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10.1 INTRODUCTION

In thelast unit, we focused on weight management. It isimportant to understand that
the problems associated with too much deviation on either side from the appropriate
ranged body weight increasesour risk of health problems. Obsession with Slimming,
especialy in the adolescent age group may result in eating disorders like anorexia
nervosa, bulimia nervosaand other eating disorders. What arethese eating disorders?
What are the strategiesemployed for treating such problems?How to cope with the
problems o refeeding individuals after acute starvation? These are some of the
issuesdiscussed in this unit.

Objectives

After studying this unit, you will beableto:

¢ definetheeating disorders,

e differentiate between the different eating disorders,

e diagnose patients suffering from different eating disorders such as anorexia
nervosa, bulimia nervosa, binge eating disorder etc.,

®  describe the management of these eating disorders, and

e planfor the nutritional management of these disorders.

10.2 EATING DISORDER -AREVIEW

If you talk to agroup of young boysand girlsin aninformal settingabout their physica
appearance, you will find that amgjority of them are dissatisfiedwith their weights, as
well as, their physica appearance. Boysin general want to be taller and want to have 221
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more muscular bodieswhich in fact, is a healthy trend. Most girls, on the other hand,
view themselves as fat and want to look slimmer the so-called ‘Aishwarya Raj
Syndrome'’. Sometimes, the obsession with body weight may beso severethat it leads
to eating disorders like anorexia nervosa and bulimia nervosa. These are psychiatric
disorders, primarily affectingadol escentgirlsor young women, who had been previoudy
healthy but start developingaparayzingfear of becomingfat.

In addition to these two disorders mentioned above, overlap syndromes also exist.
Some emaciated patients who fulfill the criteria of true anorexia nervosa may show
bulimic behaviour at some time. Similarly, subjectswith bulimia often passthrough a
phase of anorexia.In our discussion,wewill assumethat thetwo disordersaredifferent
expression of a psychological obsessionwith body weight.

Other eating disorders such as eating disorder not otherwise specified or binge
eating disorder or childhood eating disorder and eating disorder in athletes have
also been observed. We will study about some of these disorders, with particular
focus on anorexiaand bulimiain thisunit. Beforewe movefurther, it would be useful
to define some common terms that would appear in this unit asgiven in Table 10.1in
order to facilitatetheir understanding & this stage.

Table 101: Definitions of some common eating disorders

Anorexia It refersto loss of appetite, especialy as a result of
disease.
Anorexia Nervosa A disease characterized by refusal to maintain a

minimally normal body weight, intensefear of gaining
weight, body image distortion and amenorrhoea in
post menarcheal females.

Binge An episode of eating marked by three particular
features: 1) the amount of food eaten is larger than
most persons would eat under similar circumstances,
2) the excessive eating occurs in a discreet period,
usually less than 2 hours, and 3) the eating is
accompanied by a subjective sense of loss of contral.

Binge Eating Disorder | A disorder characterized by the occurrence of binge
eating episodes atleast twice a week for a 6-month
period.

BulimiaNervosa A disorder characterizedby repested episodesd binge
eating followed by inappropriate compensatory
methods such as purging, including self-induced
vomitting or misuse of laxatives, diuretics or non-
purging including fasting or engaging in excessive
exercise.

Eating Disorder not A diagnosticcriteriafor eating disorders that fail to
Otherwise Specified meet full criteriafor either anorexianervosaor bulimia
(EDNOS) nervosa.

Purging It isamethod intending to reverse the effect of binge
eating. Thismay involveself-induced vomiting, which
is the most common purging method. Additional
methods may include laxatives, enema and diuretic
abuse.

Now that you areawared the different disordersand theepisodes, methodsassociated
with them, we will move further and study about the different disorders—their
preval ence, incident, etiology and the diagnosticcriteriain detail. \WWebegin with anorexia

nervosa.



10.3 ANOREXIA NERVO3A

Anorexia nervosa, as you have read above, is a psychological eating disorder
characterized by'somatic delusions that oneis too fat despite being emaciated, and
refusal to maintainaminimally normal weightfor height and age. Theconditionincludes
weight loss leading to maintenance of body weight 15 percent below normal; an
intense fear of weight gain or becoming fat, despite the individual's underweight
status; adisturbancein the self-awareness o one's own body weight or shape; andin
females, the absence of at least three consecutive menstrual cycles that would
otherwise be expected to occur. Individuals with anorexia nervosa are unwilling or
refuse to eat enough food to maintain a body weight that isnormal or expectable for
their age and height (most clinician's use 85% of norma weight as a guide). Such
individuals, typically display a pronounced fear of weight gain and dread of
becoming fat although they are dramatically underweight. Concernsand perceptions
about their weight have an extremely powerful influence and impact on their self-
evaluation. The seriousness of theweight lossand itsphysical effectsis minimized or
denied.

From the above description, it is evident then that anorexia nervosais a condition
characterized by voluntary self-starvation and emaciation. The patients have body
Image distortion, causing them to feel fat despite their often cachectic (weight ioss,
wasting of muscle, lossof appetite, and general debility) state. So then, how can we
find out for sure whether a person issimply underweight or is he/she suffering from
an eating disorder? For this purpose, the American Psychiatric Association has laid
down certain diagnostic criteria in the 1994 Diagnostic and Statistical Manual of
Mental Disorders.Let us consider these criteria next, particularly with reference to
anorexia nervosa.

Diagnogtic Criteria — Anorexia Nervosa

Table10.2 givestheAmerican Psychiatric Association diagnostic criteriafor anorexia
nervosa. Although the manual does not use body mass index criterion of weight for
anorexia,aBMI of lessthan 18isconsideredthe borderlinefor diagnosis. Amenorrhoea
(absence or stopping of menstrual periods) is an invariable feature. An expressed
intensefear of gaining weight even though the individual is underweight completes
thediagnoss.

Table 10.2: Diagnostic criteria for Anorexia Nervosa

1 Refusa tomaintain body weight at or aboveaminimally normal weight for
ageand height, (i.e. weight lossleading to maintenanceof body weight less
than 85%o0f that expected; or failure to make expected weight gain during
period of growth, leading to body weight |ess than 85%oof that expected) .

2. Intensefear of gaining weight or becoming fat even though underweight.

3. Disturbancein theway in which one's body weight or shape isexperienced,
undue influence of body weight or shape on self evaluation, or denial of
seriousness of the current low body weight.

4. In postmenarchal females, amenorrhoea i.e. absence of atleast three
consecutive menstrual cycles.

Source: FromDiagnosticand Statistical Manual of Mental Disorders,4* ed. Washington, DC, American
Psychiatric Association, 1994.

A restricting type or the binge/purging subtype of anorexia nervosa also exist.
What is the difference between these two subtypes? Let us consider. During a
current episode of anorexia nervosa, if the person has not regularly engaged in binge
eating or purging behaviour, theindividual may be diagnosed as the restricting type.
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On the other hand, during the current episode of anorexianervosa, if the person has
regularly been engaged in binge eating and purging behaviour, the anorexia nervosa
petient is binge/purge subtype. Though binge eating and purging are characteristic
featuresd bulimianervosa, as you will soon find out, low body weight is the major
factor that differentiates bulimia nervosa from this subtype of anorexia nervosa,
Thus according to the established diagnostic criteria, patients who are 15 percent
below normal body weight and binge eat or purge are considered to have anorexia
nervosa.

