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Welcome!

L

et me start by offering a warm
welcome to both our returning
readers and anyone picking up the
Gürze/Salucore Eating Disorders
Resource Catalogue for the first time.
We are excited to bring you this 2017 edition,
rich with resources including articles, treatment
facilities, book excerpts, and book suggestions,
all dedicated to healing and recovery. We
hope you’ll be happy to find your favorite sections
in our newly updated look.
Perhaps you have been diagnosed with an
eating disorder, or you are reading this on behalf
of a loved one. As you absorb the information
herein, please allow yourself to accept the
compassion and intensity of support that is
available. We, and those in the field, know you
matter. Your recovery is our goal.
The quality treatment facilities included
in the following pages are open to your questions
and concerns. Their trained professionals
provide opportunities for your growth, health,
and healing.
We are deeply grateful to the involved
writers, researchers, authors, clinicians,
publishers, and providers who participated in
this edition. Your diligent work adds substantive
information, as well as understanding, support,
and promise for recovery from eating disorders.
To all of our readers, thank you again for
including us in your
healing journey. We
hope that 2017 is the
year you write your
recovery story.
With best wishes
and gratitude,

Kathy
Cortese
LCSW, ACSW, CEDS
Editor-in-Chief
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9 Goals:
The following NINE Goals are
proposed as a global manifesto to
be presented to and acted upon by
policy makers and governments
to take action on the growing
epidemic of eating disorders across
the globe. With eating disorders
having the highest mortality rates
of any mental illness, the time for
action is NOW. Effective solutions
and programs should be markedly
scaled up. Health systems must
be structured to address early
intervention with evidence-based
treatment. Communities and
providers must be educated on the
realities of eating disorders and be
able to ensure access to services.
These are attainable solutions, and
we call for systematic review by
policy makers and implementation
of services to support achievement
of the NINE Goals.

Taking Action Against
Eating Disorders

1. We call for all front-line providers

(including pediatricians, primary
care doctors, dentists, and emergency
room and school health providers)
to be educated in the identification,
diagnosis, and referral to appropriate
services of eating disorders.
2. We call for accessible and affordable
evidence-based treatment, with early
diagnosis and intervention a priority.
3. We call for public education
about eating disorders to be accurate,
research-based, readily available, and
geared to end stigma about eating
disorders.
4. We call for an end to mandatory
weighing and BMI screening in
schools, and for development of
evidence-based health programs.
5. We call for increased awareness
of diversity in eating disorders, as
eating disorders affect a wide cross
section of the world’s population,

World Eating
Disorders
Action Day
June 2, 2017

including people of all ages, sizes,
weights, genders, sexual orientations,
ethnicities, nationalities, and
documentation statuses.
6. We call for community and family
eating disorders treatment support
programs to be available for all.
7. We call for research-based
interventions to be delivered in schools
and universities on the facts about
eating disorders, and how peers and
staff can best support patients and
families during treatment.
8. We call for government agencies
to include eating disorders services
as part of health systems, public
education campaigns, and regulatory
bodies.
9. We call for the World Health
Assembly and the World Health
Organization to formally recognize
June 2 as World Eating Disorders
Action Day.

Source Books
NEW

The Oxford
Handbook
of Child and
Adolescent
Eating
Disorders
Developmental
Perspectives

James Lock, editor
336 pages, hardcover,
2011

The Wiley
Handbook
of Eating
Disorders

Linda Smolak &
Michael P. Levine,
editors
1,016 pages,
hardcover, 2015

NEW

Family, Culture,
and Self in the
Development
of Eating
Disorders

Susan HaworthHoeppner
206 pages, hardcover,
2016

Bio-Psycho-Social
Contributions to
Understanding
Eating Disorders
Yael Latzer & Daniel
Stern, editors
202 pages,
hardcover, 2016
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OF PAPYRUS AND POTTERY

Learning to Listen to
the Marginalized Voice
BY / NORMAN H. KIM, PHD

W

e have a
growing
understanding
as a field
that eating
disorders do not discriminate based
on ethnicity, color, nationality,
gender identity, sexuality, age, or
size. Nevertheless, there remains
a tremendous disparity in who
receives services and, unfortunately,
who remains under-identified by
professionals and is, therefore, not
receiving much-needed, and muchdeserved, treatment and care.
Using data from the National

