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Foundations in Eating Disorder Treatment

• Quick Conceptualization 

• Diagnoses 

• Weight gain needed: AN / AAN / ARFID 

• Medical complications 

• Weight gain not needed: BN / BED / OSFED 

• Medical complications 

• Referral to higher LoC 

• Treatment based on diagnosis 

• Family based therapy (FBT) for when weight gain is needed 

• Individual therapy with support when weight gain is not needed 

• A note on skills 

• A note on DBT 

• Resources

(We’re going to pack in a lot!)



Conceptualization



What are ED?
Etiology

• A casual observer may be quick to point out that the media causes EDs 

• Which to some extent it does… (and it certainly doesn’t help) 

• BUT 

• There is a lot more to the story than that



What are Eds?
Etiology

• Eating disorders are complex neurobiological illnesses 

• Many factors play a role, such as: 

• Genetics (e.g., Bulik’s work) 

• Temperament (e.g., Kaye’s work) 

• More rigid, rule-based 

• Gut microbiome (e.g., Bulik’s work)  

• These factors interact with the environment to produce an eating disorder



What are EDs?
Etiology

• Some in the ED field would deny the role of environment 

• By focusing on the biological factors, blame is reduced 

• Medicalizing the disorder can help practically since medical management is needed 

• The environment, for better or worse, plays a role. 

• This of course, is not to blame any one person (e.g., a parent). 

• No one person is EVER to blame for an ED… they’re just too complex 

• Plus placing blame never helps anything 

• It is important to distinguish between blame and causality 

• If we ignore causality, we prevent ourselves to tapping into solutions to the problem



The Emotionally Toxic Ecosystem
Etiology

• It can be helpful to consider that there is an emotional equivalent of an 
physical ecosystem. 

• Just as the physical ecosystem can be contaminated, so can the emotional 
one. 

• With almost everyone within a given system receiving messages that “thin is 
better,” we are all - at least subconsciously - impacted by this in some way. 

• In the same way that certain people exposed to toxins in the environment 
can develop cancer, some people exposed to these toxic messages can 
develop eating disorders.



The Emotionally Toxic Ecosystem
Etiology

• By understanding how the environment shapes behavior, we can focus 
our efforts on developing better treatment 

• As will be discussed, eating disorders often require outside intervention 

• By employing behavioral shaping techniques as therapists - and teaching 
family members to do the same at home - we can help address an illness 
that may not respond to other interventions



The Emotionally Toxic Ecosystem
Etiology

• Because everyone is in this environment - and anyone could have the specific ED genes, temperament, and 
biome - EDs impact people of ALL backgrounds. 

• EDs impact people of all: 

• Races 

• Genders 

• SES backgrounds 

• Levels of intelligence 

• Ages 

• Weight 

• Body types 

• By thinking of only thin white women as having EDs, we may miss critical cases in males as well as people from 
marginalized communities



Conceptualization like OCD
Etiology

• Many in the ED field think that EDs = OCD 

• The “hardware” is the same as OCD, but the content is different. 

• E.g., instead of obsessions w/ germs, anx/guilt/disgust, and hand washing, there is: 

• Obsessions with weight 

• Anxiety, guilt, disgust 

• Anxiety about an outcome (weight gain) 

• Disgust with food / body 

• Guilt for behavior 

• Compulsive behaviors (e.g., fasting, exercise, purge, etc.) 

• The etiology of OCD and eating disorders is likely very similar



Diagnosis Review



Weight Gain is Needed



Anorexia Nervosa (AN)



The Three Diagnoses

• 1) Anorexia nervosa (AN) 

• 2) Atypical anorexia nervosa (AAN; technically in the OSFED category) 

• 3) Avoidant/restrictive food intake disorder (ARFID) [pronounced “R-fid] 

• ARFID is really a feeding disorder (not eating disorder)

Weight Gain is Needed



Weight Gain Needed
Diagnosis 1: AN

• Anorexia nervosa (AN) 

• Body is in the underweight range (e.g., BMI is lower than ~19.5) 

• Medical indicators and/or complications 

• Psychologically: size/shape/weight concerns and fear of fatness 

• Subtypes:  

• 1) Restricting subtype 

• 2) Binge / Purge subtype



Weight Gain Needed
Diagnosis 1: AN

• 1) Restricting 

• No binge eating 

• No purging 

• 2) Binge / Purge subtype 

• Binge eating 

• OR 

• Purging 

• OR 

• Binge eating and purging



Weight Gain Needed
Diagnosis 1: AN

• In Binge / Purge subtype, the binges: 

• Are typically subjective: 

• The person judges the amount of food to be “too much” 

• There is a loss of control 

• Typically the amount is relatively small (e.g., handful of M&Ms, one 
hamburger, etc.) 

• Could be objective: 

• A Large amount of food (e.g., 2,000 cals in one sitting)



Atypical Anorexia Nervosa (AAN)



Weight Gain Needed
Diagnosis 2: AAN

• Atypical anorexia nervosa (AAN) 

• Psychologically: size/shape/weight concerns and fear of fatness 

• Body is not in “underweight” range according to BMI (e.g., ~21)… BUT 

• The body is too small relative to that person’s genetics / build / history 

• Large amount of weight lost in a short time (e.g., 60lbs / 6 mons) 

• Associated with many medical complications 

• These medical complications can often be missed bc of thin bias!



AN & AAN Commentary



Commentary
AN / AAN

• AAN technically falls under the “OSFED” [pronounced “OZ-fed”] category. 

• AAN is as dangerous - if not more dangerous - than AN. 

• Many think AN / AAN should be combined into one diagnosis. 

