Current approaches in the recognition and
management of eating disorders

Phillipa ) Hay"*

by persistent disturbances in eating behaviour and

body weight!” They affect individuals from diverse
sociodemographic groups and range in complexity, severity and
duration."”* Compared with those without eating disorders,
individuals with these disorders have lower employment
participation, higher health care and informal care costs, and
lost lifetime earnings.” Before the coronavirus disease 2019
(COVID-19) pandemic, a population-based study reported that
the aggregate financial cost of eating disorders to the Australian
Government was $3.2 billion in 2018.°

Eating disorders are complex disorders characterised

It has been estimated that over one million Australians are
living with an eating disorder in any given year.” The COVID-19
pandemic saw a dramatic increase in the numbers presenting
with distress associated with disordered eating in both the
general population and in people previously diagnosed with an
eating disorder.”” The past decade has seen a rapid expansion
of research into eating disorder interventions, and, in 2019,
in response to the increasing burden of eating disorders, the
Australian Government Department of Health and Aged Care
implemented significant policy changes to improve patient
access to Medicare and inpatient care.

This narrative review summarises recent developments in the
identification and management of eating disorders and the
gaps that persist in optimal management for eating disorders.
We sourced evidence from contemporary international and
national evidence-based clinical practice guidelines®''® alon
with recent systematic reviews and meta-analyses®” "=
known to the authors and/or identified through a PubMed
database search. It was not possible to cite all primary
publications on all topics; thus, individual research articles or
other publications were selected as examples that reflect the
body of literature.

Diagnosis and classification

Eating disorders are characterised by a persistent disturbance
of eating, or eating-related behaviours, that significantly
impairs physical health or psychosocial functioning (Box 1).'
Although historically they have been conceptualised as
disorders of low body weight, there is substantive evidence
that this is inaccurate.”’ This perception and weight stigma
present a significant treatment barrier for individuals of higher
weight in Australia’® and contribute to misdiagnosis and
undertreatment. To begin addressing this treatment gap, the
National Eating Disorders Collaboration (NEDC) recently
released a clinical practice guideline for the management of
eating disorders for people with higher weight."®

Anorexia nervosa is characterised as the restriction of energy
intake leading to a low body weight accompanied by body image
distortion and an intense fear of gaining weight."” Notably, the
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. Eating disorders are now well acknowledged mental health
problems that are common and present in people from diverse
sociodemographic backgrounds.

. The past decade has seen a rapid expansion in research into
eating disorder interventions.

. Inresponse to the increasing burden of eating disorders, the
Australian Government Department of Health and Aged Care
has implemented significant policy changes to improve patient
access to Medicare and inpatient treatment facilities.

. There are several international clinical practice guidelines and a
robust evidence base particularly for first line care with specific
psychological therapies, including guidelines for the management
of eating disorders in individuals with a high weight.

. Medications play an important adjunct role in care, and novel
neuromodulating treatments, such as psychostimulants, are
under study.

. Thereis emerging evidence for increased person-centred care,

with more choice in the form of alternatives to hospital inpatient

programs and more respectful consideration of care for all who
experience an eating disorder, including people with high weight.

N

Diagnostic and statistical manual of mental disorders, 5th edition,
text revision (DSM-5-TR)" provides no upper body mass index
(BMI) limit for anorexia nervosa and the determination of
“underweight” falls to clinical judgement. Individuals who meet
the diagnostic criteria for anorexia nervosa with an adequate
or high BMI, despite significant weight loss, may be given the
diagnosis of atypical anorexia nervosa — a subtype of other
specified feeding and eating disorder (OSFED) in the DSM-5-TR.!

Even though both anorexia nervosa and bulimia nervosa share
overvaluation of weight and shape as a key diagnostic criterion,
individuals with bulimia nervosa are typically not underweight.
Bulimia nervosa is characterised by recurrent episodes of binge
eating (eating an objectively large amount of food in a short
period of time) followed by active engagement in compensatory
behaviours, such as vomiting, laxative use, or excessive exercise
to prevent weight gain.' These episodes may occur as little as
once a week but must occur for a minimum of three months
according to the DSM-5-TR' or one month according to the
11th revision of the World Health Organization’s International
Statistical Classification of Diseases and Related Health
Problems (ICD-11).?