Institute of Mental Health
Collaborative Psychiatric
Epidemiological Studies (CPES),
Marques and colleagues (2011) found
a) no significant differences in rates
of Anorexia across all ethnic groups,
b) significantly higher rates of Bulimia
in Latino and African-American
groups, and c) significantly higher
rates of Binge Eating for all ethnic
groups studied. Despite the fact that
prevalence rates of eating disorders
were similar or greater, people in
ethnic minority groups with a lifetime
history of any eating disorders were
significantly less likely to utilize
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mental-health services than nonLatino whites.
Similar patterns can be seen
in rates of eating disorders and
disordered eating behaviors in the
LGBTQ community. LGBTQ-identifying
high school students appear to be at
significantly elevated risk of engaging
in disordered eating behaviors
(Austin et al., 2013), and overall rates
of eating disorders in the LGBTQ
community are similar or higher
than among heterosexual women
and men (Feldman & Meyer, 2007).
One of the few large investigations of
eating disorders in the transgender

population (Diemer et al., 2015)
found alarmingly high rates of eating
disorders among college students
identifying as transgender.
While the presumptive truth of
who can be affected by an eating
disorder is relatively clear, these
disparities remain, in part owing to
larger societal prejudices, which
result in discrimination and
marginalization. More
directly in the health
care community,
these disparities
are also reflective
of an ontologic
question
regarding the
nature of eating
disorders.
If they are
psychologically
driven by wanting
to look a certain
way (which they are
not), then thinking some
groups might be protected from
such pressures might make some
sense. However, if eating disorders
are instead psychologically rooted in a
profound sense of being lesser-than,
being inadequate, being broken (which
they are), in the wake of genetic
vulnerability and predisposition, it
makes little sense to presume anyone
immune.
Eating disorders are disorders of
shame, isolation, and fear. One not
only loses one’s voice, but feels bereft
of the right to have a voice in the
first place. When this occurs in the
context of already being marginalized
and feeling powerless because of
the color of your skin, your gender
identity, your sexual orientation, or
any other prejudice, the suffering of
struggling with an eating disorder can
be compounded.
In thinking about trying to alleviate
some of the tremendous suffering that
comes with struggling with an eating
disorder, nothing is more urgent than
earlier recognition and identification

of those at risk. Early intervention
is essential to a better prognosis
for those affected. And nowhere is
this more important than in those
struggling with eating disorders who
are further marginalized by virtue of
not “looking” like the typical someone
with an eating disorder. Which brings
us, maybe not so obviously, to
papyrus.
One of the first
known attempts
at connecting
symptoms to
prognosis and
treatment is
also one of the
oldest written
documents in
existence, the
Edwin Smith
Papyrus, one of
the first medical
treatises of the
ancient world, dating
from 1600 BCE in ancient
Egypt. Papyrus is also part of the
history of ostracizing people. The word
ostracize comes from ancient Greece
and refers to the shards of broken
pottery, ostraka, that were used as
tokens when citizens were voting on
whether someone should be banished
from Athens, a meaning that lives on
in our current use of the word. Pottery
was used because it was virtually
free and considered OK to “throw
away,” and Egyptian papyrus was too
valuable to be used for this purpose.
There is a clear parallel in the
connection between this sense of
lack of worth and ostracizing or
marginalizing someone, depriving
them of full participation in society.
This connection is all too real and
present for those struggling with
eating disorders who feel additionally
marginalized and voiceless.
To be marginalized is to be
relegated to the fringes. It is the
experience of exclusion from
the opportunities and resources
available to others because of

Eating
disorders are
disorders of
shame, isolation,
and fear.

