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Eating disorders lead to severe 
medical consequences, 

including death



One of the most common causes of 
mortality in patients with eating 
disorders is:
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Arce lus  e t a l., 2011; Os by e t a l., 2000; De te r e t a l., 2005

Mortality in Anorexia Nervosa

• Individuals with EDs have significantly elevated mortality 
rates (6-8%)

• AN has one of the highest mortality rates of the psychiatric 
disorders
⚬ More than double that of schizophrenia and almost triple that of 

bipolar or major depressive disorder
• About one-third of deaths in AN are due to heart problems 

and one-fifth to suicide
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Psychological eating disorder 
symptoms are heavily 

influenced by malnutrition
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Evolving Diagnoses

• Anorexia Nervosa
• Atypical Anorexia Nervosa (OSFED)
• Bulimia Nervosa
• ARFID
• Binge Eating Disorder
• More!



7
Unde rs e rve d Dive rs e  Youth with Ea ting Dis orde rs

A diagnosis is not 
necessary!

• Identify concerning growth patterns
• Identify concerning behaviors
• Initial medical management including caregiver involvement
• Facilitate referrals
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Screening Questions

• How is your eating/nutrition?
• How important to you is what you eat?
• Are you on a diet? Tell me about what led you to start dieting
⚬ Determine goal (weight loss, health, athletic performance, etc)

• Have you lost any weight recently? How much? With what goal or intent?
• How do you feel about your body? How do you feel about your weight? 

Any concerns about your weight or shape?



Early Signs

Cutting ba ck on food 
inta ke  or s kipping 
me a ls

Avoiding e a ting with 
othe rs /fa mily

Cha nging food 
s e le ctions  (cutting out 
foods , be coming 
ve ge ta ria n/ve gan)

Exe rcis ing more
Ma king comme nts  
a bout body (ofte n 
brought up by pa re nts )

Re a ding re cipe  books , 
ge tting involve d in 
cooking

Food going mis s ing
Us ing ba throom a fte r 
me a ls  / vomit re s idue  
in toile t or s howe r



Patient               Caregivers

• I’m not binge ing
• I’m not vomiting
• I’m ge tting my pe riod 

re gula rly
• I’m an a thle te . I’m not 

exe rcis ing to los e  
we ight

• I’m fine  with my body
• I’m fine  with my we ight
• I’m not s ca re d of 

ga ining we ight

• I found bags  of junk food hidde n 
in he r room

• They run to the  ba throom right 
a fte r me a ls , and we  find vomit 
re s idue  on the  toile t

• I have n’t bought s anita ry 
products  for he r in 6 months

• The ir coach s ays  they tra in 
beyond wha t the ir te ammate s  
do

• They we ar only baggy clothe s
• He  we ighs  hims e lf a  few time s  a  

day
• They won’t e a t more  than 500 

kca l pe r day



Concern: falling off BMI curve

Anorexia  
Ne rvos a  

(AN) 

Atypica l 
AN



Weight loss indicating malnutrition 

11/13/2512

Mild Moderate Severe

% mBMI* 80-90% 70-79% <70%

BMI Z-score -1 to -1.9 -2 to -2.9 -3 or greater

Weight Loss** >10% body mass 
loss

>15% body mass 
loss

> 20% body mass 
loss

* Percent median BMI
** Rapid weight loss may place a patient at increased risk of medical 

complications and increase severity of malnutrition 

[SAHM Position 2015, 2022]



Despite similar amounts of weight loss, a young person with a low 
BMI is more likely to be medically unstable as compared to a 
patient with a normal BMI.
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• 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 girls equally malnourished? 

Comparing Jane to Typical AN

Weight Suppression 



• Weight suppression, not admit %mBMI, associated with lowest 
48-hr HR (β = -0.398, 95% CI -0.833, -0.062, p=0.021) [Garber 
2015]

• Pe rs is te nt a me norrhe a  [S e e tha ra ma n, Golde n e t a l. 
2017]

• Lowe r T3 [As che ttino-Ma nevitz 2012]
• Worse ED psychopathology [Lavender 2015; Berner 2013]

Weight suppression predicts illness severity  



Medical Evaluation
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• Height and Weight (in a 
gown)

• Vitals including orthostatics
• History and Physical Exam
• Careful review of growth 

charts
• ECG
• Laboratory Evaluation
• Referrals and Follow Up



Workup

• ECG (s inus  bradyca rdia , prolonge d QTc, a rrhythmia )
• Initia l Labs  (CBC, CMP, Mag, Phos , Lipid Pane l, ES R/CRP, 

