The NCP is comprised of 4 steps and
is outlined in detail in Appendix A; refer to Box 1.1 for a
brief outline of the steps of the NCP.
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Box 1.1 Nutrition Care Process'

Step 1—Nutrition Assessment
Nutrition assessment data have been organized into 4 domains:
* Food/Nutrition-Related History
* Anthropometric Measurements
» Biochemical Data, Medical Tests, and Procedures
* Nutrition-Focused Physical Findings
* Patient/Client History

Step 2—Nutrition Diagnosis

Nutrition diagnoses have been organized into 3 domains:
* Intake
+ Clinical
* Behavioral-Environmental

Step 3—Nutrition Intervention

Nutrition intervention strategies have been organized into 4
domains:

* Food and/or Nutrient Delivery
* Nutrition Education

* Nutrition Counseling

+ Coordination of Nutrition Care

Step 4—Nutrition Monitoring and Evaluation

Nutrition monitoring and evaluation outcomes are organized
into 4 domains:

* Food/Nutrition-Related History Outcomes

* Anthropometric Measurement Outcomes

*+ Biochemical Data, Medical Tests, and Procedure Outcomes
* Nutrition-Focused Physical Finding Outcomes
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Terminology

“Eating disorders” is the umbrella term currently used
to describe abnormal and maladaptive eating and related
behaviors with psychological and biological underpin-
nings. In the United States, the American Psychiatric
Association (APA) oversees the establishment of criteria
for defining psychiatric conditions. These are updated and
published periodically in the Diagnostic and Statistical
Manual of Mental Disorders, which is currently in its fifth
edition (DSM-5).1% Because the underlying cause or causes
of eating disorders have not been confirmed, the current
categorization of eating disorders is based on signs, symp-
toms, and behaviors. This system can be problematic, as
individuals with similar or even identical symptoms may
have different causative factors, different neurochemi-
cal imbalances, different disease processes, and different
needs for treatment. This is one of the reasons why individ-
ualization of treatment is so essential.

In the DSM-5, more eating disorder types are described
than ever before. These include anorexia nervosa, bulimia
nervosa, binge eating disorder, avoidant/restrictive food
intake disorder (ARFID), night eating syndrome, purging
disorder, and others. Each have their own diagnostic crite-
ria, some more detailed than others (see Boxes 1.2 through
1.6, pages 6-10).7

Five of these diagnoses are grouped into a category called
“other specified feeding and eating disorders” (OSFED).
These are purging disorder, night eating syndrome, “atyp-
ical” anorexia, and bulimia and binge eating disorder “of
low frequency or limited duration.” In the past, these might
have been categorized as “eating disorders not otherwise
specified” (EDNOS). As with EDNOS, it is important to
note that OSFED is not an eating disorder in itself, and
also that those eating disorders within the OSFED cate-
gory should not be considered less severe eating disorders.
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They simply are variations of eating disorders that are not
as well-defined as some of the others. Further research is
needed on all of the disorders in this category.

The DSM-5 introduced another new category, “unspec-
ified feeding and eating disorders.” This is not an actual
disorder but rather a diagnostic code that can be used
when a practitioner is unable to determine the details of
a patient’s eating disorder, for example, if the individual
is unresponsive, uncooperative, or mentally altered. It is
intended simply to be a placeholder until more information
can be gathered.

Etiology of Eating Disorders

Binge eating, self-induced vomiting, excessive exercise,
starvation, and other eating disorder behaviors are harmful
and destructive, so why do they begin, and why do they per-
sist? The answers are under investigation, and there are no
definite answers yet. The effects of eating disorders on the
body and brain are far better understood than their causes.
It appears that both genetic and environmental influences
contribute to the development of eating disorders," but
because research is generally initiated after the onset of
the eating disorder and sample sizes are often small, it is
unclear how much each factor plays a role.

Biological Factors

Early family studies suggested some heritability of eating
disorders,'*!” and later studies showed genetic markers are
similar among family members with anorexia.'® Twin stud-
ies have suggested that genetic contributions toward eating
disorders may change during puberty,”® that boys with a
female twin are more likely to develop an eating disorder
than those with a male twin,* and that binge eating dis-
order and bulimia may share genetic factors.”’ Neonatal
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complications and the mother’s health during pregnancy
may also influence later eating disorder development.?

Box 1.2 DSM-5 Criteria for Anorexia Nervosa

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 mini-
mally expected.

B. Intense fear of gaining weight or of becoming fat, or persistent
behavior that interferes with weight gain, even though at a
significantly low weight.

C. Disturbances 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 serious-
ness of the current low body weight.

Specify Type

Restricting

During the last 3 months, the individual has not engaged in
recurrent episodes of binge eating or purging behavior (self-
induced vomiting or the misuse of laxatives, diuretics, or
enemas). This subtype describes presentations in which weight
loss is accomplished primarily through dieting, fasting, and/or
excessive exercise.

Binge eating/purging

During the last 3 months, the individual has engaged in recurrent
episodes of binge eating or purging behavior (self-induced vom-
iting or the misuse of laxatives, diuretics, or enemas).