• There’s a somewhat arbitrary distinction bt AN/AAN (“underweight”) 

• Being “underweight” is person-specific 

• e.g., One pt (f sex) has a period at a BMI of 18.0; another loses it at BMI 
21.0 

• Plus, AAN almost always requires some amount of weight gain



Commentary
AN / AAN

• The psychological and medical piece of the disorder can be just as severe as in 
AN 

• Both require the same treatment 

• 1) increasing the overall amount of food eaten 

• 2) increasing the variety of food eaten 

• 3) gain weight 

• 4) address body image interventions 

• The only real difference is that obsessions/rigidity can be more severe in AN 
though because of changes in the brain



Avoidant/Restrictive Food Intake Disorder 
(ARFID)



Weight Gain Needed
Diagnosis 3: ARFID

• Avoidant / restrictive food intake disorder (ARFID) 

• Technically a “feeding” not “eating” disorder (bc lack of fear of fatness) 

• Body is in the “underweight” range (e.g., BMI is lower than ~19.5) 

• Medical indicators and/or complications (similar to restricting type AN) 

• Psychologically:  

• There are no size/shape/weight concerns nor fear of fatness 

• There can either be: 1) a fear of a certain consequence of eating food (e.g., 
allergic reaction, choking, etc.); 2) a sensory aversion (e.g., squishy food, 
crunchy food, etc.); or 3) both



Commentary & Differential Diagnosis



Commentary
Feeding v.s. Eating Disorders in Practice

• In practice, ARFID is typically easier to treat than AN / AAN 

• Eating disorders like AN / AAN are “ego-syntonic” (or “self-eclipsing”) when: 

• Not able to access the part that wants to recover 

• The pt believes they are “fat” and needs to lose weight 

• The anosognosia - lack of awareness - can be severe 

• In adolescents, it’s often concerned family members bringing pt in  

• In adults, patient may be in treatment bc of an ultimatum 

• Ppl with ARFID typically know there is a problem and want to recover 

• (even if they’re scared of / find it aversive to eat food)



Differential Diagnosis
Feeding v.s. Eating Disorders in Practice

• It can sometimes be difficult to tell the difference between ARFID and AN/AAN in 
practice 

• Because the thin ideal has permeated our western psyches, it can be easy for ppl to 
assume that people w ARFID want to be “skinny”  

• (e.g., I’ve heard things like “of course Jane Doe is anorexic!”) 

• AN / AAN can sometimes have sensory components (e.g., an aversion to slimy food) 

• AN / AAN can sometimes have a component of fear unrelated to fatness (e.g., having 
an allergic reaction) 

• But in AN / AAN there is always some degree of fear of fatness 

• If not, it’s ARFID



Differential Diagnosis
Tips & Tricks

• If you’re having difficulty telling the difference bt AN / AAN and ARFID in your 
practice… 

• Repurpose an imaginal exposure technique for assessment (Deliberto & Hirsch 
2019) 

• “I’d like for you to really imagine that you just instantly gained back all of the 
weight that you lost and the scale now reads 135lbs.  How anxious does that 
thought make you on a scale of 0-10, with ten being the most.” 

• People with ARFID will be relieved to have gained all the weight without having to 
eat all of that slimy - for ex - food in treatment 

• People with AN / AAN will be anxious at the thought of their body gaining weight



Treatment Approaches
Weight Gain Needed

• In any of these diagnoses where weight gain is needed (AN / AAN / 
ARFID), the patient requires a LOT of support 

• They’re going to need to eat 3,000-4,000 cals a day 

• Even without an eating/feeding d/o, ppl need help w/ that eating schedule 

• With resistance / lack of belief in the problem / medical complications, 
outside intervention is needed 

• Parents / carers / hospital or program staff need to take a very active role 
in the patients meal planning and eating



Medical Complications for Malnourished Pts



Medical Complications
AN / AAN / ARFID

• Low magnesium and potassium (potentially fatal), results in strokes and seizures 

• Abnormally slow heart rate and low BP (bc the heart muscle is changing) 

• Organ failure 

• Severe dehydration 

• Fainting / fatigue / weakness 

• Lanugo - downy layer of hair 

• Reduction of bone density (osteoporosis / osteopenia), increases injury risk 

• Hair loss is common / dry skin and hair 

• For B/P subtype: GI complications secondary to purging / laxative abuse  

• (e.g., esophagus rupture) 



Medical Complications

• Cerebral atrophy (“brain shrinking”) / decreased gray matter 

• Normal brain v.s. a 14 yo girl with AN  

•  

• It results in: 1) Black and white thinking, 2) Less control over obsessions, 3) 
extreme rigidity, 4) worsened anosognosia / lack of insight 

• Gray matter can be restored with adequate nutrition

AN and ARFID (as well as some AAN cases)



Refeeding Syndrome

• A very serious metabolic complication 

• That can result in: 

• heart attack 

• stroke 

• coma 

• and/or death 

• Occurs when malnourished pts begin eating again after a long period of deprivation 

• Especially when nothing has been eaten for 20+ days 

• When pt go from eating too little to too much, the body “goes into shock”

AN and ARFID (as well as some AAN cases)



Refeeding Syndrome

• If a patient is at risk for referring syndrome, it is extremely important that 
they receive medical attention 

• Inpatient monitoring is typically needed 

• This can be on a medical unit or eating disorder specialized unit 

• Medical doctors and dietitians work together help to scale up the amount 
of food in a safe way, while monitoring the patient’s vital signs and labs



Refeeding Syndrome

• It’s important for medical providers to make sure they’re not being overly 
cautious about refeeding syndrome and colluding with the eating disorder 

• Patients acutely need adequate nutrition as well  

• (e.g., to scale up to 2,000 calories within 10 days) 

• Refeeding syndrome usually occurs within the 10 days of restarting eating 

• After that window, it is important to focus on weight restoration 

• Calorie prescriptions can then be systematically scaled up higher  

• (e.g., to ~4,000 calories per day within days/weeks) 



Case Example

• 50yo white, cis female, patient with a 30 year history of AN 

• Started eating no more than 100 calories per day for a month 

• Due to malnourishment, came very close to death 

• Decide to beat the eating disorder 

• Suddenly starts eating 3,000+ calories a day  

• Results in refeeding syndrome  

• Coma, slowly emerge from it with memory loss and confusion 

• (e.g., taking months to remember family members’ names, etc.)



Refeeding Syndrome

• Refeeding syndrome was an intense area of interest following WWII 

• People released from concentration camps were developing this 

• Research on refeeding syndrome came from this time 

• Research on the physical and psychological complications of 
malnourishment was also conducted around this time as well 

• The most important of these experiments was called The Minnesota 
Experiment

AN and ARFID (as well as some AAN cases)



The Minnesota Experiments

• Following WWII, n=36, young healthy men volunteered to participate 

• They ate a “semi-starvation” diet of ~1,500 calories per day

Introduction



The Minnesota Experiments

• Here we’re going to discuss three groupings of findings in the Minnesota 
Experiments and discuss how they relate to ED treatment today 

• 1) Food-related effects 

• 2) Body / temperature effects 

• 3) Psychological effects 

Introduction



Food-Related Factors and ED Treatment



The Minnesota Experiments

• The following observations were made regarding food: 

• Food was the main topic of conversation 

• Interests became food related  

• (e.g. cooking, collecting recipes, farming, etc.) 