Havinglooked at thediagnosticcriteria, let usnext review how common isthis problem?
What is the cause for this disorder and what are the clinical manifestations/
characteristics of anorexia nervosa?

Prcvalence/Incidence

The disorder occurs most commonly in adolescent girls and young women, but
adolescent boys and young men may be affected more rarely, as may children
approaching puberty and older women up to the menopause. Although the prevalence/
incidenceof the disorder isnot known with certainty, about 0.5% to 1.0% adolescent
girls and young women are reported to suffer from anorexia nervosa that meets the
full criteria. Itsincidence (appearance of new cases) among the 10-19 year old girls
has definitely increased during the past decade. Anorexia nervosa appearsto be more
prevalent in industrialized countries that embrace and idealize a thin body type, but
recent reviewssuggest that it is increasingeven in developing third world countries,
such as ours.

What then is the cause for thisdisorder? Read and find out next.

Etiology

Theexact cause of eating disordersisnot known. It ismultifactorial in origin in which
the personality of the patient, family relationship, socio-cultural factors and may be
genetic factors play an important role.

Although thefundamental causesof anorexianervosa remain elusive, there isgrowing
evidencethat interactingsocio-cultural and biol ogical factors contribute toitscausation,
asdo less specific psychological mechanism and a vulnerability of personality.

It is possible that the disorders begin when there are disturbed family relationships,
e.g., when the parents pretend to be gettingalong well with each other but are actually
highly dissatisfiedwith their marriage. Such afamily may beoverprotective, rigid and
too goal oriented. Some may have unusual inlerest in weight, food or shape of the
body. The eating disorder for the child in such afamily serves as afocusin order to
bring control into an otherwise chaoticlife. It is not clear how these factorslead to
intensefear of beingfat that iscentral to both anorexiaand other eating disorderslike
bulimiaabout which weshall learn later in this unit.

Psychiatric illnesses like depression and obsessive compulsive behaviour very
frequently are found in those with eating disorders, especially bulimia. These
abnormalitiesmay predispose to the development of eating disorders.

Cultural factors are important. Today everyone wants to be healthy and fit. ThiSmay
reinforcethefear of fatnessin an emotionally unstableperson; and may tip the borderline
case into frank disorder.

Occupation may also play a role. Dancers have a prevalence of anorexia nervosa
10 timesthat of the general population. Somestudies show that agenetic companent
may beinvolved aswell. However, suchinvolvementin the causation of thesedisorders
isconsidered only minor, if at al it exists. Apart from these, other multidimensional
causative factors that lead to anorexia nervosa are: vulnerable personality;



psychological conflicts— individual and family; socio-cultural factors—cult of thinness,
hazardousdieting, social class and raceand finally genetic and constitutional factors.

Next, areview on theclinical manifestations and medical complicationsfollows.

Clinical Features and Medical Complications

Anorexia nervosa, aswe have learnt above, is a disorder characterized by deliberate
weight loss, induced and/or sustained by the patient. You will noticethat theindividuals
suffering from anorexia nervosa have a typical and distinctive appearance. Their
body appearancemakesthiem |ook younger than their age. The clinical characteristics
and the medical complications associated with this disorder are included herewith:

e  Thepatients deny hunger, thinness or fatigue despite profound weight loss.

e They may be preoccupied with food and may take pleasure in cooking and
serving meals for others.

e They generally have constipation and are intolerant to cold. Patients are
hypothermic and often wear more clothing than isenvironmentally appropriate.

e |nseverecases, the bones protrude through the skin, as thereis hardly any body
fat.

e  Theskin may be dry and scaly. ’
e Pamsmay be yellow because of carotenaemia (high level of yellow pigment
carotenein blood).

e Body hair is increased. Frank hirsutism (excessive growth of coarse hair in
women).

e  Oedema may be present.
®  Parotid glands may be enlarged.

Anorexia nervosa, in fact, constitutes an independent syndrome in the following

sense: ‘

a) theclinical features of the syndrome are easily recognized, so that diagnosisis
reliablewith ahigh level of agreement between clinicians, and

b) follow-up studies have shown that, among patients who do not recover, a
considerable number continue to show the same main 'features of anorexia
nervosa, in a chronic form.

Common physical characteristics include lanugo (covering of fine, soft hair), brittle
listlesshair; cyanosis (abnormal, bluish colour) of theextremities. Bradycardia bel ow
60 beats per minute and hypotension below 70 mm Hg (systolic) arcfrequently present.
Further, laboratory findings include anaemia, and low serum potassium and albumin
levels. Plasma cholesterol is occasionally high but triglyceride levels are normal.
Glucose tolerance is abnormal. A number of hormonal disturbances are present. The
disorder isassociated with undernutritionof varying severity,with resulting secondary
endocrine and metabolic changes and disturbances of bodily function. There remains
some doubt as to whether the characteristic endocrine disorder isentirely due to the
undernutrition and the direct effect of various behaviours that have brought it about
(e.g. restricted dietary choice, excessive exercise, alterations in body composition,
induced vomiting and purgation and the consequent electrolyte disturbances), or
whether uncertain factors are also involved.

Complicationsincludesudden death because of acardiac problem. A declinein weight
to 35%below the ideal increases therisk of death. Other physical complications are
listedin Table10.3.
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Table 10.3 : Physical complications of amorexia nervosa

e Amenorhoea/lossof libido s Gadtricdilatation

e  Hypothermia ¢  Myopathy and neuropathy

e  Periphera oedema e Impairedliver function

e Congegtiveheartfailure e  Delayed puberty (if early onset)
e  Hypokadaemia a Osteoporosis

¢  Bonemarrowhypoplasia

We will take up the management of anorexia nervosaand bulimia nervosatogether
later in this unit. Now let us get to know about bulimianervosa.

104 BULIMIANERVOSA

BulimiaNervosa, as you may recall studying earlier, isa disorder characterized by
episodes of binge eating or very rapid intake of large amounts of high calorie food
accoinpanied by self-induced vomiting. Useof laxativesand diureticsisal sopracticed
toloseweight. Patients fear that they will start gainingweight if they stop purging. It
occurs in those who want to eat more but at the same time want to remain thin.

So, what istypical or characteristicfeatureof bulimianervosa patient? |t isarecurring
episode of bingeeating followed by one or moreinappropriate bekaviourto prevent
weight gain. These behaviours may include self-induced vomiting, laxativeabuse,
diureticabuse, excessivefastingor compulsiveexercise. Thecombinationof heightened
anxiety, low self-esteem, overconcern about body shape, physical discomfort and
intenseguilt provokesthedriveto purgethefood by self-induced vomiting, excessve
exerciseor themisuseof laxativesor diureticsmentioned above. Figure10.1 illustrates
the vicious cyclethat maintain bingeeating. This perspective on the perpetuation of
bulimianervosaisacognitiveone.