Binge eating disorder and avoidant/restrictive food intake
disorder (ARFID) do not include body image concerns as a core
diagnostic criterion."” Binge eating disorder is characterised
by recurrent binge eating episodes, in the absence of any
compensatory behaviours, that cause marked distress at least
weekly for several months." The DSM-5-TR and ICD-11 differ
in their criteria for binge eating disorder, with the DSM-5-TR
requiring three additional descriptors."”> The broader ICD-11
criteria appear more congruent with lived experience reports of
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1 Overview of the Diagnostic and statistical manual of mental disorders, 5th edition, text revision (DSM-5-TR) diagnostic criteria for
eating disorders

in children and

compensation

Anorexia nervosa Bulimia nervosa Binge eating disorder ARFID* OSFED
Weight and/ Specified with fear of Specified Not specified Specified not Not specified
or shape fatness and/or behaviour present
overvaluation preventing weight gain
Body weight status ~ Underweight Not specified Not specified May be present Not specified
with unmet
nutritional and/
or energy needs
Regular binge Specified in binge eating Specified Specified with distress and Not specified Specified in bulimia
eating and/or purging type three to five descriptors’ nervosa, binge eating
disorder of low
frequency and/or
limited duration; may
occur in night eating
syndrome
Regular Specified in binge eating Specified: either Not specified Specified May be presentin
weight control and/or purging type purging or fasting and/ not present; atypical anorexia
behaviours and/or or excessive exercise behaviours may nervosa, purging
compensation be present but disorder specified in
not for weight bulimia nervosa of
control low frequency and/or
limited duration
Remission specifier”  Partial/full Partial/full Partial/full In remission None
Severity specifier BMI scale; BMI percentile Frequency of Frequency of binge eating None None

adolescents

ARFID = avoidant/restrictive food intake disorder; BMI = body mass index; OSFED = other specified feeding or eating disorder. * If anorexia nervosa is present, by definition, no other eating
disorder will be present. If ARFID is present, by definition, anorexia nervosa and bulimia nervosa are not present. Unspecified feeding or eating disorder has no specific criteria. T Specific
descriptors in the DSM-5-TR include eating much more rapidly than normal; eating until feeling uncomfortably full; eating large amounts of food when not feeling physically hungry; eating
alone because of feeling embarrassed by how much one is eating; or feeling disgusted with oneself, depressed or very guilty afterward. ¥ If the criteria are no longer met, the specifier
indicates whether the eating disorder is in partial or full remission. Source: Table adapted from Hay® with permission from the author, as per Creative Commons Licence Attribution-
NonCommercial 4.0 International (CC BY-NC 4.0; https://creativecommons.org/licenses/by-nc/4.0). @

binge eating disorder, allowing for the occurrence of subjective
binge eating episodes, thus potentially increasing the clinical
utility of the ICD-11 compared with the DSM-5-TR for binge
eating disorder.**

ARFID is characterised by the avoidance of and aversion to
food and eating."” Notably, this restriction is not the result of
a body image disturbance but is due to anxiety or a heightened
sensitivity to the sensory aspects of food. Individuals who do not
meet the prescribed behavioural frequency or other criteria of
the main eating disorder diagnosis may be classified as having
OSFED or an unspecified feeding or eating disorder (UFED)
in the DSM-5-TR" and in the ICD-11.> OSFED includes atypical
anorexia nervosa, subthreshold bulimia nervosa and binge
eating disorder, purging disorder, and night eating syndrome.’

