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Position of the American Dietetic Association:
Nutrition Intervention in the Treatment of Anorexia
Nervosa, Bulimia Nervosa, and Other Eating Disorders
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BSTRACT
t is the position of the American
ietetic Association that nutrition

ntervention, including nutritional
ounseling, by a registered dietitian
RD) is an essential component of the
eam treatment of patients with an-
rexia nervosa, bulimia nervosa, and
ther eating disorders during assess-
ent and treatment across the con-

inuum of care. Diagnostic criteria for
ating disorders provide important
uidelines for identification and
reatment. However, it is thought
hat a continuum of disordered eating
ay exist that ranges from persistent

ieting to subthreshold conditions
nd then to defined eating disorders,
hich include anorexia nervosa, bu-

imia nervosa, and binge eating disor-
er. Understanding the complexities
f eating disorders, such as influenc-
ng factors, comorbid illness, medical
nd psychological complications, and
oundary issues, is critical in the ef-
ective treatment of eating disorders.
he nature of eating disorders re-
uires a collaborative approach by an
nterdisciplinary team of psychologi-
al, nutritional, and medical special-
sts. The RD is an integral member of
he treatment team and is uniquely
ualified to provide medical nutrition
herapy for the normalization of eat-
ng patterns and nutritional status.
Ds provide nutritional counseling,

ecognize clinical signs related to eat-
ng disorders, and assist with medical

onitoring while cognizant of psycho-
herapy and pharmacotherapy that
re cornerstones of eating disorder
reatment. Specialized resources are
vailable for RDs to advance their
evel of expertise in the field of eating
isorders. Further efforts with evi-

0002-8223/06/10612-0015$32.00/0
Sdoi: 10.1016/j.jada.2006.09.007

2006 by the American Dietetic Associat
enced-based research must continue
or improved treatment outcomes re-
ated to eating disorders along with
dentification of effective primary and
econdary interventions.
Am Diet Assoc. 2006;106:

073-2082.

OSITION STATEMENT
t is the position of the American Die-
etic Association that nutrition inter-
ention, including nutritional counsel-
ng, by a registered dietitian is an
ssential component of the team treat-
ent of patients with anorexia nervosa,

ulimia nervosa, and other eating dis-
rders during assessment and treat-
ent across the continuum of care.

ating disorders are considered
medical illnesses with diagnostic
criteria based on psychological,

ehavioral, and physiologic charac-
eristics. Eating disorders consider-
bly impact the health status of af-
ected individuals, potentially in a
ife-threatening manner. Over the
ast 2 decades, much progress has
een made in the classification and
nderstanding of eating disorders. In
eneral terms, information about the
lassification, incidence, etiology, and
ffects of eating disorders encom-
asses three groups of psychopathol-
gies with associated eating pattern
bnormalities: anorexia nervosa; bu-
imia nervosa; and eating disorders
ot otherwise specified (EDNOS), in-
luding binge eating disorder. Of spe-
ial interest is the multidisciplinary
pproach in the clinical care of indi-
iduals with eating disorders and the
ignificant role that nutritional care
an play in the prevention of eating
isorders and related complications.
Diagnostic criteria for the three dis-

rders are identified in the fourth edi-
ion text revision of the Diagnostic and

tatistical Manual of Mental Disorders c

ion Journal
DSM-IV-TR) (1). Anorexia nervosa is
haracterized by an exaggerated drive
or thinness (2). Symptoms include re-
usal to maintain a body weight above
he standard minimum (eg, less than
5% of expected weight), intense fear of
ecoming fat with self-worth based on
eight or shape, and evidence of an
ndocrine disorder (eg, amenorrhea in
emale subjects and loss of sexual po-
ency in male subjects). In bulimia ner-
osa, individuals lack a sense of control
egarding food consumption with over-
helming urges to overeat and inap-
ropriate compensatory behaviors or
urging that follow the binge episodes
eg, vomiting, excessive exercise, alter-
ating periods of starvation, and abuse
f laxatives or drugs). Similar to an-
rexia nervosa, individuals with bu-
imia nervosa also display psychopa-
hology, including a fear of being
verweight.
The EDNOS encompasses disor-

ers of eating that are not entirely
onsistent with the diagnostic criteria
or anorexia nervosa or bulimia ner-
osa and are associated with greater
ariability in symptomatology (2).
hese disorders may be described as
ubthreshold disorders and/or partial
yndromes. The severity or frequency
f the symptoms or behaviors can
ary among these individuals (eg, an-
rexia with menses, bulimia with
inge eating less than twice per week,
r inappropriate compensatory be-
aviors after eating small amounts of
ood). Binge eating disorder is an ED-
OS condition that has recently be-

ome better understood and that of-
en coexists with obesity (3). Binge
ating disorder is characterized by re-
urrent episodes of binge eating, a
ack of self-control during binge eat-
ng episodes, and marked distress af-
er a binge (1). The research criterion
f binge eating without inappropriate

ompensatory behaviors is a distin-
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2

uishing feature of binge eating dis-
rder (1).
The DSM-IV-TR diagnostic criteria

rovide important guidelines for
dentification and treatment of eating
isorders; however, there is consider-
ble variability in the severity and
he type of eating disorder. Further-
ore, it is thought that a continuum

f disordered eating may exist that
anges from persistent dieting to sub-
hreshold conditions and then to de-
ned eating disorders. Health profes-
ionals are encouraged to expand
heir views to see an individual as a
hole person and be aware of poten-

ially harmful signs and symptoms of
isordered eating.