TTG/IgA, Zinc, Vitamin D, TS H)
• Urine  s ample  (s pe cific gravity, pH, UDS, hcg)
• Dua l-e ne rgy X-ray abs orptiome try                                                                     

(DXA) s cans  whe n ame norrhe a  is                                                                    
pre s e nt for a t le a s t 6 months



Primary Care Treatment

• Food is the best medicine
• Mobilize caregiver involvement
• Medically stabilize abnormal vital signs 

and electrolytes
• Carefully monitor growth and 

development
• Establish clear roles with team 

members and “stay in your lane”
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• Treatment goal weight (TGW) is a personalized, estimated 
target weight range for optimal recovery based on 
available growth records that takes into account normal 
expected growth in the next 12 months.

• Return to historical growth trajectory (BMI) from ~age 4 
• If well above the growth curve (e.g., >99th percentile for 

BMI) and losing weight, minimum goal is no further weight 
loss

Treatment Goal Weights



Treatment Cadence

• If under treatment goal weight, frequent follow-up for weight check and 
vital signs until in TGW range or care established in an eating disorder 
program
⚬ Eve ry 1-2 we e ks

• May space out visits once gaining weight steadily, in TGW range, or 
established with multidisciplinary team 

• Touchpoint with family to empower caregivers with seriousness of illness 
and their critical role in recovery



• For weight gain: Aim for at least 1 -2 lbs of weight gain per week. 
• Many 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

Caregiver and Provider Goals
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Psychopharmacology:
Evidence Is Minimal

• Difficult to recruit
• Patients are medically fragile
• Nutritional deficiencies may affect medication response
• What are we targeting with medications?



Hospitalization Criteria

• Bradyca rdia : HR <50 daytime , <45 a t night
• Hypote ns ion: BP <90/45 mmHg
• Hypothe rmia : Te mp <96° F
• Orthos ta s is : Incre a s e  in puls e  (>40 bpm) or de cre a s e  in BP 

(>20 mmHg sys tolic, >10 mmHg dia s tolic) and symptoma tic
• We ight: <75% expe cte d body we ight or ongoing we ight los s  

de s pite  inte ns ive  manage me nt



Hospitalization Criteria

• Acute  food re fus a l: s eve re  and/or prolonge d food re fus a l
• EKG abnorma litie s : e .g., prolonge d QTc 
• Ele ctrolyte  abnorma litie s : low pota s s ium, phos phorus , 

magne s ium, s odium, glucos e
• Othe r a cute  symptoms : syncope , e s ophage a l te a rs , intra ctable  

vomiting, he ma te me s is



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

• Adolescents who diet are at higher risk for ED 
development

• Weight loss precipitates onset of ED
• Focus on healthy balanced behaviors vs. 

weight goals
• Instead of restriction/calorie counting, focus on 

regular eating with treats in moderation (don’t 
cut out entire food groups)
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Walking the Tightrope in Primary Care

• Ea ting me a ls  toge the r a s  a  family (mindful 
e a ting, s ocia l conne ction, not in front of a  
s cre e n or with othe r dis tractions )

• Incorpora ting purpos e ful joyful move me nt 
(not with the  goa l of we ight los s  or body 
mas s  change )

• Pos itive ly re inforce  be haviora l change  
ve rs us  we ight los s

• Critica l ramifica tions  of we ight s tigma  in 
me dicine
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• Acute weight loss (>5 lbs in one month)          BMP, Mag, Phos 
• Caregivers disempowered or facing barriers          Consider HLOC
• Acute weight gain (>5 lbs in one week)          BMP, Mag, Phos, spec grav, 

check for edema
• Abdominal Pain/Constipation          Non stimulant bowel regimen, 

metoclopramide
• Intense body dysmorphia interfering           Remove scales, cover mirrors

If            Then



Treatment Goals
Weight restoration or 
stabilization Normalization of eating 

patterns (regular, 
sufficient amount, 
increase variety)

Cessation of binge 
eating and 
compensatory 
behaviors

Later: Reduced 
weight/shape concerns; 
body acceptance

Body ima ge  conce rns  typica lly do not improve  until we ight is  re s tore d a nd e a ting pa tte rns  a re  norma lize d



Evidence-Based 
Treatment for 
Youth EDs

• Family-Based Treatment (initially puts caregivers in charge of nutrition)
• Cognitive-Behavioral Therapy (with family involvement when appropriate)
• Less evidence for youth but sometimes used: Dialectical Behavior Therapy
• Estimate 6-12 months of outpatient therapy
• Higher levels of care (IOP, PHP, Residential) sometimes needed, but not generally 

evidence-based
• Family involvement best supported by the evidence
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How do I support the 
family 
when specialty care is 
not available?