Specify Severity Based on Body Mass Index (BMI)
Mild: > 17
Moderate: 16-16.99

Severe: 15-15.99
Extreme: <15

Reprinted with permission of the American Psychiatric Association. The
Diagnostic and Statistical Manual of Mental Disorders. 5th ed. Arlington, VA:
American Psychiatric Association; 2013.
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Box 1.3 DSM-5 Criteria for Bulimia Nervosa

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

(1) Eating, in a discrete period of time (eg, 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
and under similar circumstances.

(2) A sense of lack of control over eating during the episode
(eg, 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 excessive
exercise.

C. The binge eating and inappropriate compensatory behavior
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.

Specify Severity Based on Average Number of Compensa-
tory Behavior Episodes per Week

Mild: 1-3

Moderate: 4-7

Severe: 8-13

Extreme: 14 or more

Reprinted with permission of the American Psychiatric Association. The
Diagnostic and Statistical Manual of Mental Disorders. 5th ed. Arlington, VA:
American Psychiatric Association; 2013.
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Box 1.4 DSM-5 Criteria for Binge Eating Disorder

A. Recurrent episodes of binge eating, characterized by both of
the following:

(1) Eating, in a discrete period of time (eg, within any 2-hour
period), an amount of food that is definitely larger than most
people would eat during a similar period of time and under
similar circumstances.

(2) A sense of lack of control over eating during the episode
(eg, 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 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.

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 behavior and does not occur
exclusively during the course of bulimia or anorexia nervosa.

Specify Severity Based on Average Number of Binge Eating
Episodes per Week

Mild: 1-3

Moderate: 4-7

Severe: 8-13

Extreme: 14 or more

Reprinted with permission of the American Psychiatric Association. The
Diagnostic and Statistical Manual of Mental Disorders. 5th ed. Arlington, VA:
American Psychiatric Association; 2013.
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Box 1.5 DSM-5 Criteria for Avoidant/Restrictive Food

Intake Disorder

A. An eating or feeding disturbance (eg, apparent lack of interest
in eating or food; avoidance of eating based on the sensory
characteristics of food; concern about adverse consequences
of eating) as manifested by persistent failure to meet appro-
priate nutritional and/or energy needs associated with one (or
more) of the following:

(1) Significant weight loss (or failure to achieve expected
weight gain or faltering growth in children).

(2) Significant nutritional deficiency.

(3) Dependence on enteral feeding or oral nutritional
supplements.

(4) Marked interference with psychological functioning.

B. The disturbance is not better explained by lack of available
food or by an associated culturally sanctioned practice.

C. The eating disturbance does not occur exclusively during the
course of anorexia nervosa or bulimia nervosa, and there is
no evidence of a disturbance in the way in which one’s body
weight or shape is experienced.

D. The eating disturbance is not attributable to a concurrent
medical condition or not better explained by another mental
disorder. When the eating disturbance occurs in the context of
another condition or disorder, the severity of the eating distur-
bance exceeds that routinely associated with the condition or
disorder and warrants additional clinical attention.

Reprinted with permission of the American Psychiatric Association. The
Diagnostic and Statistical Manual of Mental Disorders. 5th ed. Arlington, VA:
American Psychiatric Association; 2013.
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Box 1.6 DSM-5 Criteria for Other Specified Feeding and

Eating Disorders

Atypical Anorexia Nervosa

All of the criteria for anorexia nervosa are met except that despite
significant weight loss the individual's weight is within or above
the normal range.

Bulimia Nervosa of Low Frequency and/or Limited Duration
All of the criteria for bulimia nervosa are met except that the
binge eating and inappropriate compensatory behaviors occur
on average less than once a week and/or for less than 3 months.

Binge eating Disorder of Low Frequency and/or Limited
Duration

All of the criteria for binge eating disorder are met except that the
binge eating occurs on average less than once a week and/or for
less than 3 months.

Purging Disorder

Recurrent purging behavior to influence weight or shape (eg,
self-induced vomiting; misuse of laxatives, diuretics or other
medications) in the absence of binge eating.

Night Eating Syndrome

Recurrent episodes of night eating as manifested by eating after
awakening from sleep or by excessive food consumption after
the evening meal. There is awareness and recall of the eating.
The night eating is not better explained by external influences
such as changes in the individual’s sleep-wake cycle or by local
social norms. The night eating causes significant distress and/or
impairment in functioning. The disordered pattern of eating is
not better explained by binge eating disorder or another men-
tal disorder including substance abuse and is not attributable to
another medical disorder or to an effect of medication.

Reprinted with permission of the American Psychiatric Association. The
Diagnostic and Statistical Manual of Mental Disorders. 5th ed. Arlington, VA:
American Psychiatric Association; 2013.

