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Objectives

 Acknowledge and counsel patients on emerging
“diet culture” trends that may influence young
people

 Be able to identify signs and symptoms of serious
eating disorders in patients desiring weight loss

 Partner with parents for home interventions to
treat precursors and early presentations of eating
disorders

e Identify multidisciplinary care options available
for patients in Maine







Diet Culture

Social expectations that tell us there is one way
to be, one way to eat = to be healthy

Thinness i1s not health; Fatness does not mean
poor health

BMI is flawed — but used to measure health for
all genders, all ethnicities, all body types

People can be healthy at every size : Lifestyle is
what is important
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o Wegovy (injectable semaglutide): Approved for adolescents 12 and older.

Weight Loss (Obesity):

o Saxenda (liraglutide): Approved for adolescents 12 and older.

GLP-1 Medications

_ose Weight Expert Support

o Zepbound (tirzepatide): Currently approved only for adults 18 and older.

e o Wegovy (oral tablets): Currently approved only for adults 18 and older.
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the lowest price « Type 2 Diabetes:
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What is Orthorexia? Xk

Although not formally recognized in the Diagnostic and Statistical Manual DSM-5 TR, awareness about orthorexia is on the rise. The term ‘orthorexia’
was coined in 1997 and means an obsession with proper or ‘healthful’ eating.! Although being aware of and concerned with the nutritional quality of
the food you eat isn’t a problem in and of itself, people with orthorexia become so fixated on so-called *healthy eating’ that they actually damage '
their own well-being and experience health consequences such as malnutrition and/or impairment of psychosocial functioning.? 'j

Without formal diagnostic criteria, it's difficult to get an estimate on precisely how many people have orthorexia, and whether it's a stand-alone

eating disorder, a type of existing eating disorder like anorexia nervosa, or a form of obsessive-compulsive disorder.? Studies have shown that many Al NEY
individuals with orthorexia also have obsessive-compulsive disorder.? )
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Behavioral health practitioners are important members of the multidisciplinary team. Clinicians
an focus on adolescents’ health behaviors (eg, eating regularly, improving sleep hygiene,

engaging in physical activities) and psychosocial adjustment (eg, regulating emotions, managing

stress, and improving overall self-esteem, social functioning, and quality of life) beyond

exclusive emphasis on weight or weight loss. Structured and supervised multidisciplinary weight
anagement programs have been found to decrease ED symptoms, including bulimic

symptoms, emotional eating, binge eating, and drive for thinness, as well as the risk of EDs up

0 6 years after treatment.® Ideally, adolescents taking GLP-1RAs would have access to a

ultidisciplinary treatment team, including medical, nutritional, and behavioral components.

State of the Art
Review
Pediatrics, 2025




Eating Disorder FACTS

Eating disorders have the second highest
mortality rate of any psychiatric illness
behind opiate addition.

Less than 6% of people with an eating
disorder are medically underweight

Patients with anorexia nervosa have a risk
of suicide 18 times higher than those
without an eating disorder

Patients in larger bodies are at higher risk
for developing an eating disorder. 40% and
20% of overweight girls and boys have
disordered eating behaviors.

(‘5 N E DA Learn v Get Help v Get Involved v About Us v

General Eating Disorder Statistics

s 9% of the US population, or 30 million Americans will have an eating disorder

Deloitte Access Economics. The Social and Economic Cost of Eating Disorders in the Uni
Initiative for the Prevention of Eating Disorders and the Academy for Eating Disorders. .
at: https:/www.hsph.harvard.edu/striped/report-economic-costs-of-eating-disorders/.

s The overall lifetime prevalence of eating disorders is estimated to be 8.60% ar

Deloitte Access Economics. The Social and Economic Cost of Eating Disorders in the Uni
Initiative for the Prevention of Eating Disorders and the Academy for Eating Disorders. .
at: https:/www.hsph.harvard.edu/striped/report-economic-costs-of-eating-disorders/.

» Every 52 minutes 1 person dies as a direct consequence of an eating disorder.

Deloitte Access Economics. The Social and Economic Cost of Eating Disorders in the Uni
Initiative for the Prevention of Eating Disorders and the Academy for Eating Disorders. .
at: https:/www.hsph.harvard.edu/striped/report-economic-costs-of-eating-disorders/.
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Patient desiring
weight loss

« 15— “hard time losing weight. I eat
healthy, exercise, and still gain.” Has
a scale in room and weighs self often.
Pt’s siblings and dad are thin; Mom on
weight loss medication.