Epidemiology and prevalence

Attempting global and community prevalence estimates is
fraught with methodological problems, such as the use of self-
report screening instruments versus standardised clinician- or
investigator-administered interviews, and changes in symptoms
for diagnostic criteria with evolving DSM iterations. Statistics
may therefore vary widely.”*" A systematic review reported
that the mean-weighted lifetime prevalence rate of eating
disorders was 8.4% (range, 3.3-18.6%) in women and 2.2% (range,
0.8-6.5%) in men”' (Box 2). The 2019 Global Burden of Diseases,
Injuries, and Risk Factors Study (GBD) estimated that the
number of people with anorexia nervosa and bulimia nervosa
| was 13.6 million (95% uncertainty interval [UI], 10.2-17.5) and

. a subsequent review estimated an additional 419 million

(95% Ul, 279-59.0) people with binge eating disorder and
OSFED.” These estimates suggest that the total number of
people with an eating disorder in 2019 was about 55.5 million
(95% Ul, 38.7-75.2) globally. A growing proportion of people
seeking treatment for an eating disorder meet the diagnostic
criteria for atypical anorexia nervosa. Although prevalence rates
vary (2.5-2.9% in community samples), a systematic review
reported that the point prevalence of atypical anorexia nervosa
met or exceeded that of anorexia nervosa.”’

Developmentally, ARFID is more likely to emerge during
childhood, with the highest prevalence estimates reported in
paediatric feeding clinics.”” Similarly, anorexia nervosa has its
onset early in the developmental life course, but bulimia nervosa
and binge eating disorder typically occur later in adolescence
or emerging adult years.”” Furthermore, the course of eating
disorders is also varied, with crossover between eating disorders
being common. For example, in treatment settings, up to 10% of
patients diagnosed with anorexia nervosa (restricting type) go
on to develop bulimia nervosa.”

Although eating disorders are indiscriminate and affect
individuals of all ages, sexes, gender identities, ethnicities, socio-
economic backgrounds, and body types, the reported prevalence
of eating disorders is higher in females and young people, but
the biological sex distribution is more equal in binge eating
disorder and OSFED.” Epidemiological research indicates
that physical and psychological co-occurring conditions in
people experiencing an eating disorder (eg, cardiovascular
and metabolic disease or other psychiatric disorders), with
or without a high body weight, are common.”*’ In addition,


https://creativecommons.org/licenses/by-nc/4.0

2 Global prevalence estimates of eating disorders*
Any eating Binge eating OSFED, UFED

Prevalence Number of studies disorder Anorexia nervosa Bulimia nervosa disorder (EDNOS)
12 months 15

Women 2.2% 0.05% 0.7% 1.4% na

Men 0.7% 0.1% 0.4% 0.6% na
Lifetime 33

Women 8.4% 1.4% 1.9% 2.8% 4.3%

Men 2.2% 0.2% 0.6% 1.0% 3.6%
Point 73

Women 5.7% 2.8% 1.5% 2.3% 10.1%

Men 2.2% 0.3% 0.1% 0.3% 0.9%
GBD estimation na 13.6 million’ 17.3 million 24.6 million
EDNOS = eating disorder not otherwise specified; GBD = global burden of diseases; na = not available; OSFED = other specified feeding or eating disorder; UFED = unspecified feeding or
eating disorder. * Data extracted from Galmiche et al,”> and Santomauro et al.>> T Anorexia nervosa and bulimia nervosa.

eating disorders are associated with elevated mortality rates,
particularly anorexia nervosa, which has the highest mortality
rate of any psychiatric disorder.”

Management of eating disorders overview

Treatment for eating disorders is typically delivered on a
continuum of care, starting with outpatient treatment and
moving to more intensive settings, and inpatient hospitalisation,
if required, in cases of medical instability."“’“’ZS An
individual’s journey is unique and dependent on numerous
factors, such as treatment availability, life stage, attitudes
and beliefs about treatment, symptom severity, medical
stability, residential location, and financial constraints of the
individual.>'"*?3 Burthermore, recent North American clinical
practice guidelines emphasise the need for Eerson—centred,
recovery-oriented and least restrictive care. "’ Improving
access locally, individuals with a clinical diagnosis of anorexia
nervosa, bulimia nervosa, binge eating disorder or OSFED (but
not ARFID, which is a notable inequity) are eligible to access up
to 40 psychological treatment sessions and 20 dietetic sessions
in a 12-month period through an eating disorder treatment
and management plan under the Medicare Benefits Schedule
(MBS). 1040