• Men wanting to shift careers into food-related industries  

• (e.g., being a chef, farmer, etc.) 

• Daydreaming about food 

• Obsessive thinking regarding food 

• We see these same phenomena in malnourished patients w eating/feeding d/os!

Food Behavior



The Minnesota Experiments

• It’s interesting (at least to me) that: 

• what might be thought of as purely due to a psychological disorder, is 
really an outcome of nutritional deprivation 

• Makes sense in terms of evolution 

• Not enough food —> preoccupation with food 

• stopping these behaviors leads to psychological improvement 

• e.g., in treatment, we might limit access to social media accounts that 
are food related, which —> decrease in obsessional thinking.

Food Behavior



Temperature Factors and ED Treatment



The Minnesota Experiments

• The following observations were made regarding temperature: 

• They were unable to tolerate feeling cold 

• Starting bathing in very hot water 

• Asking for food to be served very hot 

• Began drinking more coffee and tea 

• We see these same phenomenons in patients w/ AN and ARFID 

• (In treatment, we limit “reheats” of food to 1-2xs for practical reasons)

Temperature



Psychological Factors and ED Treatment



The Minnesota Experiments

• The following observations were made regarding psychological factors: 

• They lost their ambition 

• They lost interest in friends 

• They became depressed 

• They became more irritable 

• Had difficulty keeping attention focused 

• Interested narrowed 

• We see these same phenomena in patients who must gain weight!

Psychological Effects of Semi-Starvation



The Minnesota Experiments

• The effects of nutritional deprivation look a lot like depression. 

• Very often, what looks like depression resolves completely on weight 
restoration. 

• It’s more likely the case that there is comorbid depression if: 

• the depression predated the ED 

• there is a family history 

• and/or si is present

Malnutrition v.s. Depression



The Minnesota Experiments

• Even if comorbid depression is present, not much can be done to treat it in malnourished pts  

• Thoughts are rigid/obsessive; and therefore, cognitive therapy techniques are not helpful 

• It is difficult to concentrate, making mindfulness too difficult 

• Exercise/physical activity may be contraindicated bc:  

• 1) the pt may not be medically cleared for it (e.g., low heart rate, brittle bones); and/or  

• 2) it may just be unwise to “burn” any calories that should be put towards wt restoration 

• Antidepressant meds can be prescribed… but they may not be absorbed well / at all 

• Meds, however, can be prescribed and we just wait until whenever it kicks in 

• (which will be more delayed than usual and unpredictable bc of malnourishment) 

• So, no matter how you slice it… the focus should be on weight restoration.

Malnutrition v.s. Depression



Wrapping Up Medical Complications



Medical Complications - Take Aways

• If a pt is malnourished, eating is always the top treatment priority bc: 

• Other conditions (e.g., depression, obsessionally, etc.) may resolve upon restoration 

• The person will be medically compromised until restoration 

• If weight gain is needed, patients always need medical monitoring throughout eating / 
feeding disorder treatment. 

• Refeeding syndrome is rare, but can happen. 

• If a pt has not eaten anything for 20+ days, they need medical attention. 

• Even with less severe complications, monitoring is important to ensure health and 
safety (e.g., not breaking bones, etc.)



No Weight Gain is Needed



Bulimia Nervosa (BN)



The Three Diagnoses

• 1) Bulimia nervosa (BN) 

• 2) Binge eating disorder (BED) 

• 3) Other specified feeding and eating disorder (OSFED) 

• [I personally denote OSFED with the removal of AAN as “OSFEDx”]

No Weight Gain is Needed



Weight Gain Not Needed
Diagnosis 1: BN

• Bulimia nervosa (AN) 

• Body is not in the “underweight” range (e.g., BMI is 20.5+) 

• There are medical complications secondary to purging (not low wt) 

• Psychologically: size/shape/weight concerns and fear of fatness 

• Behaviors: binge eating and purging (e.g., vomiting, laxative, diuretics, 
excessive exercise, etc.)



Medical Complications
BN (or OSFED with purging)

• Abnormally slow heart rate / low BP / irregular heartbeat / heart failure 

• Fainting / fatigue / weakness 

• Severe dehydration 

• Tooth decay 

• Acid reflux 

• Esophagus inflammation (potential rupture, which is deadly) 

• Low magnesium and potassium (potentially fatal)



Binge Eating Disorder (BED)



Weight Gain Not Needed
Diagnosis 2: BED

• Binge eating disorder (BED) 

• Body is not in the “underweight” range (e.g., BMI is 20.5+) 

• Body is not always in the “overweight” or above ranges 

• There are much fewer medical complications, relatively speaking 

• Sometimes there are none 

• Sometimes there are issues such as high BP that are associated more with stress, than 
weight (see Lindo Bacon’s work, e.g., book Health at Every Size) 

• Psychologically: it’s debatable if size/shape/weight concerns and fear of fatness are 
involved, depends on who you ask 

• Behaviors: binge eating



Commentary



Commentary
Similarities in BN and BED

• Binge eating is thought of as this huge public health risk, because it is 
associated with obesity 

• Obesity can occur without binge eating 

• Binge eating as a behavior can occur in people of ANY size (e.g., in AN) 

• Binge eating is actually the LEAST concerning behavior regarding health, 
as far as eating/feeding disorders go 

• The gold-standard treatment for BED is actually guided self-help 

• Book: Overcoming Binge Eating by Christopher Fairburn



Commentary
BN and BED

• BN is much more concerning.  

