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Eatmg disorders lead to severe

medicalconsequences,
ncludng death




One of the most common causes of
mortality in patients with eating
disorders is:
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Mortality m Anorexia Nervosa

* Individuals with EDs have significantly elevated mortality
rates (6-8%)
* AN has one ofthe highest mortality rates ofthe psychiatric

disorders

o More than double that ofschizophrenia and almost triple that of
bipolar ormajor depressive disorder

* Aboutone-third ofdeaths m AN are due to heart problems
and one-fifth to suicide

Arcelus etal., 2011; Osbyetal., 2000; Deter et al., 2005



Psychologicaleatng disorder
symptoms are heavily
nfluenced by mahutrition




Evolving Diagnoses

* Anorexia Nervosa

* Atypical Anorexia Nervosa (OSFED)
 Bulmia Nervosa

 ARFID

* Bmge Eating Disorder

 More!



A diagnosis 1s not
necessary!

* Identify concemmg growth pattems

* I[dentily concemmg behaviors

* htialmedicalmanagement ncluding caregiver mvolvement
* Facilitate referrals



Screenmg Questions

* How is your eating/nutrition?
 How mportantto you 1s what you eat?

* Are youon a diet? Tellme about whatled you to start dietng
o Determme goal(weightloss, health, athletic performance, etc)

* Have you lostany weightrecently? How much? With what goal or mtent?
 How do you feelabout your body? How do you feelabout your weight?
Any concerns about your weight or shape?




Early Signs

Cutting back on food
intake or skipping
meals

Exercising more

Food going missing

Avoiding eating with
others/family

Making comments
about body (often
Ibrought up by parents)

Using bathroom after
meals / vomit residue
in toilet or shower

Changing food
selections (cutting out
foods, becoming
vegetarian/vegan)

Readmg recipe books,
ogetting mnvolved in
cooking




Patient

* [ found bags ofjunk food hidden
in her room

* They run to the bathroom right
after meals, and we find vomit
residue on the toilet

* JThaven’t bought sanitary
products for her in 6 months

* 'm not bmgemg

* ’'m not vomiting

* 'm getting my period
regularly

* 'm an athlete. I'm not
exercising to lose

* Their coach says they train

, beyond what ther teammates
weight do

* 'm fine with my body
* 'm fine with my weight
* 'm notscared of

* They wear only baggy clothes

* He weighs himselfa few times a
day

* They won’t eat more than 500
kcal per day

gaining weight




Concern: falling off BMI curve
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Welight loss indicating malnutrition

Mild Moderate Severe
% mBMI* 80-90% 70-79% <70%
BMI Z-score 01 greater
0 0 0
Weight Loss** >10% bodymass >15% bodymass >20% bodymass

loss

*Percent median BMI

loss

loss

**Rapid weightloss may place a patientat mcreased risk ofmedical
complhcations and mcrease severity of malnutrition

[ISAHM Position 2015, 2022 ]




‘ ' Despite similar amounts of weight loss, a young person with a low
J BMI is more likely to be medically unstable as compared to a
patient with a normal BMLI.
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Weight Suppression

» Two girls with weight loss due to ED

» Both are 16 yr. old and 65 inches tall

* Both have lost “significant weight” via restriction, diet pills,
purging, and excessive exercise

* Jill AN: 125> 85# , BMI 14.2 kg/m2 = 40 # loss

« Jane AAN: 260 >128 # , BMI 21.3 kg/m2 = 132 # loss

Are these qirls equally malnourished?




» Weight suppression, not admitiBMI associated with lowest
48-hr HR (8 =0.398, 95% CI-0.833,-0.062, p=0.021) [Garber
20135]

* Persistent amenorrhea [Seetharaman, Golden et al.
2017]

* Lower T3 [Aschettino-Manevitz 2012]

* Worse ED psychopathology [Lavender2015; Berner2013]

e



Medical E

valuation

Anorexia affects your whole body

___—— Brain and Nerves

i

can't think right, fear of gaining weight, sad, moody, irritable,
bad memory, fainting, changes In brain chemistry

Hair
hair thins and gets brittle

Heart
low Blood pressure, slow heart rate, fluttening of the heart
{palpitations), heart failure

Blood
anemia and other blood problems

Muscles and Joints
weak muscles, swaollen joints, fractures, osteoporosis

Kidneys
kidney stones, kidney fallure

Body Fluids
low potassium, magnesium, and scdium

Intestines
constipation, bloating

Hormones

periods stop, bone loss, problems growing, trouble getting
pregnant, If pregnant, higher risk for miscarriage, having a
C-section, baby with low birthweight, and post partum
depression.