« Pt: “biggest person” in her friend
group

« Pt’s mom: Pt calls herself fat, will not
eat to fit into clothes

« Labs: CBC, chemistry, thyroid, Alc,
CRP = normal. Lipids LDL 117, HDL
56.
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Screening

Signs and Symptoms




Patients at higher risk for EDs — Screening

Signs and Symptoms of Eating Disorders

 Higher weight patients
« LGBTQ+
e (Celiac disease

« Diabetes
« [IBD

« Athletes with
« Amenorrhea
« Bradycardia
o Stress fractures
e Strict eating
« Weight loss

General Appearance
|:| Marked weight loss or gain

D Cold intolerance

D Fatigue or lethargy

Gastrointestinal
D Epigastric discomfort

D Abdominal bloating

Dermatologic

|:| Hair loss
D Lanugo

|:] Nail changes

Endocrine

G Heartburn

D Hematemesis (blood in vomit)

E] Carotenoderma
[yellowish discoloration of skin)
D Russell's sign
[calluses or scars on the back of the
hand from self-induced vamiting)

D Amenorrhea or oligomencorrhea (absent or irregular menses)

D Stress fractures

D Low bone mineral density

Neuropsychiatric

[:] Depressive or anxious symptoms or behaviors

C] Poor concentration

D Self harm




SCOFF

SCOFF QUESTIONNAIRE:

* Do you make yourself Sick because you feel uncomfortably full?
* Do you worry you have 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 yourself to be Fat when others say you are too thin!
* Would you say Food dominates your life?

5 item self report screener

* 2 = positive

« Based on DSM-IV criteria

14



Eating Attitudes Test-26 (EAT-26) —

Instructions:

This is a screening measure to help you determine whether you might
respond as accurately, honestly and completely as possible. There are n

EAT - 26

26 item self screener — 5

responses are confidential.

additional questions on Aways | Usually
behaviors | | |

1 | Amterrified about being overweight. 3 2
“ . ”

2 mlnutes 2 | Avoid eating when | am hungry. 3 2
20 iS PO Sitive OR 3 |Find myself preoccupied with food. 3 2
positives to any behavior |, v gone on eatng inges wher (i hat | may . ;

. . not able lo slop.
(purging, excessive -
. . . . 5 | Cut my food into small pieces. 3 2
exercise, binging, calorie
Countin g) 6 |Aware of the calorie content of foods that | eat. 3 2
. . icular id fi i i
Assigns a “risk” for & E:;::ﬁig.abﬁd?ﬁ:eﬁ:g::g: e 3 2
haVing an eating disorder 8 |Feel that others would prefer if | ate more. 3 2
- further eva.luatl()n.. 9 |Vomit after | have eaten. 3 2
needed for diagnosis
10 | Feel extremely guilty after eating. 3 2
11 | Am preoccupied with a desire to be thinner. 3 2 15
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Interview

Why are they losing weight?
Highest weight — how did they

feel? Current weight. Goal Weight.

Behaviors: Counting calories,
avoiding foods, skipping meals,
portion sizes; body checking,
weighing; abnl behavior when
eating

Current diet (24 hour recall) / diet
1 year ago

ROS - periods, dizzy/syncope,
nausea/vomiting, abd
pain/constipation, cold

1:1 interview with parent(s)
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13 4/12 — Check up:
weight 169 lbs

Other issues: Grief,

W o requesting a therapist.
Lipids ordered for
A — e being at a higher BMI

14 3/12 — Anxiety:
weight 129 lbs
Ongoing grief,
bullying, SSRI
prescribed

24% Loss / 1 year

A proposed classification of degree of malnutrition for adolescents and young
adults with eating disorders

mild Moderare LEere

ErmBxI E0E—90E FOE— 7Y% < UK
BMI 7 score 1to-19 Lt —29 3 or Greater
Weight loss = 10% Body = 15% Body =200k Body mass loss in 1 ywear
mass loss neass loss of =10 body mass loss in
& moanths

|\ /I l ! I N I RI I ION One or more of the terms would suggest mild, moderate, or severe malnutricon.
U EMI < body mass index,
4 B 8 10 12 14 16

SAHM Position Paper
Eating Disorders 2022

* Percent median EML

Age (years)
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Anorexia Nervosa

15 yo — doesn’t know why being
seen. Told other people are
worried about her — states “I'm
fine”

SHx — Lives with mom, sister;
Hasn't seen dad >1 year. 10t
grade — good student but bullied
and doesn’t like school. Few
friends.