Low self-esteem

Over.concern about shape and weight

NN

Extremedieting
/ - Bingeeating
Compensatory pUrgi ng '

(self-induced vomiting, laxativesor diuretics)
[ - ]

Figure 10.1: The cognitiveview of the msintonance o f bulimia nervosa

Source ; Adapted from Fairburn and Cooper, 1989.



Thediagnosticcriteriafor bulimianervosa aslaid down by the American Psychi atric
Association is described next.

Bulimia Nervosa - Diagnostic Criteria

Bulimia Nervosa patients, unlike those of anorexia nervosa with binge and purge
subtype, are typically within the normal weight range, although some may be dightly
underweight or overweight. The common complaints are bl oating and flatulence (due
to excessive gas production), abdominal pain, constipation and nausea. The patients
are secretive about the eating-vomiting episodes so that family and friends do not
know aboutit. Generally, oneepisodeoccursdaily. Caloriedense and high carbohydrate
foods likeicecream, cold drinks, bread, jam etc. are eaten in large amounts. Bulimia
literally means'ox-hunger' and the term given totheeating patternis'dietary chaos'.
Patients tend to suffer from dental caries. Table 10.4 gives the diagnostic criteria of
thisdisorder.

Table 10.4: Diagnostic criteria for bulimia nervosa

1. Recurrent episodes of binge eating. An episode of binge eating is
characterized by both of the following

a) Eating, in a discrete period of time (e.g., within any 2 hour period), an
amount of food that is definitely larger than most people would eat
during similar period of time under similar circumstances.

b) A senseof lack of control over eating duringan episode e.g., afeeling
that one cannot stop eating or control what or how much oneiseating.

2. Recurrent inappropriate compensatory behaviour to prevent weight gain
such as self-induced vomiting, misuse of laxatives diuretics or other
medications; fasting; or excessive exercise.

3. The binge eating and inappropriate compensatory behaviours both occur,
on an average, at least twice a week for 3 months.

4. Sdf-evaluation isunduly influenced by body shape and weight.

5. The disturbance does not occur exclusively during episodes of anorexia
nervosa.

Source: From Diagnosticand Statistical Manual of Mental Disorders, 4 ed. Washington, DC,American
Psychiatric Association, 1994.

Bulimia nervosa, is further characterized as the purging type or the non-purging
type In the purging type, during a current episode of bulimia nervosa, the person
regularly engages in self-induced vomiting or the misuse of laxatives, diuretics or
enemas. In the non-purging type, during an episode of bulimia nervosa, the person
uses other inappropriate compensatory behaviours, such as fasting or excessive
exerciseas mentioned earlier, but does not regularly engage in self-induced vomiting
or use of laxatives, diuretics etc.

Diagnosticcriteriafor bulimia nervosa require that at least twice aweek for 3 months
patient must have episode df consuming avery large amount of food, which a normal
person is not capable of eating. There must be evidence that binge eating, which is
central to thediagnosis, isfollowed by self-induced vomiting which isseenin 80%to
90% of persons with bulimia nervosa. Disturbed body image is also an essential
feature.

Further, in bulimia, weight fluctuations are common. Patients even though thin, may
be well within 15%oof the ideal weight, some may even be overweight as informed
earlier. About 50% have norma menstrual cycle. Physical findings are generally
minimal. It isimportant to ook for scars from self-mutilation i n every suspected case.
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Well, then what causes this eating disorder?

Etiology

Bulimia nervosaisamultifaceteddisorder with psychologic, physiologic, developmental
and cultural components. There may beagenetic predisposition for thedisorder. Other
predisposing factorsinclude psychol ogic and personality factors, such as perfectionism,
impaired self-concept, affective instability, poor impulse control and an absence of
adaptive functioning to maturational tasks and developmental stressors (¢.g., puberty,
peer and parental relationships, sexuality, marriage and pregnancy).

Researchers suggest that abnormalities of central nervous system neurotransmitters
may also piay arole in bulimia nervosa. Furthermore, several familial factors may
increasethe risk of developing thisdisorder. For example, researchers havediscovered
that first- and second-degree relatives of individuals with bulimia nervosa have an
increased incidence of depression and manic-depressive illnesses, eating disorders,
and alcohol and substance abuse problems.

Well, then hiow common is this disorder? Who are at risk? Let us read and find out.
Prevalencelincidence

Bulimia nervosa appears to have become more prevalent during the past 30 years.
We do not have much data on Indian population related to this disorder, however, as
per the American Psychiatric Association, the prevalence of bulimianervosainwomen
IS1%t0 3%. It is 10 times more common in females than in males. The condition
usually becomes symptomatic between the ages of 13 and 20 years, and it has a
chronic, sometimes episodic course.

Theclinical manifestations and medical complicationslinked with bulimianervosaare
discussed next.

Clinical Features and Medi cal Complications

Unlike, anorexia nervosa, in bulimiayou will find that symptoms are more difficult to
detect because patients are usualy of normal weight and are secretive in behaviour.
Comorbid mood, anxiety, personaity disorders and substance-abuse related disorders,
ashighlighted in Table 10.5, may also be commonly noted, although it isnot clear if the
mood disturbances isafunction of bulimianervosaor aseparate phenomena. Common
sign/symptoms typical of bulimiamay include:

Signs/Symptoms of BUlima

o  Binges, minimum twice a week for three months

¢ Purging

o  Menstrual irregularities

s  Swollenglands

e  Frequent fluctuations in weight

a Inability tovoluntarily stop eating/feeling guilty or ashamed about eating
a Depressive moods

a  Persistent over concernwith body shape and weight

e  Overeating in reaction to emotional stress.




Table 10.5: Psychiatric conditions commonly coexisting with
bulimia nervosa

Mood disorders Anxiety disorders
Major depression Panic disorder
Bipolar disorder Obsessive-compulsive disorder

Generalized anxiety disorder
Post-traumatic stress disorder

Substancerelated disorders Personality disorders

Alcohol abuse Borderline personality disorder
Stimulant abuse Histrionic personality disorder
Polysubstance abuse Narcissistic personality disorder

Antisocial personality disorder

The medical complications of bulimia nervosa range from fairly benign, transient
symptoms, such as fatigue, bloating and constipation, to chronic or life-threatening
conditions, including hypokalemia (low potassium levels), cathartic colon, impaired
renal function and cardiac arrest. Serious medical complications of bulimia nervosa
are uncommon, but patients may suffer from dental erosion, swollen salivary glands,
oral and band trauma, gastrointestinal irritation and electrolyte imbal ances (especially
of potassium, calcium, sodium and hydrogen chloride). Laboratory tests reveal low
potassium levels (hypokalaemia) because of vomiting and laxative use. Hormonal
changes are less prominent than in anorexia nervosaand may be absent altogether.
Complicationsinclude aspiration, oesophagea or gastric rupture, or inflammation of
pancreas.

Physical complications arising due to inappropriate compensatory behaviour such as
self-induced vomiting or use of laxatives etc. may include:

a  Cardiac arrhythmias

a  Rend impairment from hypokalaemia

a Muscular paralysis

e Urinary infection epileptic seizures

a Tetany (from hypokalaemic akalosis)

e  Swollensalivary glands

e  Eroded dental enamel

e |njury to myenteric plexuses of large bowel

Havinggonethroughtheclinical featuresspecificto both anorexiaand bulimianervosa,
you would have realized that certain characteristics are specific to each one of these
disorders, which can help us in diagnosing and differentiating these specific disease
conditions. Table 10.6 presents the summary of the clinical features specific to the
two disorders.