PIDEMIOLOGIC AND INFLUENCING
ACTORS
he number of individuals affected by
ating disorders is unknown as the
ondition may exist for a considerable
ime period before clinical detection.
ecause of the sensitive and secretive
ehaviors associated with eating dis-
rders, many cases go unreported. Al-
hough individuals of any background
an develop eating disorders, these
onditions are most commonly seen in
ndustrialized, developed countries.
he greatest frequency of eating dis-
rders is among young adult women,
ffecting 3.2% of women between 18
nd 30 years of age (4). Although eat-
ng disorders are less common among

en, they have similar effects (5).
ay men are potentially at greater

isk than heterosexual men for eating
isorders based on a study examining
ating practices and body satisfaction
5). The incidence of eating disorders
mong athletes, both male and fe-
ale, is estimated at 10% to 20%,
ith bulimia nervosa the most fre-
uently reported disorder (6). In ad-
ition, people who seek treatment for
eight control seem to suffer from
inge eating disorder at a higher rate
han the general population, which
ay be as high as 50% of those seek-

ng treatment (2).
Risk factors that precede an eating

isorder diagnosis include sex, eth-
icity, early childhood eating and gas-
rointestinal problems, elevated
eight and shape concerns, negative

elf-evaluation, sexual abuse and
ther adverse experiences, and gen-
ral psychiatric morbidity (7). Biolog-

cal factors that have implications for s

074 December 2006 Volume 106 Number 12
arly identification and treatment
nclude genetic predisposition and
ene–environment interactions (8).
lso, alterations of central nervous
ystem serotonin activity may di-
ectly affect eating behaviors and
lay a role in other psychological
ymptoms (eg, depression, obsessive-
ompulsive symptomatology). Given
he course of eating disorders shown
n longitudinal studies, early identifi-
ation of high-risk groups, from young
hildhood on, is an important consid-
ration for strategies to prevent de-
elopment of eating disorders (7,9).
Environmental issues also impact

ating disorders, from characteristic
eatures to influences on intervention
nd treatment. Idealization of slim-
ess in the culture of abundance is a
ontributing factor attributed to me-
ia and family influences (9). Legisla-
ors amended Title V of the Elemen-
ary and Secondary Act of 1965 with
he Eating Disorders Awareness Pre-
ention and Education Act of 2003
10). This effort recognized the prev-
lence of dieting behaviors among
chool-age children and the need for
ducational programs to prevent the
rogress to partial or full-blown syn-
rome eating disorders. Two exam-
les of resources developed to educate
irls and women about healthful body
nd eating issues are Girl Power and
odyWise from the Office on Women’s
ealth of the US Department of
ealth and Human Services (11).
Health care reimbursement and

se are additional environmental is-
ues that affect availability, accessi-
ility, and quality of care (12). Wise-
an and colleagues (13) reviewed a

ample of eating disorder patients’
n�1,185) annual hospital use
ecords for the period of 1984 to 1998.
ength of stay was significantly de-
reased (from 149.5 days to 23.7
ays), body mass index at discharge
as lower (19.3 vs 17.7), and readmis-

ions dramatically increased from 0%
o 27% of total admissions. The trend
as most significant for the period

hat matched the advancement of
anaged care insurance. In addition,

ealth care use for individuals may be
ompromised in the managed care
nvironment, given that the needs of
ndividuals with eating disorders en-
ompass both medical and psycholog-
cal care (14). Registered dietitians
RDs) need to understand health in-

urance limitations to maximize the c
reatment benefits to individuals
ith eating disorders. Examples of

trategies for food and nutrition pro-
essionals include educating insur-
nce companies about treatment
eeds for eating disorders, participat-

ng in cost effectiveness analyses and
utcome studies, and understanding
ow to navigate and guide families
hrough the health insurance system
15).

OMORBID ILLNESS AND EATING
ISORDERS
atients with eating disorders often
uffer from other psychiatric disor-
ers in addition to their eating disor-
er, increasing the complexity of
reatment. In these cases, it is impor-
ant to understand the characteristics
f the additional psychiatric disorders
nd the impact these disorders have
n the course of treatment. Axis I psy-
hiatric disorders (including depres-
ion, anxiety, body dysmorphic disor-
er, or chemical dependency) and axis
I personality disorders (particularly
orderline personality disorder) are
requently seen in the eating disorder
opulation (12,16,17).

OLE OF THE TREATMENT TEAM
he nature of eating disorders, with
sychological, behavioral, and physi-
logic components, requires a col-
aborative approach by an inter-
isciplinary team of psychological,
utritional, and medical specialists
12,14,18). Psychiatric management,
he foundation of eating disorder
reatment, is instituted for patients
n combination with other treatment

odalities. A thorough medical exam-
nation, performed by a physician fa-

iliar with eating disorders—either
rimary care, specialist, or psychia-
rist—helps to address medical is-
ues. A dental examination may also
e recommended. Medication man-
gement and medical monitoring are
he responsibilities of the physician(s)
n the team. Psychotherapy is the re-
ponsibility of the clinician creden-
ialed to provide psychotherapy. This
ask may be assigned to a psycholo-
ist, a social worker, a psychiatric
urse specialist (advanced practice
urse), a licensed professional coun-
elor, or a master’s level counselor.
he RD contributes to the care pro-

ess through nutrition assessment,
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ecommendations, and implementa-
ion of therapeutic interventions, plus
ommunicating the results to the
ther members of the team.
Typically, the medical needs of the