some “difference.” It is the state of
being disenfranchised and results
in a prolonged sense of “I’m not
as important”; “It’s OK for me to
be thrown away”; “I deserve to be
ostracized.”
We still hear and see certain
myths about who suffers from eating
disorders (and who doesn’t …), even
among professionals and specialists.
Most people still think about eating
disorders as being a disorder of thin,
privileged, largely white young women.
That’s the picture that accompanies
magazine articles about eating
disorders because it’s the picture that
sells and is now what pops into most
people’s heads when they hear the
term “eating disorder.”
But people of color, our brothers
and sisters in the LGBTQ community,
men, older people, and people
struggling with Binge Eating all share
the pain, fear, shame, and loneliness
that are core to all eating disorders.
And, especially when you are already
part of a minority or disenfranchised
group and spend every day feeling
like the perpetual “other,” the
additional stigma and feeling of “not
belonging” even to the community
of people struggling with the same
illness can magnify the feeling of
being marginalized and pushed to the
fringes, an exile among exiles.

THIS ARTICLE CONTINUES AND CAN BE FOUND
I N I T S E N T I R E T Y O N E D C ATA L O G U E . C O M .
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BULIMIA

Nutritional
Consequences
OF BULIMIA NERVOSA
B Y / D R . W E N D Y F O U L D S M AT H E S

B

ulimia nervosa is a
serious illness that puts
an individual at risk for
nutritional and medical
consequences. Unlike
individuals with anorexia nervosa,
which is characterized by significant
weight loss or emaciation that often
raises concern with caregivers
and medical providers, individuals
diagnosed with bulimia nervosa often
present at a weight that is appropriate
for their age and body type. As a result,
many of the medical consequences
of bulimia nervosa may be overlooked
or underestimated. However, frequent

bingeing and purging,
the hallmark features of
bulimia nervosa, can be lifethreatening.
One of the most common
nutritional consequences
of bulimia nervosa is serum
electrolyte imbalance.
Electrolytes are nutrients
such as salts and minerals
that are instrumental
in conducting electrical
signals in the body. The
major electrolytes that
often become dysregulated
in individuals with bulimia
nervosa are potassium,
sodium, chloride, and
bicarbonate. Electrical signals
are essential for cellular
function, cardiac function,
muscular contraction, fluid
balance, and central and
peripheral nervous system
function. As such, imbalances
in electrolytes can affect all of the
major organ systems, including the
gastrointestinal (GI) tract, kidneys,
heart, and brain (McArdle, Katch, &
Katch, 2007).
Electrolyte imbalances in the body
often result from purging behaviors
such as vomiting, excessive exercise,
and use of diuretics and laxatives.
These behaviors cause a loss of fluid
and electrolytes from the body, leading
to dehydration, decreased blood
electrolyte concentrations, decreased
blood volume, and decreased blood
pressure (Forney, Buchman-Schmitt,
Keel, & Frank, 2016). The body
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Diagnosing
Bulimia
Nervosa

A. Recurrent episodes of binge
eating. An episode of binge
eating is characterized by both
of the following:
1. Eating, in a discrete period
of time (e.g., within any 2-hour
period), an amount of food that
is definitely larger than what
most individuals would eat in
a similar period of time under
similar circumstances.
2. A sense of lack of control over
eating during the episode (e.g.,
a feeling that one cannot stop
eating or control what or how
much one is eating).
B. Recurrent inappropriate
compensatory behaviors in
order to prevent weight gain,
such as self-induced vomiting;
misuse of laxatives, diuretics, or
other medications; fasting; or
excessive exercise.
C. The binge eating and
inappropriate compensatory
behaviors both occur, on
average, at least once a
week for 3 months.
D. Self-evaluation is unduly
influenced by body shape
and weight.
E. The disturbance does not occur
exclusively during episodes of
anorexia nervosa.
by the American Psychiatric Association,
excerpted from Diagnostic and
Statistical Manual of Mental Disorders,
Fifth Edition (DSM-5) © 2013
by American Psychiatric Publishing

responds to this depleted state by
increasing the release of hormones
such as aldosterone and antidiuretic
hormone. These hormones stimulate
the kidneys to increase absorption
of water, sodium, and potassium to
prevent further depletion of these
essential nutrients (Mehler & Walsh,
2016). As the body tries to combat fluid
and electrolyte imbalances caused by
the symptoms of bulimia nervosa, the

