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Learning Objectives

1

Recognize

the diversity of
individuals affected

by eating disorders.

2

Discuss

the current state of
the science on
diverse eating
disorder
presentations.

3

Integrate
culturally responsive
and inclusive
strategies into the
assessment and
treatment of eating
disorders
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The Audience

Institution, organization, or practice setting
Role or position
Reason for attending this presentation




The Current Landscape

Eating disorders are prevalent, debilitating and life-threatening mental ililnesses

Pediatric The economic cost An estimated
10,200 deaths

hospitalizations for of eating disorders .
occur annually in

eating disorders is estimated to be
have increased $64.7 billion the US due to

139% since 2002 annually eating disorders



Eating Disorders by the Numbers

28.8 M

Americans will
experience an
eating disorder in
their lifetime

16%

of ER patients
screened positive
for an eating
disorder

[
1inb5
females will
experience an

eating disorder
before the age 40



Eating Disorders

Anorexia Nervosa

* Restriction of energy
intake leading to
significantly low body
weight

* Intense fear of weight
gain or becoming fat

* Overvaluation of shape
and weight

Other specified feeding
and eating disorder

Bulimia Nervosa

Recurrent episodes of
binge eating

Recurrent
inappropriate
compensatory
behaviors
Overvaluation of shape
and weight

Binge Eating Disorder

Recurrent episodes of
binge eating

Binge eating episodes
are associated with 3
or more additional
features

Marked distress
regarding binge eating

Unspecified feeding
and eating disorder
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Who is Affected by Eating Disorders?

Skinny White Affluent Girl



How Did We Get Here?

1868

First medical description of
anorexia nervosa by William Gull

1950s — 1970s

patients

1970s — 1990s 2000s - Present
The rise of diet culture and the thin Research exposes diagnostic
ideal in Western media disparities

- - 0>

1980

Psychiatry centers on White female DSM-III formalizes diagnostic

criteria for anorexia nervosa and
bulimia nervosa, including
amenorrhea

The stereotype did not emerge by accident - it was built into how we defined,
studied, and represented eating disorders.



Why Does It Matter?

It shapes who gets diagnosed, who gets treated, and whose suffering is taken seriously

Patients who used
public
insurance were only
one third as likely to
receive the
recommended mental
health treatment for
their ED as youth with
private insurance

Patients meeting the
standard diagnostic
criteria for anorexia
were 14 times more
likely to receive the
recommended
treatment than those

with atypical anorexia

When therapists were
presented with
descriptions of a
fictional patient—
identical except for
race—they were less
likely to recognize ED
symptoms in the Black
and Hispanic
patient compared to
the White patient



Intersectionality Matters




Weight

MYTH REALITY
* Eating disorders = visibly underweight * Eating disorders occur across all body sizes
* Easy to ”"see” who is struggling * Many individuals in larger bodies meet full

criteria for eating disorders

* Higher-weight individuals are at lower risk
for eating disorders * Atypical anorexia nervosa = same behaviors
and severity without low weight

* Weight stigma can worsen symptoms and
delay care

Weight is not an accurate predictor of who will develop an eating disorder.



Atypical Anorexia Nervosa
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Abstract

I this special issue, International researchers Investigate how atypical anorexia ner-
wosa (atypical AN differs from anarexia nervosa [AN) and other eating disarders
with respect to demographics, psychological and physiologlcal morbidity, as well as
treatment course and cutcome. Manuscripts in this special issue report that atypical
AN s associated with substantial medical and psychological morbidity, and the
majority of studies find few differences between atypical AN and AN. While much
remains to be leamed about the long-term course and treatment response of indi-
viduals with atypical AN to psychological and the
evidence supports conceptualization of atypical AN as part of a spectrum-based
restrictive eating disorder. These findings together with the potentially stigmatizing
use of the lerm “atypical” suggest [t may be time o revise the existing definition of

Mumber: ROLHDNEZ156 atyplcal AN,

‘Action Editor: Ruth Stricgel W kaman
KEYWORDS
anorexia o

Atypical anorexia nervosa (atypical AN) was introduced in the
saction on Other Spacfied Feecing and Eating Discrders (OSFED) in
the Fifth efition of the Diagnostic and Statistical Marusl of Mental
Disarders [DSM-5) to describe individuals who meet all criteria far
anaresia nervosa [AN) except that, despite significant weight loss,
wesght is in the narmal or abave narmal range JAmerican Psychiatric
Asogiation, 3013 While the intoductian of atypical AN has
increassd wisibilty for those with an eating disceder (D] who are not
underwesight, much remairs ta be learned sbout this condition and
haw it differs from AN and ather EDs.

