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~ EATING DISORDERS

MANIFESTATIONS
OF A
NEUROENDOCRINE SYNDROME

Steve'Bryson RN, MC, LCPC, CMHP.
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DIAGNOSTIC CRITERIA

‘A) Refusalto-maintain body weight at or above a
minimally normal weight for age and height (<85%
normal BMI)

B) Intense fear of gaining weight or becoming fat, even
though underweight

C) Disturbance in the way in which one's body weight or
shape is experienced

D).In postmenarcheal females, amenorrheal(the
absence ofiatileastthree consecutive menstrual cycles

Types: Restricting
Binge-Eating/Purging type

Diagnostic Criteria

Bulimia®Newvesa

A) Recurrent episodes of binge eating

1)eatingywithin-a2 hour period, an amount of food that is definitely larger
than most people would eat in the same time

ck of control over eating during the episode
current inappropriate compensatory behavior in order to prevent

weight gain

1)self-induced vomiting

2)misuse of laxatives, diu emetics, enemas; or:othermedications

3)fasting

4)exc bulimia?, “activity disorder”, ‘compulsive

) Binging and purgingjboth occur, on averageyatisastitwice a weekifors
months

D)\Selfevaluation's unduly influenced by body shape and weight
E) The disturbance does not occur exclusively during episodes of Anorexia

Types
Purging: use of vomiting, laxatives and/or medications
Non-purging: fasting or exercise only

A) Eating Disorder Not Otherwise Specified “EDNOS™

(40%,0f all eating disorders)

1) All criteria met for AN except one, i.e.:
regular menses; significant weight loss, but normal weight; no
professed drive for thinness or body image distortion

2) Al criteria met for BN except that: binge purge cycles less often
than criteria; use of purge after eating small amounts offood; chewing
and spitting out, but not swallowing large amounts of food

B) Binge Eating Disorder

C) Night Eating Syndrome
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Obesity: imbalanced nutrition, comfort eating,
creeping-obesity, metabolic variations and
disorders

Pica: repeated eating of non-nutritive substances
for at least 1 month

Rumination: repeated regurgitation:and re-
chewing of food for at least one month

Feeding Disorder of Infancy or. Early Childhood:
failure to eat.adequately, or significant weightloss
withindsmonth

Culturally sanctioned eating practices
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= Historical review: three millennia of shifting
WEWE

= Public opinion: misunderstood,

misrepresented, maligned
= Professional countertransference:
SVIHP community predisposition
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“Some.men. are born 1o greathe: risetoigreatness; still:
others have'it thrustiponithem’. William Shak sare.

Evidence base:
Genetic contribution: “Genetics loads the gun; external factors pull
the trigger”. Craig Johnson MD, Laureate Institute, Tulsa, Ok.
Behaviorally created neurohormonal dysfunction. Ancel Keyes, WW:
Il study; Berg and Sodersten, Karolinska Institute
Familial influence: causative vs. reactive?
Neuropsychological factors: co-occurring conditions, predisposing
temperment, dysfunctioning brain regions:
Cultural triggerszrelationallisocietalymediatinfiiences-and bad luck
AddictionModel
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EATING'D

"“Genetic:Contribution:
Adopted Twin Studies:

Identical: 55% concordance
Fraternal: 27%

First:Order Relativesil7%
@eneral' Population: 9%
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=" Progression of theories:
Sexualy-physical, emotional abuse

E.D. family dynamics:
Abusive family
Chaotic family
Perfect Family

Reactive vsicausative family'dynamics
Maudsley family model
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= Animal migrations:foodrestriction is common across
species

= “Minnesota Study”
Ancel Keys, 1950

= Karolinska Institute
“Mandometer”

Bergh & Sodersten
Animal Studies: Hypothalamus ablation'in rats
Lateral ablation:
mustibeiforcefed
Ventromedial ablation:
will eat themselves to death
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Etiology continued

Literally dozens of animals refuse food when
breeding or migrating

Many animals become hyperactive when.foodis
unavailable

Low body weight corresponds with' AN-like
Behavior in'many animals: hyperactivity,and
satiety .