• As such, the following interventions are potentially needed w/ BN: 

• An individual therapist setting behavioral goals and teaching skills 

• e.g., A course of Fairburn’s CBT-E treatment (book: “CBT and Eating 
Disorders”) 

• Family support in establishing regular eating (e.g., eating breakfast together) 

• Family support in bathroom monitoring (e.g,. setting the rule that there is no 
going into the bathroom 1 hour after eating, watching a movie after dinner) 

• Skills training, especially distress tolerance



Commentary
Similarities in BN and BED

• Binge eating is present in BN and BED (as well as in some OSFED cases) 

• What people don’t always know is that across ED diagnosis, binge eating is 
almost always preceded by: 

• 1) food restriction: limiting overall amount of food eaten (e.g., 500cals) 

• 2) food avoidance: not eating specific types of food (e.g., carbs) 

• 3) food-related thought suppression: trying not to think about foods 
(Deliberto, 2013) 

• As such, it is really food restriction and avoidance that is the treatment target 
of BN and BED (similar to AN/AAN/ARFID, except without the weight gain)



Commentary
Purging

• Purging is typically referred to as a “compensatory behavior” 

• This seems to me like it’s from the ED mindset (e.g., “I made a mistake, 
so I’m going to make up for it by purging”) 

• But from a recovery standpoint, purging is occurring because distress 
tolerance skills aren’t being used 

• I think of purging as an “intolerance behavior” 

• Distress tolerance prevents purging; therefore, intolerance —> purging



Treatment Approach Sneak Peek
Binge Eating and Purging

• The behaviors of binge eating and purging can be see in: 

• 1) BN 

• 2) AN-BP subtype 

• 3) OSFED (less than 1 episode of purging per week) 

• In all of these cases, an emphasis of establishing a regular pattern of 
eating is crucial (e.g., breakfast, lunch, snack, dinner, snack) 

• Regular eating cuts binge eating / purging off at the pass 

• Regular eating can be shaped over time via goal setting, support, etc.



OSFED



OSFED
The Most Common ED

• OSFED = Other specified feeding or eating disorder 

• OSFED is the most commonly diagnosed ED 

• (estimates vary, but it’s about half of all EDs) 

• What is OSFED?   

• A collection of ED behaviors 

• (e.g., restricting, avoiding food, binge eating, purging) 

• These behaviors don’t pass certain thresholds like the other disorders 

• (e.g., purging more than once a week)



OSFED
The Most Dangerous ED

• OSFED has the highest mortality rate of any ED 

• Crow et al 2009 estimated these mortality rates: 

• 4% for AN 

• 3.9% for BN 

• 5.2% for EDNOS (now OSFED) 

• Remember, AAN is technically in this category still (in the DSM-5) 

• My guess is that the AAN cases account for the high mortality rate 

• It could also be OSFED symptoms plus substance abuse



OSFED
Take Away

• It is very important to treat OSFED cases with as much care, 
consideration, and medical attention as any other ED 

• Depending on the presentation and level of medical severity, OSFED may 
be the primary diagnosis



UFED



UFED
A “Rule Out” Type of Dx

• UFED = Unspecified feeding or eating disorder 

• Unspecified = unknown 

• Other specified = as opposed to the clearly defined Dxs 

• To be used when you’re uncertain of an eating/feeding disorder and then 
refer out for further evaluation 

• Think of UFED like a “rule out” 

• It is not really a diagnosis to use for insurance purposes 

• Use OSFED for insurance purposes



Break!



Taking Weights



Weekly Weigh-Ins

• In the treatment of the majority of EDs, weekly weigh-ins are important. 

• If weight gain is necessary: we must monitor the patient’s progress. 

• If weight gain is not necessary: it can help to challenge ED thoughts (e.g., 
“I’m going to gain 10lbs from eating this slice of pizza.”).

The Importance



Weigh-In Methods

• At the medical doctor’s office 

• If patient medical complications (e.g., low HR) and/or needs weekly monitoring 
(e.g., lab work) 

• In your office 

• This can be done in addition of the MD’s weight, or instead of 

• You can plot weights to track progress over time & use in disputing ED thoughts 

• A family member could do this at home 

• Practical if you are doing telehealth 

• The patient could do it themselves 

• Acceptable if the patient is self-motivated and does not need to gain weight

Where it Can be Done



“Blind” Weights

• In the case of more severe EDs, can be extremely distressing and 
unhelpful to patients to know their weight 

• In these cases, we take blind weights 

• “Blind” weight = the patient being unaware of their weight 

• With pts on weight gain protocols, it is almost always helpful to wait 
until weight restoration is reached to discuss the number on the scale 

• When a patient is malnourished, the cortex is atrophied, and they 
usually become excessive and fixated on numbers (but not always)

What are They?



ED Treatment as Exposure Therapy

• ED treatment is a series of intense exposures: 

• Eating scary amounts of food 

• Eating scary types of food 

• Actually gaining weight, etc. 

• Ideally, in exposure we want anxiety to rise and then fall, so that new associations 
are learned 

• On a weight gain protocol, the priority is weight gain, not anxiety rising and falling 

• Anxiety can be at a ceiling throughout treatment 

• Anxiety only increases, not decreases 

• Interferes with eating food

Conceptualization



ED Treatment as Exposure Therapy

• For these pts, knowing their weight only adds to the anxiety, which —> 
increased ED behavior (e.g., restricting) —> interferes w/ weight gain 

• Again, the priority is weight restoration! 

• Weight restoration always is prioritized first. 

• Knowing the number can come later. 

• Rome wasn’t built in a day! 

• Yes, they’ll have to know their weight at some point. 

• But that day isn’t today. 

• Spreading out treatment targets over time is wise.

Conceptualization



“Blind” Weights

• The weight is best taken first thing in the morning 

• If this is not possible, at a consistently scheduled session is the next best thing 

• Ask the pt to empty pockets, take off any bulky clothes, any heavy items (e.g., belt 
buckle) 

• Ask the patient to step on the scale backwards 

• Write the number down in a place where they cannot see it 

• e.g., inside a notebook, then close it; not on a clipboard etc. 

• Ask them to step off the scale and wait to turn around 

• Wait until the number clears from the scale 

• Let the patient know that you’re all set

How to do Them



“Blind” Weights

• If the patient is going to a medical doctor for a weight, make sure the 
staff is trained in how to take a blind weight 

• I’d say about 50% of the time they let the patient see the number 

• If a family member is doing this at home, give them some brief training 
in how to do this 

• You can also show them how to do this in your office

How to do Them



Blind Weights as Exposure Therapy

• Some, patients, however do not fear weight gain at a 10 on a 0-10 scale, 
but at lower levels (e.g., 6). 