- Skin

brulse easily, dry skin, growth of fine halr all over body,
get cold easily, yellow skin, nails get brittle




* ECG (smnus bradycardia, prolonged QTc, arrhythmia)

* Initial Labs (CBC, CMP, Mag, Phos, Lipid Panel, ESR/CRP,
TTG/IgA, Zinc, Vitamin D, TS H)

* Urine sample (specific gravity, pH, UDS, hcg)

* Dual-energy X-ray absorptiometry
(DXA) scans when amenorrhea 1s
present for at least 6 months




Primary Care Treatment

* Food 1s the bestmedicme

* Mobilze caregiver mvolvement

* Medically stabilize abnormal vital signs
and electrolytes

* Carefully monitor growth and
development

* Establsh clearroles with team
members and ‘Stay m your lane”




Treatment Goal Weights

* Treatment goal weight (TGW) is a personalized, estimated
target weight range for optimal recovery based on
avallable growth records that takes into account normal
expected growth in the next 12 months.

* Return to historical growth trajectory (BMI) from ~age 4

* |f well above the growth curve (e.g., >99th percentile for
BMI) and losing weight, minimum goal is no further weight
loss



Treatmentfadence

* I[funder treatment goal weight, frequent follow-up for weight check and
vital signs untilm TGW range or care estabhshed m an eatmg disorder
program

o Every 1-2 weeks

* May space outvisits once gammg weight steadily, m TGW range, or
established with multidisciplnary team

* Touchpomt with family to empower caregivers with seriousness ofilness
and ther criticalrole m recovery



Caregiver and Provider Goals

* For weight gain: Aim for at least 1 -2 Ibs of weight gain per week.

. Man%/ individuals require ~2500 -5000 kcal/day to achieve this goal
due to metabolic changes during nutritional rehabilitation!

 Recommend 3 meals per day and 3 snacks; each meal/snack
should include a caloric beverage (e.g., milk, juice)

« Caregivers are 100% in charge of preparing and plating meals.
Limit negotiation and discussion around meals and snacks. Limit
child's presence In kitchen during meal preparation to limit
negotiation.



Caregiver and Provider Goals

» Encourage caregivers to feed their child the foods that their
family has always eaten.

» Families do not all need to eat identical portions to that of the
patient.

» Patient should return to eating all foods eaten prior to onset of
disordered eating

* No diet foods: no sugar -free, low carb or low/non -fat

* All meals and snacks (ideally) should be supervised by a
trusted adult



Psychophammacology:
Evidence Is Minimal

* Difhcult to recrutt

* Patients are medically fragile

* Nutrtionaldeficiencies may aflect medication response
* Whatare we targetimg with medications?



Hospitalizatidbrte rna

* Bradycardia: HR <50 daytime, <45 at night

 Hypotension: BP <90/45 mmHg

* Hypothermia: Temp <96° F

* Orthostasis: Increase m pulse (>40 bpm) or decrease m BP
(>20 mmHg systolic, >10 mmHg diastolic) and symptomatic

* Weight: <75% expected body weight or ongoing weight loss
despite mtensive management



Hospitalization Criteria

* Acute food refusal: severe and/or prolonged food refusal

* EKG abnormalities: e.g., prolonged QTc

* Electrolyte abnormalities: low potassmuum, phosphorus,
magnesmum, sodium, glucose

* Other acute symptoms: syncope, esophagealtears, mtractable
vomiting, hematemesis



‘ ' For a patient engaging in frequent purging (self-induced
J vomiting), the urinalysis is likely to reveal which of the following
abnormalities?
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Walkkmng the Tightrope m Primary Care

* Adolescents who dietare athigher nisk for ED
development

* Weight loss precipttates onset of ED

* Focus on healthy balanced behaviors vs.
weight goals

* Instead ofrestriction/caloriec counting, focus on
regular eatmg with treats m moderation (don't
cut out entre food groups)




