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Objectives

1. Review diagnosis, comorbidity, risk, and treatment 
of ED. 

2. Discuss the complexity of severe and enduring EDs.

3. Possibly discuss ICAT???
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Part 1: Overview: Diagnosis, 
Comorbidity, and Risk 

Eating Disorders: The Big Issue
(Schmidt et al; Lancet)

• Peak age of onset: 15-25 years.

• Average duration of disorder: 6 years.

• AN and BN more common in young women, but men/boys 
affected; BED equally split between genders.

• EDs diagnosed in people at increasingly younger ages.

• AN is one of the most common chronic illnesses of 
adolescence- similar to incidence rates of Type I Diabetes 
in rates.
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Eating Disorders: The Big Issue
(Schmidt et al; Lancet)

• Mortality rates for EDs are 2x general population and AN 
is 6x greater.

• 1 of 3 people with BN or BED will become obese.

• 1 in 4 ED patients is unemployed.

• Women with EDs are more likely to stay childless and 
need fertility treatment to conceive.

• Women with ED have significant problems feeding and 
interacting with their children.

Eating Disorders: The Big Issue
(Schmidt et al; Lancet)

• Caregivers of ED patients spend nearly twice as much 
time care-giving (24 h/week vs. 14 h/week) than 
caregivers of patients with other disorders (e.g. cancer, 
psychosis, dementia).

• Recent estimates: 20 million people in Europe have an ED 
with a cost of 1 trillion Euros per year (financial cost-249 
billion and burden of disease cost-763 billion)
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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 minimally 
expected.

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

DSM-5 Criteria for Bulimia Nervosa
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 behavior in order to prevent 
weight gain, such as self-induced vomiting; misuse of laxatives, 
diuretics, and other medications; fasting; or excessive exercise.

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.
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DSM-5 Criteria for Binge Eating Disorder

A. Recurrent episodes of binge 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 being embarrassed by how much one is eating
5. feeling disgusted with oneself, depressed, or very guilty after overeating

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 nervosa or anorexia nervosa.

Other Feeding and Eating Disorders

1. Rumination disorder

2. PICA

3. Avoidant restrictive food intake disorder (ARFID)
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Comorbidity/Associated Problems

Lifetime Psychiatric Diagnoses in ED Patients

ANR ANBP BN

Depression
[median %(N)]

40 (5) 73 (5) 48.5 (8)

OCD
[median %(N)]

20 (7) 20 (6) 15 (8)

Social Phobia
[median %(N)]

26 (4) 28 (4) 18.5 (4)

Panic
[median %(N)]

9 (8) 14 (5) 10 (7)

Substance Use
[median %(N)]

5 (5) 15 (4) 22.5 (6)

Phobia
[median %(N)]

15 (3) 18 (3) 12 (3)

Zonnevylle-Bender et al., 2004; Kaye et al., 2004; Bulik et al., 2004; Binford & leGrange, 2005; 
Godart et al., 2004; Ricca et al., 2001; Halmi et al., 1991; Herzog et al., 1992; Brewerton et al., 1995; 
Fornari et al., 1991; Braun et al., 1994
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Twelve Year Course and Outcome of BN

• 196 females met DSM IV criteria for BN

• Admitted to ED hospital in Bavaria between 1985 
and 1988

• Interview based assessment of ED and 
psychiatric comorbidity

• Assessed at admission, d/c, 2yr, 6yr, and 12yr 
follow-up
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Twelve Year Course and Outcome of BN

12 year follow up

• 167 patients assessed

• 117 (70.1%) recovered

• Standardized mortality: 2.36

Twelve Year Course and Outcome of BN

Predictor Analysis (Baseline predictors       12 year 
outcome)

1. Presence of lifetime psychiatric disorder (+ BN)

2. History of AN

3. Childhood obesity

4. Age of onset

5. Duration of illness

6. Frequency of binge episodes

7. Previous treatment 
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Biological Factors
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Personality Factors

Childhood Stress
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Weight & Performance-
Related Activities

Socio-Cultural Factors
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Part II: Treatment 
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Lifetime and 12 Month Treatment of 
DSM IV EDs-NCS-R

(n=2,980)

AN BN BED

ED Tx

Lifetime (%) 33.8 43.2 43.6

Any Psychiatric Tx

Lifetime (%) 50 63.2 51.2
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How to Find the NICE Guideline

www.NICE.org.uk
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Anorexia Nervosa
(NICE Guidelines)

• Most people with anorexia nervosa should  be 
managed on an outpatient basis with 
psychological treatment by a service that is 
competent in giving that treatment and 
assessing the physical risk of people with 
eating disorders.