BULIMIA
kidneys are put under enormous strain.
With prolonged purging behaviors, they
are no longer able to compensate for
losses in fluids and electrolytes. This
can lead to significant, rapid reductions
in blood electrolyte levels, which have
been associated with severe medical
complications and even death (Mehler,
2011; Mehler & Rylander, 2015).
Two systems affected by electrolyte
imbalances are the GI tract and
the heart. The GI tract consists of a
series of organs made up of smooth
muscles. In normal functioning, these
muscles expand and contract to move
food and waste through and out of the
body. Low potassium levels, referred
to as hypokalemia, cause a slowing
of smooth muscle contractions,
leading to nausea, constipation,
and abdominal distention (Mehler,
2011, 2015; Mehler & Rylander, 2015;
Mehler & Walsh, 2016). In an individual
diagnosed with an eating disorder,
these symptoms can be particularly
distressing and may further
complicate treatment and recovery.
Similarly, the heart itself is a
large muscle. When potassium is
depleted, the heart cannot beat as
usual. Hypokalemia often leads to
cardiac arrhythmia, palpitations, and
increased heart rate with physical
exertion (Mehler, 2015; Mehler &
Rylander, 2015; Nussinovitch et al.,
2012). In severe cases, hypokalemia
can lead to heart failure and sudden
cardiac arrest (Forney et al., 2016).
Moreover, hypokalemia accompanied
by dehydration often triggers the
release of aldosterone in response to
the low blood volume and low blood
pressure that ensues. This can lead to
an increase in bicarbonate in the blood.
Elevated serum bicarbonate levels, a
condition called metabolic alkalosis,
increases the risk of cardiac arrhythmia
and seizure (Bahia, Mascolo, Gaudiani,
& Mehler, 2012; Mehler & Walsh, 2016;
Sachs & Mehler, 2016; Westmoreland,
Krantz, & Mehler, 2016). In some cases,
the degree of alkalosis can interfere
with the effectiveness of medications
used to treat arrhythmia, further
complicating treatment (Mehler,

Krantz, & Sachs, 2015; Sachs &
Mehler, 2016). Individuals diagnosed
with bulimia nervosa who are
experiencing alkalosis should be
treated by medical professionals
familiar with this presentation in
a medical facility equipped with
telemetry to monitor cardiac activity as
the patient is receiving treatment.
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ANOREXIA

Reconnecting for
MULTIFAMILY THERAPY GROUP:
CAPITALIZING ON CONNECTION AND
COMMUNITY IN THE TREATMENT
OF ADULTS WITH ANOREXIA NERVOSA
B Y / M A R Y TA N T I L L O , P H D , P M H C N S - B C , FA E D , C G P

L

health and recovery. Individual
ong before we became
wholeness becomes dependent
consumers in a health
on people and forces outside one’s
care system, we
family and community. Scarcity of
were citizens caring
resources (within the health care
for one another in
system), instead of abundance (in
small communities. These caring
the community), becomes the
communities were based
rule, and patient and family
on the value of
may forget the gifts and
connections and the
strengths they bring to
belief that each
bear on eliminating the
person in the
eating disorder and
community had
helping the patient
gifts to share with
restore health and
others (McKnight
—Wendell
reclaim life. These
& Block, 2012).
Berry
experiences also play
Abundance
directly into the hand of
instead of scarcity
the eating disorder, which is
was fostered, and
notorious for the burden of care it
community wholeness
exacts on personal and professional
was closely linked with individual
carers and for its quest to promote
wholeness (Berry, 1977).
disconnections whenever possible.
Today, patients with Anorexia
Nervosa (AN) and their families seek
Multifamily Therapy
health care services from medical
Group Treatment:
providers in our consumer-driven,
Creating a Therapeutic
individualistic, and fragmented
Community for Patients
culture. The ideal provider is a
with AN and Their
specialist trained in eating disorders
Families
who is the “expert” with regard
to treatment and recovery. While
One way to build a competent
specialty care is essential in the
community that can promote healing,
treatment of AN, the act of placing
wholeness, and recovery is through
oneself and one’s family in the hands
the use of Multifamily Therapy
of specialists can unwittingly lead to
Group (MFTG). MFTG is, in essence,
the idea that professional caregivers
a “therapeutic village of support”
hold all the answers to achieving
composed of five to seven patients