Regarding the perpetuation of eating disorder behav-
iors once they have begun, we are starting to understand



Eating Disorders and the Dietitian 1

that the neurochemical changes associated with eating
disorder behaviors are similar to those induced by drugs
of abuse.”*** This may explain why individuals with eat-
ing disorders often struggle with other addictions.” Eating
disorders also co-occur with anxiety, depression, obsessive-
compulsive disorder (OCD), post-traumatic stress disorder
(PTSD), attention-deficit disorder (ADD), and borderline
personality disorder (BPD)," but whether the connections
are cause and effect, genetic, environmental, or all of these,
is yet unknown. Connections have also been suggested be-
tween eating disorders and hormonal imbalances, includ-
ing polycystic ovary syndrome (PCOS), hypoglycemia, and
menstrual irregularities not specifically related to nutrition.

Nonbiological Factors

In addition to a biological susceptibility, the formation of
most eating disorders seems to require some environmental
stimulus. Eating disorders are often reported to develop in
proximity to a weight change, whether intentional or unin-
tentional; to be injury-, illness-, or catastrophe-related; or
to develop as an aftereffect of an emotional shock.

It is well understood that restriction of energy intake
leads to biochemical and psychological changes that resem-
ble eating disorders.?® What is not understood is why some
individuals who undertake low-calorie diets develop eat-
ing disorders while others do not. Often the social effects
of weight changes are dramatically negative or positive, so
regardless of an individual’s original intention to lose or
gain weight, criticism or praise for doing so can trigger an
eating disorder if the biological susceptibility exists.

In some cases, weight changes that lead to eating disor-
ders are preceded by one or more physically or emotionally
disorienting events, referred to in the mental health field
as “emotional trauma.”?* It is unknown if the biochemi-
cal effects of starvation are more strongly felt by those in
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emotional distress. In these cases, the desire for weight loss
may be a misplaced attempt to modulate stressful feelings
and has been described as an effort to regain a sense of
control."" Because of their effects on neurochemistry, eating
disordered behaviors do, in fact, cause a temporary feel-
ing of well-being. They create a positive feedback loop to
perpetuate the behavior, even beyond the point where they
become harmful or life-threatening.

The Dietitian’s Role

RDNs contribute to many aspects of eating disorder treat-
ment at every level of care.** Box 1.7 lists some of the
functions an RDN may play in the treatment of eating
disorders.

Am | Ready?

Every RDN has something to offer to an individual strug-
gling with an eating disorder. The primary requirement is
an interest in the field and willingness to learn. However,
care of individuals with eating disorders is a specialty area
of practice, and to be most effective, requires additional
training beyond what is provided in school and internship
programs. 'S 32343

Therefore, if you are just starting to practice in this field,
it is essential that you reach out to your supervisor, your
treatment team, or a more experienced RDN for guidance.
Also, you will want to focus your continuing education
efforts on eating disorders and mental health. If you find
yourself either doubting your abilities or “taking your work
home with you,” know these are common reactions, not
signs that you are inadequate. Remember that the eating
disorders field is filled with controversies and unanswered
questions and that the diseases themselves have no known
cure. Reach out for support from other dietitians, mental
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Box 1.7 Role of the RDN in the Treatment of Eating

Disorders

Evaluate the patient’s current eating patterns and share findings
with other team members. Develop an individualized plan for
improvement to replenish nutritional deficiencies and promote
optimal nutrition and growth.

Help the patient determine how to implement needed nutri-
tional recommendations.

Identify dysfunctional and detrimental thoughts and feel-
ings around food, eating, and body size, as well as knowledge
and skill deficits that prevent the patient from implementing
recommendations.

Explain the role of proper nutrition and eating in physical and
mental well-being and provide education to challenge inaccu-
rate beliefs about food.

Refer information about underlying life stressors to a mental
health professional.

Offer active learning activities when appropriate, such as cook-
ing, eating, or grocery shopping, to help teach new behaviors
and acceptance of food-related tasks and environments. Model
appropriate eating in shared experiential interventions such as
restaurant meals.

Communicate frequently with other members of the inter-
disciplinary treatment team, including family members and
significant others.

Educate parents and caregivers regarding eating disorders and
nutrition as they relate to the treatment plan and recovery needs.

Teach group nutrition classes to patients, their families and
caregivers, and lead group nutrition discussions that address dys-
functional eating and promote improved nutrition.

health professionals at your facility, or a support or net-
working group for eating disorder professionals, and seek
out ongoing mentoring or supervision with a more experi-
enced RDN or mental health professional.

If you realize that you are not interested in the field,
you do not feel sympathetic toward individuals with eat-
ing disorders, or you get easily frustrated with slow or little
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progress, you may choose not to seek out this patient pop-
ulation. When you encounter an individual with an eating
disorder, as you occasionally will regardless of your spe-
cialty, speak with your supervisor for guidance, refer the
individual to a different RDN, and ensure that you have
moral support to help you cope with what can be a stress-
ful situation.

Even with an affinity for eating disorder treatment, you
will encounter individuals whose needs exceed what you
can provide. When you are not sure what advice to give,
simply respond without judgment that you will help the
individual find an appropriate professional to help with his
or her current situation. Then consult with your colleagues
on available resources or other professionals located in your
area.