Treatments for eating disorders typically encompass, but are not
limited to, psychological, pharmacological, medical, nutritional,
and physical activity interventions. As such, contemporary
clinical practice guidelines recommend a multidisciplinary
approach to optimise treatment outcomes. > 121441 Thus, the
implementation of an eating disorder treatment and management
plan often requires health care professionals working together as
a formal (physically co-located) or virtual (online) team through
interprofessional collaborative practice,‘“’42 with each clinician
practising within their competency and scope of professional
practice. The minimum interprofessional collaborative practice
would comprise an eating disorder-informed psychologist and
family doctor, with more complex cases including additional
interdisciplinary eating disorder specialist supports, such as
a registered dietitian, a specialist physician or paediatrician,
a psychiatrist, a nurse, an exercise therapist, an activity
or occupational therapist, and a social worker or a family
therapist.”'""*

In 2017, the Australia National Agenda for Eating Disorders
identified that 97% of health care clinicians had received
insufficient training in eating disorders to enable them to
provide treatment with confidence."”” In response to this, the
NEDC developed a set of eating disorder core competencies as
a foundation for strengthening the workforce.** The Australia
and New Zealand Academy for Eating Disorders (ANZAED)
eating disorder credential now provides formal recognition
of the qualifications, knowledge, training, and professional
development activities required to meet the minimum standards
for the delivery of safe and effective treatment for eating
disorders.”

Assessment

Despite the availability of numerous screening instruments
for eating disorders, all screening measures lack high levels
of positive predictive power (Box 3).2%***°* Eating disorder
features and BMI may be assessed for diagnostic purposes using
the Eating Disorder Examination (EDE) diagnostic interview,
whichis viewed as the gold standard for eating disorder diagnosis
and psychopathology, and its self-report derivative, the 28-item
self-report EDE Questionnaire (EDE—Q).46 At present, the EDE-Q
is a compulsory component of the MBS for all eating disorders
except for anorexia nervosa.'”” For screening purposes, concise
instruments with low respondent burden such as the five-
item SCOFF* or the Screen for Disordered Eating (SDE)™ are
preferred. The SDE also has particularly high sensitivity.”

Current status of treatments and interventions

Psychological therapies

Psychological therapies, such as transdiagnostic cognitive
behavioural therapy enhanced for eating disorders (CBT-E),*
are the first line treatment for eating disorders in adults."""*
CBT-E is typically delivered over 20 weekly sessions for bulimia
nervosa and binge eating disorder and over 40 weekly sessions
for anorexia nervosa.”” Family-based treatment is the leading
first line therapy for children and adolescents.">** This
intervention may be delivered to the whole family or the parents
separately.” An alternative to family-based treatment in children |
and adolescents is a form of CBT-E that has been modified to
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3 Some commonly used screening and/or assessment questionnaires

Questionnaire®’

for presence of an eating disorder
A score > 2 is predictive of an eating
disorder and further assessment is
indicated

Screen for Five-item instrument designed to screen .
Disordered for presence of an eating disorder
Eating (SDE)*° A score >2 is predictive of an eating .

primary care settings

Screening for an eating disorder in
primary care settings
Designed to identify eating disorders