“What we
need is here.”
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Diagnosing
Anorexia
Nervosa

A. Restriction of energy intake
relative to requirements,
leading to a significantly
low body weight in the
context of age, sex,
developmental trajectory,
and physical health.
Significantly low weight is
defined as a weight that
is less than minimally
normal or, for children and
adolescents, less than that
minimally expected.
B. I ntense fear of gaining
weight or of becoming fat,
or persistent behavior
that interferes with weight
gain, even though at a
significantly low weight.
C. D
 isturbance in a way in
which one’s body weight
or shape is experienced,
undue influence of body
weight or shape on selfevaluation, or persistent
lack of recognition of
the seriousness of the
current low body weight.
by the American Psychiatric
Association, excerpted from
Diagnostic and Statistical Manual
of Mental Disorders, Fifth Edition
(DSM-5) © 2013 by American
Psychiatric Publishing

ANOREXIA

Recovery
and their respective family of origin
or family of choice members who
routinely meet together (e.g., weekly
or monthly) to gain knowledge
about a particular illness and the
most effective ways to help patients
manage that illness and move ahead
in recovery from that illness. MFTG
has been used successfully since the
1960s to treat a number of chronic
behavioral health and medical
problems, including schizophrenia
(Dyck et al., 2000; Laqueur, LaBurt,
& Morong, 1964; McFarlane, 2002);
depression (Anderson et al., 1986;
Lemmens, Eisler, Dierick, Lietaerd, &
Demyttenaere, 2009); bipolar illness
(Moltz & Newmark, 2002); substance
abuse (Kaufman & Kaufmann, 1977,
1979); diabetes, asthma, and cancer
(Gonzales & Steinglass, 2002); and
brain injury (Couchman, McMahon,
Kelly, & Ponsford, 2014). Research
on MFTGs for patients with illnesses
other than eating disorders have
shown symptom improvement and
positive patient and family outcomes,
including enhanced communication
within and between families, and
decreased treatment costs (Dyck
et al., 2000; Lemmens et al., 2009;
McFarlane, 2002).

“There are
no strangers here;
only friends you
haven’t yet met.”

W.R. McFarlane (Ed.), Multifamily Groups
in the Treatment of Severe Psychiatric
Disorders (pp. 315-340). New York, NY: The
Guilford Press. Kaufman, E., & Kaufmann,
P. (1977). Multiple Family Therapy: A New
Direction in the Treatment of Drug Abusers.
American Journal of Drug and Alcohol Abuse,
4, 467-478. Kaufman, E., & Kaufmann, P. (1979).
Multiple Family Therapy with Drug Abusers. In E.
Kaufman & P. Kaufmann (Eds.), Family Therapy
of Drug and Alcohol Abuse (pp. 81-93). Boston, MA:
Allyn & Bacon; New York, NY: Gardner. Laqueur, H.P.,
LaBurt, H.A., & Morong, E. (1964). Multiple family therapy.
Further developments. International Journal of Social
Psychiatry, 10, 69-80. Lemmens, G.M., Eisler, I., Dierick,
P., Lietaerd, G., & Demyttenaere, K. (2009). Therapeutic
factors in a systemic multi-family group treatment for
major depression: Patients’ and partners’ perspectives.
Journal of Family Therapy, 31, 250-269. McFarlane, W.R.
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ANOREXIA