Table 10.6: Anorexia nervosa (AN) and bulimia nervosa (BN) - clinical features

Clinical Features AN BN

Food avoidance Constant I ntermittent
Overeating - +++
Self-induced vomiting or purging + +++
Weight |oss 4+ +
Amenorrhoea + +

Dread of weight gain ++ 4+

Where AN = Anorexianervosa, BN = Bulimia nervosa
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Clinical Therapeutic With thiscomparison, we énd our study of bulimia nervosa. Next, weshall get toknow
Nutrition about the eating disorder not otherwisespecified.

Check Your Progress Exercise 1
1. What are thetwo main eating disorders? Discusstheir etiology.

.......................................................................................................................

3  Listthesigns/symptoms associated with Bulimia. Also mention any two physicel
complications.

------------------------------------------------------------------------------------------------------------------
.......................................................................................................................

.......................................................................................................................

4,  Classify thegiven characteristicsunder theappropriatecolumns: (i) Ox hunger,
(i) bingeeating and vomiting, (iii) hormonal disturbancesprominent, (iv) body
weight <85% of that expected, (v) dietary chaos, (vi) voluntary self-starvation,
(vii) emaciation, (viii) hypokalemia, (ix) useof laxatives, (x) carotenemiaand
(xi) gastric rupture.

Column A Column B
Anorexia Nervosa Bulimia Nervosa

............................................................................................

............................................................................................

............................................................................................

10.5 EATINGDISORDERNOTOTHERWISE
SPECIFIED (EDNOS)

In section 10.2 earlier, we emphasized that a diagnostic category for eatingdisorders
that fail to meet full criteriafor anorexia nervosa or bulimia nervosa is termed as
eating disorder not otherwise specified. Infact, according to theAmerican Psychiatric
Associ ati on, this category isfor disorders of eating that do not meet criteria for any
specific eating disorder. These disordersare highlighted in Table 10.7.

It isinteresting to note that patients who fall under eating disorder not otherwise
specified constitute about 50% of the population suffering with eating disorders. It is
equally important to understandthat if |eft untreated, patients with an eating disorder
not otherwisespecified may developfull-fledged anorexianervosaor bulimia nervosa.

Besides EDNOS, another-specificeating disorder identifiedisthe binge eating disorder.

230 Let us get to understand it and see how it differsfrom other eating disorders.



Table 10.7 : Diagnostic criteria for eating disorders not otherwise Specified

1. Forfemales, all of the criteriafor anorexia nervosa are met except that the
individual has regular menses.

2. . All o the criteriafor anorexia nervosa are met except that, despitesignifi-
cant weight loss, the individual's current weight isin the normal range.

3. All of the criteriafor bulimianervosa are met except that the binge eating
and the inappropriate compensatory mechanism occur at a frequency of
less than twice aweek or for duration d less than 3 months.

4. Theregular use d inappropriatecompensatory behaviour by an individual
of normal body weight after eating small amount of food.

5. Repeatedly chewing and spitting out, but not swallowing, largeamounts of
food.

6. Bingeeating disorder: Recurrent episodesdf bingeeating i n the absence of
the regular use d inappropriate compensatory behaviours characteristicof
bulimia

Source: From Diagnostic and Statistical Manual of Mental Disorders, 4* ed. Washington, DC, American
Psychiatric Association, 1994.

10.6 BINGE EATING DISORDER

Bingeeating disorder isprobably the most common eating disorder. Binge eatingyou
may recall westudied asan element of bulimianervosa. In Bulimia, however, episodes
d binge eating are followed by inappropriate behaviour such as purging, periods of
fasting, or performance of strenuous exercise. People with binge eating disorder, by
contrast, do not purge, fast or engage in strenuous exercise after binge eating.
Additionally, people with bulimia are typically of normal weight or may bedightly
overweight (the purging, etc., havelittleto no effect on thesubject's body fat), whereas
people with binge eating disorder are typically overweight or obese.

Binge eating disorder is a psychiatric disorder in which a subject:

®  periodically doesnot exercisecontrol over consumptionof food,

e  eats an unusually largeamount of food a onetime,

®  eatsmuchmore quickly during bingeepisodesthan during normal eatingepisodes,
e eatsuntil physically uncomfortable,

® eatslarge amounts of food, even when they are not really hungry,

e awayseats aone during binge eating episodes, in order to avoid discovery of
the disorder,

e often eats alone during periods of norma eating, owing to feelings of
embarrassment about food, and

¢ feelsdisgusted, depressed, or guilty after binge eating.

So canwe say that binge eating disorder is compulsiveeating? Binge eating disorder
issimilar to, but it i sdistinct from, compulsive eating. Peoplewith bingeesating disorder
do not have a compulsion to overeat-and do not spend agreat deal of time fantasicing
about food. On the contrary,some peoplewithbinge eatingdisorder havevery negative
feelings about food. As with other eating disorders, binge eating is a] ex(%{asve
disorder—that is, the disorder i san expression of adreper, psychological probiem.

Now that we have studied about the differenteating disorders, asastudent of dietetics,
it is crucial for us to learn how to manage these conditions. The management of
anorexia nervosa and bulimianervosa are discussed together i n the next section.
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10.7 MANAGEMENT OF EATING DISORDERS

Wesshall consider the componentsof themanagement of anorexia nervosaand bulimia
nervosa together, since the nutritional consequences and nutritional management for
both these conditions are on similar lines. However, before that, considerationneeds
to be given to symptoms of the starvation syndromei.e. (starvation caused ether by
food restriction/dieting as in anorexia nervosaor problems related tofood absorption
asin purging or excessive exercisemay mean that insufficient energy i s consumed for
weight maintenancein bulimianervosa). Box 9.1 highlights the starvation syndrome.

Box 1 | The Starvation Syndrome

What does starvation denotes? Let us find out.
Starts by not eating enough or & dll.

T'hen begins by losing water and salts, glycogen, protein from muscle, organs,
and finally, stored fat.

After awhile, the body's "furnace” doesn't use as much as it used to (kicks
down to save energy).

Right away, other changes begin to occur besides weight |oss—changes we
cannot see a first.

Very loose stools, thin hair, and baggy skin may appear over time.

Anaemia (not enough red blood cells, which carry oxygen) may make one fed
wesak, dizzy, and confused.

T h ekidney decreases urineformation, fluid often builds upin thetissues, making
fingers and ankles swollen.

Impulse to not eat must be dealt with. Food as an energy source for every
healthy body i simportant.

Other changesmay occur. Social activity may decrease; often Lhereisno energy
to study or meet friends.

New attitude and habits must be started to get healthy again. Normal weight
CAN and MUST be reached.

Source : Adapted from Krause & Mahan (11 ed.), Goodhart & Shils (18" ed).