The current description of atypical AN in OSFED is vague with i
the guidance a5 to what constitutes “significant weight loss,” and the
weight cutaff to differentiate atysical AN from AN is nat defined. in
addition, relegation to OSFED may give the false impression that
atypical AN is cinically less severe than AN, O the contrary, desgite
nat being undesweight, individusls with atypical AN can bave greater
ED peychopathology than AN and can develog similar medical compli-
catians, sometimes necessitating ingatient hospitalization for medical
stabifzation. In a recent systematic review, Walsh et al, (2022] dem-
anstrated that there were no substantial Gfferences in the dinical
presentation between patients with atypikal AN and thase with AN,
ather than Body weight, and some have suggested that atypical AN

 coures, autcome

and AN may not be fions, but rather
dition across the weight spectrum (Galden, 2023 Hay, 2023;
Phillipau & Beiharz, 2019). Bafare revising the current diagnostic sys-
tem, there is 2 need to leam more about atypical AN and how it cif-
fers fram AM and other EDs with respect to demographics,
behavioral, psychological, and physialogical characteristics, as well as
treatment course and cutcame. To address this knowledge gap, the
Intematianal Journal of Eating Disorders announced a call far papers for
a specil issue of the joumal specifically devoted to atypical AN. The
response from researchers from different disciplines has been robust
and within the pages of this special ssue; investigators from across
the globe have tackled these and other questions pertaining to
atypical AN

The majority of studies report few differences between atypical
AN and AM. Jablanski et al. (2024} showed that the sating behavior of
individuaks with atypical AN strangly resembles that of individuals
with AN; specifically, in a labaratary meal,individusals with atyical AN
severely restricted their caloric intake, primarity by avaiding high-fat
foods. I a retraspective chart review of adults eneolled in a partial hos-
pitalization program, Bilman Miler =t al. (2024) found few differences
in bassine peychiatric comarhidities, symptom severity, or response to
treatment between AN and atypical AN Johmson-Munguia et al. (2024),

nt 1 Eat Dsoed. 2034,57.757- 780, [T —— © 2028 Wiey Periodicaks LE. | 757



Race and Ethnicity

MYTH
* Eating disorders are a “White problem”

* Eating disorders are rare in BIPOC
populations

* Less screening is needed

REALITY

Eating disorders affect people of all racial
and ethnic backgrounds and prevalence is
comparable across groups in many studies

BIPOC are less likely to be diagnoses and to
receive treatment

Clinician bias and systemic barriers
contribute to under-recognition

Cultural stigma can delay help-seeking

Race and ethnicity do not protect against eating disorders, but they do impact
who gets recognized and treated.



Socioeconomic Status

MYTH REALITY
* Eating disorders mainly affect wealthy * Eating disorders occur across all
individuals socioeconomic levels
* Less common in lower-income communities * Food insecurity and financial strain can

increase risk for eating disorders
* Lower finances = lower risk
*  Financial barriers can limit access to care

* Stereotypes lead clinicians to under-screen
in lower SES populations

Socioeconomic status does not determine who develops an eating disorder, but it
can strongly shape diagnosis and treatment.



Gender

MYTH REALITY

* Eating disorders are a “female issue” * Eating disorders affect people of all gender
identities
* Eating disorders are rare in males
* Males represent a significant and

* Lessrelevant for LGBTQIA populations underrecognized portion of cases
* Symptoms look the same across genders * LGBTQIA individuals experience elevated
risk

* Gender norms and stigma contribute to
delayed help-seeking

When we conceptualize eating disorders as ‘female’, we overlook the unique risk
factors and presentations affecting males and LGBTQIA individuals.
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Other Groups

Disability
Status

Neurodiverse Pregnancy

Veterans and
Service Older Adults
Members







Learning Objectives

1

Recognize
the diversity of
individuals affected

by eating disorders.

2

Discuss

the current state of
the science on
diverse eating
disorder
presentations.

3

Integrate
culturally responsive
and inclusive
strategies into the
assessment and
treatment of eating
disorders
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You get a screen, and you get a screen, and you
get a screen.

Everyone gets a screen!