• Psychoeducation
• Illnes s  externalization 
• Early goal: increas ed and/or regular eating, decreas e 

compens atory bxs
⚬ If wt gain needed: pres cribe 3 meals  and 3 s nacks  

daily
⚬ If wt gain not needed, pres cribe 3 meals  and ≥1 

s nack daily, not going for more than 3-4 hrs  w/o 
eating
￭ Note: regular eating decreas es  binge 

epis odes  

Educa tion Exte rna liza tion 3 Me a ls  a  Day



Externalizing the 
Illness
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Healthy 
Teen

Eating 
Disorder

“The  e a ting 
dis orde r will ge t 

the m to do s ne aky 
things ” (i.e ., the  

e a ting dis orde r—
ra the r than the  
adole s ce nt—is   

s ne aky)



How do I support the family 
when specialty care is not available?

• Involving caregivers or loved ones when possible 
⚬ Empowerment – in most cases, caregivers have excellent instincts 

about their child’s nutritional/rest needs, and the ED is trying to 
convince them otherwise

⚬ Meal/snack support
￭ When appropriate, ask caregivers to decide what, when, and 

how much the patient will eat, and monitor for completion
⚬ Protect against compensatory behaviors (e.g., use bathroom 

before meals, monitor afterward 30-60 min)
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How do I support the patient 
when specialty care is not available?

• General coping to address distress before/during/after meals, when having 
urges to engage in compensatory bxs, with wt checks, etc 
⚬ Focus on active coping (eg distraction, deep breathing) rather than 

introspective or passive techniques (eg quiet mindfulness, reading, 
noticing body sensations)

• Motivational interviewing about how the ED is getting in the way
⚬ “How is the constant thinking about calories making it hard to do the 

things you like to do?”
• Reinforce any small changes
⚬ “I’m so glad that you were restful this week instead of going for a run”
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Caregiver-led nutritional 
rehabilitation is NOT:

• Force feeding
• Punitive

Caregiver-led nutritional 
rehabilitation IS:

• An act of LOVE
⚬ Mos t ca re give rs  love  the ir kids , a nd wa nt to 

s upport the m to fight a n illne s s  tha t they 
typica lly ca nnot fight cons is te ntly on the ir own

• A ba lance  of wa rmth (toward 
the  child) and firmne s s  (aga ins t 
the  ED)
⚬ “I s e e  tha t the  e a ting dis orde r is  giving you a  

re a lly ha rd time  right now, a nd I ne e d you ta ke  
a nothe r bite . I will s it he re  next to you while  
you finis h.”



Provider Tips

• Avoid commenting on 
appearance

• Do not collude with 
eating disorder 

• Avoid shame
• Adolescents may not 

like their therapist
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Benign comments can be 
loaded:

⚬ “You look s o he a lthy” = “Whoa , 
you’ve  ga ine d a  ton of we ight”

⚬ “You look fa nta s tic” = “Wow, you’re  
s o fa t”

⚬ “You’re  ma de  s o much progre s s ” = 
“You’re  fa iling, you s houldn’t be  
going a long with this  pla n to e a t s o 
much food”



Eating disorders transcend race, ethnicity, 
gender identity, sexual orientation, age, 

socioeconomic status, body shape or size…



THANK YOU!


	Slide Number 1
	Slide Number 2
	Slide Number 3
	Slide Number 5
	Slide Number 6
	Slide Number 7
	Slide Number 8
	Slide Number 9
	Slide Number 10
	Slide Number 11
	Slide Number 12
	Slide Number 13
	Slide Number 14
	Slide Number 16
	Slide Number 17
	Slide Number 18
	Slide Number 19
	Slide Number 20
	Slide Number 21
	Slide Number 22
	Slide Number 23
	Slide Number 24
	Slide Number 25
	Slide Number 26
	Slide Number 27
	Slide Number 28
	Slide Number 30
	Slide Number 31
	Slide Number 32
	Slide Number 33
	Slide Number 34
	Slide Number 35
	Slide Number 36
	Slide Number 37
	Slide Number 38
	Slide Number 39
	Slide Number 40
	Slide Number 41
	Slide Number 42