Bringing
Neuroscience
INTO THE THERAPY SESSION
BY / RALPH CARSON, PHD

T

he anorectic’s brain is a
complicated structure
that is influenced
by genetics and the
environment. This duality
epitomizes the loaded-gun theory, in
that who our parents are (genetics)
provides the ammunition, and how we
live our life (starvation) pulls the trigger.
Numerous adolescents go on very-lowcalorie diets every year, but less than
1 percent continue to progress on to
anorexia allowing them to maintain an
extremely low weight for years (Bulik,
Slof-Op’t Landt, van Furth, & Sullivan,
2007; Hudson et al., 2007). The genetic
vulnerability may remain latent for the
first decade of life until it is precipitated
by circumstances (puberty, social
media, peer pressure) and perpetuated
by severe food restriction, starvation,
and weight loss. Anorexia can be
considered a biopsychosocial condition
whereby a physiological change is
brought on by an emotional response.
Fifty to 70 percent of the risk of
developing an eating disorder is genetic
(Bulik et al., 2007; Cui et al., 2013).
Though identifying a single gene would
simplify early identification, the fact
remains that multiple genes interact to
produce a wide spectrum of symptoms
and behaviors. A genetic mouse model
(BDNF val66met) has been useful
in conducting research to elucidate
further understanding of the disorder
that may contribute to treatment
efficacy (Madra & Zeltser, 2016). The
genes themselves are activated to

produce proteins that are encoded
into neural processes. Starvation turns
on genetic transcription factors that
initiate the course of events leading
to anorectic behaviors. Preexisting
genetic traits define the individual’s
temperaments, character qualities, and
personalities that profile the anorectic
and persist after recovery (Cloninger et
al., 1993, 1994).
Starvation, malnutrition,
and weight restoration must be
addressed during the acute stages
of recovery. Depression, irritability,
food obsessions, rituals, difficulty
concentrating, mental fatigue, memory
decline, apathy, and hopelessness are
manifestations of starvation (van der
Zee, 1998; Keys et al., 1950). When
the body is appropriately nourished
and weight is restored to 90 percent
of ideal, many of the psychiatric
symptoms can be reversed. Lack of
food and immense stress can cause
cellular loss, but, fortunately, the brain
is malleable and the damage can be
reversed with appropriate dietary
intervention. Many in the treatment
field argue that the order or priority in
the treatment of anorexia should be:
“First we eat, then we talk.” Thought
processes and commitment to change
are not responsive to therapy until the
brain is fully engaged, which entails
replacing lost brain tissue (Zakzanis
et al., 2010; Lauer et al., 1999).
Starvation is a state condition, and the
disturbances attributed to that state
are normalized after weight restoration
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(Marzola et al., 2013).
Constructing a visual picture of
healing and recovery instills confidence
in the treatment and, thereby, increases
the likelihood of successful outcomes.
Brain scans from those struggling with
anorexia show brain cell loss similar to
that seen with dementia (Alzheimer’s).
Observing the return of gray matter
volume can provide encouragement
that one can get all of his or her brain
substance and function back (Zakzanis
et al., 2010; Lauer et al., 1999).
It is beyond the scope of this paper to
explain neuroscientifically the multitude
of symptomology, behaviors, and traits
associated with anorexia nervosa.
Following is a brief summary to explain
the various differences (as opposed
to calling them deficits) through the
language of neuroscience
•Anhedonia: Increased binding by
D2D3 receptors in the anterior ventral
striatum
•Ascetism: Increased binding by D2D3
receptors in the dorsal striatum
•Impaired set shifting and
persistence: Increased thalamic D2
binding and alterations in the rostral
and dorsal anterior cingulate cortex
•Perfectionism: Over-activation of
the dorsolateral prefrontal cortex and
hyperfunction of the ventromedial
prefrontal cortex
•Harm avoidance and anxiety:
Enhanced 5-HT1A binding in the
amygdala and hypothalamus; reduced
5-HT2A binding in the amygdala and
cortex

ANOREXIA
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Completely
On Modern Anorexia

Kelsey Osgood
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A Mother’s Struggle
to Free Her Teenage
Son from Anorexia
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•Impulse control and crossover to
bulimia nervosa: Interconversion
of the long and short alleles of the
5-HTTLPR (serotonin transporterlinked polymorphic region)
•Reduced appetite (anorexia): Reduced
interoceptive response (anterior insula)
with diminished awareness and an
unresponsive ventral striatum
•Body image impairment: Insular
dysfunction; allocentric lock and an
inability to update body image
•Problems with central coherence:
Visuospatial difficulties stemming from
increased parietal activity
•Compulsive exercising (foraging and
hoarding behavior): Unmasking NPY2
•Hyperactivity (excessive exercise)
and rituals: Serotonin deficits
•Low reward dependence:
Norepinephrine dysregulation
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Eating Disorders in
the 21st Century