Finally, if you realize that you are struggling with your
own eating issues, or if you recognize that your work is
triggering unhealthy thoughts or behaviors, know that this
does not disqualify you from work as an RDN. You do need
to seek help, and you may choose not to work with this
patient population for a period of time. It is not necessary
to be a “perfect” eater in order to help others. To be able to
care for both your patients and yourself, awareness of your
own thoughts, stressors, and behaviors is needed, as well as
active engagement in your own recovery. This assures that
when you are with patients, you are able to meet their needs
without disregarding your own and that you can keep your
own eating issues separate from the needs of your patients.
A meeting with an experienced mental health professional
or RDN is a starting place to assess your own relationship
with food and determine how to proceed. Although it is
not recommended that you discuss your eating disorder or
your recovery with your patients, you can silently be a role
model, showing that difficulties can be overcome.
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Additional Resources

Books, Workshops, and Resources from
Dietitians

A New View of Eating Disorders: Dietitians and Family-
Based Treatment, by Melanie Jacob, www.melanie
jacob.com

Comprehensive Learning Teaching Handout Series on CD,
by Sondra Kronberg, www.sondrakronberg.com

Eating Disorder Nutrition Therapy Training, by Marci
Anderson Evans, www.marcird.com

Eating Disorders Boot Camp Home-Study Course,
Training Workshop for Professionals; Advanced Eat-
ing Disorders Boot Camp: Special Forces Training
Home-Study Course; and Eating Disorders Nutrition
Counseling DVD, by Jessica Setnick, www
.understandingnutrition.com

Food—Medication Interactions Handbook, 17th edition, by
Zaneta Pronsky and Sr Jeanne Patricia Crowe, www
foodmedinteractions.com

Forms, handouts, and worksheets for work with eating dis-
orders, by Lori Pereyra, www.nutritiousways.com

Francie White Inner Escapes workshops, www.dranita
johnston.com/workshops

Intuitive Eating: A Revolutionary Program That Works,
revised edition; and professional trainings, by Evelyn
Tribole and Elyse Resch, www.intuitiveeating.com

Love Your Body: Change the Way You Feel About the Body
You Have, by Tami Brannon-Quan and Lisa Licavoli.
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Molly Kellogg’s Counseling Intensive for Nutrition Pro-
fessionals workshop; Counseling Tips for Nutrition
Therapists: Practice Workbook Series, Volumes 1 and
2, by Molly Kellogg, www.mollykellogg.com

Moving Away from Diets: Healing Eating Problems and
Exercise Resistance, 2nd edition, by Karin Kratina,
Nancy King, and Dayle Hayes, www.helmpublishing
.com

Nancy Clark’s Sports Nutrition Guidebook, 5th edition, by
Nancy Clark, www.nancyclarkrd.com

Nutrition Counseling and Communication Skills, by Kath-
arine Curry and Amy Jaffe

Nutrition Counseling in the Treatment of Eating Disor-
ders, 2nd edition, by Marcia Herrin and Maria Larkin,

PCOS: The Dietitian’s Guide, 2nd edition, by Angela
Grassi

The PCOS Workbook: Your Guide to Complete Physical
and Emotional Health, by Angela Grassi and Stepha-
nie Mattei

The PCOS Nutrition Center Cookbook: 100 Easy and
Delicious Whole Food Recipes to Beat PCOS, by
Angela Grassi and Natalie Zaparzynski, www.PCOS
nutrition.com

Pediatric Nutrition in Chronic Diseases and Developmen-
tal Disorders: Prevention, Assessment, and Treatment,
2nd edition, and coordinating self-study program, by
Shirley W. Ekvall and Valli K. Ekvall

Winning the War Within: Nutrition Therapy for Clients
with Eating Disorders, 2nd edition, by Eileen Stellefson
Myers

Eating Disorder Professional, Educational
and Advocacy Organizations

The Academy for Eating Disorders (AED),
http://www.aedweb.org/
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Adios Barbie, http://www.adiosbarbie.com/

Anorexia Nervosa and Associated Disorders (ANAD),
http://www.anad.org/

ASPIRE, http://aspire-network.blogspot.com/2014/02
/welcome-to-aspire.html

Association Anorexia Nervosa Bulimia Nervosa (ANBN)
Belgium, www.anbn.be

Anorexia and Bulimia Quebec (ANEB), http://www
.anebquebec.com/html/en/home/home.html

Australian and New Zealand Academy for Eating Disor-
ders (ANZAED), http:/www.anzaed.org.au/

Beating Eating Disorders, www.facebook.com
/spreadingawarenesswhereitsneeded

BingeBehavior.com, http://bingebehavior.com/

Binge Eating Disorder Association (BEDA), http:/beda
online.com/

Bullemia.com, www.bulimia.com

The Butterfly Foundation, http:/www.thebutterfly
foundation.org.au/

The Dirty Laundry Project (DLP), https:/www.facebook.
com/Dirtylaundryproject

Eating Disorders Coalition, www.eatingdisorders
coalition.org

Eating Disorder Hope (resources for coping with eating
disorders), www.eatingdisorderhope.com

