
Did you know that eating
 disorders are on the rise in
children as young as age 7?
How about these statistics:
13% of high school girls
purge, and 40% of 9-year-old
girls have dieted? That’s why
 learning about the different
types of eating disorders 
and their signs and symp-
toms is essential to early
detection and prevention.
We’ll also fill you in on
 treatment options and 
give you tips on how 
to help your patient to 
a  successful recovery.
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EATING DISORDERS encompass a spec-
trum of problems—anorexia nervosa, bu-
limia nervosa, and binge eating disorder—
each with a range of mild to severe
symptoms. These disorders can cause sig-
nificant health problems across the lifespan.
Without treatment, up to 20% of people
with serious eating disorders die, the high-
est mortality rate for any mental illness.
With treatment, that percentage decreases
to less than 3%, and 60% of patients re-
cover.

In this article, I’ll discuss the criteria for
each type of eating disorder and take a look
at possible physiologic and psychodynamic
causes and common risk factors. Then I’ll
review the signs and symptoms for each dis-
order, go over available treatment options,
and let you know what you can do to help
these patients.

What’s in a name?
Anorexia nervosa is characterized by self-
imposed fasting or dieting with severe
weight loss or maintenance of a weight
that’s less than 85% of normal for the per-
son’s age and height. Other characteristics
of anorexia include compulsive exercise
habits and laxative or diuretic use. In most
cases, the person with anorexia is overly
preoccupied with food and perceives herself
as fat even if she’s not (known as body dys-
morphia). Perfectionism and an obsessive
need for control are two dominating per-
sonality traits in people with anorexia. Ob-
sessive control is often utilized in an effort
to become the perfect person that others
will love and admire.
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Anorexia nervosa was first formulated
into a diagnostic disorder in the 20th centu-
ry. In the United States, between 90% and
95% of anorexia cases occur in females,
affecting about 1% of young women ages
12 to 25. They aren’t the only ones though!
Research is now reporting the disorder in
children as young as age 7 and adults as
old as age 76. About 10% or less of people
with anorexia are male. Cross-cultural
studies confirm its presence in other coun-
tries, with an increased incidence in coun-
tries that have a greater degree of western-
ization. 

Bulimia nervosa is characterized by
episodes of recurrent binge-purge cycles.

During binges, the person eats large
amounts of food compulsively and
quickly. Weight is controlled through
purging (vomiting or the use of emet-
ics, laxatives, diuretics, or diet pills),
strenuous exercise, or fasting. The

person with bulimia is usually of nor-
mal or above-normal weight and has
weight fluctuations. In most cases, this

person feels a lack of control when binge
eating, which leads to an attempt to undo
the consequences of the overeating. 

Bulimia affects about 4% of college-aged
women in the United States. About 50% of
people who have had anorexia develop
bulimia or bulimic patterns. As with anorex-

ia, only about 10% of people with bulimia
are male.

Binge eating disorder is a relatively new
diagnosis. It’s characterized by eating large
amounts of food with a feeling that the eat-
ing is out of control. During a binge eating
episode, the person may eat faster than
usual, eat until she feels overly full, and con-
sume large amounts of food even if she’s not
hungry. The person with binge eating disor-
der may also eat alone or hide her eating out
of embarrassment or shame. Following a
binge episode, the person may feel repulsed,
depressed, or guilty about her behavior.
Unlike bulimia, the person with binge eating
disorder doesn’t engage in purging, strenu-
ous exercise, or fasting after binging, often
causing her to be overweight or obese.
People with this disorder often experience a
significant deficit in the ability to work or
perform life roles.

A recent study reported that up to 3% of
women in the United States have binge eat-
ing disorder, as do 30% of women who seek
treatment to lose weight. That adds up to 1
to 2 million adults in the United States who
have a problem with binge eating.

What causes eating disorders? Are there
any identifiable risk factors that can aid in
the early detection of these patients? Let’s
take a look.

All in the family?
Physiologic regulation of appetite occurs in
the complex neural center of the hypothal-
amus, the location in the brain that signals
hunger and satiety. Neuropeptides, neuro-
transmitters, the condition of the gastroin-
testinal (GI) tract, and the metabolic rate
are some of the physiologic factors that
can influence the regulation of eating. The
major neurotransmitter systems involved
in eating disorders are serotonin and
dopamine. The brain of a person with an
eating disorder may not release balanced
amounts of these neurotransmitters. A dys-
regulation in the serotonin system can
cause increased obsessive thoughts or com-

42 Nursing made Incredibly Easy! May/June 2007

Not all eating
disorders are
created equal.
Find out more

here.