24 hour - B X
LX
S — protein drink
D — fruit and granola bar.
Drinks : 4 x 20 oz water

Exercise — walks treadmill daily

ROS - dizzy when standing, cold,
constipation

Exam: Fidgety, poor eye contact,
flat affect

Mom history : Won’t eat. Catches
in room at night doing sit ups and
spending a lot of time in bathroom

19



Anorexia Nervosa

Restricted caloric intake relative
to energy requirements leading to
significantly low body weight for
age/sex/projected growth/physical
health

Intense fear of gaining weight OR
behaviors that consistently
interfere with weight gain despite
being at a low weight

Altered perception of one’s body
weight, shape, excessive influence
of body weight or shape on self-
value, or persistent lack of
acknowledgement of the
seriousness of one’s low body
weight

SUBTYPES: Restricting, Binge
Purge

20



Anorexia Nervosa

Restricted caloric intake relative
to energy requirements leading to
significantly low body weight for
age/sex/projected growth/physical
health

Altered perception of one’s body
weight, shape, excessive influence
of body weight or shape on self-
value, or persistent lack of
acknowledgement of the
seriousness of one’s low body
weight

SUBTYPES: Restricting
BingePurge
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Weight (kg)

95

10 12
Age (years)

14

16

18

20

(an) wbBrapn

16 4/12 Mom
discovers

restrictive eating.

Pt does NEED
program. Gets
“better”
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Weight (kg)

95

10 12
Age (years)

14

16

18

20

(an) wbBrapn

19 3/12 Athlete
and injured. Sees
a therapist for
depression and
discloses “stress
eats” then purges

23



Labs

Comprehensive Metabolic Panel
138 95 20
3.2 30 0.9

Amylase 200

Lipase &0

Vitamin D 20

CBC - normal

Ferritin — normal

TSH - normal

CRP <0.5

24



Labs

Comprehensive Metabolic Panel
138 95 20
3.2 30 0.9

Amylase 200

Lipase &0

Vitamin D 20

CBC - normal

Ferritin — normal

TSH - normal

CRP <0.5
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Bulimia Nervosa

19 YO - Disclosed to therapist recently
cannot control eating or vomiting and feels
“gross.” Will “purge” daily and eat too much
when feeling stresses, especially at night.

Sophomore, nursing program. Played tennis
but back injury this year. Also used to run
which was helpful for mental health. Body
doesn’t feel healthy now

Previously treated for an eating disorder —
Has depression but parents against
medication. Relationship with therapist
“meh"

24 h B: Banana oatmeal

S X

L: Leftovers dinner

S: Feels hungry — but dinner is
coming up so will not eat

D: With family — Baked pasta with
chicken, tomato spinach

S: Often snacks at night:--

Exercise —PT

ROS: Sensitive teeth, epigastric discomfort. On
CHCs — regular periods

Exam — Very sad, labile, has a hard time talking
about what she eats at night and purges

Parent not available. States that her mom feels
she should “get over it.”

26



Bulimia Nervosa

 Repeated binges

« FEating more in a distinct period
more than others, or the feeling
that one cannot control their
overeating

 Repeated inappropriate
compensatory behaviors

« Vomiting, laxatives/medications,
fasting, excessive exercise

Binge/compensatory behaviors
occur at least weekly x 3 months

Self-value is overly influenced by
body shape and weight

Binge eating/compensatory
behaviors do not occur during
episodes of AN

27



Bulimia Nervosa

 Repeated binges

 FEating more in a distinct period

more than others, or IS

 Repeated inappropriate
compensatory behaviors

« Vomiting, laxatives/medications,
fasting, excessive exercise

Binge/compensatory behaviors
occur at least weekly x 3 months

Binge eating/compensatory
behaviors do not occur during
episodes of AN
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15 4/12 Hospital FU
Depression, SI
95 Ibs.

16 7/12 ER Crisis
80 Ibs.
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Waeight (kg)

95

(1) wyBiap

/’
_ Referred at 17 1/12 3

! Annual physical 74 1b

55 22% loss = 1 year
Z score — 3.62
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ARFID

17 YO — Lost weight and can’t gain it
back. Does not like what is going on.
Can'’t find foods that are appealing
when hungry. Will just go to bed.

Lives with mom. Does not want
contact with her dad. Virtual school
— much better than in person school
(in person “mean girls”). Doesn’t
really do much outside of home.

History of depression since middle
school; SI hospitalization x 2; Sees a
therapist — likes. Also has a
psychiatrist managing medications

24 hour B Buffalo chicken dip, chips
L Chips
Bedtime — plain pasta
Drinks Iced tea — sweet tea.