Eating Disorder Jobs (resources for professionals and job
seekers), www.eatingdisorderjobs.com

Eating Disorder Parent Support (EDPS), http://eating
disorderparentsupport.weebly.com/

Eating Disorders Association of New Zealand, (EDANZ),
www.ed.org.nz

Eating Disorders Victoria (EDV), http://www.eating
disorders.org.au

Elephant in the Room Foundation, https://www.EitRF.org/

International Association of Eating Disorders Profession-
als Foundation, www.iaedp.com
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International Eating Disorders Action (IEDAction),
http://iedaction.weebly.com/

International Federation of Eating Disorder Dietitians,
www.ifedd.com

Islam and Eating Disorders, Maya Khan, http:/waragainst
eatingdisorder.com/

Michelle’s Voice: The Society for Eating Disorder Aware-
ness and Education, https:/twitter.com/dmichellestory

Men Get Eating Disorders Too (MGEDT), http://menget
edstoo.co.uk/

Mentor Connect: Relationships Replace Eating Disorders,
www.mentorconnect-ed.org

Multi-Service Eating Disorder Association, (MEDA),
http:/www.medainc.org/

National Association for Males with Eating Disorders
(NAMED), http:/namedinc.org/

National Eating Disorder Association (NEDA), http://
www.nationaleatingdisorders.org/

National Eating Disorder Collaboration, Australia www
.nedc.com.au/

National Eating Disorder Information Centre (NEDIC),
http://nedic.ca/

National Initiative for Eating Disorders, (NIED), http://
nied.ca/

Project Heal, http:/theprojectheal.org/chapters-heal
/toronto/

ReGlam Me, http:/www.reglam.me/, Germany and global

Socklt to ED campaign, https://www.facebook.com
/events/1517755561812119/

The Renfrew Center Foundation, http://renfrewcenter
.com/renfrew-center-foundation

Trans Folx Fighting Eating Disorders (T-FFED),
www.transfolxfightingeds.org/
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Eating Disorder Certification Programs for
Dietitians

Certified Eating Disorders Registered Dietitian (CEDRD),
www.iaedp.com

CEDRD Certification Prep Class, by Jessica Setnick,
www.CEDRD.com

Postgraduate Intensive Training for Dietitians Treating
Eating Disorders, by the Institute for Contemporary
Psychotherapy Center for the Study of Anorexia and
Bulimia (ICP CSAB), http://icpnyc.org/csab/2-year
-training-program
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abdominal pain/cramping, 69

abuse, history of, 57

acanthosis nigricans, 59b

acrocyanosis of hands/feet, 595

alanine aminotransferase (ALT), 50¢

albumin, 45¢

alcohol use/abuse, 22, 63,

alkaline phosphatase (ALP), 50¢

alprazolam, 109¢

amenorrhea, 44, 59b, 69, 75t, 79t

American Psychiatric Association (APA), 4, 134, 175
amitriptyline, 109¢

amphetamine salts, 109¢

amylase, 45¢

anger, 35-36

anorexia nervosa, 6b, 75-78t, 8993¢
anthropometric measurements, 3b, 56, 178, 182-184
anxiety, 36, 62, 63, 109-115¢

appetite level, 28-29, 42, 69, 109-115¢
aripiprazole, 109¢

arrhythmias, 58

arthralgia, 59

aspartate transaminase (ASP), 50¢
attention-deficit disorder, 109¢

attitudes. See beliefs/attitudes

avoidance behavior, 29, 33, 57, 76-78t, 80—82¢

bariatric surgery, 54-55¢
barriers
to home food preparation, 140
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to treatment, 146, 148
behavioral-environmental nutrition diagnoses, 3b, 74
beliefs/attitudes, 37, 74, 82¢
binge eating disorder, 8b, 35, 83—84¢

food/nutrient interventions for, 89—-93¢

medications for, 108, 112¢, 114¢
Binge Eating Disorder Association, 205
bingeing behavior, 26, 63, 90-92¢
biological factors, in eating disorders, 5—6
bipolar disorder, 67, 109z, 112¢, 114—-115¢
blacking out, 70
bloating, 27, 69, 94, 112¢
blood

in emesis, 58b

in stool, 58b, 168¢
blood pressure, decrease in, 70, 171
blood urea nitrogen (BUN), 46¢, 77t, 81¢, 103b
body image, 26, 63, 141, 143b
body mass index (BMI), 56, 131
body temperature, 58—59b, 70, 130. See also cold

intolerance
borderline personality disorder, 11, 68
boundary violations, in counseling, 155-157
breast augmentation surgery, 63
bulimia nervosa, 7b, 79—-82t

food/nutrient interventions for, 89-93¢

medications for, 111¢
bupropion, 109¢

caffeine content, in foods/drinks, 196-200
caffeine intake, assessment of, 24, 29
calcium, 46t, 59b, 103b, 104h, 105¢

calorie counting, 122, 180
calorie-restricted eating style, 88
carbamazepine, 109¢
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carbohydrate intake, 32, 45¢, 48¢, 77t, 81¢