• For these patients, knowing weight is a useful exposure 

• It can be helpful to weigh the patient in your office 

• Telling the patient their weight can be conducted as an in-session 
exposure 

• You can ask the patient to label, rate, and sit with their emotions until 
they lessen in intensity

In Practice



Looking at Growth Curves



Growth Curves

• For younger patients, it is important to look at their growth curves 

• Not only may the pt need to gain weight, they may need to gain height 

• Malnourishment stunts growth 

• Patient can be several inches shorter than they would’ve been otherwise 

• In younger pts (~12 and under) with stunted growth, they must grow 
taller as well 

• This impacts weight estimates (an extra ~5lbs for every inch lost)

The Importance



Weight should be about 78lbs 
Weight is about 65 lbs

Height is 57 inches 
Height should be 59 inches



Level of Care



You Can Treat EDs in Your Practice

• Although it’s often intimidating at first, you can treat EDs in your practice 

• As a therapist, you are not responsible for the pt’s medical health 

• PS we tend to use “patient” over “client” in the ED world 

• Medicalizing the illness emphasizes the need for multidisciplinary 
treatment 

• Your patient will need to be followed by a medical doctor 

• If your patient is not cleared for outpatient treatment, you can refer to a 
PHP, residential, or inpatient program



LoC and Medical Care Resources

• See the American Psychiatric Association’s treatment guidelines for LoC 

• In EDs, LOC is more determined by medical health than psychological 

• Check out the Academy for Eating Disorders (AED) medical care standards 
guide at www.aedweb.org (available in 10+ languages) 

• I send a copy to every patient’s doctor

http://www.aedweb.org


Levels of Care

• 1) Inpatient medical 

• 2) Inpatient psychiatric 

• 3) Residential 

• 4) PHP 

• 5) IOP 

• 6) Outpatient

Overview



Inpatient - Medical

• Acute medical - not psychiatric - stabilization is the goal 

• Stays are often short (e.g., 2-3 days, sometimes longer) 

• Indicated when patient is at acute physical risk 

• Unstable or depressed vital signs 

• Lab results show acute risk (e.g., risk for heart attack / stroke) 

• Electrolyte imbalances, need potassium drip 

• Complications with medical problems (e.g., diabetes) or alcohol/substance abuse 

• Severely underweight (e.g., BMI below 14) 

• At risk for referring syndrome 

• Often feeding tubes are used to ensure adequate nutrition 

• Very little psychological treatment is offered 

• Little structured meal and bathroom support is offered



Inpatient - Psychiatric

• Often, medical stabilization is the goal 

• Length of stay can vary (e.g., 4 days to 3 months) 

• Indicated when patient’s health is physically precarious 

• Severely underweight (below a BMI of 16.7) 

• Purging several times a day 

• Is at increased risk for suicide 

• All meals and snacks are highly structure and supported 

• Bathroom use is monitored (e.g,. goes into bathroom with patient) 

• Feeding tubes are sometimes necessary 

• Bed rest is common



Residential

• Patient has to be medically stabilized to attend residential 

• Length of stay can vary (e.g., about a month) 

• Indicated when a patient needs 24/7 support 

• Family is not able to monitor and support the patient 

• Patient’s home environment is not conducive to recovery 

• Meals and snacks are structured and supported 

• Bathroom use is (often) not monitored 

• Appears to yield mixed results



PHP / Day Program

• Patient has to be medically stabilized; however, often needs close medical 
monitoring 

• Length of stay can vary (e.g., about 2 weeks to 4 months) 

• Indicated when a patient needs meal support, but is not physically precarious 
enough to warrant inpatient 

• Meals and snacks are structured and supported 

• Bathroom use is often monitored (e.g., stand outside stall) 

• This can be very effective, particularly if family is trained in supporting patient 
at home



Outpatient

• Patient has to be medically stabilized 

• The patient either: 

• Has to have family support if medically compromised in some way (e.g., 
BMI 16.8-19.5) 

• Has to not be medically compromised and motivated 

• Patient can require weekly weigh ins, labs, etc.; or not, depending on 
medical health



Resources



Treatment Manual

• Treating Eating Disorders in Adolescents (IMT; Deliberto & Hirsch, 2019) 

• Covers individual, family, and group treatment for all EDs in adolescents 

• Comes with free handouts / worksheets to use in therapy / groups



Treatment Manual



Treatment Manual Free Resources  
https://www.newharbinger.com/42235

https://www.newharbinger.com/42235


Other Books

• For carers:  

• When Your Teen Has an Eating Disorder by Muhlheim (FBT) 

• For patients:  

• 1) The Rules of Normal Eating 

• 2) Intuitive Eating by Tribole (IE) 

• 3) Health at Every Size by Bacon (HAES) 

• For therapists:  

• 1) Cognitive Behavioral Therapy and Eating Disorders by Fairburn (CBT-E) 

• 2) Treatment Manual for Anorexia Nervosa by LeGrange and Lock (FBT)



37

TABLE 8. Level of Care Guidelines for Patients With Eating Disorders

Level 1: Outpatient
Level 2:

Intensive Outpatient

Level 3: 
Partial Hospitalization 

(Full-Day Outpatient Care)a
Level 4: Residential 
Treatment Center

Level 5:
Inpatient Hospitalization

Medical status Medically stable to the extent that more extensive medical 
monitoring, as defined in levels 4 and 5, is not required

Medically stable to the 
extent that intravenous 
fluids, nasogastric tube 
feedings, or multiple 
daily laboratory tests 
are not needed

For adults: Heart rate <40 bpm; blood 
pressure <90/60 mmHg; glucose 
<60 mg/dl; potassium <3 mEq/L; 
electrolyte imbalance; temperature 
<97.0°F; dehydration; hepatic,
renal, or cardiovascular organ
compromise requiring acute
treatment; poorly controlled 
diabetes 

For children and adolescents: Heart rate 
near 40 bpm, orthostatic blood 
pressure changes (>20 bpm increase 
in heart rate or >10 mmHg to 
20 mmHg drop), blood pressure

 <80/50 mmHg, hypokalemia,b 
hypophosphatemia, or 
hypomagnesemia

Suicidalityc If suicidality is present, inpatient monitoring and treatment may be needed depending on 
the estimated level of risk

Specific plan with high lethality or 
intent; admission may also be 
indicated in patient with suicidal 
ideas or after a suicide attempt or 
aborted attempt, depending on the 
presence or absence of other factors 
modulating suicide risk

Weight as percentage 
of healthy body 
weightd

Generally >85% Generally >80% Generally >80% Generally <85% Generally <85%; acute weight decline 
with food refusal even if not <85% 
of healthy body weight

Copyright 2010, American Psychiatric Association. APA makes this practice guideline freely available to promote its dissemination and use; however, copyright  
protections are enforced in full. No part of this guideline may be reproduced except as permitted under Sections 107 and 108 of U.S. Copyright Act. For permission 
for reuse, visit APPI Permissions & Licensing Center at http://www.appi.org/CustomerService/Pages/Permissions.aspx.