High heritability suggest natural selection

Primitive cultures have oral traditions regarding
migration/ED behavior co-occurrence

d variation in statistics:
ED's and Anxiety Spectrum: 11-25%
AN:37%, BN:3%
ED's and CD: 5-40
AN
ED's and Depres:
AN: 68%, BN: 1
ED's and

Conelusionsinconclusive statistics; best guess is that.comorbidities may be
triggers-certainly are complicating factors'

We'do know that AN bsessional and perfection BN are more
impulsive and unstable, BED are more avoidant anda Us
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atin D'so ders

= Comorbidities:
= Diagnostic Criteria of Addiction:
Craving
Tolerance
Withdrawal
Addiction treatment.modeliottcomes with
eating disorders unimpressive
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Setting the stage: E:D. patients are often encephalopathic,
shameful, defensive and elusive, so accurate reporting can
be hard to elicit.

Humor and self deprecation can open doors.
Relationship building: create a conversation.

Blend questions into a broader context:“How:is it being a
teenager these days? You have a different language
(texting, IM etc.), different expectations from adults,
parents, boys than our generationt

PAnd the mediaeallysetsstandardstor you: telling you
What'to wear, how to act, what to eat'andfhow to look.”
“Does that ever get to you?”
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Dij esticitep]

= _SCOFF Questionn:
Sick (Do you make yourself sick b
uncomfortably full?)
Control (Do you worry that you have lost control of
w much you eat?)
One (stone= 14 Ibs) (Have you lost more than one stoneiin a
3 month period?)
Fat (Do you believe yourself to be fat when others say you are
to thin?)
Food(\Wouldyou say that food dominates your life?)
‘Assingle “yes?indicates caution/concern, two “yesianswersindicates
probability,ofian eatingdisorder:

b specificity
= 87.5% sensitivity
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= Most'/AN's cachexic; BN's normal to slightly overweig
BED and NES often overweight or obese
Cognitive impairment often masked: MSE wnl except
judgement/insight

= Lanugo hair

= Rhett’s sign

= Parotitis

= Subconjunctival hemmorhage

= Blanching

= GERD =

FREaberatory abnormalities: electrolyte disturbances,
elevated serum amylase
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Malnourishment affects all'organ systems, therefore, effective:
intervention-requires global assessment and treatment

1) Work to restore homeostasis
(getting the body to work again)

2) Anticipate and address compensatediand non-
compensated threats and adaptations

i.e. anorexic may have normal cognitions one,day,and,be
‘encephalopathicithenextiwatch for deficitstiniexecutive functions:
Bulimic may have normal K+ While purging regularly,
then have severe hypokalemia after the next purge
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Cardiovascular ‘tnic’:low voltage, elevated QTc (pre-arhythmic state), myocardial
wall atrophy, bradycardia, hypotension, poor blanching, poor strok
orthostatic hypotension, poor c: mpensation
sudden death: ar, g o ydration, medication
ntidepressants nd laye orts drinks, supportive

ul monitorin

Endocrine Tesultof downregulating edaptationt Etthyroid syndrome-often
imigdKidand pUplaced on thyroid hormone, osteopoenialosteoporosis, amenorrhea (nl
iadaptation to hypoestrogenemia) Tx: refeeding/renourishing ( o tx for osteoporosis)
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Autonomic dysfunctions: BP/TPR, diaphoresis, chills,
gooseflesh, shivering

Gross motor deficits: standing, walking, balancing

Fine motor deficits: writing, proprioception

Cerebral cortical atrophy: cognitive deficits, ataxia,
obtunded, manipulative behavior (as they try'toicope with
ego-dystonic ruminations and/or: “civil disobedience”)

Body image distortions*

Aireatment: Nurturantiauthoritativeiprofessional care,
‘repeatedipsycho-educational reassurances, nutritional
rehabilitation
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o) tlnﬁe

= Gl Consequences: Dysmotility-the body’s
executive function

UGI: dyspepsia, early satiety, fullness,
bloating

LGI: flatulence, distention;,cramping;
.constipation (1BS?)
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= Delayed gastric emptying (42%>60 min.)