Descriptor Utility Website*
Eating Disorder 28 items « Evaluating the occurrence and severity  https://www.credo-oxford.com/pdfs/
Examination Restraint, eating concern, weight concern, of eating disorder features over prior EDE-Q_6.0.pdf
Questionnaire, and shape concern subscales and a global month in people identified with an o o
version 6 score eating disorder’ https://lnS{deou_tlnstltute.org}.au/‘resource—
(EDE-Q-6)“6 Binge eating, purging, restriction/fasting !|brar\_//eatlng—d|sorder—examlnatlon—quest
and driven exercise behaviours ionnaire-ede-q
A score > 3is an eligibility criterion to
access Medicare-funded care
ED-157 15 items . Evaluating the occurrence and severity  https://eprints.whiterose.ac.uk/86846/
Consists of ten attitudinal items and five of eating disorder features over prior
behavioural items week in people identified with an https://c2coast.org.au/wp-content/uploa
A total score >2.26 was predictive of an eating disorder ds/20191211_ED-15-Tool-and-Scoring-Key.
eating disorder in one study*’ and would pdf
indicate further assessment
Binge Eating 16-items « Evaluating current binge eating https://psychology-tools.com/test/
Scale*® Eight behavioural and eight emotional/ severity in people identified with an binge-eating-scale
cognitive questions eating disorder
A score <17 indicates minimal problems,
18-26 moderated problems, and > 27 severe
problems with binge eating
SCOFF Five-item instrument designed to screen « Screening for an eating disorder in https://insideoutinstitute.org.au/resource-

library/the-scoff-questionnaire

https://www.nyeatingdisorders.org/
documents/Screen%20for%?20Disorder
ed%?20Eating.pdf
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disorder and further assessment is
indicated

more broadly than the SCOFF
Questionnaire

*Viewed Feb 2023. T There are several brief (eight to 13 items) versions of the EDE-Q measuring features over shorter time periods (eg, weekly).”!

have additional brief family sessions: cognitive behavioural
therapy for adolescents (CBT-A).” Although CBT-A has a weaker
evidence base than family-based treatment, it shows promise
in the treatment of ARFID.”? Similarly, adolescent focal
psychotheraE)y may be used for younger people with anorexia
nervosa.”'*% At present, there is no evidence to suggest that
current evidence-based treatments for eating disorders are not
appropriate for people with higher weight.""'® Box 4 presents a
summary of the key elements of the main MBS-listed"’ evidence-
based psychological therapies.**”* >

A comprehensive description of psychological therapies is
found in the treatment guidelines from the National Institute
for Health and Care Excellence."" Common to therapies specific
to eating disorders are psycho-education and facilitation of
physical health care through weight monitoring and nutritional
counselling and meal planning, which are typically offered
by a registered dietitian. Although developed for individual
outpatient care, some interventions such as CBT and dialectical
behavioural therapy® have been adapted for delivery in group
sessions, which are more commonly used in hospital or other
residential settings. Further treatment development is needed
to address attrition in particular — a systematic review found
that 50% of individuals with an eating disorder may drop out of
treatment prema’curely.27

Scalable therapies

There is increasing evidence for brief forms of CBT-E (eg, ten
sessions or online guided self-help CBT) for eating disorders,
particularly bulimia nervosa and binge eating disorder.'*®*

Reviews of the efficacy of and engagement in online self-help
treatments highlight their potential to produce moderately sized
reductions in core behavioural and cognitive symptoms.'®®
However, findings are mixed and more research is needed into
the determinants of the observed high rates of attrition,'”®®
which is a common feature in self-help treatments generally.”
Pure self-help, where there is no guidance, is most appropriately
used as a first step in treatment while waiting to access more
intensive evidence-based treatment options.”'""*

Pharmacological therapies

There are no medications recommended in current general
guidelines as first line in the treatment of an eating
disorder.”'"'*!* Despite several small trials of second generation
antipsychotics, such as olanzapine for anorexia nervosa, the
results are mixed.””” Other psychotropic agents, such as
antidepressants, currently have little direct role or evidence
for treatment in anorexia nervosa, although they may be used
where there is comorbid major depression.

Since the early trials of higher dose selective serotonin reuptake
inhibitors (eg, fluoxetine 60 mg daily), there have been a small
number of trials of togiramate and lisdexamfetamine for
binge eating disorder."** Meta-analyses support the role of
second generation antidepressants and show weaker evidence
and more adverse effects for topiramate in the treatment of
bulimia nervosa and binge eating disorder.” There is moderate
evidence for efficacy of lisdexamfetamine in the treatment of
binge eating disorder.”**” However, these are not recommended
as standalone treatments given the small to medium effect sizes