cardiovascular symptoms, 58b

careers, effect on eating disorder behaviors, 71

celiac disease, 45¢, 48t, 50¢, 53¢, 64, 195¢

chemotherapy, 70

chewing/spitting out, of food, 30

childhood, overweight/obesity in, 61

chlorpromazine, 110¢

chocolate, 200

choking, 32, 168¢

cholesterol, 42, 62, 110—111¢, 113-115¢

chronic dieting, 34

chronic fatigue syndrome, 64

chronic illnesses, with eating disorders, 65

chronic vomiting. See vomiting

citalopram, 110z

clonazepam, 110¢

clothing, fit of, 26

coffee, 24, 75¢, 80t, 1921, 196

cognitive behavioral therapy (CBT), 147-149

cold intolerance, 70

colon polyps, 64

complement C3, 47¢

condiments, overuse of, 29

confidence, 25b, 125

constipation, 58b, 65, 69, 76¢, 80z, 109—110¢, 138, 168¢

continuing education, for RDNs, 12

control, sense of, 12, 65

convenience foods, 25

coordination of care, 160177

coping skills, 146-147

counseling. See mental health counseling; nutrition
counseling

creatinine, 47¢, 103b

Crohn’s disease, 45¢, 48t¢, 501, 64, 168t
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cultural attitudes, 34
Cushing’s disease, 65
cystic fibrosis, 65

day treatment, 170

demographics, of eating disorders, 2

depression, 11, 29, 54-55¢, 62, 66, 67, 96, 109-115¢

desipramine, 110¢

dextroamphetamine, 111¢

diabetes, 41, 47-49¢, 51-52¢, 63, 65, 110¢, 113¢, 167t

diabulimia, 41

Diagnostic and Statistical Manual of Mental Disorders
(DSM-5), 4-5, 6-10b, 34, 131

diarrhea, 32, 52¢, 54-55¢, 69, 76t, 80t

diet pills, 31, 57, 70

digestive system, symptoms in, 585

diuretics, 42—43, 50-52¢, 57, 137

diverticulitis, 64

dizziness, 70

doxepin, 111¢

dry skin, 59b

dual energy X-ray absorptiometry (DEXA) scan, 44

duloxetine, 111¢

duration, of nutrition counseling, 173

early satiety, 30
Eating Disorder Hope, 205
EatingDisorderJobs.com, 205
eating disorder not otherwise specified (EDNOS), 4-5
eating disorders. See also specific disorders; issues
barriers to treatment, 146
definitions/criteria of, 4, 6-10b
ctiology of, 5-6
further resources on, 203-207
prevalence/demographics of, 1-2
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prevention of, 142—143, 143b
Eating Disorders Coalition, 205
eating out, 141
echocardiogram (ECHO), 44
EDNOS. See eating disorder not otherwise specified
(EDNOS)
electrocardiogram (ECG), 44
emesis, blood in, 58. See also vomiting
endocrine disorders, 62, 167¢
enemas, 6, 4243
energy drinks, 24, 75¢, 80¢, 198-199
energy intake, 11, 27, 75¢, 79¢, 83—84¢
enteral nutrition, 97-98, 99101z, 1035, 113¢
environmental factors, in eating disorders, 3b, 11, 74, 142
epigastric pain, 69
escitalopram, 111¢
etiology, of eating disorders, 5—6
exercise. See physical activity/exercise
extremities, symptoms in, 595
eyes, broken blood vessels in, 585

fainting, 70
falls, 70
family
education, 135-136
history, 61-63
mealtime behavior of, 36
and nutrition assessment, 37,
weight—neutral environment in, 128—-130
fasting, in religious observance, 34
fatigue, 64, 66, 70, 781, 136
fat intake, 62, 761, 80¢
fatty acid deficiency, 27, 55¢, 76t, 80¢, 104b
ferritin, 47¢, 105¢
fiber intake, 25, 109¢, 112¢



Index

flatulence, 69, 76t, 80t

fluid intake, 52-54¢, 58b, 75t, 77t, 79t, 81t, 8384t
fluoxetine, 108, 1117

flurazepam, 1117

fluvoxamine, 111¢

folate, 481, 106¢, 113¢

folic acid, 1045, 106¢, 113¢

food allergies, 235, 32, 33

Food and Drug Administration (FDA), 108, 109-115¢
food availability, 40—41

foodborne illnesses, 66

food challenges, 127

food diaries, 180

food faddism, 36

food/nutrition knowledge, 39

food preparation, 139-140

food rules, 31, 94, 127

full-day outpatient care, 170

fullness, feeling of, 25

gastroesophageal reflux disease, 585
gastrointestinal (GI) symptoms, 585

genetic heritability, of eating disorders, 5, 62, 142
gluten-free eating style, 195¢

group homes, 172173

hair loss, 586

halal eating style, 189—190, 193¢

halfway houses, 172-173

head/neck symptoms, 58b

health history, 63—69

health insurance coverage, 1, 174, 175-177
hemoglobin (HgbAlc), 49¢

hemorrhoids, 28, 585, 64

home food preparation, 140
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homocysteine, 106—-107¢