Exercise — Stretches daily (back
pain). 10 jumping jacks AM to wake

up

ROS: Feels full easily. Has an IUD
no periods. Dizzy occasionally. Very
tired.

Good historian, good eye contact
and affect, tired appearing

Mom history : Wants to be better.
Tries to make food she will eat — but
then she will “get sick of it.”

31



ARFID

Disruptive eating pattern
assoclated with persistent failure
to meet appropriate nutritional /
energy needs. Must have 1:

Significant weight loss

Failure to achieve expected
growth/weight gain (in children)

Marked nutritional deficiency

Reliance on enteral feeding or
nutritional supplements

Significant interference with
psychosocial functioning.

Disturbance cannot be explained
by culture or lack of food

Disturbance cannot be attributed
to a coexisting medical or mental
health disorder. If it occurs in the
context of another condition, the
eating disturbance severity must
exceed that routinely associated
with the condition

32



ARFID

Disruptive eating pattern
B v ith persistent failure

to meet appropriate nutritional /
energy needs. Must have 1:

Significant weight loss

Failure to achieve expected
growth/weight gain (in children)

Marked nutritional deficiency

Reliance on enteral feeding or
nutritional supplements

Significant interference with
psychosocial functioning.

Disturbance cannot be explained
by culture or lack of food
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Early Management /
Prevention




One or more of the following justify hospitalization:

Initial management

Explain complications
Do a medical workup
Do they need hospitalization?

Get parents involved
 Bathroom instructions

 Meals — Family Based Therapy

« Simple. Rule of 3s
3 meals, 3 snacks,
3 food groups

 Drinks with calories
« Exercise recommendations

1.

2.

3.

10.

11.

=75% median BMI for age and sex
Dehydration

Electrolyte disturbance (hypokalemia, hyponatremia, hypophosphatemia)

.|EKG abnormalities (e.g., prolonged QTc or severe bradycardia)

.| Physiological instability

« Severe bradycardia (heart rate <50 beats/minute daytime; <45 beats/minute at
night)

« Hypotension (<90/45 mm Hg)

« Hypothermia (body temperature <96°F, 35.6°C)

« Orthostatic changes in pulse (sustained increase in HR =30 bpm in adults aged >19
years or =40 bpm in adolescents aged <19 years or sustained decrease of blood pressure

(=20 mm Hg systolic or >10 mm Hg diastolic) [28,29]

.|Arrested growth and development
.| Failure of outpatient treatment
.| Acute food refusal

.|Uncontrollable bingeing and purging

Acute medical complications of malnutrition (e.g., syncope, seizures, cardiac failure,

pancreatitis, etc.)

Comorbid psychiatric or medical condition that prohibits or limits appropriate outpatient
treatment (e.g., severe depression, suicidal ideation, obsessive-compulsive disorder, type

1 diabetes mellitus)




Survive

When Your
Teen Has

an Eating
Disorder \

Practical Strategies to
Help Your Teen Recover from
Anorexia, Bulimia & Binge Eating

Family Based Treatment

 FEvidence supports most effective
treatment for restrictive eating
disorders

A FAMILY-BASED TREATMENT TO HELP:
+ MANAGE MEALS

« Parents take over meals \ ‘
« Grocery shopping, food selection, pMarla Ganci

. . SECOND EDITION|
cooking, plating

Help Your

| N Teenager
« Food is medicine Beat an

. Eatlﬂg Eating Disorder
 Fating disorder is externalized from Disorder > ;
the patient — i i

|\

Learn why you need to act now |\ Healthy Relationship |

Find out what the research says about which J °‘«\ with Food |
treatments work | \"\\

Thfdugh an =/

1
i,
\ / ASimple, Plate-

Take charge of changes in eating habits and exercise
Put up a united family front to prevent relapse Casey Crosbie, RD, CSSD - Wendy Sterling, MS, RD, CSSD
FOREWORDS BY JAMES LOCK, MD, PHD, AND NEVILLEH. GOLDEN, MD

James Lock, MD, PhD | Daniel Le Grange, PhD
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Family Support for
Eating Disorder Recovery

S NED
(e

Families ane wital to thie recowery journey. Here are tips and SURgestions bo Felp youw proside thie
st possible support Tor your loved o,

Communication Tips
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Hatin Corersalaoies Erpeass that you
thiat do ne
Inachuide talk oot
diets, calorias,
OF anbrCise
brai. Rl overy i

hard work

Support at Meal Times

Wiowr hovied o may want support during meaks and
Snacks Keep the conversation ight, be oper, amd listen.