ndividual determine the treatment
ite, most importantly the physical
arameters of weight and cardiac and
etabolic status. The decision to hos-

italize may be made to prevent or
reat medical instability, as seen with
norexia and a persistent decline in
ral intake and weight. In this case,
evelopment of a plan for nutritional
ehabilitation is a priority and re-
uires close monitoring of metabolic
tatus. The majority of patients with
ulimia nervosa are treated in an out-
atient or partial hospitalization set-
ing pending the severity of symp-
oms. Other comorbid factors, such as
sychiatric disorders, may also indi-
ate the need for hospitalization. In
he outpatient setting or residential
reatment center, medically stable in-
ividuals receive ongoing treatment
ith psychosocial interventions and
utrition counseling. Ideally, individ-
als respond to therapeutic interven-
ions and progress to greater levels of
ndependence. Treatments often ex-
end for a 1-year to 5-year period de-
ending on the extent of pathology
nd need for support (19).
Medical nutrition therapy and psy-

hotherapy are two integral parts of
he treatment of eating disorders. The
D working with eating disorder pa-

ients relies on a good understanding
f professional boundaries, nutrition
ntervention, and the psychodynam-
cs of eating disorders. Understand-
ng of boundaries refers to recogniz-
ng and appreciating the specific
asks of each member of the team.
pecifically, the RD addresses food-
elated problems—as demonstrated
n the patient’s thought processes, be-
aviors, and physical status. In addi-
ion, the RD demonstrates compe-
ence at assessing the physiologic
ffects associated with malnutrition
nd assisting the medical team mem-
er with monitoring laboratory val-
es, vital signs, and physical symp-
oms. Psychotherapeutic issues are
he focus of the psychotherapist or
ental health team member. Main-

aining close communication between
ifferent team members offers pa-
ients the best support for therapeutic
uccess.

The nutrition therapy provided by C
he RD depends on the individual’s
eeds for care and site of treatment.
ey therapies rely on expertise in nu-

ritional requirements for the life
tage of the affected individual, nu-
ritional rehabilitation treatments,
nd modalities to restore normal eat-
ng patterns. First, the RD assesses
he individual’s nutritional status,
nowledge base, motivation, and cur-
ent eating and behavioral status.
he RD develops the nutrition section
f the treatment plan in collaboration
ith the team and the patient’s goals

or recovery. The RD then imple-
ents the treatment plan and sup-

orts the patient in accomplishing the
oals set out in the treatment plan. If
ossible, the RD establishes a rela-
ionship of trust with the patient and
as continuous contact with the pa-
ient throughout the course of treat-
ent. If this is not feasible, the RD

efers the patient to another RD, such
s when the patient is transitioning
rom an inpatient to an outpatient
etting. A further resource that out-
ines the scope of practice for RDs
orking with eating disorders is the

tandards of practice and standards
f professional performance in behav-
oral health care (20).

RDs assist in medical monitoring of
lectrolytes, vital signs, weight, nu-
ritional intake, and eating behav-
ors. The cornerstones of nutritional
reatment are nutrition education,
eal planning, establishment of reg-

lar eating patterns, and discourage-
ent of dieting. Effective nutrition

herapy may use cognitive behavioral
herapy techniques. Cognitive behav-
or therapy is a psychotherapeutic

odality to help an individual iden-
ify maladaptive cognitions and in-
olves cognitive restructuring. In this
rocess, faulty beliefs and thought
atterns are challenged with more ac-
urate perceptions and interpreta-
ions regarding dieting, nutrition,
nd the relationship between eating
atterns and physical symptoms.
ognitive behavior therapy is a lead-

ng therapy for individuals with bu-
imia nervosa and is also considered
or use with anorexia nervosa and
inge eating disorder (12). Cognitive
ehavior therapy has been effective at
essening the frequency of binge eat-
ng behaviors, abnormal compensa-
ory responses, and cognitions in in-
ividuals with bulimia nervosa.

ognitive behavior therapy for indi- o

December 2006 ● Journal
iduals with anorexia nervosa has
mproved response with individuals
ngaging in and persisting with treat-
ent. Other types of psychotherapy

nclude interpersonal therapy, family
herapy, and group therapy. Self-es-
eem enhancement and assertiveness
raining may also be helpful. Antide-
ressants and other drugs are often
sed as an adjunct to psychotherapy.
o support the psychotherapy of
hoice, it is critical that the RD’s mes-
ages and communication style (ver-
al and nonverbal) match the individ-
al’s treatment plan. Also, the

ndividual’s motivation or readiness
o change should be addressed. Moti-
ational interviewing can be used by
he RD as a client-centered, collabo-
ative approach for enhancing intrin-
ic motivation to change (21).

EDICAL CONSEQUENCES AND
NTERVENTION IN EATING DISORDERS
he medical complications of eating
isorders include nutritional factors
elated to eating behaviors and
eight status. Nutrition-related clin-

cal signs of eating disorders are most
istinctive for anorexia nervosa and
ulimia nervosa (Figure). However,
epending on the food-related behav-
ors and degree of malnutrition there
s overlap among eating disorders.
or binge eating disorder, the long-
erm consequences of chronic dis-
ases should not be minimized. Other
mportant physical findings associ-
ted with eating disorders are lanugo,
alluses on dorsum of hand, and swol-
en salivary glands. To reverse the

edical effects of food-related prob-
ems, medical nutrition therapy pro-
ided by an RD, through regular con-
act, can be an effective source of
upport and information for individu-
ls in each stage of treatment.