Tx: Limit raw fibrous food, post prandial
warming room, walks after meals (if not
debilitated), proton pump inhibitors, and
ultimately nutritional rehabilitation,and
patiencexEorthose withIBS symptoms:
psycho-education and hypnosis.
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&

Gastroparesis-gastric dilatation
Tx: UGI, proton pump inhibitors, jejunal
feedings, electric gastric pacing, careful use of:
liquid supplements (can cause bezoars),

Superior Mesenteric Artery:Syndrome (especially
in'anorexia, as no fat to protectithe duedenum)s

Sxaearlylsatiety, postprandial fullness and
distention

Tx: jejunal feeding
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==Reflex-hypofunctioning colon
Dx: clinical imaging
Tx: Bowel protocol:

Patience

Force fluids

Judicious use of bulking agents

Stool softeners: Colaces
@smotic’agents: Miralax

Promotility agents: Zelnorm (off label)
Avoid stimulants and suppositories
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URGENT/EMERGENT! Can happen O/P, as pts
are notoriously poor historians, or they are unable
tolerate oral refeedings, but have been stoic

Dx: P.E., KUB

Tx: Oral stimulant laxatives, deep enemas,
Golytely (administer in a tube feeding if
necessary), manual disimpactioni(bestidonesin
E.R. dueitorisk'ofperforation)
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= Type 1 and 2 diabetes (and dual diabetes)
in-bulimia shown to cause advanced
diabetic retinopathy.

= Substance misuse/abuse: insulin, salt,
water(weigh-in technique/ intoxication),
caffeinejcondiments, sweetener, ipecac,
stimulant laxativesyXenical®
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= SUDDEN DEATH

= Binge: Weight gain, elevated cholesterol
and triglycerides

= Cardiovascular: alkalosis, low.chloride,
potassium, sodium
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Kidneys: work torkeep H+ and rid potassium in
reactionitorvomiting stomach acid

Ocular: subconjunctival hemmorhages (almost
always from either vomiting or childbirth)

Laxative abuse: massive fluid and electrolyte loss,
metabolic alkalosis, rebound edema when not
using laxatives (often life threatening), chronic
atonal bowel with resultant chrenic:
constipation/diarrhea

Diuretic abuse: dehydration and K+ loss

Myocardial damage andimyositis

Elevated serum amylase, chronic parotitis from regular
vomiting

Esophagitis: GERD, Barrette’s esophagus (pre-cancerous
erosion of squamous epithelium) Tx: stop purging, proton
pump inhibitors

Dental: Perimyolysis-transparent tooth enamel from acidic
erosion, caries, tooth loss, pharyngeal sores
Hematemesis: usually due to Mallony-\Weiss tearsiin
stomach liningl» GOTOE.R:NOW!

ESophageal strictures: rare-gradual, from chronic purging:
solids worse that liquids

= Juvenile rheumatoid arthritis; apparently
large joints
= Sarcoidosis
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Nutritional: sports‘drinks: (esp. post purge), K+, refeeding
protecel-monitoer carefully if supplemental feeding

GI: proton pump inhibitors, stool softeners, stimulants
given only with careful monitoring, NO Reglan

Psychopharmacological: SSRI's for bulimia when
binge/purge monitored; NO antidepressants for anorexia;
low dose anxiolytics IF criteria for GAD met

Dental: protocol post purge-rinse with water, brush, rinse
With fluoride wash

Slide 35

= Primary Prevention:
- Prepubertal parental genetic counseling
- Change the cultural paradigm:
- Subvert the male “Ford parts mentality”.
= Early Intervention: Identify disordered
eating, activities and values: “Don’t weigh your self
esteem), its'what's inside thaticounts.”

— Provide accurate'nutritional/activity counseling: “training
table model”.