Express confidence chat &ating meals and snacis
#ith regulaniny vwill help your oued ored oo

Chiek on your owr food raks. Al food is
Feod Toos and has ks plaoe in recovery.

Emational Support

Pricritize your own emotional and physical wellness

TR W0 Cang: o SOITalona i recoveny for amn eating disorder, &7
impartant oo wndkarsrand te poteniial for seress. Reach out o Irierds and
Faimily 1o dirswhop Pour oW SUPESTT SySoem. Eaning decrdar organizatans
Can CONNECE wo wWich help or resources.

Tl S e O e ] s ] e % el B
HFS MATIGMAL FAMILY SUPPORET BULTIOSL, F DM RATION OO FAMELNS
TA TECHNICAL ASSISTANCE CENTIR o ot e iy e

g Mg, T hrsasd W § A

h""l-_-"'-

— CONTACT US +1(866) 662-1235

PARTICIPATE BLOG

BRING THE ALLIANCE TO
YOU

RESOURCE LIBRARY

Recovering

and struggles without judgment.

wery process — recovery free time.

1ot their eating disorder.
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Resources

Multidisciplinary treatment




T —————
Eating Disorders Association Of Maine ABOUT EVENTS NEED HELP? PROVIDERS RESOURCE

MEDICAL PROVIDERS
MENTAL HEALTH PROVIDERS
REGISTERED DIETITIANS
GROUP PRACTICES
TREATMENT CENTERS

Recavery Resources

Eating Disorders Association of Mai

LEARN MORE

What is EDAM?

Eating Disorders Association of Maine (EDAM) is a network of like-minded people and

oreanizations dedicated to promotine health and wellness at every size, bodv acceptance, and the
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We're grateful for the Treatment Professionals and Partners who provide financial support for this public
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Maine Medical Center
Medical stabilization protocol,
specialized pediatric ED care

Cross Roads

Outpatient and Residential co—
occurring eating disorder and
substance use treatment for
women 18+

MH South Portland AYA
Clinic

Multidisciplinary (physicial,
therapist, dietician) outpatient
specialized eating disorder

care patients 10-26 years.
Virtual

Northern Light / Acadia

Aroostook

Piscataquis

Penobscot

Hancock

Kennebec

/\’S/qg ad

C .... . ---

New Roots

Pediatric and adult
outpatient specialized care:
Mental Health and dietician.
Psych NP 18+

Virtual

Kaleidoscope

Pediatric and adult
outpatient specialized care:
Mental Health and dietician.
Virtual

CV Well Being

General but also specialized
dietician outpatient
services

Virtual

Takes Maine Care
Virtual services
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Monte Nido/Walden

IOP, PHP, residential, inpatient - Montreal

11 and up. Pediatric IOP 8-11
yrs. Virtual

Reserve

_-Trois-Riviéres

< Québec,City

Cambridge
NH: PHP, IOP 12 and up

MA: Women/girls residential;
all PHP, IOP 12 and up

Renfrew
[OP and PHP Women/girls 14
and up. Virtua

Center for Discovery

Residential, PHP all 10 and up CD

ﬁERMDMT

N ECT1cuf

ot
=
&=

< Sherbrooke

gﬁ-ﬂ:'u"

MAINE

1'1

. medence r

Rh,

Mew H auen

o

=% " Nantucket

ortland

LFT

= Edmundston

BRL

Fay
Dietician counseling

Equip
PHP,IOP ages 6 and up
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Advocacy

Higher level of care programs in
Maine

More services for Maine Care
patients

Med psych unit for eating disorders
Services outside of /north of
Portland

Dietician coverage for patients at
risk for an eating disorder

Other virtual programs — why not in
Maine? Emily Program, Eating
Recovery Center, Center for
Discovery, Within Health

Programs for neurodiverse patients

h““ e

uﬂr’ )

Wash ington, D.C.

NEW
BRUNSV

& 5 hr 4 min

e
——

505 km

UEFIMI‘.]NT

Pnrtland
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South Portland AYA Medicineg....

N,

See ages 10-27 years old

ABP dual boarded x 4 providers
Pediatrics*/Adolescent Medicine

Primary care 50% / Specialty care
(eating disorders, comprehensive
reproductive health, mental health,
substance abuse, acne)

Primary care pts: In—house
behavioral health, case
management, respiratory therapist.
Eating disorder pts: therapy and
dietician
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