Walking the Tightrope m Prmary Care

* Eating meals together as a family (mindful
eatmg, social connection, not i front of a
screen or with other distractions)

* Incorporating purposeful joyful move ment
(not with the goal of weight loss or body
mass change)

* Positively remforce behavioral change
versus weight loss

* Critical ramifications of weight stigma m
medicine




If — Then

* Acute weightloss (>5 Ibs m one month) —BMP, Mag, Phos

* Caregivers disempowered or facmg barriers —Consider HLOC

* Acute weightgam (>5 Ibs m one week) —BMP, Mag, Phos, spec grav,
check foredema

 AbdommalPam/Constipation — Non stimulantbowelregmen,
metoclopramide

* Intense body dysmorphia mterfermg —=Remove scales, cover mirrors



Treatment Goals

.@‘ Weight restoration or
stabilization

o Normalization of eating

I:'::IT patterns (regular,
sufficient amount,
increase variety)

N Cessation of binge
/ eating and
N compensatory
behaviors

Later: Reduced
weight/shape concerns;
body acceptance

Body image concerns typically do not immprove until weight is restored and eating patterns are normalized




- FamilyBased Treatmentinitially puts caregivers in charge of nutrition)
« CognitiveBehavioral Therapywith family involvement when appropriate)
» Less evidence for youth but sometimes udaidilectical Behavior Therapy

EvidenceBased
Treatment for

evidencebased
YOUth EDS « Familyinvolvement best supported by the evidence

Estimateb-12 monthsof outpatient therapy
Higher levels of card@P, PHP, Residenjiabmetimes needed, but not generally




Education

Externalization 3 Meals a Day

* Psychoeducation
* Illness externalization
* Early goal:increased and/orregular eatng, decrease
compensatory bxs
o Ifwtgam needed:prescribe 3 meals and 3 snacks
daily
o Ifwtgainnotneeded, prescribe 3 meals and >1
snack daily, not going for more than 3-4 hrs w/o
cating
" Note:regular eating decreases bmge
episodes







* Involving caregivers or loved ones when possible

o Empowerment—in mostcases, caregivers have excellent mstincts
about their childs nutritionalrestneeds, and the ED 1s trymg to
convince them otherwise

o Meal/snack support

® When approprate, ask caregivers to decide what, when, and
how much the patient will eat, and monitor for completion

o Protectagamstcompensatory behaviors (e.g., use bathroom

before meals, monitor afierward 30-60 mm)




* Generalcopmg to address distress before/durmg/after meals, when having .
urges to engage m compensatory bxs, with wt checks, etc G
o Focus on active copimng (eg distraction, deep breathng) rather than
mtrospective or passive techniques (eg quiet mmdfulness, readmng,
noticmg body sensations)
* Motivational mterviewmg about how the ED 1s getting m the way
o “How is the constant thinking about calories making it hard to do the
thmgs you like to do?”
* Remforce any smallchanges
o ‘Im so glad that you were restiul this week mstead ofgomg fora run”




Careqivetied nutritional
rehabilitation 1s NOT:

* Force feedmng
* Punitive

Caregiver-led nutritional
rehabiltation IS:

e AnactofLOVE

o Most caregivers love their kids, and want to
support them to fight an illness that they
typically cannot fight consistently on their own

* Abalance of warmth (toward

the child) and firmness (agamst
the ED)

o ‘Isee thatthe eating disorderis giving you a
really hard time right now, and Ineed you take
another bite. [ will sit here next to you while
you finish.”




* Avoid commenting on ﬂ Benign comments can be

appearance '~ loaded:
: o “You look so healthy”= “Whoa,
* DO nOt COIIUde Wlth you’ve gamed a ton of weight”
eating diSOrder o “You look fantastic”= “Wow, youre
* Avoid shame

so fat”
» Adolescents may not

o “Youre made so much progress”=
“Youre failing, you shouldn’t be
like their therapist

going along with this plan to eatso
much food”




Eating disorders transcend race, ethnicity,
ogenderidentity, sexualorientation, age,
socloeconomic status, body shape orsize...




THANK YOU!
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