38

Motivation to recover, 
including coopera-
tiveness, insight, 
and ability to control 
obsessive thoughts

Fair-to-good 
motivation

Fair motivation Partial motivation; 
cooperative; 
patient preoccupied 
with intrusive, 

repetitive thoughtse 
>3 hours/day 

Poor-to-fair motivation; 
patient preoccupied 
with intrusive 

repetitive thoughtse 
4–6 hours a day; 
patient cooperative 
with highly structured 
treatment

Very poor to poor motivation; patient 
preoccupied with intrusive 
repetitive thoughtse; patient 
uncooperative with treatment or 
cooperative only in highly 
structured environment

Co-occurring disorders 
(substance use, 
depression, anxiety)

Presence of comorbid condition may influence choice of level of care Any existing psychiatric disorder that 
would require hospitalization

Structure needed for 
eating/gaining 
weight

Self-sufficient Self-sufficient Needs some structure 
to gain weight

Needs supervision at all 
meals or will restrict 
eating

Needs supervision during and after all 
meals or nasogastric/special feeding 
modality

Ability to control 
compulsive 
exercising

Can manage 
compulsive 
exercising through 
self-control

Some degree of external structure beyond self-control required to prevent patient from compulsive exercising; 
rarely a sole indication for increasing the level of care 

Purging behavior 
(laxatives and 
diuretics)

Can greatly reduce incidents of purging in an unstructured setting; 
no significant medical complications, such as electrocardiographic 
or other abnormalities, suggesting the need for hospitalization

Can ask for and use 
support from others 
or use cognitive and 
behavioral skills to 
inhibit purging 

Needs supervision during and after all 
meals and in bathrooms; unable to 
control multiple daily episodes of 
purging that are severe, persistent, 
and disabling, despite appropriate 
trials of outpatient care, even if 
routine laboratory test results 
reveal no obvious metabolic 
abnormalities

TABLE 8. Level of Care Guidelines for Patients With Eating Disorders (continued)

Level 1: Outpatient
Level 2:

Intensive Outpatient

Level 3: 
Partial Hospitalization 

(Full-Day Outpatient Care)a
Level 4: Residential 
Treatment Center

Level 5:
Inpatient Hospitalization
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Environmental stress Others able to provide adequate emotional 
and practical support and structure

Others able to 
provide at least 
limited support 
and structure

Severe family conflict or problems or absence of family so patient 
is unable to receive structured treatment in home; patient lives 
alone without adequate support system

Geographic availability 
of treatment 
program

Patient lives near treatment setting Treatment program is too distant for patient to participate from 
home

Source. Adapted and modified from La Via et al. (100).
Note. In general, a given level of care should be considered for patients who meet one or more criteria under a particular level. These guidelines are not abso-
lutes, however, and their application requires physician judgment.
aThis level of care is most effective if administered for at least 8 hours/day, 5 days/week; less intensive care is demonstrably less effective (101).
bIf the patient is dehydrated, whole-body potassium values may be low even if the serum potassium value is in the normal range; determine concurrent urine 
specific gravity to assess for dehydration.
cDetermining suicide risk is a complex clinical judgment, as is determining the most appropriate treatment setting for patients at risk for suicide. Relevant fac-
tors to consider are the patient’s concurrent medical conditions, psychosis, substance use, other psychiatric symptoms or syndromes, psychosocial supports, past 
suicidal behaviors, and treatment adherence and the quality of existing physician-patient relationships. These factors are described in greater detail in the APA’s 
Practice Guideline for the Assessment and Treatment of Patients With Suicidal Behaviors (84).
dAlthough this table lists percentages of expected healthy body weight in relation to suggested levels of care, these are only approximations and do not corre-
spond to percentages based on standardized values for the population as a whole. For any given individual, differences in body build, body composition, and 
other physiological variables may result in considerable differences as to what constitutes a healthy body weight in relation to “norms.” For example, for some 
patients, a healthy body weight may be 110% of the standardized value for the population, whereas for other individuals it may be 98%. Each individual’s phys-
iological differences must be assessed and appreciated. For children, also consider the rate of weight loss. Finally, weight level per se should never be used as the 
sole criterion for discharge from inpatient care. Many patients require inpatient admission at higher weights and should not be automatically discharged just 
because they have achieved a certain weight level unless all other factors are appropriately considered. See text for further discussion regarding weight.
eIndividuals may experience these thoughts as consistent with their own deeply held beliefs (in which case they seem to be ego-syntonic and “overvalued”) or as 
unwanted and ego-alien repetitive thoughts, consistent with classic obsessive-compulsive disorder phenomenology.

TABLE 8. Level of Care Guidelines for Patients With Eating Disorders (continued)

Level 1: Outpatient
Level 2:

Intensive Outpatient

Level 3: 
Partial Hospitalization 

(Full-Day Outpatient Care)a
Level 4: Residential 
Treatment Center

Level 5:
Inpatient Hospitalization
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TABLE 5. Physical Complications of Anorexia Nervosa

Organ System Symptoms Signs Laboratory Test Results

Whole body Increased symptoms with degree 
of malnutrition; include 
weakness and lassitude

Low body weight, dehydration, 
hypothermia, cachexia 

Weight: Low weight and BMI
Anthropometrics: Low body fat percentage by anthropometrics 

or underwater weighinga

Cardiovascular and 
peripheral vascular

Palpitations, faintness, 
weakness, dizziness, 
shortness of breath, 
chest pain, cold extremities

Most common: bradycardia, 
orthostatic hypotension, weak 
irregular pulse, acrocyanosis

ECG: Bradycardia or arrhythmias, QTc prolongation,b QT 
dispersion correlated with weight loss, increased PR interval, 
first-degree heart block, ST-T wave abnormalities

Echocardiogram: Mitral valve prolapse,c pericardial effusiond

Chest X-ray: Small heart
Central nervous system Apathy, poor concentration Cognitive impairment; anxious, 

depressed, irritable mood; 
in severe cases, seizures, 
peripheral neuropathy

CT scan: Enlarged ventricles
MRI: Decreased gray and white matter
EEG: Nonspecific changes, seizures (rare)e