Families Talk About How
an Eating Disorder Invaded
Their Lives

Do You Have an
Eating Disorder?
Respond honestly to these questions. Do you:

Constantly think about your food, weight, or body image?
Have difficulty concentrating because of those thoughts?
Worry about what your last meal is doing to your body?
Experience guilt or shame around eating?
Count calories or fat grams whenever you eat or drink?
Feel “out of control” when it comes to food?
Binge eat twice a week or more?
Still feel fat when others tell you that you are thin?
Obsess about the size of specific body parts?
Weigh yourself several times daily?
Exercise to lose weight even if you are ill or injured?
Label foods as “good” and “bad”?
Vomit after eating?
Use laxatives or diuretics to keep your weight down?
Severely limit your food intake?
If you answered “yes” to any of these questions, your attitudes and behaviors around food and
weight may need to be seriously addressed. An eating disorders professional can give you a
thorough assessment, honest feedback, and advice about what you may want to do next.

Warning Signs

n obvious increase or decrease in
•Aweight
not related to a medical condition
A

bnormal
eating habits, such as
•severe dieting,
ritualized mealtime
behaviors, fear of dietary fat,
secretive bingeing, or lying about food

n intense preoccupation with
•Aweight
and body image
M

ood
swings,
depression, and/or irritability
•
ompulsive or excessive exercising,
•Cespecially
without adequate nutritional
intake or when injured or ill
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BINGE EATING
DISORDER &

The
Road to
Recovery

B Y / J U D I T H M AT Z , M S W, L C S W

I

The top three
mistakes I’ve
witnessed as people
come to me for help
with their Binge Eating
Disorder are:

f you’re seeking
• Receiving prescriptions for
help for outrestrictive eating
of-control
•
Believing
that understanding
eating, choose
emotional
issues
will end the bingeing
a therapist or
•
Assuming
weight
loss will/
other health professional
should
occur
as
a
criterion
for
who specializes in the
successful
recovery
treatment of Binge Eating
Disorder (BED). You can expect
to explore underlying emotional
issues, as well as to learn how to
reconnect with signals for hunger
and satiation. If you’re a therapist
treating BED, it’s important to
acknowledge that we are members
of the same culture our clients live in
and have our own internalized biases
If you feel out of control with your
and attitudes toward food, weight,
eating—and if you’re gaining weight—
and dieting. Adhering to a non-diet,
it makes sense that you’ll look for
weight-neutral approach on both the
ways to control your food intake.
individual and cultural levels ensures
That might take the form of a specific
that our clients will receive supportive diet—in fact, about 30 percent of
and effective care on their road to
people who seek weight-management
recovery.
programs have BED1—or it may take

Receiving
Prescriptions for
Restrictive Eating
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the shape of a food plan that seems
sensible. The key is that you’re trying
to follow something that will reign in
your bingeing.
According to the Binge Eating
Disorder Association, “Within a dietand thin-focused culture, the focus
has been on weight loss as the goal.
This ‘treatment’ is often promoted
by well-intentioned friends, family,
and professionals. But with binge
eating, dieting is a causal factor in the
development of binge eating disorder.
So it’s essential for treatment to
provide an alternative to dieting for
improving health and body image.
In fact, weight loss as a goal of
treatment—as opposed to goals of
improved self-care—can be damaging
to the process of recovery.”2

BINGE EATING

Diagnosing
Binge Eating
Disorder

This means that when you try to
restrict your eating for the purpose
of weight loss, you are actually likely
to eat more, since deprivation is a
significant factor in triggering a binge.
When I offer workshops, I ask the
question: “If I told you that starting
tomorrow, you can never have ice
cream again, what would you do
tonight?” The answer is always the
same: People say they would eat a lot
of ice cream—whether they’re hungry
for it or not—and they’d eat way more
than their body needs.
The diet mentality is so pervasive
in our culture that you may not realize
when it’s operating. This mind-set
leads you to categorize foods as
“good” and “bad” and tells you what
you “should” and “shouldn’t” eat.