https://www.credo-oxford.com/pdfs/EDE-Q_6.0.pdf
https://www.credo-oxford.com/pdfs/EDE-Q_6.0.pdf
https://insideoutinstitute.org.au/resource-library/eating-disorder-examination-questionnaire-ede-q
https://insideoutinstitute.org.au/resource-library/eating-disorder-examination-questionnaire-ede-q
https://insideoutinstitute.org.au/resource-library/eating-disorder-examination-questionnaire-ede-q
https://eprints.whiterose.ac.uk/86846/
https://c2coast.org.au/wp-content/uploads/20191211_ED-15-Tool-and-Scoring-Key.pdf
https://c2coast.org.au/wp-content/uploads/20191211_ED-15-Tool-and-Scoring-Key.pdf
https://c2coast.org.au/wp-content/uploads/20191211_ED-15-Tool-and-Scoring-Key.pdf
https://psychology-tools.com/test/binge-eating-scale
https://psychology-tools.com/test/binge-eating-scale
https://insideoutinstitute.org.au/resource-library/the-scoff-questionnaire
https://insideoutinstitute.org.au/resource-library/the-scoff-questionnaire
https://www.nyeatingdisorders.org/documents/Screen for Disordered Eating.pdf
https://www.nyeatingdisorders.org/documents/Screen for Disordered Eating.pdf
https://www.nyeatingdisorders.org/documents/Screen for Disordered Eating.pdf

4 Overview of psychological therapies listed by Medicare'®“° for the management of anorexia nervosa, bulimia nervosa, binge eating
disorder, and other specified feeding and eating disorders (OSFED)
CBT-ED;*®
CBT-AN;®
CBT-BN/BED;*®
CBT-A%® MANTRA®®  SSCM®® FPT® IPT® FBT/FT* DBT®? AFT”
Eating Adults and older  Adults with Adults with Adults with Adults with Children and Adults with Adolescents with
disorder- adolescents anorexia anorexia anorexia nervosa bulimia adolescents bulimia anorexia nervosa
indicated with any eating nervosa nervosa nervosa or with anorexia nervosa or (second line)
evidence disorders binge eating nervosa or binge eating
base for (transdiagnostic) disorder bulimia nervosa  disorder
use or with specific
eating disorders
Theoretical CBT formulation Cognitive/ Atheoretical Psychodynamic  Interpersonal  Atheoretical The dialectic Addresses
model and in CBT- interpersonal formulation function’s of opposing deficits in
enhanced bidirectional views of development
transdiagnostic relationship eating disorder of self-concept;
maintaining with eating behaviours derived from
factors disorder and their use self-psychology
symptoms in distress
mediated by reduction
self-esteem
and negative
affect
Targets Dysfunctional Intra- and Undernutrition,  Intra- and Interpersonal  Food restriction Learning skills  Anorexia nervosa
eating, weight/ interpersonal  other targets interpersonal problem areas: and family in mindfulness, as a coping
shape (body maintaining as personalised  maintaining grief, role eating; other distress strategy for
dissatisfaction) factors (eg, goals factors (eg,low  transitions, family/ tolerance, problematic
beliefs, disordered inflexibility) self-esteem) role disputes,  adolescent emotion developmental
eating interpersonal issues regulation, and issues; promotion
sensitivities interpersonal of individuation;
effectiveness  behaviours/
strategies
facilitating
coping skills and
independence
AFT = adolescent focused therapy for eating disorders; CBT = cognitive behavioural therapy; CBT-A = cognitive behavioural therapy for adolescents; CBT-AN = cognitive behavioural therapy
for anorexia nervosa; CBT-BN/BED = cognitive behavioural therapy for bulimia nervosa and binge eating disorder; CBT-ED = cognitive behavioural therapy for eating disorders (more
commonly known as CBT-E); DBT = dialectical behavioural therapy; FBT = family-based treatment for eating disorders; FPT = focal psychodynamic therapy; FT-AN = family therapy for
anorexia nervosa; IPT = interpersonal therapy; MANTRA = Maudsley model of anorexia nervosa treatment for adults; SSCM = specialist supportive clinical management. Source: The table
was adapted and updated from Hay® with permission from the author, as per Creative Commons Licence Attribution-NonCommercial 4.0 International (CC BY-NC 4.0; https://creativeco
mmons.org/licenses/by-nc/4.0). ®

and attrition rates that may be higher than evidence-based
psychological therapies.”"**

There is notably a gap in the evidence for the use of anxiolytics
in any eating disorder despite the known co-occurrence of, and
shared risk (including heritability) for, anxiety disorders.'>*’
Althoughmedicationssuchasantipsychoticsand antidepressants
may also reduce anxiety, specific research is needed.”