NOREXIA NERVOSA
utrition-related clinical signs of an-

rexia nervosa are listed in the Fig-
re. Within anorexia nervosa there
re two subtypes: restricting and
ingeing/purging, based on the pres-
nce of bulimic symptoms. Individu-
ls who purge are at greater risk for
edical complications (12). The prev-

lence of anorexia nervosa itself has
een reported to be 0.3% (22). Sub-
hreshold anorexia nervosa (missing

ne definitive criteria of the full-

of the AMERICAN DIETETIC ASSOCIATION 2075
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lown syndrome) seems to occur more
requently, ranging from 0.37% to
.3% of the population (23). The peak
ge, although not exclusive age, for
nset is 15 to 19 years (24). A signif-
cant level of risk attributable to ge-
etics (56%) indicates the important
ole that biology plays with anorexia
ervosa (25). Certain individuals may
e more sensitive to environmental
ressures for thinness, and early
dentification of risk for anorexia ner-
osa because of family history may
rompt important interventions.
Risk factors for anorexia nervosa,

s with eating disorders in general,
oncern issues that directly relate to
eight and control issues. In the de-
elopment of the risk factor taxonomy
y Jacobi and colleagues, the follow-
ng variable risk factors during early
dolescence that seem associated
ith and seemed to precede anorexia
ervosa onset include dieting behav-

or, a high level of exercise, the pres-
nce of body dysmorphic disorder, ob-
essive compulsive disorder, and
cculturation (7). In addition to the
isk associated with adolescent age,
isk with a higher level of perfection-
sm, negative self-evaluation, and

Clinical signs Anorexia

Electrolyte abnormalities Hypokalem
hypom

Cardiovascular effects Hypotensi
bradyc

Gastrointestinal effects Abdomina
gastric

Endocrine imbalances—
reproductive, metabolic

Cold sens
hyperc
irregula

Nutrient deficiencies Protein–e
deficie

Skeletal and dental effects Bone pain

Muscular effects Wasting;

Weight status Underwei

Cognitive status Poor conc

Growth status Arrested

igure. Nutrition-related clinical signs commo
eight-losing or purging behaviors and degree
remorbid obsessive compulsive dis- t

076 December 2006 Volume 106 Number 12
rder may also occur at any time be-
ore onset. These factors are of partic-
lar interest to the RD as they may
elp to understand the relationship
etween behaviors, illness severity,
nd anorexia nervosa–related compli-
ations. For example, disturbed eat-
ng patterns and severe energy
estriction emerge during the devel-
pment of anorexia nervosa and may
e complicated by an altered percep-
ion of actual meal consumption. In-
ividuals with anorexia nervosa were
ound to significantly overestimate
heir kilocalorie intake by an average
f 460 kcal per meal as compared with
ormal-weight participants, who un-
erestimated their meal consumption
y about 60 kcal (26). This potential
isperception reinforces that there is
difference between subjective and

bjective measures of intake. Body
ysmorphic disorder, as a comorbid-
ty with anorexia nervosa, is of great
mportance because of the high rate of
ttempted suicide in affected individ-
als (17). In a study of 41 patients
ith anorexia nervosa, 16 (39%) were
iagnosed with body dysmorphic dis-
rder. They experienced concerns
bout their appearance unrelated to

rvosa

with refeeding syndrome;
esemia; hypophosphatemia

irregular, slow pulse; orthostasis; sinus
a

in; bloating; constipation; delayed
ptying; feeling of fullness; vomiting

ty; diuresis; fatigue;
strolemia; hypoglycemia; menstrual

es

y malnutrition; various micronutrient
s

th exercise; osteopenia; osteoporosis;

kness

state

ration

th and maturation

associated with anorexia nervosa and bulimia
malnutrition. (Data adapted from references 1
heir concerns about weight, and sev- s
ral were affected by other axis I dis-
rders (17). This group also differed
rom the remaining individuals with
norexia nervosa on several markers
f disease severity: time spent think-
ng about appearance, number of psy-
hiatric hospitalizations, and number
hat attempted suicide. Also, al-
hough more commonly associated
ith bulimic patients, laxative use by

ndividuals with anorexia nervosa, as
weight-control measure, has been

ssociated with more severe illness in
hese patients (27).

Diagnostic criteria for both the
SM-IV-TR and the International
tatistical Classification of Diseases
nd Related Health Problems, 10th
evision (ICD-10) systems identify
eight status parameters as critical
arkers for anorexia nervosa based

n weight for height and growth
rogress (ie, refusal to maintain
eight status �85% of the expected
eight for age and height [and sex] or
uetlet body mass index �17.5) (23).
or prepubertal individuals, failure
o make expected weight gain during
rowth periods is significant. At the
evel of severe underweight status,
75% ideal body weight, medical in-

ulimia nervosa

ypokalemia accompanied by hypochloremic
alkalosis; hypomagnesemia

ardiac arrhythmias; palpitations; weakness

onstipation; delayed gastric emptying;
dysmotility; early satiety; esophagitis;
flatulence; gastroesophageal reflux
disease; gastrointestinal bleeding

enstrual irregularities; rebound fluid
retention with edema

ariable

ental caries; erosion of the surface of the
teeth

eakness

ariable

oor concentration

ypically not affected

vosa. These signs will vary depending on the
, 12, and 14.)
ne B

ia
agn
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or hospitalization. In all cases, the
atient’s physical build, weight his-
ory, and stage of development are
onsidered.