Having looked at the symptoms specific to starvation let us proceed further, The
treatment of patients suffering from eating disorders, you would realize, hes to be
done by a multidisciplinary team comprising of a physician, nutritionist and
psychotherapists. Under no circumstancesa nutritionist alone, however experienced
she/he may be, should try to managesuch cases on hisown, without consultingexperts
from the other two disciplines. The increased psychological stress and the medical
complications that accompany refeeding necessitate the presence of the team.

The treatment of eating disorders can be said to have three components.

A) Psychological Management
B) Medical and Biochemical Management, and

C) Nutritional Management



We shall review the psychological and medical management herein thissection. The
nutritional management shall be dealt in detail in section 10.8 next.

Psychological Management

All anorexia nervosaor bulimia nervosa patients are resistant to any kind of therapy
and hospitalization may be a life saving measure, especially with anorexia nervosa
patients. Theintensefear of becoming fat and the disturbed perception of their weight

status is what make treatment difficult. The supportive care by an understanding.

physician/ psychiatrist is most important. The patient needsto be repeatedly assured
by the doctors that the treatment will not make her fat. The patient may be given
some reward, may be in terms of freedom/ home-visit as she shows some gain in
weight or even when she consumes extra food.

The patient needs to be told in a cam but realistic manner about the risks that
accompany starvation including sudden death. You will recall reading earlier that
sudden deathisareal danger if the patient is below 35%o0f theideal weight and if the
weight loss has been rapid. For bulimic patients hospitalization may be required only
for treatment of medical complications like aspiration or €lectrolyte imbalance. The
short- term goal for treatment of bulimics may be stoppage of gorging-regurgitation
cycles so that the load of food ingested may be limited. This also minimizes the
chance o aspiration or gastric rupture. Psychiatric treatment is required because
depression and anti social behaviour arecommon in bulimia.

The use of drugs remainscontroversial. The useof antidepressant therapy in both the
disordersneeds to be considered on individual merits of the case.

Biochemical and metabolic problems and their management

Hypokalaemia(low concentration of potassiumion in the blood), we learnt earlier, is
aproblem caused due to self-inducedvomiting and/or | axativemisuse. For thispotasium
supplementationis often required. Hyponatraemia (deficiency o sodium) may result
from diarrhoea and vomiting, misuse of diuretics or excessive intake of water. Rapid
correction of hyponatraemia and the use of hypertonic fluids are hazardous. Hence,
medical treatment becomes important.

Further, in patients with eating disorder, iron, folic acid deficiency may occur and
those who have been avoiding animal foods may be deficient in vitamin B, as well.
However, supplemental iron may bedangerousin the early stages of refeeding. Some
people with eating disorders are also deficient in zinc. Zinc deficiency may cause
atered taste, smell, appetite, as well as, a variety of neuropsychiatric symptoms.
Taking zinc supplements may help. Recent studies with bulimia patients indicate that
zinc supplementsseem to reduce their obsession with weight and concern with body
image.

A significant proportion of patients are deficient in thiamin and the increase in
carbohydrate metabolism which occurs during refeeding may exhaust inadequate
thiamin reserves. The early stagesof refeeding are a high-risk period for biochemical,
fluid balanceand cardiovascul ar abnormalitiesand pati entsshould be monitored closely.
Patientsat particular risk include those whose weight isvery low, those who have
hed previousbiochemical abnormalities or purge, and those with concurrent medical
conditionssuch asdiabetes, infectionand major organ failure. Electrolytedisturbances
are mogt likely to occur during the first 1-2 weeks of refeeding. There is a risk of
hypophosphataemia (deficiency of phosphate) and acute thiamin deficiency when
beginningrefeeding. Abnormal liver function testscan occur & presentation or during
refeeding. This appears to beself-limiting but other causesof liver dysfunction should
be excluded. Delayed gastric emptying results in early satiety and sensations of
abdominal fullness or bloating. Use of frequent small meals may help with this;
metoclopramidemay be used (usually in areduced dosage of 5 mg threetimes daily),
but is often of only limited effectiveness.

Nutritional
Management of Eating
Disorders

233



Clinical Therapeutic Next, let usget to know how to ensure nutritional management of eating disorders.
Nutrition But firstlet us revisewhat we have learnt so far by answering the check your progress

exercise 2.

Check Your Progress Exercise 2
1 What isthediagnostic criterionfor eating disorders not otherwise specified?

4, List thethreecomponents of thetreatmentof eating disorders. Why ismedica
management important?

Now, let usreview the nutritional management of eating disordersin detail.

10.8 NUTRITIONALMANAGEMENT OF EATING
DISORDERS

Good nutritional management o patientswith eatingdisorders requiresattentionto a
number of areas. It isimportant |0 have anutritional assessment of the patient through
diet history, weight history, as well as, assessment of biochemical, metabolic and
anthropometric measurements. A nutritional assessment form for eating disordersis
included in Figure 10.2. Initial dietary assessment should be part of the overdl
assessment of patientswith eating disorder. The initial assessment should cover only
those aspects essential to immediate management decisions as highlighted in Figure

10.2and may include:

e  recent change in eating habit

¢ rate of weight loss

e  bingeeating episodes

¢ vomiting and |axativemisuse

e gastrointestinal and bowel function

e fluidintake
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e  restrictionson the variety of acceptable foods

o  other conditions that may require dietary management (such as diabetes,
dehydration, hypophosphataemia etc.)

a  presenceof conditionsthat may affect nutritic- al requirements (such asinfection
or any trauma, growth)

o exerciseschedule

e  menstrual history

e  useOf vitamin/mineral supplements

e useof acohal.

Theamsof dietetic treatment should beto:

a  establish anormal pattern of food intake,

e encourageanutritional intakeappropriate tothe individual's needs, and

e  maintaina body weight withinanormal range.

L et usreview the nutritional management of anorexia nervosaand bulimia nervosa,
separately next.

Eating Disorder Assessment Form

..........................................................................