Physical health interventions

The physical consequences of eating disorders have been well
documented in the medical literature and comprehensively
outlined in current clinical practice guidelines.”'"'? Evidence
indicates that the severity of specific medical comorbid
conditions may be similar, regardless of an individual’s BMI, in
either bulimia nervosa or binge eating disorder.” Similarly, the
severity and risk of medical compromise in anorexia nervosa or
atypical anorexia nervosa is more closely related to the amount
and rapidity of weight loss and presence of purging behaviours
than the individual’s BML® Eating disorder symptoms and their
severity inform treatment, including indicators for referral to
specialist services (Box 5).

The risks of the refeeding syndrome are well acknowledged in
the medical literature.”” Current research supports optimising

hospital care to allow more rapid weight regain protocols, and
more assertive refeeding protocols have been demonstrated to
be safe when combined with comprehensive medical monitoring
and nutritional supplementation (eg, phosphate).*’

Prognosis and outcomes

Major challenges in improving treatment outcomes are in early
detection and treatment engagement, as a shorter duration of
illness and early change in treatment are consistent predictors
of a better outcome.* Despite the severity of eating disorders,
the average length of delay between onset of eating disorder
symptoms and treatment seeking in Australia was 5.28 years
in a sample of patients aged 13 years and over.’® In this study,
longer delays in treatment seeking for bulimia nervosa and
binge eating disorder compared with anorexia nervosa were
proposed to be related to the more visible signs of emaciation
being observed and treatment initiated by family members.

There are many factors contributing to this problem: low
levels of eating disorder health literacy in the experiencing
person and health professionals, help seeking for weight loss
management rather than the eating disorder, stigma and shame,
poor affordability, long wait times, limited access to evidence- |

based interventions, and self and societal endorsement of \_-
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weight loss behaviours."* Latency in
treatment seeking also appears to be

5 Indicators for eating disorder treatment pathways

magnified for counter-stereotypical
eating disorder presentations. For
example, atypical anorexia nervosa
appears to be as common as anorexia
nervosa; however, research indicates

Eating disorder identified:
assess medical status and
severity indicators*

If medically stable, assess severity
indicators* and readiness to
commence a therapy pathway that
will include:

that individuals with atypical anorexia
nervosa are less frequently referred to
specialist eating disorder services.””

Although remission rates remain
variable for anorexia nervosa, bulimia
nervosa and binge eating disorder,
long term follow-up studies support

e regular primary care review of
psychological and physical health
status; and

«increased/decreased intensity of
therapy pathway and/or adjunct
medication, as clinically appropriate

cautious optimism for recovery.3’3’ > A
recent 22-year follow-up study of 228
women receiving specialist treatment
for anorexia nervosa and bulimia
nervosa found that 62.8% of those
with anorexia nervosa and 68.2% of
those with bulimia nervosa achieved
recovery.”’ Evidence for binge eating
disorder is more limited but trends
towards recovery for the majority.”*”!

arrange:

stability
and

If medically unstable, assess and

emergency department
assessment and/or medical
admission to restore medical

specialist (paediatrician,
psychiatrist, team) review for a
more intensive treatment setting

Therapy pathways

Least intensive:
Outpatient treatment with a
psychologist and/or dietitian
More intensive:

Outpatient treatment with a specialist
eating disorder team (eg, psychiatrist,
psychologist and dietitian, and exercise
physiologist if overexercising)

Most intensive:

Given the relatively recent introduction
of ARFID to psychiatric diagnostic
schemes, sparse research has examined
its treatment outcomes.””*’ Challenges

Either more intensive treatment support
with the treatment team and/or referral
to inpatient, residential or day patient
treatment program

regarding the diagnostic validity and
boundaries between the different
OSFED/UFED groups, and common
crossover across diagnoses™ also
make it difficult to obtain meaningful
assessment of treatment outcomes. As
such, less is known about the course of
OSFED/UFED and ARFID.” Transition
between full-threshold diagnostic
categories may also indicate increased
risk of prolonged illness duration.*

Couturier et al™).