Anorexia nervosa diagnostic crite-
ia include an intense fear of gaining
eight with a disturbance in the way
ne’s body weight and shape are per-
eived or denial of the seriousness of
eight status and hormonal aberra-

ions (eg, amenorrhea in female pa-
ients) (1). Physical complications of
norexia nervosa are commonly de-
cribed in a systems-based approach
nd related to presenting symptoms
1). Of these anorexia nervosa–re-
ated complications, osteoporosis,
efeeding syndrome, and cardiac ar-
hythmia are potentially most serious
28). For female and male patients
ith anorexia nervosa, the timing
nd duration of illness may overlap
ith a critical period for bone mineral
eposition and may have lifelong ef-
ects. The primary therapeutic goal is
o restore body weight and, for
omen, return of menses. Secondly,

alcium (1,500 mg/day) with vitamin
(400 IU/day) supplements have

hown some effectiveness, as have se-
ective estrogen receptor modulators
n women (29). Aggressive feeding of
achectic patients is associated with
ultiple risks, and as such the

efeeding phase requires gradual ad-
ancement of nutrient intake and
lose monitoring (28). Substantial
roblems can occur, such as hy-
ophosphatemia, edema, cardiac fail-
re, seizures, and death. Also, cardio-
ascular complications may occur and
ontribute to the high mortality rate,
uch as when ventricular arrhythmia
ccurs.
Nutrition treatment goals for an-

rexia nervosa, typically referred to
s nutritional rehabilitation, relate to
estoration of a healthful weight and
ormalization of eating patterns.
ow these goals are achieved varies
y treatment site, stage of illness, and
rogress with nutritional and psycho-
herapies. Individuals with acute
edical needs may have shorter hos-

italizations because of economic re-
traints with health insurance limita-
ions and consequently may leave the
ospital without progress toward
edical nutrition therapy goals (30).
ay hospitals or partial hospitaliza-

ion arrangements provide less inten-
ive therapeutic interventions and

upport; the effectiveness of these d
rograms still may be largely affected
y the motivation of the individual for
hanging behaviors (31). Individuals
ith anorexia nervosa can be resis-

ant to nutritional therapies. Gradual
djustments in nutrient intake and
eight progress such as stepping up

alorie intake from a baseline level
etween 30 to 40 kcal/kg/day of actual
eight per day (may start at 1,000 to
,200 kcal per day) and incremental
dvancement to achieve a weight gain
f 0.5 to 1.0 lb per week may be at-
ainable—even for patients with
hronic conditions (1,32). Food contin-
es to be the “drug of choice” for an-
rexia nervosa. As yet, no pharmaco-
herapy has been identified as
ffective in controlled trials with an-
rexia nervosa, as compared with
edical regimens that are helpful in

ulimia nervosa or binge eating dis-
rder. Of critical importance with an-
rexia nervosa, as with eating disor-
ers in general, psychotherapy plays
n integral role in the treatment plan,
lthough the effectiveness of specific
sychotherapies has varied in studies
f anorexia nervosa vs other eating
isorders (33).
For individuals with anorexia ner-

osa, a significant proportion of the
isk is assigned to genetics (56%), the
ourse of treatment often includes a
rotracted illness, and recovery rate
s suboptimal (23,25). Concerning

edical risks of anorexia nervosa,
alf of those who receive care may be
xpected to recover, whereas the re-
ainder may experience only a mod-

rate response to treatment (21%), or
poor outcome (26%), with the over-

ll mortality rate of 9.8% (28). In a
eview of studies of eating disorder
reatment and efficacy, the outcomes
vidence for treatment of anorexia
ervosa continues to be weak and
oes not reflect significant improve-
ent in the prognosis for anorexia

ervosa despite our growing under-
tanding of eating disorders (34). Fur-
her research into the therapies and
ourse for individuals with anorexia
ervosa is needed to identify how this
opulation may best be served with
reatment strategies. As RDs support
reatment goals within the guidelines
f the nutrition care process (assess-
ent, diagnosis, intervention, moni-

oring, and evaluation) and the stan-
ards of professional practice for
ating disorder patients, clearer evi-

ence of the interventions that sup- e

December 2006 ● Journal
ort improved outcomes in anorexia
ervosa may emerge (20,35).

ULIMIA NERVOSA
ulimia nervosa is best understood in
biopsychosocial model. Individuals

t risk for bulimia nervosa who start
ieting and/or experimenting with
ingeing and purging are more vul-
erable to developing the disorder.
otential risk factors include nega-
ive self-evaluation, parental influ-
nces such as comments about
eight, parental obesity, childhood

besity (14), high use of escape-avoid-
nce coping, and low perceived social
upport (4). Physiological and psycho-
ogical interplays can distort cogni-
ions about shape, eating, and weight
2,19) and trigger an overwhelming
eed to gain control in one’s life. To
he individual, dieting seems to pro-
ide a venue for obtaining this con-
rol, especially in a society focused on
hinness. Dietary restraint and rigid
ules of what foods are “good” and
bad” set up a system of dieting that
annot be achieved. Ironically, in the
ttempt to gain control in one’s life,
he individual with bulimia nervosa
as a sense of lack of control. Binge
ating provides an emotional escape
erhaps by elevating mood. Although
he focus seems to be on food, the
inge/purge behavior is often a means
or the person to regulate and manage
motions and cope with negative ef-
ects (36) such as stress. However,
ating induces negative emotions af-
er a binge, and compensatory behav-
ors are executed as a way to purge
oth energy and guilt (9).
The cyclic nature of bulimia ner-