hopelessness, 37, 38, 57, 68

hormonal imbalances, 11

hormone replacement therapy, 44
hostility, 34-35

hunger, 29, 34, 70, 94-96, 99-100¢
hypermetabolism, 75z, 79¢, 97, 1005, 134
hyperthyroidism, 53¢, 66, 167t
hypoglycemia, 11, 67, 75¢, 77t, 81t
hypothyroidism, 50z, 53¢, 63, 66

ideal body weight, concept of, 129—131, 150
illnesses, history of, 63—69
inflammatory bowel disease, 64
inpatient care, 171-172

nutrition assessment in, 19
insulin, 41, 48—49¢, 167¢
insurance coverage, 1, 174—177
intensive outpatient programs, 169—170
internal cues, identification of, 94-96
interviews, with patients, 20—22
intuitive eating, 88, 95
ipecac syrup, 117, 138
iron, 36, 47-49¢, 51¢, 53¢, 104-105b,

kashrus/kashrut (kosher) eating style, 193h
ketone smell, on breath, 585

labeling of food/weight, as good/bad, 126—127, 132133,
148. See also cognitive behavioral therapy

laboratory tests, 43—44, 45-55¢

lanugo hair, 58b

laxatives, 42—43, 50-51¢, 57, 65, 137-139, 168t

legalizing food, 126—127, 148. See also cognitive behav-
ioral therapy
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levels of care, 169—173
lipase, 49¢
lisdexamfetamine, 108, 112¢
lithium, 112¢

liver function, 27, 50¢
living situations, 172

macrobiotic eating style, 192b
magnesium, 46¢, 50z, 102, 103—-104b, 105¢
malabsorption, 51z, 55¢, 64
maldigestion, 64
meal planning, 88
meal replacements, 9697
mealtime behaviors, assessment of, 36, 60, 180
mean corpuscular volume (MCV), 55¢
medical food supplements, 9697
medical history, 63—69
medical tests, 3b, 43—-44, 178, 184185
medications
appetite-inhibiting, 109z, 111-112¢, 115-116
assessment of use, 41-43
caffeine content in, 200
causing weight gain, 109-110¢, 115¢, 116
dose adjustments of, 116
in eating disorder treatment, 107—108
noncompliance in use, 116—117
off-label use of, 108
menstruation, 49¢, 62, 68
mental health counseling
referrals to, 161-165
resistance to, 162, 164b
theories used in, 145-150
mental illness, 67, 175, 181
MentorConnect, 206
mentoring, 13, 157
metabolic enhancers, 42—43
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methylphenidate, 112¢

micronutrient deficiencies/supplementation, 102, 1045,
105-107¢

motivational interviewing (MI), 145

multiple sclerosis, 67

muscles, symptoms in, 58—59h

narcissistic personality disorder, 68
nasogastric (NG) feed, 995
nasojejunal (NJ) feed, 1015
nausea, 30, 69, 94, 109¢, 112¢
neurologic symptoms, 58h
nonbiological factors, in eating disorders, 11-12
nonfood substances, 36
nortriptyline, 112¢
nutrition assessment. See also anthropometric measure-
ments; laboratory tests; medical history; medical tests;
physical symptoms; social history
of alcohol consumption, 22
of energy intake, 27
of family history, 61-63
of fluid intake, 584
of food/nutrient intake, 22-32
of food/nutrition knowledge, 39
inpatient, 19
of medication use, 41-43
organization of, 3b
outpatient, 19-20
of physical activity, 39-40
of social history, 57-61
of stimulant intake, 24
nutrition counseling, 145-158. See also specific
interventions
with angry/hostile patients, 145
on as-needed basis, 160—161
duration of, 173
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healthy boundaries in, 155-157
resources on, 158
nutrition diagnosis, 74—84
organization of, 3b, 74
nutrition education, 122—-143
nutrition interventions, goals of, 85, 86b
nutrition support, 19, 30, 97, 101

obsessive-compulsive disorder, 34, 62, 66—68

occipital wasting, 58b

olanzapine, 113¢

oppositional defiant disorder, 67

oral contraceptives, 44

oral infections, 64—65

oral lesions, 58b

oral malformations, 64—65

oral surgeries, 71

osteopenia, 44

osteoporosis, 44, 66

ostomy, 71

outpatient care, 134, 169-170, 173
nutrition assessment in, 19-20

overweight/obesity
binge eating disorder with, 67
nutrition diagnosis, 67, 84¢
personal/family history of, 61
weighing protocol with, 132—134

pancreatitis, 49¢, 62, 98, 101b
parenteral nutrition, 97-98, 99-101b
parotid glands, enlargement of, 58b
paroxetine, 113¢