Does your patient have an eating
disorder?
The SCOFF questionnaire is a quick screening tool for eating disorders.
Ask your patient the following questions. If she answers yes to two or
more of them, she may have an eating disorder.
• Do you make yourself Sick because you feel uncomfortably full?
• Do you worry that you’ve lost Control over how much you eat?
• Have you recently lost more than One stone (14 pounds) in a 3-month
period?
• Do you believe that you’re Fat when others say you’re too thin?
• Would you say that Food dominates your thoughts?

Source: Morgan JF, Reid F, Lacey JH. The SCOFF questionnaire: Assessment of a
new screening tool for eating disorders. British Medical Journal. 319(7223):1467-
1468, December 1999.
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pulsive behaviors. Starvation and the ex-
cessive exercising that occur in anorexia or
the stimulus of the food itself that occurs
in binge eating can influence the release of
dopamine, producing a feeling of eupho-
ria. The person then increases the stimulus
behavior to continue experiencing feelings
of pleasure. 

Genetics may also play a role. As with dia-
betes, a person with a family history of an
eating disorder has an increased chance—as
much as a four to five times greater chance—
of developing that disorder. Studies have
also shown that twins are more likely than
the general population to both develop eat-
ing disorders.

The family structure itself can increase
the risk. According to family theory, girls
who live in families that highly value per-
fection are at a greater risk for developing
an eating disorder. As the child attempts to
meet the family’s high standards, the eat-
ing disorder becomes an act of rebellion, in
which the child gains a sense of control
over her life. 

Sociocultural factors, like popular cultur-
al preferences, media images, and peer
pressure, can also influence eating behav-
ior. For example, people with a genetic pre-
disposition to anorexia may respond more
readily to triggers in the environment, such
as viewing thin fashion models in maga-
zines. Peo ple who pursue professions that
emphasize thinness, like modeling or danc-
ing, are also more likely to exhibit eating
disorders.

Personal characteristics that may influence
the development of eating disorders include
low self-esteem and feelings of helplessness.
People with eating disorders have a high
rate of other psychiatric illnesses, including
anxiety, depression, and addictive behavior.
A lack of a healthy positive body image is
also common to all eating disorders; whether
influenced by culture or family, the person
with an eating disorder views her body neg-
atively and not up to self-imposed standards. 

So how do you recognize an eating disor-

der in your patient?
Let’s review physi-
cal findings that you
may en counter.

Focus on…
If you suspect your
patient has an eat-
ing disorder, you’ll
need to take a
health history and
perform a physical
exam. 

Ask your patient
about:
� current, usual,
and ideal weight
� complaints of fa-
tigue, tooth sensitiv-
ity, intolerance to
cold, or dizziness
� abdominal com-
plaints, like consti-
pation, indigestion,
and nausea
� regularity or ab-
sence of menses
� history or current
practice of self-
induced vomiting
� usual 24-hour food intake, including
which foods are best and least tolerated
� use of vitamin, mineral, and other nutri-
tional supplements, as well as over-the-
counter and prescription drugs
� significant medical history, as well as his-
tory of drug or alcohol abuse
� psychological aspects, such as family,
emotional state, and body image
� physical activity patterns.

See Does your patient have an eating disor-
der? for sample questions you can ask.

You’ll also want to assess any cultural,
ethnic, or religious influences on your
patient’s food intake, as well as abnormal
food eating practices, such as cutting food
into tiny pieces or disposing of food secretly.

Now, let’s examine signs and symptoms
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Common
characteristics
of eating disorders
Eating disorders are most common
among young girls with low self-esteem.
Other personal characteristics vary by
disorder.

Anorexia
• Perfectionism
• Concern with pleasing others
• Lack of maturity
• Family emphasis on high achievement
• History of bulimia

Bulimia
• Difficulty controlling impulses, stress, and
anxiety
• Pattern of hiding binge-purge cycles from
family
• History of anorexia

Binge eating disorder
• Tendency to eat quickly, eat until uncomfort-
ably full, eat when not hungry, or eat alone
• History of depression
• Difficulty controlling impulses and stress
• Difficulty expressing feelings
• Family history of eating disorders

sheet

cheat
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specific to each of the eating disorders I men-
tioned earlier.