ED Treatment Team

Mental Health

Dietary Medical
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Anorexia Nervosa
(NICE Guidelines Cont.)

• People with anorexia nervosa requiring 
inpatient treatment should be admitted to a 
setting that can provide the skilled 
implementation of refeeding with careful 
physical monitoring (particularly in the first 
few days of refeeding) in combination with 
psychosocial interventions.

Anorexia Nervosa 
(NICE Guidelines Cont.)

• Family interventions that directly address the 
eating disorder should be offered to children 
and adolescents with anorexia nervosa.



3/12/2019

25

What is the Maudsley
Family Based Approach?

• Outpatient weight restoration treatment

• ~ Twenty sessions over 6-12 months

• Puts PARENTS in charge of weight restoration 
(appropriate control, ultimately relinquished)

• Contrary to traditional separation of parents and child

• No assumption about etiology of AN

Treatment of AN

• Maudsley or Family Based Treatment has not been shown 
to be effective for patients over 18

• No specific treatment has been shown to be effective for 
AN adults in a scientific study

• RCTs of psychological treatment are plagued by high 
dropout and small effects regardless of treatment type
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Pharmacotherapy and AN

Antidepressants (fluoxetine, venlafaxine, citalopram, tricyclics)

• Small trials

• High dropout rates

• 4 placebo controlled trials did not find evidence of weight gain or 
improvement in ED psychopathology

Atypical Antipsychotics (olanzapine, risperidone)

• Small trials

• Not well controlled

• Limited effect on weight or psychopathology-(obsessional thinking?)

Kaplan & Howlett, 2010; Dynamed, 2015
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Pharmacotherapy and AN
(Walsh et al., 2006)

• RCT with 93 weight restored AN patients (post discharge)

• Fluoxetine vs. placebo for 1 year

• No difference in relapse or number successfully 
completing 1 year of treatment (Relapse: Plac=55%; Fluox
= 57%)

Bulimia Nervosa
(NICE Guidelines)

• As a possible first step, patients with 
bulimia nervosa should be encouraged 
to follow an evidence-based self-help 
programme.
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Bulimia Nervosa
(NICE Guidelines cont.)

• As an alternative or additional first step to 
using an evidence-based self-help 
program, adults with bulimia nervosa may 
be offered a trial of an antidepressant 
drug.
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Bulimia Nervosa
(NICE Guidelines cont.)

• As an alternative or additional first step to 
using an evidence-based self-help 
program, adults with bulimia nervosa may 
be offered a trial of an antidepressant 
drug.

Pharmacotherapy and BN

• Antidepressants are the medications recommended in NICE guideline

• SSRIs, particularly fluoxetine, are drugs of choice

• High dropout rate (30-40%)

• Add antidepressant to structured psychotherapy if no reduction is 
symptoms after 10 sessions

Dynamed, 2015
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Bulimia Nervosa 
(NICE Guidelines cont.)

• Cognitive behaviour therapy for bulimia 
nervosa (CBT-BN), a specifically adapted 
from of CBT, should be offered to adults 
with bulimia nervosa.  The course of 
treatment should be for 16 to 20 sessions 
over 4 to 5 months.

Bulimia Nervosa 
(NICE Guidelines cont.)