Screening Tools

Screener Name # of Questions Validated Age Diagnoses
Eating Disorder Examination Questionnaire (EDE-Q) 28 14 + AN, BN, BED
Eating Disorder Examination Questionnaire Parent Version (EDE-Q- 28 7+ AN, BN, BED
PV)
Eating Disorder Examination Questionnaire Short Version (EDE-Q-S) 12 14 + AN, BN, BED, OSFED
Stanford-Washington University Eating Disorder screen (SWED) 11 18-25 AN, BN, BED, OSFED
SCOFF 5 18-40 AN, BN
Nine Item ARFID Screen (NIAS) 9 10-76 ARFID
Pica, ARFID, Rumination Disorder Interview, ARFID Questionnaire 32 4 + ARFID

(PARDI-AR-Q)




EDE-Q

Questionnaire about eating disorder behaviors
and cognitions over the past 28 days.

Scoring: Global score and four subscale scores
(eating concerns, weight concerns, shape
concerns, and restraint).

Global scores > 2.3 indicate probably eating
disorder or any positive report of eating
disorder behaviors.

Strengths: Well validated, can be used with
ages 14 +, includes behavioral frequency items

Limitations: Lengthy, does not include ARFID
symptoms, lack of agreement on clinical cutoff
across studies, variable psychometric
performance across subgroups



EDE-Q Variations

Parent Version (EDE-Q-PV) Short Version(EDE-Q-S)

Modified for parents/caregivers to complete 12-item shortened version that measures
about their children. symptoms within past 7 days.

Scoring: Same as EDE-Q. Scoring: Scores > 15 or any positive report of

eating disorder behaviors.
Strengths: Maintains validity of full

questionnaire. Strengths: Brief, developed based on validated
measure

Limitations: Lengthy, does not include ARFID

symptoms, limited validation compared to Limitations: Does not include ARFID symptoms,

standard version. limited validation compared to standard

version.



SCOFF

5-item survey addressing core features of
anorexia nervosa and bulimia nervosa

Scoring: A “yes” to two or more items indicates
need for further assessment

Strengths: Brief and easy to score, well-
validated, high specificity

Limitations: Less accurate for BED, ARFID, and
OSFED, not for use in pediatric populations

1 1 O O u!m

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 in a three-month period?

Do you believe yourself to be fat when
others say you are too thin?

Would you say food dominates your life?



Clinical Interviews

Screener Name Administration Validated Age Diagnoses
Time
Eating Disorder Examination 60-90 min 14 + AN, BN, BED, OSFED
Mini International Neuropsychiatric Interview (MINI) 20-60 min 6 + AN, BN, BED
Structured Clinical Interview for DSM-5 (SCID-5) 30-120 min 18 + AN, BN, BED




Eating Disorder Examination

Interview about eating disorder behaviors and
cognitions over the past 28 days.

Scoring: Same as EDE-Q.

Strengths: Well validated, can be used with
ages 14 +, includes behavioral frequency items

Limitations: Does not assess ARFID, lengthy,
requires training prior to administration,
variable psychometric performance across
subgroups

Dietary Restraint: restraint overeating, avoidance of
eating, food avoidance, dietary rules, empty stomach

Eating Concern: preoccupation with eating fear of
losing control, eating in secret, social eating, guilt
about eating

Shape Concern: flat stomach, preoccupation with
shape or weight, importance of shape, fear of weight
gain, dissatisfaction with shape, discomfort seeing
body, avoidance of exposure, feeling fat

Weight Concern: importance of weight, reaction to
prescribed weighing, preoccupation with shape or
weight, dissatisfaction with weight, desire to lose

weight



MINI

L. ANOREXIA NERVOSA

(o MEANS: GOTOTHE DIGHOST I BOX, CIRCLE NO, AND MOVETO THEN EXT MODULE)

Havw tallare you? e O
O O 0w

Semi-structured interview guide for major .

DSM-5 diagnoses, including AN, BN, and BED. T OO0
O OO

s /MR HEIGHT? (s TADLE BELDW.)

Strengths: Can be used with ages 6 +, quick e— .

[F] Inspite of this low weight, have you tried not to gain weight o t restrict your food intake? (] YES

-
[E3 Have you Intersely feared gaining weight or becoming fat, even though you were underweight? NO YES
. . . 4 & Have youconskered yourself too big / fat or that part of your body was too big / fat? NO YES
Limitations: Does not assess ARFID or OSFED, R ——— o o
€ Have you thought that your current low body weight was normal or excessive? NO YES

requires training prior to administration S -

5 L5 cooen ves? NO YES

ANOREXIA NERVOSA

CURRENT
HEIGHT / WEISHT TABLE comes Fon s 704 BMI THRESHOLD 0F 17.0 ks fni*
Heighty Weight
fifin 43 410 &1 S 51 52 53 54 55 3 57 58 5 510
LI EH B a7 20 93 % E] 02 15 w9 12 15 19
em 145 w7 1 1m2 155 1 180 163 185 188 170 173 175 17
ke 6 7 ‘S WS 41 425 435 455 465 4B a9 51 52 5
Height/ Weight
fin 511 €0 F1 &2 63
b 122 15 18 133 13
em 10 183 185 1Ba 191
ke 55 57 585 60 62