Anorexia
Be alert for these signs and symptoms of
anorexia:
� wasted appearance
� thinning hair or alopecia (hair loss)
� dry skin and brittle nails
� decreased heart rate and low blood 
pressure
� constipation
� amenorrhea (cessation of menses)
� reduced muscle mass and joint swelling.

Patients with anorexia typically have
long-term health problems that result from
the disorder. Malnutrition can lead to irreg-
ular heart rhythms, as well as osteoporosis
from lack of calcium and reduced estrogen
levels. With extreme starvation, heart fail-
ure can occur. Severe starvation can also
irreversibly change brain tissue structure.
Anorexia affects the GI tract too, which can
lead to delayed gastric emptying and de -
creased gut motility. Electrolyte and fluid
imbalances can cause an increased blood
urea nitrogen level, diabetes insipidus, and
peripheral edema. Endocrine complications
include the formation of lanugo (fine, infan-
tile hair over the entire body), cold intoler-
ance, cessation of puberty, and lethargy.

Keep an eye out for abnormal complete
blood cell count values that indicate leu ko -
penia (decreased white blood cell count)
and thrombocytopenia (reduced platelet
count) from bone marrow hyperplasia,
hypoglycemia from abnormal metabolic
patterns, thyroid abnormalities, and an
abnormal lipid profile from decreased bile
secretion late in the disease process. Vita -
min and mineral deficiency may also be
evident with blood testing.

Bulimia
Signs and symptoms of bulimia include:
� puffy cheeks due to enlarged salivary
glands
� damaged tooth enamel from high acidity

in the mouth caused by excessive vomiting
� broken blood vessels in the eyes
� abrasions on the knuckles from using the
hand during self-induced vomiting.

The purging behavior and misuse of laxa-
tives associated with bulimia can lead to
electrolyte and fluid imbalances, especially
hypokalemia (decreased potassium level)
and hypochloremia (low chloride level),
accompanied by weakness and fatigue.
Hypokalemia can lead to potentially fatal
cardiac arrhythmias. The chronic use of the
emetic medication ipecac can cause skeletal
myopathy and cardiomyopathy. Excessive
vomiting can result in esophageal inflamma-
tion, and gastric and esophageal tears can
cause severe bleeding. 

Binge eating
Signs and symptoms of binge eating disor-
der include:
� normal weight or overweight with
weight fluctuations
� fatigue
� hypertension
� joint pain.

Binge eating sometimes leads to obesity,
which can increase the person’s risk of type 2
diabetes, heart disease, hypertension, dys-
lipidemia, gallbladder disease, obstructive
sleep apnea, menstrual irregularities, and
stress incontinence.

After a complete assessment and physical
exam, it’s pretty clear that your patient has
an eating disorder. What’s next?

Team spirit
The treatment goals for a patient with an
eating disorder are to restore normal body
weight and eating habits and to resolve
psychological issues. To treat anorexia, bu-
limia, or binge eating disorder, an individ-
ualized, multidisciplinary approach is
most likely to be effective. Various types
of psychodynamic therapy can be used,
such as cognitive behavioral therapy, fam-
ily therapy, and group therapy. Antide-
pressants may also be helpful. Typically,
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memory
jogger
To remember the
goals of nutrition
therapy for the
patient with anorex-
ia, think of the three
R’s:

Restoring nutritional
status

Maintaining
Reasonable weight

Reestablishing
 normal eating
behaviors.

Copyright © 2010 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.



eating disorders are treated on an outpa-
tient basis; severe cases in which the pa-
tient has persistent symptoms despite on-
going treatment, suicidal impulses, or a
dangerously low weight may require hos-
pitalization. 

Let’s start with nutrition therapy.
Nutrition therapy is an important part of

treatment. A nutritionist can assess the
patient’s nutritional status, knowledge base,
motivation, and behavioral status. Besides
basic nutrition education, each type of eating
disorder has particular nutritional needs.
Let’s take a closer look.

The goals of nutrition therapy for patients
with anorexia are to:
� reestablish normal eating behaviors
� restore nutritional status
� maintain reasonable weight.