Endocrine, metabolic Fatigue, cold intolerance, 
diuresis

Low body temperature 
(hypothermia)

Complete metabolic panel: Electrolyte abnormalities, including
hypokalemia, hypomagnesemia, hypophosphatemia (especially 
on refeeding), hypoglycemia (rare), hypercholesterolemia

Thyroid testing: Decreased T3; increase in reverse T3
Serum cortisol: Increased serum cortisol
Vitamin assays: In severe cases, folate, B12, niacin, and 

thiamine deficiencies
Gastrointestinal Vomiting, abdominal pain, 

bloating, obstipation, 
constipation

Abdominal distension with 
meals; abnormal bowel sounds; 
acute gastric distension (rare); 
in purging patients, benign 
parotid hyperplasia, caries, or 
gingivitis; in patients with 
vitamin deficiencies, angular 
stomatitis, glossitis, diarrhea

Liver function and associated tests: Occasionally abnormal liver
function test results, increased serum amylase in purging 
patients; abnormal results rarely due to pancreatitis

Gastric motility testing: Delayed gastric emptying, increased 
whole bowel and colonic transit time, anorectal dysfunction

Endoscopy: Occasional inflammation or Barrett’s esophagus
Radiography: Rarely, superior mesenteric artery syndrome,

pancreatitis
Stool for guaiac: Occasionally positive because of purging or

laxative abusef
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Genitourinary Decreased or increased 
urinary volumeg

Renal function tests: Increased blood urea nitrogen, decreased 
glomerular filtration rate, decreased serum creatinine 
because of low lean body mass (normal creatinine may 
indicate azotemia), renal failure (rare)

Other renal findings: Greater formation of renal calculi, 
hypovolemic nephropathy, hypokalemic nephropathy

Hematologic Fatigue, cold intolerance Bruising/clotting abnormalities 
(rare)

Complete blood count: Anemia (may be normocytic, microcytic, 
or macrocytic); leukopenia with relative lymphocytosis; 
low erythrocyte sedimentation rate; thrombocytopenia; 
clotting factor abnormalities (rare)

Other hematologic abnormalities: Decreased serum ferritin, B12,
folate

Immune system Fewer than expected viral 
infections

None (during weight restoration 
may develop viral infections), 
reduced febrile response to 
bacterial infection

Multiple unexplained immune system abnormalities; 
abnormalities in tumor necrosis factor–! and interleukin 
subtypesh

Integument Change in hair, including hair loss 
and dry and brittle hair; 
yellowing of skin

Lanugo, self-injury marks, 
numerous integumentary 
abnormalities, including 
xerosis, carotenoderma, and 
acnei

Vitamin assays: Increased serum carotene; in severe cases, 
vitamin deficiencies (e.g., niacin)j

Muscular Symptoms are unusual; with 
severe malnutrition or 
ipecac-associated myopathy, 
muscle weakness, 
muscle aches, cramps

In severe cases, muscle wasting Enzyme tests: With severe malnutrition, creatine kinase and 
other muscle enzyme abnormalities; creatine kinase 
isoenzymes for skeletal vs. cardiac source

Pulmonary With severe malnutrition, 
reduced aerobic capacity

In severe states, wasting of 
respiratory muscles 

Pulmonary function tests: Decreased pulmonary capacityk

TABLE 5. Physical Complications of Anorexia Nervosa (continued)

Organ System Symptoms Signs Laboratory Test Results
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Reproductive Arrested development of 
secondary sex characteristics 
and psychosexual maturation 
or interest, loss of libido

Loss of menses or primary 
amenorrhea, arrested sexual 
development or regression of 
secondary sex characteristics, 
fertility problems, higher 
rates of pregnancy 
complications and neonatal 
complications; deficiencies 
in the mother can result in 
deficiencies in the fetus 

Serum gonadotropins: Decreased serum estrogen in female 
patients; decreased serum testosterone in male patients; 
prepubertal patterns of luteinizing hormone, follicle-
stimulating hormone secretion

Pelvic ultrasound: Lack of follicular development and/or lack of 
dominant follicle

Skeletal Bone pain with exercise Point tenderness; in severe cases, 
short stature and arrested 
skeletal growth

Radiography and bone scans: Increased rate of pathological stress 
fractures; delayed bone age in some cases

DEXA: Osteopenia or osteoporosis, especially in hip and 
lumbar spine

Note. More information on the physical complications of anorexia nervosa is available in Birmingham CL, Beumont PJV: Medical Management of Eating 
Disorders. Cambridge, Cambridge University Press, 2004. CT = computed tomography; DEXA = dual-energy X-ray absorptiometry; ECG = electrocardiogram; 
EEG = electroencephalogram; MRI = magnetic resonance imaging. 
aAnthropometrics estimate only peripheral fat. Underwater weighing assesses total body fat.
bQTc prolongation in patients with anorexia nervosa has been associated with sudden death (53, 54), but QTc intervals typically normalize with refeeding (54, 
55). If QTc prolongation is present, other medications known to prolong QTc intervals should generally be avoided and any electrolyte abnormalities 
(e.g., hypokalemia) and hypomagnesemia should be corrected (56).
cPowers et al. (57). dFrolich et al. (58). eProusky (59); Winston et al. (60). fWaldholtz (61).
gSome chronically ill patients have renal abnormalities associated with decreased urinary volume. Some drink excessive amounts of fluids to assuage hunger, 
producing increased urinary volume. 
hBrown et al. (62). 
iBirmingham and Beumont (40); Strumia (63); Glorio et al. (64). 
jProusky (59). 
kBirmingham and Tan (65).