Date Of Birth .....ooovevveeiie i
DIAGNOSIS  Hospitalizations for
Eating disorder:
@ AnorexiaNervosa e In-patient
® Bulimia Nervosa e Day Patient SUGAR AND FAT SUBSTITUTES: ....c.coonuirs
e EntingDisorder NOS @ OUL-PAlient ..o ssssessessssessesssns .
@ INENSIVE e e s
Out Patient MISCELLANEQUS: Chewing QUM .ocvusesesesess
WEIGHT HISTORY Hard candy: ..c..c.onennvenn
Wt. Loss# ib........... from..........to.... Condiments: «....ccoveuvane
Minimum weight at current height........ o ——————
Maximum weight at current height....... BINGES: # per day # per week
IBW:.....%IBW...,.%Wt.Ioss:.... BMI%... Duration per epiS0de.....coevcsrrreerercmsereavarsemsensan
ANTHROPOMETRIC PROFILE Binge foods. ..o, fenn
Skinfolds(mm):o...oocooviiiiciinens breeeeberira e iSRS AT A s e bR Y e ab e e ren e as
Triceps........... Biceps....... Subscapular... Approximate keal/binge: suesesssessrsssssessssesersnsnnns
SUPLAIIIIAC! oo reiieneis e ———————————————————————————
; : 0
,?;'%Of sites (mm):........ #Body fat......... SELF-INDUCED VOMITING:
Oerrmarsnmssmnseesees i 0 V/RUNRORIO 1 I 1o o [PRSVPROPON
MAC(cm):.......... MAMC(CM):c v nrenes Times per day
MAMC%............. LAXATIVES:
BODY IMAGE ....ccciovvrnimimommiciini Type/brand:....ccovviiinee AMOouNnt.....c..coernvicnans
........................................................................... Duration of use......... Frequency of USe.....cuueans
........................................................................... DIURETICS: Type:ucresisereis @MOUNL....vess vor-
FULLALLERGIES. .. ccvevvvorsvoneerierenennennse Duration of use..........Frequency of usg....o.......
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, EXERCISE: .. crvrsrmsisissnmsrsrennas
........................................................................... TYPE: ervrrntesussnssinsssersersermnmsemnissainmstsntsnnsssisasasias
24-HOUR RECALL: crerireeieeecrrenianrisiceresinsinns Minutes/day v, HMES/WeEEK vurrrrrrrrrrrnnnnns
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, Purpose 0f €XEICISE....c.evveuinieisnrmmiccinvreiseirieienonnes
........................................................................... MENSTRUAL HlTORY
"""""""""""""""""""""""""""""""""""""""""" Ageof menarch. sy e
............................................................................ Last maﬂl‘ud period.'........,................................
FLUID INTAKE oo et emnsss s eieass MEDICATIONS (Prescript on and over-the~
.......................................................................... v COUNEEY) tesrsriniresinmrinsissssmumsirsnsisbanninrssssssnssssasasenen
VITAMIN/MINERAL SUPPLEMENTS : cteistrsssrssssessssnsssssssssnssssssssssssssssssssssssssssssssssssssssssnes
OO PRSP U OO OPPIO BOWEL FUNCTION & seevrererricrsiivanesisuconssininans

Figure10.2 : Eatingdissorder assessment form
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10.8.1 Nutritional Management of Anorexia Nervosa

The overall goa of nutritional rehabilition of anorexia nervosa patientsis to restore
weight, normalize eating pattern, achieve normal perception of hunger and satiety,and
correct biological and psychol ogical sequelae of malnutrition.

To achievethisgoal, we need to understandthat in the severely malnourished patient,
two separate but linked processes occur. First, inadequatefood consumption leads to
wasting and functional changesin dl tissues. Second, the general metabolic response
toinfection, traumaor other stressresultsin further specific nutrientlossesand cdllular
damage. Now starting to eat again after a period of prolongedstarvation, what we cal
asthe'refeeding syndrome' can precipitate problemsand complicationsinan anorexic
patient. Therefore, thefirst step has to be to repair the machinery, with tissue repletion
being asecondary consideration during the early phaseof treatment. The nutritional
management of severe anorexia nervosa is therefore, considered in terms of three
consecutive phases:

~  Resuscitation; First, identify and correct medical emergencies such as
hypothermia, hypoglycaemia, electrolyte disturbance, dehydration and
cardiovascular function as far as possible. Infectionsmay also be treated,

— Repair: thetissue/organ functions cannot be restored unlessthe cellular activity
has been repaired. In this context, the correction of multiple specific nutrient
deficiencies, needs to be corrected, and

~  Repletion: the ultimate objective of treatment is to return body compositionto
normal. But, abnormal body composition can only be corrected safely when the
cellular machinery has been adequately repaired, Any aggressive attempts to
drive weight gain at an early stage of treatment or correction of abnormal blood
biochemistry are potentially dangerous. Hence, slow and systematic repletion
and treatment regimen needs to be considered.

Clinica experience suggests that many of the untoward consequences of refeeding
can beminimized or avoided by starting the patient on relatively small amounts o food
and increasing thequantitiesprogressively. Initial intakeshould be sufficient at least to
prevent further weight loss. Thereafter, once the body is repleted, we need to provide
for initial weight gain phase followed by controlled weight gain and finally weight
maintenance phase. The guideline for nutrient/diet therapy and nutrient intake for
anorexianervosa patients therefore include:

A. Calorie Intake

Initial Intake: For refeedingand for al but the most severely ill patients intake levels
shouldusually start at 30-40Kcal/kg/per day i.e. approximately 1000 Kcal-1600 Kcal/
day. Thislevel of intakeshould be continued until it can be confirmed that gut function
is normal (i.e. bowel sounds are present) and that water overload, if present, is
beginning toresolve. Thelatterisindicated by weight stabilization and normally occurs
within 7-10 days. Thereafter, food intake should be increased as discussed next.

Weight gai n phase: The food intake can be increased as quickly as the level of
supervision and support will adlow. Intake may haveto beincreased to ashigh as
70-100 Kcal/kg per day for some patients during the weight gain phase. A weekly
weight gain of 0.5 -1.0 kg isgenerally regarded asoptimum. Thereis some preliminary
research evidence that a minimum weight gain of 0.5 kg per week resultsin greater
weight gain at discharge than use of a higher minimum. A gain of 1 kg per week
requires an energy intake of 1000 Kcal daily above the maintenance requirement. An
intake of 2200-2500 Kcal daily will promote weight gain of 0.5-1.0 kg per week in
most patients. The rate of gain will slow down as weight increases, owing to an
increase in metabolic rate and physical activity. It may be appropriate to increase
energy intake to compensate for thisor to alow aslower rate of weight gain in order
to facilitate stopping at the agreed maintenancefigure. Thisisfollowed by the weight
maintenance. phase.



Weight maintenance phase: The intake level during weight maintenance for adults
and as needed in children and adolescents for further growth and maintenanceshould
be set at 40-60 Kcal/kg per day.

B. Protarzs

To ensure adequacy, minimum protein intake should equal the recommended
dietary intakefor age and sex in g/kg ideal body weight. A protein intake in the
range of 15-20% of total caloriesisrecommended. Protein sourcesof high biological
value need to be included in the diet of the patient.

C. Carbohydrates

Carbohydrateintakein therange of 50-55%o0f caloriesiswell tolerated. It isimportant
toincludesources of insolublefibrefor optimal healthand for relief from constipation.

D, Fats

Adietary fat intake in the range of 25-30% of calories is recommended. Patients
may havean aversion to fat, which makes weight gain difficult. Fat may therefore be
included in the diet in adisguised form. For example, giving whole milk instead of
toned Ml k will help..

E. Micronutrients

It isadvisableto include one 100% RDA multivitamin tablet with minerals. The use
of prophylacticthiamine supplementsin oral form isrecommended for in-patientsand
those undergoing rapid weight gain. In the absence of data on the appropriate dose of
thiamine, it is recommend to give 25 mg per day; in cases of confirmed deficiency,
higher dosages may be required. Riboflavin deficiency may cause angular stomatitis
and iron deficiency causes anaemia. Vitamin C deficiency can cause bleeding gums.
These problems may need specific nutritional supplementation. Vitamin D requirements
are higher than average in anorexia nervosa, owing to the risk of osteoporosis, and
there isan argument for giving vitamin D supplements as part of refeeding. Calcium
rich foods should also be included because of risk of osteoporosis and osteopaenia.