partial hospitalization, 170
passive-aggressive behavior, 68
pemoline, 1137
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peripheral edema, 59b
personality disorders, 68, 157
PES. See problem, etiology, signs and symptoms (PES)
format
phenelzine, 113¢
phenytoin, 55z, 113¢
phosphorus, 51¢, 103b, 113¢
physical abuse, 57
physical activity/exercise, 136
assessment of, 39—40
excessive, 40, 75-77¢, 79¢, 81¢
resistance to, 40
physical symptoms of disordered eating, 58—59b
pica, 36
polycystic ovary disease (PCOS), 11, 63, 68, 167¢
portion distortion, 141
potassium (K), 52¢, 102, 103b, 104—105b
premenstrual syndrome, 68—69
prevalence, of eating disorders, 1-2
prevention, of eating disorders, 142-143, 143b
problem, etiology, signs and symptoms (PES) format, for
nutrition diagnosis, 74
examples of, 75-84¢
processed foods, 25, 192, 194—195¢
professional organizations, 204-206
professional supervision, 13, 156—157
protein intake, 32, 46¢, 77¢, 81¢
protocols
for meal planning, 87, 945
for substance abuse, 70, 116
for weighing, 38, 132—134
psychoactive medications, 107—108, 109-1155, 117
psychotherapy, 150
referrals to, 161-165
resistance to, 162, 164h
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theories used in, 145-150
purging, 4, 6b, 10b, 45t, 56, 79-82t, 89-93t, 137—138. See
also bulimia nervosa; vomiting

quetiapine, 114¢

radiation therapy, 70—71
raw foods eating style, 192¢
readiness for change, 145
rebound constipation, 585, 65, 138
red blood cell (RBC) count, 53¢
refeeding syndrome, 51-52¢, 98, 102, 1035
referrals, to mental health counseling, 161-165
reflux, 586, 90z, 168¢
registered dietitian nutritionist (RDN)

role in treatment of eating disorders, 12—-14, 135
reimbursement issues, 175-177
religion, 34, 167¢
Renfrew Center Foundation, 206
Resch, Elyse, 203
residential treatment, 19, 170—171
resources

on eating disorders, 203207

on nutrition counseling, 158
restaurants, 141
restrictive eating styles, 189-190, 191-195¢
Russell’s sign, 59

satiety cues, 95

scars, 59b

schizophrenia, 67, 109—-111¢z, 113—114¢
self-induced vomiting. See vomiting
self-medication, 24

self-worth, feelings of, 135, 183
sertraline, 114¢
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sexual abuse, 57
sham eating, 245, 30
shortness of breath, 585, 70, 167¢
skin symptoms, 59b
social history, 57, 60—61
social support, 37, 60, 86b, 168¢
societal factors, in eating disorders, 142
sodium, 25, 53¢, 77t, 81t, 106¢, 112¢, 114¢
soft drinks, 197-198
special events, 141-142
step-down care, 172—173
stimulants, 24, 31, 42, 57, 75t, 80¢
stool, blood in, 58b, 168¢
stress fractures, 66, 78¢
substance abuse, 50¢, 57, 60
suicide risk, 2
supplements
food/nutritional, 96—97
herbal, 31
vitamin/mineral, 25, 27-28, 43, 102, 104-105,
105-107¢
surgeries, 7071
swallowing, difficulty with, 32, 71, 168¢

tea, 24, 75¢, 80¢, 1121, 197-198
team treatment approach. See treatment team
teeth, damage to, 58b
terminology, 4-5
during interviews, 21-22
thiamin, 106¢
thioridazine, 114¢
thiothixene, 114¢
thyroid function, 53¢, 115¢
thyroid-stimulating hormone (TSH), 53¢
topiramate, 108, 114¢
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transitional living, 172-173

transitional statements, 152—154

transitions in care, 165, 169

trazodone, 114¢

treatment goals, 86b

treatment team
communication within, 135, 154—155, 160
members of, 107-108, 161, 165, 166—168¢

tremors, 69

Tribole, Evelyn, 203

triggers, 24b, 90¢, 92¢, 142

trust, 20, 22, 152

tube feeding. See enteral nutrition

twin studies, 5

underweight nutrition diagnosis, 76¢
urine output, 53¢

valproic acid, 115¢

variety, in food choices, 31, 86b, 90z, 124b

vegetarian/vegan eating styles, 49z, 54-55¢, 77¢, 81¢, 191¢

venlafaxine, 115¢

vitamin B-12, 51z, 54¢, 104b, 107¢

vitamin D, 28, 46¢, 55¢, 58—59b, 104b, 107t, 113¢

vitamin/mineral deficiencies/supplementation, 25, 27-28,
43, 102, 104-105, 105-107¢

vitamin/mineral intake, 27-28, 76¢, 80¢

vomiting, 6-7b, 10b, 30, 45¢, 51-52¢, 58-59b, 69, 79¢, 93¢,
136-137, 166¢, 168¢

weaning protocol

for laxative abuse, 31, 138—-139

for substance abuse, 24, 70, 93¢
weighing protocols, 131-133
weight changes, during treatment, 134-135
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weight goals, 1245, 130131, 182183
weight neutral environment, 129, 133
withdrawal

from caffeine, 24

from drugs/alcohol, 69

zinc, 28-29, 55t, 104b, 107t
zolpidem, 115¢
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