TABLE 5. Physical Complications of Anorexia Nervosa (continued)

Organ System Symptoms Signs Laboratory Test Results
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TABLE 6. Physical Complications of Bulimia Nervosa

Organ System Symptoms Signs Laboratory Test Results

Cardiovascular Weakness, palpitations Arrhythmias ECG: Hypokalemia-associated depressed ST segment, 
QT prolongation.a In severe cases, hypokalemia-widened 
QRS complex, increased P-wave amplitude, increased PR 
interval, increased supraventricular and ventricular ectopic
rhythms; torsade de pointes correlated with hypokalemia;
autonomic dysfunction on spectral analysis

Cardiac function testing: Cardiomyopathy in ipecac abusers
Central nervous system Apathy, poor concentration In severe cases, cognitive impairment; 

anxious, depressed, irritable mood; 
seizures; peripheral neuropathy

CT scan: Cortical atrophy, ventricular enlargement 
PET, fMRI: Abnormal cerebral blood flow and metabolism
MRI: Decreased gray and white matter
EEG: Nonspecific abnormalitiesb

Gastrointestinal Heartburn, reflux, occasional 
blood streaking in vomitus, 
abdominal pain and discom-
fort in vomiters; occasional 
involuntary vomiting, obsti-
pation, constipation, bowel 
irregularities; bloating in 
laxative abusers; acute gastric 
or esophageal rupture, perfo-
ration, necrosis (rare)

Enlarged salivary glands, occasional 
blood-streaked vomitus; in vomiters, 
possibly gastritis, esophagitis, 
gastroesophageal erosions, esophageal 
dysmotility patterns (including 
gastroesophageal reflux and, rarely, 
Mallory-Weiss [esophageal] or gastric 
tears), increased rates of pancreatitis; 
in chronic laxative abusers, possibly 
colonic dysmotility or melanosis coli

Serum amylase: Increased serum amylase (if fractionation is
available, usually salivary gland isoenzymes); increased 
pancreatic amylase (rare), possibly indicating laxative 
abuse or other causes for pancreatic inflammation or 
pancreatitis 

Integument Scarring on dorsum of hand (Russell’s 
sign), petechia, conjunctival 
hemorrhages shortly after vomiting

Metabolic Weight fluctuation; rarely, 
proximal weakness, 
irritability, muscle cramping 

Poor skin turgor; pitting edema; 
Chvostek’s and Trousseau’s signs 
(rare)

Urinalysis: Dehydration (increased urine specific gravity, 
osmolality)

Serum electrolyte abnormalities: Hypokalemic, hypochloremic 
alkalosis in vomiters; hypomagnesemia and 
hypophosphatemia in vomiters and laxative abusers
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Muscular In ipecac abusers, weakness, 
palpitations

Muscle weakness, peripheral myopathy EMG: Nonspecific abnormalities 

Oropharyngeal Dental decay, pain in pharynx, 
swollen cheeks and neck 
(usually painless)

Dental caries with erosion of dental 
enamel, particularly the lingular 
surface of incisors; erythema of 
pharynx; palatal scratches; enlarged 
salivary glands

Radiography: Erosion of dental enamel
Serum amylase: Increased serum amylase associated with 

benign parotid hyperplasia

Reproductive Fertility problems Spotty/scanty menstrual periods, 
oligomenorrhea or amenorrhea

Serum gonadotropins: May be hypoestrogenemic

Skeletalc Bone pain with exercise Point tenderness, short stature, arrested 
skeletal growth

Radiography and bone scans: Possible pathological stress 
fractures; delayed bone age in some cases

DEXA: Possible osteopenia or osteoporosis,c especially in hip 
and lumbar spine 

Note. CT = computed tomography; DEXA = dual-energy X-ray absorptiometry; ECG = electrocardiogram; EEG = electroencephalogram; EMG = electromyogram; 
fMRI = functional magnetic resonance imaging; MRI = magnetic resonance imaging; PET = positron emission tomography.
aBecause QTc prolongation may be associated with sudden death, other medications known to prolong QTc intervals should generally be avoided, and any elec-
trolyte abnormalities (e.g., hypokalemia) and hypomagnesemia should be corrected if QTc prolongation is present.
bFrank et al. (66); Doraiswamy et al. (67); Hoffman et al. (68, 69).
cAlthough patients with bulimia nervosa who are of normal weight may not need extensive evaluation for osteopenia or osteoporosis, those who have had 
previous episodes of anorexia nervosa may be at higher risk for these abnormalities (70) and require a similar assessment to that recommended for patients with 
anorexia nervosa.

TABLE 6. Physical Complications of Bulimia Nervosa (continued)

Organ System Symptoms Signs Laboratory Test Results
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TABLE 7. Laboratory Assessments for Patients With Eating Disorders

Assessment Patient Indication

Basic analyses All patients with eating disorders
Blood chemistry studies

Serum electrolytes
Blood urea nitrogen 
Serum creatinine (interpretations must incorporate 

assessments of weight)
Thyroid-stimulating hormone test; 

if indicated, free T4, T3
Complete blood count including differential
Erythrocyte sedimentation rate

Aspartate aminotransferase, alanine aminotransferase, 
alkaline phosphatase

Urinalysis

Additional analyses Malnourished and severely symptomatic 
patients (serum magnesium should be 
obtained prior to administering certain 

medications if QTc is prolonged)b

Complement component 3a

Blood chemistry studies
Serum calcium
Serum magnesium
Serum phosphorus
Serum ferritin

Electrocardiogram
24-hour urine for creatinine clearancec 

Osteopenia and osteoporosis assessments Patients amenorrheic for >6 months
Dual-energy X-ray absorptiometry
Serum estradiol in female patients
Serum testosterone in male patients

Nonroutine assessments
Toxicology screen Patients with suspected substance use, 

particularly those with anorexia nervosa, 
binge/purge subtype, or patients with 
bulimia nervosa

Serum amylase (fractionated for salivary gland isoen-
zyme if available to rule out pancreatic involvement)

Patients with suspected surreptitious 
vomiting

Serum luteinizing hormone, follicle-stimulating hor-
mone, !-human chorionic gonadotropin, prolactin

Patients with persistent amenorrhea but who 
are normal weight

Brain magnetic resonance imaging, 
computed tomography

Patients with significant cognitive deficits, 
other neurological soft signs, unremitting 
course, or other atypical features

Stool for guaiac Patients with suspected GI bleeding

Stool or urine for bisacodyl, emodin, aloe-emodin, rhein Patients with suspected laxative abused

aSome experts recommend the routine use of complement component 3 as a sensitive marker that may indicate 
nutritional deficiencies even when other laboratory test results are apparently in the normal range (71, 72).
bDuring hospital refeeding, it is recommended that serum potassium, magnesium, and phosphorus levels be deter-
mined daily for 5 days and thereafter at least three times/week for 3 weeks (73, 74).
cBoag et al. (75). Creatinine clearance should be calculated using equations that involve body surface using assess-
ments of height and weight. dDuncan and Phillips (76); Turner et al. (77).
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