• Adolescents with bulimia nervosa may be 
treated with CBT-BN, adapted as needed to 
suit their age, circumstances and level of 
development, and including the family as 
appropriate.
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Royal Australian and New Zealand College of Psychiatrists 
Practice Guidelines for the Treatment of Eating Disorders (2014)

Binge Eating Disorder

1. First line treatment is psychological treatment-CBT

2. Consider topiramate or orlistat for binge control and 
obesity

3. Consider high dose fluoxetine-alone if psychological 
treatment is not available

4. Combined treatment (drug and psychological) may offer 
added benefit

Pharmacotherapy of BED
Binge Eating Wt. Loss

Tricyclics + + ±

(Imipramine, Desipramine)

SSRIs/NRIs + + +

(Citalopram, Fluvoxamine, Sertraline)

Orlistat ± + + 

Anti-epileptics + + + + +

(Topiramate, Zonisamide)

Mitchell et al., 2013

± = Minimal effect
+ = Small effect
++ = Moderate effect
+++ = Significant effect
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Other Treatments Being Tested or 
Recently Distributed

• Affect regulation based treatments for BN and BED

• Integrative Cognitive Affective Therapy (ICAT)

• Dialectical Behavior Therapy (DBT) for BN and BED

• Lisdexamphetamine (LDX, Vyvanse) for BED (FDA approved)

• Intranasal naloxone for binge eating

Hospital Based Treatment
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Continuum of Care 

• Self help

• Outpatient

• Intensive outpatient

• Partial hospital

• Residential

• Inpatient

Factors to Consider in need for 
Hospitalization

• Medical complications

• Suicidality

• Body weight

• Low motivation to recover

• Comorbid disorders

• Impairment in ability to care for self

• Extreme environmental stress

• Treatment availability
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Team Approach to Eating Disorders

WORKING CLOSELY AND CONSISTENTLY WITH EACH MEMBER OF YOUR TREATMENT TEAM IS AN IMPORTANT PART OF YOUR RECOVERY.   EATING 
DISORDERS ARE TOO COMPLEX AND DIFFICULT TO OVERCOME FOR ANY ONE PROFESSIONAL TO “DO IT ALL.”  COLLABORATION IS THE KEY.

PATIENT

• Responsible for making and 
attending appointments

• Responsible for 
collaborating with the team 
and being an active 
participant in his/her 
treatment

• Responsible for following 
recommendations from the 
treatment team

PSYCHOLOGIST

• Provides initial evaluation and diagnosis

• Conducts individual, family and group 
therapy to help you and your family to 
understand and overcome your eating 
disorder and other related problems like 
depression or anxiety

• Coordinates your care with the rest of the 
treatment team

CLINICAL NURSE SPECIALIST OR 
PSYCHIATRIST

• Provides evaluations to determine if 
psychiatric medications might be helpful in 
treating your eating disorder or related 
problems like depression or anxiety

• Monitors your response to such medications 
and adjusts or changes them as needed

RECEPTIONIST OR OFFICE SPECIALIST

• Schedules appointments with treatment providers

• Takes telephone messages

• Assists treatment providers in managing 
paperwork

• Obtains insurance preauthorization; tracks 
benefits and works with insurance companies to get 
treatment plans approved

TRIAGE NURSE

• Provides information about programs available 
at EDI

• Completes phone assessments and sets up first 
time appointments for the outpatient clinic

• Takes phone calls from patients, significant 
others or families with questions on the illness, 

medications or refills

• Coordinates admissions to the inpatient and 
partial hospitalization programs

DIETITIAN

• Evaluates and assesses nutritional needs

• Provides nutrition education

• Develops an individualized meal plan

• Guides you in normalizing eating and 
developing healthy attitudes about eating

MEDICAL DOCTOR

• Conducts a thorough medical examination to 
find out if there are any urgent health problems 

related to your eating disorder

• Provides medical treatment for health 
problems if they are found

• Monitors the changes in your physical health 
throughout your treatment

EDI TREATMENT TEAM

SOCIAL WORKER

• Contact with community resources

• Collaboration with participating agencies

• Coordination of care

• Educate team on resources in the 
community
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?? 
Questions?

(Particularly about ED treatment in rural areas)

Thank You!
Northern Tier EMA Study Group

(Fargo, Minneapolis, Chicago)

Integrative Cognitive-Affective Therapy Study Group
(Fargo, Minneapolis, Madison)

Sanford Eating Disorder and Weight Management Center.
Hospital and Clinic Teams

Ross Crosby
Scott Engel
Jim Mitchell
Heather Simonich
Li Cao
Jason Lavender

Scott Crow
Carol Peterson
Daniel Le Grange
Annie Erickson
Chad Lystad

Carol Peterson
Ross Crosby
Jim Mitchell
Jason Lavender

Scott Crow
Tracey Smith
Marj Klein
Kelly Berg