Meal planning for the patient with anorex-
ia should:
� provide about 1,500 calories/day (some
patients may need to start at a lower calorie
level and increase by 200 calories/week)
� include small, frequent meals and snacks
� incorporate one-on-one supervision dur-
ing meals
� allow the patient control over food
choices whenever possible
� include nutritionally dense foods to meet
caloric goals
� include high-fiber or low-sodium foods to
control constipation and fluid retention
� include limited gas-producing and high-
fat foods

� include multivitamin and
mineral supplements

� exclude caffeine
� initially exclude high-risk binge foods,
which vary with each patient, because of
the high risk of a patient with anorexia de-
veloping bulimic patterns; these foods can
be reintroduced into the eating plan later to
prevent fear of that food. 

For patients with bulimia, the goals of
nutrition therapy are to:
� identify food fears
� correct food misinformation
� reestablish normal eating patterns.

To promote patient adherence, nutrition
therapy for patients with bulimia is initially
structured and inflexible. Eating plans sim-
ilar to those used for the patient with dia-
betes can be used to specify meal portions,
food groups, and the frequency of eating.

Meal planning for the patient with bulim-
ia should:
� provide at least 1,500 calories/day, in-
cluding snacks
� include fat, which helps delay gastric
emptying and promotes satiety
� avoid large amounts of food eaten in a
short amount of time
� introduce “forbidden” foods as appropri-
ate (a forbidden food is usually a high-
calorie food that the patient feels guilty
about eating).

To help your patient with bulimia meet
nutritional goals, encourage her to:
� sit down during each meal to increase
awareness of eating and satiety
� eat meals slowly (at least 20 minutes)
without distractions like television
� use appropriate-sized utensils
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With your help,
a patient with

an eating
disorder won’t
be afraid of
her scale.

On the Web
These online resources may be helpful to your patients and their families:
Academy for Eating Disorders: http://www.aedweb.org
ANRED (Anorexia Nervosa and Related Eating Disorders): http://www.anred.com
Eating Disorders Anonymous: http://www.eatingdisordersanonymous.org
Eating Disorders Referral: http://www.edreferral.com
Multiservice Eating Disorders Association: http://www.medainc.org
National Eating Disorders Association: http://www.nationaleatingdisorders.org.
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� refrain from skipping meals or eating
snacks.

Nutrition therapy for patients with binge
eating disorder focuses on changing un -
healthy eating habits and achieving and
maintaining a reasonable weight. To pro-
mote weight loss and healthy eating
behaviors, nutritional interventions for
patients with binge eating disorder are
similar to those for bulimia. If the patient
is mildly obese or not overweight, howev-
er, a diet isn’t needed because a stringent
diet may aggravate episodes of binge eat-
ing. Patients with binge eating disorder
often seek out surgical solutions, such as
gastric bypass or gastric banding. Special -
ized nutritional support is necessary after
any of these surgeries. 

Now, let’s review the common psycho-
dynamic therapies used to treat eating dis-
orders.

The goal of cognitive behavioral therapy
is to change the patient’s automatic
thoughts that occur spontaneously and
contribute to dysfunctional thinking. For
example, a person with an eating disorder
may have faulty cognitive processes that
interpret each event as a catastrophe.
These thoughts can interfere with effec-

tive coping, so various dysfunctional
eating patterns are perceived as the

only way to end intense sad or angry
feelings. The cognitive behavioral

therapist uses cognitive restructuring to
help the patient identify the habitual ways
in which she reacts to situations. The thera-
pist then assists the patient in changing her
thinking about the situation and thus her
emotional re   sponse related to food.

Family therapy is aimed at assisting fami-
ly members in openly expressing feelings—
especially anger—to each other rather than
through the eating disorder. Issues of power
and control are also addressed; family mem-
bers are encouraged to define appropriate
boundaries, decrease controlling behaviors,
and support the patient in increasing self-
responsibility. 

Group therapy aims to help the patient
relate to others who share similar prob-
lems. Patients exchange information and
experience while providing acceptance and
emotional support. Group therapy can also
be psychodynamic, treating the core clinical
issues, including the psychobiologic con-
nection between dieting and eating, body
image, and coping strategies. In this type of
group therapy, members interact in a social
microcosm, which allows the patient to
eventually exhibit maladaptive ways of
relating to others. Its goal is to correct emo-
tional experiences and work through inter-
nal and interpersonal difficulties. Psycho -
dynamic group therapy is particularly well
suited to helping patients resolve difficul-
ties with basic self-control functions, such
as tension, self-esteem, and a sense of sta-
bility.