osa is perpetuated by negative af-
ects and core beliefs. Negative affects
re considered to be an antecedent to
inge bulimic behaviors, including
inge eating (36). These individuals
end to have “all or none” cognitions
bout eating along with possessing
haracteristic impulsivity. Dietary re-
triction is surrounded by myriad di-
ting rules, and when these rules are
roken, it can lead to self-destructive
inge eating behavior. Any subjective
r objective sensation of stomach full-
ess may trigger the person to purge.
ommon purging methods consist of
elf-induced vomiting with or without
he use of emetics such as ipecac, lax-
tives, diuretics, enemas, fasting, and

xcess exercise.
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2

In the initial assessment of the in-
ividual with bulimia nervosa, it is
ritical to evaluate medical complica-
ions resulting from purging (Figure).
utritional abnormalities for individ-
als with bulimia nervosa depend on
he amount of restriction during the
onbinge episodes. Purging behaviors
o not completely inhibit use of calo-
ies from the binge; an average reten-
ion of 1,200 kcal occurs from binges
f various sizes and contents (37), and
axatives are ineffective at minimiz-
ng energy absorption but do substan-
ially increase water losses. Chronic
pecac use, to induce vomiting, is an
dded concern because it has been
hown to have severe medical conse-
uences and is especially damaging to
he heart muscle.

As with anorexia nervosa, interdis-
iplinary team management for bu-
imia nervosa is essential to care. The
rimary goal of treatment for bulimia
ervosa is to reduce or eliminate
inge eating and purging behavior.
nterpersonal therapy holds promise
or bulimia nervosa treatment, but re-
uires a longer course of treatment;
hus, cognitive behavior therapy con-
inues to be the most effective treat-
ent to date (19,38). RDs are pivotal

n providing nutritional counseling to
ccompany the cognitive behavior
herapy provided by a psychothera-
ist. Nutrition education encom-
asses principles of normal eating,
sychological and physiological ef-
ects of starvation, nutritional re-
uirements, metabolism, misconcep-
ions about body weight regulation,
nd consequences of purging behav-
or, while also building knowledge
nd skills such as media literacy and
ow to identify nutrition misinforma-
ion.

Developing a pattern of normal eat-
ng, with three meals and appropriate
nacks per day, is crucial in breaking
haotic eating behaviors. This allows
he individual to become reac-
uainted with internal hunger and
atiety cues while also changing be-
aviors to move away from restriction
nd the binge–purge cycle. Energy in-
ake should initially be based on the
aintenance of weight to help limit
unger because this can be a trigger
or a binge.

Self-monitoring can be useful in
elping the patient to identify ante-
edents (often called triggers) of binge

pisodes. The RD is the expert in ex- l

078 December 2006 Volume 106 Number 12
laining how to complete the food
ecord, analyzing the contents of the
ood record, and evaluating why
eight fluctuations may be occurring.

n addition to which and how much
oods and beverages are consumed,
ood records should include periodic
unger and satiety ratings, time of
eal or snack, details of eating envi-

onment (eg, eating alone or with oth-
rs, location), binge/purge episodes,
nd thoughts, emotions, or stressors
ssociated with eating. Food records
rovide an objective measurement
hat can assist the patient in evaluat-
ng and drawing conclusions about
is or her progress in treatment. Food
ecords also provide the RD with an
nstrument that guides goal setting.
oal setting may include the gradual

ncorporation of binge foods or “for-
idden or fear foods” into the diet,
ttempting a difficult food-related
ask such as grocery shopping, or
earning how to effectively cope with
ituational stressors related to eat-
ng. The supportive environment pro-
ided with cognitive behavior therapy
n conjunction with nutritional coun-
eling can influence the “all or none”
ognitions presented with bulimia
ervosa and move the patient closer
o normalized eating. As patients en-
er the path to recovery, they need to
e informed and prepared to cope
ith the cessation of binge–purge be-
avior.
Pharmacotherapy seems to reduce

ating disordered behavior and im-
rove mood in patients with bulimia
ervosa (2,39). Specifically, antide-
ressants including selective seroto-
in reuptake inhibitors seem to aug-
ent cognitive behavior therapy and

ave an acceptable side-effect profile
40). However, for patients who have
ot been previously treated and are
ot severely depressed, psychother-
py often is attempted and evaluated
efore initiating medication manage-
ent.
The initial weeks in treatment

eem to be the most critical because
arly behavior change can be a pre-
ictor of success in individuals with
ulimia nervosa (41). The mortality
isk associated with bulimia nervosa
s much lower than that of anorexia
ervosa (42) and is not a usual com-
lication resulting from the disorder.
n addition, the crossover to other
ating disorders is low. Keel and col-

eagues (42) reported that approxi- r
ately 50% of individuals presenting
ith bulimia nervosa recover and
aintain their recovery, whereas

0% maintain partial syndromes. For
hose who recover, there is generally

resolution of physical symptoms.
erpetuating factors for those who re-
over may include overconcern with
hape and weight, tendency toward
estriction of dietary intake, vulnera-
ility to overeating in response to
egative mood states, and low self-
steem.