*May include the use of, for example, the severity indicators for anorexia nervosa described in the Diagnostic and statistical
manual of mental disorders, 5th edition, text revision (DSM-5-TR):" mild = body mass index (BMI; kg/m?) >17, moderate = BMI
16-16.99, severe = BMI 15-15.99, and extreme = BMI < 15; and the severity indicators for bulimia nervosa (purging frequency)
and binge eating disorder (binge frequency): mild = one to three episodes per week, moderate = four to seven episodes per
week, severe = eight to 13 episodes per week, and extreme = > 14 episodes per week.

This information does not replace full medical assessment and the clinical judgment of medical practitioners in relation to
anindividual patient presentation and reference to a clinical practice guideline for guidance (eg, Royal Australian and New
Zealand College of Psychiatrists,* National Institute for Health and Care Excellence,” American Psychiatric Association,”” and

The BMI should be interpreted in light of changes over time and weight loss practices. The lower the BMI and the more rapid
the drop in BMI, the greater the medical risk. For children and adolescents, use appropriate BMI percentiles.

A very low body weight (severe to extreme) and/or significant purging (severe to extreme) pose a substantive risk to
physical safety, and the combination of both low weight and purging has very high risk, which includes sudden death.
There are also longer term impacts of eating disorders such as, but not limited to, bone demineralisation (in low weight and/
or loss of menstruation) and dental decay (from vomiting).

Looking to the future

Research indicates that optimal care management has yet to be
realised, and it is notable that no psychological therapy has been
shown to be superior to an alternative therapy in a randomised
controlled trial for anorexia nervosa.”** Trials are needed to
develop a more comprehensive and nuanced understanding of
what works for whom. The first residential facility in Australia,
Wandi Nerida (https://wandinerida.org.au), opened in 2021,
offering an alternative to hospital inpatient care. A recent
systematic review of 19 studies reported positive outcomes
associated with residential-based treatments, which are notable
for their purposive employment of people with lived experience,
but there are no randomised controlled trials.”® Similarly, other
approaches that are currently used require evidence. These
include the adoption of weight-neutral practices in people of
higher weight’> and alternative psychological therapies (eg,
narrative therapy).”” There is also emerging evidence to support
person-centred approaches that focus on quality of life in people
with more enduring illness.”*”*

There is preliminary evidence for the efficacy of psychedelics
| in the treatment of anorexia nervosa,”> and further research

. is needed to assess the feasibility, brain mechanisms, and

outcomes of treating anorexia nervosa with psilocybin and
other psychedelics such as ketamine.”” Research regarding the
clinical utility of neuromodulation (eg, with transcranial direct
current stimulation) for binge eating disorder and bulimia
nervosa, or electroencephalography neurofeedback for binge
eating disorder, is sparse but shows promise in increasing
self-regulatory control and reducing participant self-reported
binge eating urges.”' Future studies are needed, with larger
and more diverse samples, to determine specific treatment
mechanisms.

Conclusion

Eating disorders are now well acknowledged mental health
problems that are common and present in people from
diverse sociodemographic backgrounds. There are a number
of excellent clinical practice guidelines and a robust evidence
base, particularly for first line care with specific psychological
therapies. Medications play animportant adjunctrolein care, and
novel neuromodulating treatments such as psychostimulants
are under study. There is emerging evidence for increased
person-centred care and treatment adaptation to address rates of


https://wandinerida.org.au

attrition, including alternatives to hospital inpatient programs,
and more respectful consideration of care broadly for people

with high weight.
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