Asdiscussed above, the patient must beencouraged to increase food intakegradually
and decreaseenergy output to achieve a positive balance. A nasogastric tube may be
needed but is not the preferred method and majority of patients can be fed orally. To
ensureintake of sufficient calories, the feedings should start early in theday. Initialy,
the intake is generally low and patient can tolerate three meals per day, may be
without abdominal distention and discomfort. But asthecal orie prescription increases
(>3000 Kcals may be required) the number of feedings must beincreased. Thismay
result in guilt feedings in patients because they feel that they are snacking between
meals. It is wise to introduce calorie dense, may be commercial liquid supplements
between meals which are easier to discontinue when the desired weight is reached,
During treatment daily food record and caloric intake should berecorded alongwith
eating behaviour, timeof the meal and the meal consumed, food/drink eaten and their
amounts etc. In addition, all the foods eaten at a binge and the time and method of
purging aso needs to be noted down whenever they occur tofurther plan the treatment
and monitor the course of thedisorder. Inaddition tothefood diary, record of exercise
undertaken should also be maintained to evaluate energy balance. Body weight must
be checked daily when patient i s hospitalized and later once every one or two weeks
after discharge.

Having gonethrough the nutritional rehabilitation described aboveyou would realize
that management of anorexia nervosa is complex and require different treatment
modalitiesat different stages of illness and recovery. Next, | et uslearn about nutritional
rehabilitation of bulimianervosa.

10.8. 2 Nutritional Management of Bulimia Nervosa

Bulimianervosa, we know, ischaracterized by therecurring episode of binge eating
followed by one or more inappropriate behaviour to prevent weight gain. Therefore,
the initial attempts in the treatment of bulimia are aimed at correcting the dietary
chaos by breaking the gorging-regurgitation cycles. Instead of weight loss which is
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the ultimate goal, stabilization of weight should beaimed at in thebeginning. Generally
1200-1500 Kcals are prescribed at first with the same nutrient prescription as for
anorexianervosa. Astandard multivitamin and mineral supplementisgiveninitialy. In
general, abalanced diet providing 50-55%of the cal oriesfrom carbohydrate, 15-20%
caloriesfrom proteins and 25-30% from fat is reasonable. Small amount of dietary
fat may be encouraged at each meal. Fat may be better tolerated when not visible as
in foods like whole milk and cheese. Further, it would be beneficial to include more
sources of essentia fatty acids in the diet. It isimportant to remember that patients
suffering from bulimia nervosa are likely to remain on low-calorie intake for longer
period as compared to anorexic counterparts.

Although most patients with bulimia are normal to overweight, they may be
hypermetabolic. Thisaspect must be considered when prescribing the calorie intake.

If alow metabolism issuspected, initial calorie prescription may beequal to 100% of

the Harris-Benedict predicted REE. Typically, this is around 1500 Kcal for adults.,
You may recall studying about the HarrisBeneclict equation in Unit 4 earlier. We
learnt that this equation can be used to calculate resting energy expenditure (REE),

for men and women, along with the usual multiplication factor to provide adequate

caorieintake asgiven herewith:

Calorie requirements/day: 1.25x REE (for each 1°C above 37°C add 10%extra
allowance)

Women REE =655 * (9.6 x weight inkg) * (1.85X heightincm) — (4.7 x agein years)
Men REE =66 + (13.7x weight in kg) t (5.0x height incm) - (6.8 X age in years)

Thisequation can be used to prescribe the calorie intake for weight maintenance in
bulimianervosa patients.

The patientsof bulimia, because of the binge eating and purging behaviour in the past
fail torecognize hunger and satiety signals. Thesebiological cuesgel strenglhened by
regular meals and prescribed in-between snacks at areasonable calorie level. Patients
tend to digress from the prescribed pattern when a binge episode occurs during
treatment. An important part of breaking thiscycleisto get theindividual to monitor
their intake through completing afood diary. An example of afood diary is presented
in Table 10.7.

Table 10.7: Exampleof a food diary

Time/Meal Food Drink Binge/Vomit/ Comment/Feelings
Eaten and Amount Laxatives/
" | EatingBehaviour/
Food Tolerated
Breakfast Nothing _ Not hungry
Mid Morning { Tea- 2 cups - Need something tofill
my stomach.
Redlly busy at work so
no timeto eat.
Lunch 2 dry chapatti, Veay hungry, fedl asif
(130p.m.) 1 katori dal, small cube Igguld e%trymore
o cottage cheese, but must not.
1 tomato, can of
diet cola
Tea(5.00p.m.)| Two gulabjamun Vomitsd Someone's birthday in
the officeso couldn't
refuse. Feel really guilty
and had to bc sick.
Dinner 4 piecesof pizza, Bingel!! Vomited | Couldn't decide what
2 Bgf:l\t(etsd crisps, and took 10 to havefor dinner, so
2 bowlsof icecream, | laxaives dtarted on pizza.
6 snack size chocolate Could not stop this
bars e binge at any cost.
; 1feel terrible.




Completing a food diary as mentioned above is a valuable aspect of treatment by
identifying areasof difficulty and allowing progressto bemonitored, aswell as, enabling
theindividual to reveal problematicthoughts and feelingsat thetimethey are consuming
food. This can then be used as the basis for planning meals to lessen anxiety around
eating. Patience and support from the dietitian and family members are crucial for
helping the patients in retaining the positive changes regarding altitudes and eating
habits. An important goal for nutritional management, therefore, is to establish the
individual on aregular pattern of eating. Often, normal cuesfor hunger and satiety are
disrupted through repeated cycles of binge and restrictive eating so encouraging a
regular meal pattern also helps the sufferer to begin to identify hunger and fullness
again. They should be encouraged to eat regular meals and snacks and to maintain
this pattern of eating even after a binge. Each meal or snack should be based around
carbohydrate, with moderate amounls of protein Foods and vegetables and fruit. They
should be encouraged to include non-diet foods and to include foods containing fat. It
is aso worth getting them to compile a list of foods normally avoided or associated
only with binges and to encourage them to include these within their meal pattern,
when they feel able to do so. The amount of food needed to meet energy needs is
greater than that needed to consume sufficient nutrients. Thus, consumption of some
energy dense, less nutritious food should be encouraged. A minimum intake of 1500
Kcal, asdiscussed earlier, isusually an appropriate level to beginwith,increasingloan
intake corresponding to the estimated average requirement for the particular patient
as recovery proceeds.

Further, a detailed weight history should be carried out to include current, highest,
lowest and idedl weights, and it should bestressed that recovery cannot be accomplished
if the sufferer istrying to maintain a weight below normal. Thus, those with a pre-
morbid history of obesity may have to accept that they will need to reach aweight that
is higher than they would like to be. Weight stabilization should bean initial emphasis,
particularly for those experiencing weight fluctuations. Even among patientsof normal
weight, nutritional counseling can be used to accomplish the desired results.

There issome evidence that treatment/management programmes that include dietary
counseling as part of the programine are more effective than those that do not. Let us
see how.