THER EATING DISORDERS
DNOS comprise conditions that
eet the definition of an eating disor-

er, but not the criteria for anorexia
ervosa or bulimia nervosa. Although
he category is often overshadowed by
norexia nervosa and bulimia ner-
osa, it is at least as common as the
ther diagnoses (2). Prevalence rates
lude researchers because there is no
imple definition of EDNOS. Al-
hough reports vary in the number of
atients seeking treatment for eating
isorders, the important concept is
hat a large proportion cannot simply
e classified as anorexia nervosa or
ulimia nervosa and are otherwise
eglected in the identification of eat-

ng disorder cases.
Binge eating disorder has received

ignificant attention since it has been
ategorized as an EDNOS and given
esearch criteria for inclusion in the
SM-IV-TR (1). Binge eating is often
recipitated by triggers such as neg-
tive affect with overeating being
dentified as a tension-releasing type
f coping to deal with emotional dis-
ress (43). Individuals with bulimia
ervosa or binge eating disorder often
ngage in various dieting behaviors to
ttempt to control their weight. How-
ver, binge eating disorder is distin-
uished from bulimia nervosa by the
bsence of extreme weight-control
ompensatory practices, such as vom-
ting, demography, association with
besity, lack of eating control, and de-
elopmental risk factors.
In attempts to identify causes of the

besity epidemic, researchers are ad-
ressing associations between binge
ating disorder and obesity and over-
eight (3). Differing from anorexia
ervosa and bulimia nervosa, binge-

ng often precedes dieting behaviors
44), binge eating disorder occur-

ences among men and women are
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imilar (45), and binge eating dis-
rder occurs across ethnically diverse
amples (46). Factors that may con-
ribute to the development of binge
ating disorder behaviors include
epeated exposure to negative com-
ents about shape, weight, and

ating; negative self-evaluation; per-
ectionism; and childhood obesity
47). Also, low self-esteem, high levels
f body concern, high use of escape
voidance coping, and low levels of
erceived social support are com-
only seen in binge eating disorder

4). Axis I and II disorders are signif-
cantly related to general eating psy-
hopathology in individuals with
inge eating disorder (48).
Treatment interventions that show

he most potential at this time
nclude psychotherapy, behavioral
eight-loss treatment, and psychop-
armacology. Because binge eating
isorder and bulimia nervosa share
ommon psychological and behavioral
haracteristics, binge eating disorder
reatment has been highly influenced
y bulimia nervosa treatment litera-
ure that encompasses cognitive be-
avior therapy and interpersonal psy-
hotherapy. Although much newer,
ialectical behavior therapy, which is
form of psychotherapy that teaches
indful eating and targets emotion

egulation, has shown preliminary ef-
cacy in reducing binge eating (49).
odifications in psychotherapy are

ecessary in binge eating disorder
reatment because these individuals
how lower levels of dietary restraint,
igher levels of overweight and obe-
ity, and more chaotic eating patterns
2).

Cognitive behavior therapy for
inge eating disorder places a pri-
ary emphasis on binge eating reduc-

ion and a secondary emphasis on
eight loss. On the other hand, be-
avioral weight-loss treatments focus
n promoting weight loss as a pri-
ary goal with increased exercise,

mproved nutrition, and decreased
nergy intake as cornerstones of
reatment (49). Short-term results of
ehavioral weight-loss treatments
ave shown positive outcomes; how-
ver, as with other weight-loss inter-
entions, long-term outcomes are less
ffective.
Antidepressants, centrally acting

ppetite suppressants, and anticon-
ulsants have shown short-term effi-

acy in the treatment of binge eating g
isorder by either decreasing fre-
uency of binges and/or enhancing
eight loss (50). Specifically, selective

erotonin reuptake inhibitors are the
est established agent for pharmaco-
ogic treatment (50). The benefits of
harmacotherapy do not seem to be
ustained beyond the discontinuation
f the medication. In addition, com-
ined treatments with pharmacother-
py and cognitive behavior therapy or
ehavioral weight-loss programs
ave been mixed. Because binge eat-

ng disorder is associated with differ-
nt forms of psychopathology, the
harmacotherapy and nutritional
ounseling interventions should be
ailored accordingly.

It is critical for RDs to recognize
inge eating disorder and subthresh-
ld binge eating disorder for nutrition
ounseling to be effective in managing
hronic diseases. Individuals with
inge eating disorder are often over-
eight or obese, and thus are at in-

reased risk for chronic diseases and
ssociated morbidity and mortality.
erpertz and colleagues found that in
study of 322 patients with type 2

iabetes the incidence of eating disor-
ers was 6.5% to 9%, with the most
ommonly diagnosed eating disorder
s binge eating disorder (51). In addi-
ion, a substantial number of individ-
als presenting for gastric bypass
urgery meet the criteria for binge
ating disorder (52). Furthermore,
tudies suggest that the presence of
inge eating disorder has a profound
ffect on postbariatric surgery out-
omes, with binge eating disorder pa-
ients faring less well than those
ithout binge eating disorder (53).
hose with binge eating disorder also
eport compromised quality of life
54).