Selective serotonin reuptake inhibitors
(SSRIs), like fluoxetine (Prozac), sertraline
(Zoloft), paroxetine (Paxil), and fluvoxamine
(Luvox), can be used to treat the addictive,
obsessive-compulsive, and depressive symp-
toms of eating disorders. Remember, a per-
son with an eating disorder may have a dys-
regulation in the serotonin system. SSRIs are
often the first-line drug treatment for these

46 Nursing made Incredibly Easy! May/June 2007

Nutrition
therapy is so
important to
these patients.
Bon appétit!

did you know?
The first-ever national survey on eating disor-
ders ranked binge eating disorder as the most
prevalent, ahead of bulimia and anorexia. Binge
eating disorder affects 3.5% of women and
2% of men, whereas bulimia affects 1.5% of
women and 0.5% of men, and anorexia, about
1% of women and 0.3% of men. In the survey,
3,000 people answered questions about eating
disorders. Researchers found that the average
duration of binge eating disorder was 8.1 years,
compared with 8.3 years for bulimia and 1.7
years for anorexia. Overall, data suggest that
the rates of all eating disorders are on the rise. 

Source: Hudson JI, et al. The prevalence and corre-
lates of eating disorders in the national comorbidity
survey replication. Biological Psychiatry. 61(3):348-
358, February 1, 2007.
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patients because of their effectiveness and
minimal adverse effects.

As I mentioned earlier, the patient may
need inpatient hospitalization if her eating
disorder is severe. What’s a severe eating
disorder? It’s one that includes severe mal-
nutrition, acute medical complications, and
acute psychiatric emergencies like attempted
suicide. The goals of inpatient hospitaliza-
tion are medical and nutritional stabilization.
In rare circumstances, enteral or parental
feedings may be necessary. 

Be patient with your patient
So, what can you do to help your patient
with an eating disorder? 

First, when assisting with nutrition ther-
apy, remember not to focus on food but
rather on the treatment outcomes. For
example, if a patient with anorexia refuses
to eat or a patient with binge eating disor-
der eats too much, focus on the weight loss
or gain that occurs with these dysfunction-
al patterns rather than on the amount of
food eaten or not eaten. When minor
relapses occur, be sure to help your patient
resume the structured eating plan immedi-
ately.

Because many patients with eating disor-
ders experience low self-esteem, they’re often
very defensive in relationships. Hyper -
sensitivity to criticism and difficulty ex -
pressing feelings can make therapeutic
work difficult and time consuming. That’s
why it’s important to have a clear under-
standing of professional and personal
boundaries. Remember, you’ll be more suc-
cessful if you’re aware of your own feel-
ings, strengths, and weaknesses. 

Promoting self-esteem in patients with
eating disorders will be essential for positive
treatment results. You can help do this by
fostering decision making, providing
encouragement and support, offering choic-
es, and using a positive approach. 

Also, make sure your patient teaching
focuses on:
� the components of a healthy diet

� appropriate food intake patterns
� the dangers of dieting, binging, and
purging
� how to recognize hunger and satiety
� how to identify food- and weight-related
behaviors
� how the idealization of thinness in our
society has resulted in distorted body im-
ages and unrealistic goals for beauty. 

How can you be proactive and help pre-
vent eating disorders from developing? Let’s
find out.

An ounce of prevention
Because attitudes that influence the devel-
opment of eating disorders can start as
early as fourth grade, prevention needs to
begin early. Educate parents and teachers
to:
� help children develop a positive self-
image and sense of worth
� avoid pressuring children to excel be-
yond their capabilities
� recognize stressors and provide encour-
agement and support
� teach children that good nutrition and ex-
ercise can keep them healthy
� give children the correct amount of inde-
pendence, responsibility, and accountability
for their age-group 
� discourage dieting (If a child needs to
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Now I see myself exactly as I am—
and I like what I see!
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lose weight, it should be done with a med-
ically supervised plan.)
� seek professional help if a child has the
signs and symptoms of an eating disorder. 

Success story
Eating disorders aren’t a new problem and,
unfortunately, they seem to be here to stay.
But with your expert nursing care, you can
help your patient be a success story. �
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