The we gt thresha ks Bbowe are cAEUBted Lming 8 body ma=s index [BM1] EqUAT to or below 17 0 kgfm- for the patiers heght weing the Center ol
Disease Control B Prevertion 80| Cakculator. This iz the threshold guideline below which a person is deemed urderweight by the DSM-5 far
Ararexia Nervosa

ML 7.02 (August B, 2018) (3/8/16) 27




SCID

Semi-structured interview guide for major
DSM-5 diagnoses, including AN, BN, and BED.

Strengths: Well validated, has a training
manual

Limitations: Does not assess ARFID or OSFED,
cannot be used with children, expensive, full ED
module only contained in research version

Structurep CunicAL INTERvIEW FOR DSM-5" DisorDERs

SCID-5-CV

CLINICIAN VERSION
USER’S GUIDE

Michael B, Firs, M.D.
Jonet B.W. Willioms, Ph.D.
Rhonda S. Korg, Ph.D.
Robert L. Spitzer, M.,




Considerations for Use with Specific Subgroups

Marginalized Sexual and Gender

MEIEE Racial/Ethnic Groups Minorities

Lack of assessment of
muscle-enhancing

: Impact of culture-specific
behaviors P P

body image ideals

Impact of gender-specific
body image ideals

Lack of guidelines for
objectively large eating
episodes

Impact of gender
dysphoria

Impact of stigma and Role of acculturation
traditional masculine
norms




Treatment Models

Cognitive
Behavior
Therapy and

Eating
Disorders

Christapher G. Fairburn

CBT-E

Dialectical
Behavior Therapy
for Binge Eating
and Bulimia

Debra L. Safer
Christy E. Telch
Eunice Y. Chen

DBT

The
Radically Open
DBT Workbook for
Eating Disorders

FROM OVERCONTROL & LONELINESS
TO RECOVERY & CONNECTION

KARYN 1. HIALL, PuD

BLLEN ASTRACHAN-FLETCHER, PuD)
MIMA STMIC, MD

$ NCH, PwD

RO DBT

P da

LS

Family-Based Treatment
for Eating Disorders
Piece by Piece

James Lock, Aileen Whyte,
Brittany Matheson, and Nandini Datta

R

FBT



CBT-E Transdiagnostic Model

Over-evaluation of shape and
weight and their control

a

Strict dieting; non-compensatory
weight-control behavior

A 4

Events and associated :—>

mood change I

-~ em e s - - e e e . .

Binge eating

A

A 4

Compensatory
vomiting/laxative use




Case Example

A: Age and generational influences

* 40 year old Hispanic, cisgendered,

heterosexual male D: Developmental and acquired disabilities

) ) R: Religion and spiritual beliefs
* Lower socioeconomic status and

experiencing food insecurity E: Ethnicity and race

* Able-bodied and working in deliveries for S: Socioeconomic status

major company
S: Sexual orientation

* Diagnoses of MDD, GAD, and BED , ,
I: Indigenous heritage

N: National origin and language

G: Gender
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Modified Model

Limited funds

\ |

[

Worry about
weight

Desire for

]ﬁ

!

] \[ muscrlority

f

Keep foods out of
the house

N
Strict dieting

!

-

f

Fluctuating access

| to preferred foods |

~\

— | Binge eating

Anxiety

S

Weight training




Treatment Modifications

Clinical Impressions Treatment Considerations

- Food insecurity contributing to - Referrals for food assistance
cycles of scarcity and overeating and community resources

» Cultural background - Spacing of appointments to
emphasizing masculinity, accommodate financial strain
authority, and being a provider and psychosocial barriers
and protector - Incorporation of cognitive

- Anxiety around using food restructuring to address
assistance programs unhelpful thoughts around

- Emotional distress related to muscularity and food insecurity
perceived loss of control and - Coordination with nutrition
lack of muscularity services to provide non-

restrictive, culturally affirming
guidance



Summary

Eating disorders do not discriminate, and bias limits
detection.

Intersectionality shapes risk, presentation, and
barriers to care.

Standard tools and approaches are not culturally
neutral.

Equitable treatment requires intentional adaption,
not just inclusion.
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