Many individuals who pursue other
ethods of treatment for overweight

r obesity may also have binge eating
isorder. The RD may be the primary
linician to recognize and address
inge eating disorder behaviors. Nu-
ritional assessment should include a
etailed account of the onset of binge
ating, a weight and diet history, any
istorical events that may have trig-
ered binge eating episodes such as
raumatic events in one’s life or
eight-related teasing as a child, and
istory of diet attempts and out-
omes.
Many of the nutrition counseling
uidelines that apply to bulimia ner- r

December 2006 ● Journal
osa also can be used with binge eat-
ng disorder. Although it is unclear
hether weight loss should be an ini-

ial goal for individuals with binge
ating disorder, when this is a goal, it
s critical for individuals to set rea-
onable goals such as losing up to 10%
f their current weight in the first 6
onths (54). Binges may contribute

ubstantially to energy intake and,
herefore, to overweight or obesity.
ormalization of eating behaviors
ay be necessary to achieve weight

oss and should be the primary goal,
ather than weight loss, at any cost.
eight maintenance may be a pivotal

ccomplishment and should be recog-
ized as such by both the RD and the
atient, because this can be an indi-
ator of fewer or decreased binge epi-
odes. In addition, appropriate phys-
cal activity components and leisure
ctivities may provide stress manage-
ent and also assist with energy bal-

nce.
Another disordered eating pattern

s night eating syndrome, which has
ecome clinically significant because
f its association with obesity. Night
ating syndrome is characterized by
50% of caloric intake consumed af-

er 7 PM; trouble getting to sleep or
taying asleep, morning anorexia
55), nighttime awakenings (one or

ore episodes per night) with full
lertness and frequently accompa-
ied by ingestion of snacks; the pres-
nce of symptoms for a duration of �3
onths; and the absence of bulimia

ervosa and binge eating disorder
56). Although treatment efficacy has
et to be established for night eating
yndrome, potential avenues include
hose that are also implemented in
inge eating disorder, including phar-
acotherapy, cognitive behavior

herapy, and interventions that re-
uce the impact of stress.

MERGING ISSUES
videnced-based research must con-

inue to advance for improved treat-
ent outcomes related to eating dis-

rders along with identification of
ffective prevention and intervention
trategies (34). As research continues
o evolve, the American Dietetic Asso-
iation Evidenced Analysis Library
57) will be a convenient and scientif-
cally based tool guiding practitioners
n implementing the most up-to-date

esearch into practice. Emerging is-
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ues from eating disorder research in-
lude prevention models, diagnostic
riteria, and outcome studies of treat-
ent strategies.
Thus far, there are no best practice
odels for primary prevention mod-

ls of eating disorders (2). Theory-
riven, targeted approaches (selective
revention) that address high-risk
roups seem to hold the most promise
s universal or primary prevention
pproaches (2,58). To prevent eating
isorders, nutrition messages should
e approached from a health-centered
ather than a weight-centered per-
pective and include parents (59). The
eneral research suggests that diet-
ng and unhealthful weight-control

ethods may be predictors of weight
roblems and eating disorders (60).
hifts toward a health at every size
aradigm, not only with obesity treat-
ents, but also with health promo-

ion, are directions for the future (61).
Notably, binge eating precedes di-

ting in about half of binge eating
isorder individuals and may precede
he development of obesity (62). Inter-
entions that target early binge be-
avior for binge eating disorder indi-
iduals who are not yet overweight
ay prevent inappropriate weight

ain while also decreasing the preva-
ence of more severe obesity (3). In
ddition, in bulimia nervosa cases,
here are treatment implications for
he differences between those individ-
als who diet first or binge first. Sec-
ndary prevention, which includes in-
erventions that target individuals
lready at risk for eating disorders,
an focus on both of these groups as
n initial mechanism in the develop-
ent and onset of bulimia nervosa.
Issues surrounding the DSM-IV-TR

ave implications for current and
uture practice. Controversy exists
egarding whether binge eating disor-
er should have its distinct psychiat-
ic diagnosis beyond EDNOS. The un-
ertainty of what constitutes a binge
reates discrepancy in research out-
omes and does not capture all who
ay benefit from treatment. In addi-

ion, the use of amenorrhea as a diag-
ostic criteria for anorexia nervosa is
uch debated. Although diagnostic

riteria play a prodigious role in di-
ecting research agendas and clinical
reatment, they should not restrict
linical judgment.

Relapses, high treatment program

ttrition rates, and maintenance of

080 December 2006 Volume 106 Number 12
ehaviors learned in therapy (along
ith maintaining weight loss with
inge eating disorder) are ongoing is-
ues in the eating disorder field. Al-
ernative interventions, such as self-
elp and guided self-help, are being
tudied as part of stepped-care treat-
ent for bulimia nervosa and binge

ating disorder (63,64). Although be-
avioral weight-loss programs seem
o be somewhat successful in both de-
reasing binge episodes and stimulat-
ng weight loss for individuals, the
ffects of these interventions are most
vident only for the short term.

ONCLUSIONS
ating disorders are complex medical

llnesses and require the expert inter-
ction between professionals in many
isciplines. The RD is an integral
ember of the treatment team and is

niquely qualified to provide care for
ood-related behaviors and medical
roblems. To limit progression of eat-
ng disorders, RDs strive to send mes-
ages derived from the total diet ap-
roach as described in the American
ietetic Association position state-
ent (65) and incorporate primary

nd secondary interventions. Cur-
ently, diagnostic criteria provide
uidelines more than rigid rules for
ating disorders. Working with this
opulation requires advanced-level
raining, which may come from a com-
ination of self-study, continuing ed-
cation programs, and supervision by
nother experienced RD and/or an
ating disorder therapist. Specialized
esources are offered through practice
roups of the American Dietetic Asso-
iation such as Dietetics in Develop-
ental and Psychiatric Disorders;
ediatric Nutrition; and Sports, Car-
iovascular, and Wellness Nutrition-
sts, as well as other eating disorder
rganizations. These resources are
ssential for the RD’s understanding
f the complexities and the long-term
ommitment necessary for successful
nd sustainable outcomes for eating
isorder intervention and treatment.
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