Nutrition counseling/ecducation — an important component of management of
eating disorders

Nutrition counseling can be used to accomplish a variety of goals, such as reducing
behaviours related to the eating disorder, minimizing food restrictions, correcting
nutritional deficiencies, increasing the variety of foods eaten and encouraging healthy
and not excessive exercise pattern. Nutrition Education is an important aspect of
thetreatment. The patients report an extremely good knowledgeof foods and nutrition.
For example, most anorexia nervosa patients try to argue against adding calorie rich
foods to their diet because they have known their energy values. However, their
interpretation of facts may be faulty because of the nature of their iliness. They need
to beeducated about theimpact of mainutrition on growth, development and behaviour.
They should be made aware of the importance of balanced diet, food guide pyramid
and adso the ineffectiveness of vomiting, laxatives and diuretics in long-term weight
control. Education may beimparted individually or in a group setting.

Treatment of anorexia-bulimia syndromesisalong-term affair. Many atime's failures
are experienced. It requires great perseverance and consistent effort by the patient,
the family and the dietitian/physician for effective outcome. The prognosis of these
eating disordersis highlighted next.

Prognosis. About 50% of the patients recover fully from anorexianervosa and achieve
norma weight, 30% improve but have a partial recovery and 20%will have lifelong
problemswith eating pattenis. Older age of onset, long duration of illness, extreme
weightlossand significant depression resultin poor prognosis. Bulimia haseven poorer
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prognosishecause of medica dangersof gorging and severe psychiatric disturbances.
Thesuiciderateasoishighin bulimicpatients. Almost 40% of treated patients remain
bulimic after one and ahaf year o treatment. About 2/3 experience relapse within a
year of recovery. The outcome criteria e.g., weight, food intake, proper body image,
menstruation and social, psychological and sexual adjustmentsmust be assessed for a
number o years after recovery. Early intervention and better treatment strategies
today have helped in reducing the mortality from eating disorders.

Check Your Progress Exercise 3
1. Wha isthe god for the nutritional management of anorexia nervosa and
bulimia nervosa?

......................................................................................................................

2. Givethenutrient requirementfor calories, proteins carbohydrates, fats and
vitamin/minerals for an anorexianervosa patient.

3.  Givetheimportance of maintaining afood diary for abulimia nervosa patient.

......................................................................................................................

4.  Wha istheimportanceof nutritional counselingin the management of egting
disorders?

109 LET US SUM UP

In thisunitwelearnt about the prevalence, classification, causative factors, metabolic
changes, clinical manifestationsand management of variousproblemsrelated toeating
disorders.

Anorexia nervosa and bulimia nervosa are the two eating disorders, which may have
life threatening consequences. Patients with eating disorders, we learnt, display a
broad range of symptoms that frequently occur along a continuum between those of
anorexianervosaand bulimianervosa. Thecare of patientswith eating disorder involves
acomprehensive array of approachesincluding, psychiatric, medical and nutritional
management. They necessitate treatment by a multidisciplinary team and not by
nutritionist alone. Thefirm approachby thedietitian/treating doctorsand regular follow
up monitoring for many years afterwardshelpsin the recovery o patients,

10.10 GLOSSARY

Binge eating > an episode of excessive eating accompanied by a sense of
loss of control over the eating process.

Bradycardia :  refersto theslowness o the heart rate, usually fewer than 60
pulse beats per minutein an adult human.



Carotenemia 1 presence in the blood of yellow pigment carotene from

excessive intake of carotene rich vegetables and fruits .

Cyanosis :anabnormal bluish colour of the skin or mucousmembranes.

Hirsutism - an excessive growth of coarse hair particularly in women.

Lanugo : acoveringdf fine, soft hair, ason aleaf, aninsect, or anewborn
child.

Life expectancy : adtatistical measure of theaverage o theremaininglifetime
of anindividua in the given group.

Overweight - being too heavy for on€e's height; aBM| of 25to 30 kg/m?

Purging 1 methods intended to reverse the effects d binge eating like

self-induced vomiting, use of laxative, enemaor diuretics.

10.11 ANSWERES TO CHECK YOUR PROGRESS

EXERCISES

Check Your Progress Exercise 1

1.

The two main eating disorders are—Anorexia Nervosa and Bulimia Nervosa.

It is multi factorial in origin in which the personality of the patient, family
relationship and socio-cultural factors and may be genetic factors play an
important role. It is not clear how these factors cause intense fear of being fat
that is central to both anorexia and bulimia.

Theclinical featuresof anorexianervosainclude: general constipation, intolerance
to cold, visible skeletal frame, in severe cases, the bones protrude through the
skinasthereishardly any body fat, the skin may be dry and scaly, palms may be
yellow because of carotenemia

Signs/ symptoms of bulimia are binging and purging, menstrual irregularilies,
swollen glands, weight fluctuations, over concern about body weight and
depressive mood. Physical complications are mentioned in section 10.4. Read
and answer on your own.

Anorexia Nervosa (iii), (iv), (vi), (vii), (X)

BulimiaNervosa(i), (i), (v), (viii), (ix), (xi)

Check Your Progress Exercise 2

1

In this, for females all criteria for anorexia nervosa are met except that
menstruationsregular, criteriafor bulimianervosa i smet except that binge eating
islessthan 3 months. Repeated chewing and spitting out without swallowing
large amounts of food is aso common.

Binge eating disorder is acommon eating disorder, whereasin bulimianervosa,
episodes of binge eating is generally followed by inappropriate behaviour like
vomiting, periods of fasting and performance of strenuous exercises. People
with bingeeating disorderaretypically overweight unlikeindividual swith bulimia,

Thestarvationsyndrometypically beginswith no eating at al followed by lossof
glycogen, muscle mass from the body and consequently lose of body weight.
Other changes like loose stools, hair thinning and baggy skin starts appearing
followed by anaemia. Thus, makinganindividual lifeless, dull, fatigued to do dny
work or to socialize.

The three components of treatment for eating disorders include: psychological
management, medical and biochemical management and nutritional management.
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Clinical Therapeutic Medical management is essential to give immediate attention to loss of body
Nutrition fluids, hyponatremia and hypokalemia, which need to be corrected at the earliest
to prevent fluid and electrolyte imbalance.

Check Your Progress Exercise 3

1. Nutritional management for anorexia nervosa consists of resuscitation, repair
and repletion whereasin bulimianervosa the nutritional therapy aimsat preventing
dietary chaosby breaking the gorging — regurgitation cyclesand by providinga
balanced diet.

2 Therequirementsfor calories for an anorexic patient include 30-40 Kcal/kg/per
day i.e. approx. 1000-1600Kcal/d. Proteins intake range from 15-20%d totd
caloriesrecommended. Carbohydrates50-55%oof calories. 25-20% of fat cdories
is also recommended. A 100% RDA multi vitamin tablet with minerals.

3. Inorder tokeep tract of the binging and purging behaviour, maintaining afood
diary isadvised. Thisdiary isvaluableasit allows monitoringaf progressa the
time of eating ameal. Thediary can help identify timesof distress, thefedings
associated with the binge.

4. Theroled nutritional counselingis used to achieve avariety of goalsin petients
like reducing behavours related to eating disorder, minimizingfood redtrictions,
correcting deficiency, promoting intake of food isan hedthy and encouraging
way. Itisan important aspect of treatment for patientswith eating disorders.