— Provide feminist perspectives
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eaten Cosidertions

APA'Practice Guidelines:

Assuming the provider(s) are using evidence based interventions,
the major reasons that E.D. treatment fails are:

Patient at wrong level of care

Co-occurring conditions complicate treatment response: untreated
psychopatholgy

Extreme chronicity

Provider incompetence

Community.incompetence at f/lu

LONG TERM RELARSEIRATIES:
ANET70%, OVERALL MORBIDITY 20%
BN 60%, overall morbidity 8 %
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One: Outpatient

Two: Intensive Outpatient

Three: Partial Hospitalization (Full' Day O/P)
EouriResidential Treatment Center

Eive: Inpatient*Hospitalization

|evel ! Cae Cteia

T:en Characteristics to Consider:

Medical Complications: need for monitoring

Suicidality: intent and/or plan

Weight: as % of healthy body weight (for children, determining
factor is rate of wt. loss)

Motivation, cooperativeness, insight, ability to control
obsessionality

Comorbid disorders (substance abuse, depression, anxiety, axis
1)

Structure needed for eating/gaining weight

Impairment andfabilitystoicare foriselfifability to control exercise
RUrging behavior (self induced vomiting, laxative/diuretics, ipecac,
exercise)

Environmental stress

Treatment availability/living situation
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Initial'Focus: refeeding, nutritional counseling,
medical management and psychosocial
restoration (Karolinska Institute, Stockholm-Berg
and Sodersten)

Concomitant/proceeding Psychotherapy: cognitive
behavioral, dialectic behavioral,
psychoeducational and interpersonal therapies
(Fairburn, Linehan, Garner andiGarfinkie)
Eamily-hfierapy: Maudsley'method

Body Image work: cognitive behavioral and
feminist interventions
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Primary Health Care Provider: nurturant-authoritative style, competent
with complex medical problems, able to set necessary boundaries, has
collaborative vision of health care

RN/RD: nurturant authoritative style, knowledgeable about
nutrition/metabolic abnormalities, able to develop meal plans, can
address current knowledge about diets, exercise

Psychotherapist: nurturant authoritative style, good clinical
assessment skills, comfortable with ambivalence, uncertainty and
feelings of impending doom

Fonadolescents; parents/family, certain friends, clergy, school/activities:
personnel

For adults: family, certainfriends; clergy.
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=“Co-occurring disorders:
— Depressive disorders
— Anxiety spectrum disorders: OCD vs.
obssessionality

— Substance abuse
— Trauma: Emotional, physicalsandi/orsexual
abuse




Slide 43

= National EatingiDisorders Association

wwwinationaleatingdisort g

National Clearing House with much good information for
anyone interested in e.d.’s

Something Fishy
www.something_fishy.org

Excellent web site developed by recovered patients with
education, referral information as well'as an interactive

“PRO-ANAweb;sites whichipromote eating
Mheylencourage eating disordered behavior
nspirational” writings, pictures andladvice on how,
to continue the behavior without getting caught
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Refereces ad esourc

Anorexia Nervosa: A Guide to Recovery, Gurze Books,
Hall'and Ostroff

Bulimia Nervosa: A Guide to Recovery, Gurze Books, Hall
and Ostroff

Overcoming Binge Eating, Guilford Press; Fairburn

Surviving An Eating Disorder, Strategies for Family and
Eriends, HarperCollins, Hall et al.

ke UnofficialiGuide.to,Managing EatingiDisorders, WilEy:
and SoensyGilbert'and Commerford

Life Without Ed, Guilford Press, Schaefer
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The Treatmentof Eating Disorders, Guilford Press, Grilo
and Mitchell

Handbook of Treatment for Eating Disorders, Guilford
Press, Garner and Garfinkel

Eating Disorders: A Guide to Medical Care and
Complications, Mehler and Andersen

Diagnostic and Statistical Manual of Mental Disorders, V-
TR

Eating Disorder.Supplement, American;Journal of:
Bsychiatryy 6745 dantary 2000/

Special Issue: Eating Disorders, American Psychologist,
April 2007
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THE END