A. Recurrent episodes of binge
eating. An episode of binge
eating is characterized by
both of the following:
1. Eating, in a discrete period
of time (e.g., within any
2-hour period), an amount of
food that is definitely larger
than what most individuals
would eat in a similar
period of time under similar
circumstances.
2. A sense of lack of control
over eating during the
episode (e.g., a feeling that
one cannot stop eating or
control what or how much
one is eating).
B. The binge-eating episodes
are associated with three (or
more) of the following:
1. Eating much more rapidly
than normal.
2. Eating until feeling
uncomfortably full.
3. Eating large amounts
of food when not feeling
physically hungry.
4. Eating alone because of
feeling embarrassed by how
much one is eating.
5. Feeling disgusted with
oneself, depressed, or very
guilty afterward.
C. Marked distress regarding
binge eating is present.
D. The binge eating occurs, on
average, at least once a week
for 3 months.
E. The binge eating is not
associated with the recurrent
use of inappropriate
compensatory behavior as in
bulimia nervosa and does not
occur exclusively during the
course of bulimia nervosa or
anorexia nervosa.
by the American Psychiatric Association,
excerpted from Diagnostic and
Statistical Manual of Mental Disorders,
Fifth Edition (DSM-5) © 2013 by
American Psychiatric Publishing

Unfortunately, the diet mentality
means that you may eat foods you
don’t want because you’re “supposed”
to, only to find yourself rebelling in the
form of a binge.
Therapists aren’t immune from
this good/bad thinking. Take the case
of Natalie, who came to me because
her binge eating had worsened over
the past few months, despite her
work with a therapist whom she
found supportive in other areas of her
life. Natalie told me that her therapist
had offered the following piece of
advice: “Don’t use butter when you
cook your eggs.” Do you hear the diet
mentality in that recommendation?
Natalie enjoyed having eggs for
breakfast (cooked in butter!), but
the moment she was told not to
use butter—which she understood
implied the “fat is bad” message—she
found herself bingeing on high-fat
foods, including doughnuts and
leftover birthday cake.

Take-Away
Message

Make sure that treatment for
BED gives people permission
to experiment with all types of
foods and discover for themselves
what truly nourishes them. This
approach ends the deprivation that
comes from food restriction and
the diet mentality, which can actually
trigger and sustain binge eating.
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OUR BODIES WILL NOT LET US
HOLD OUR BREATH UNTIL WE DIE;
WE WILL PASS OUT AND BEGIN
BREATHING AGAIN. Nor will our
bodies allow us to purposely starve to death
(except with anorexia). A post-diet bingeing
episode is the equivalent to passing out after
holding our breath. Our bodies simply refuse
to let us starve. When the body gets less food
than it needs, it switches to survival mode,
turning down our metabolism in order to
hang on to every little calorie. Likewise, the
mind hits the survival button and turns all its
attention to one purpose: Find food, find lots
of it, and find it fast.
Ironically, I didn’t appreciate my body for
saving me each time I “failed” and I certainly
didn’t blame the unrealistic diet I’d escaped
for my failure. Instead, I hated my body for
“betraying” me and I berated myself for failing
(yet again). With that sense of failure came
depression, anxiety, and lowered self-esteem.
Separately, both hunger and negative feelings
could trigger a binge for me; when they
occurred together, which was frequently the
case since I dieted so much, a binge episode was
inevitable. I wasn’t alone. According to studies,
the most common time for bingeing is when
negative emotions pile on top of hunger.8
My binge problem kept growing as the
effects of my bingeing deepened and broadened

BINGE EATING

with time. In the clutches of the binge, I
felt numb, pleasantly isolated from whatever
emotion I wanted to escape. Over time,
bingeing helped to separate me from any and
all negative feelings for longer and longer
periods of time.
I could now see the pattern. My poor body
image and generalized self-dissatisfaction
had led to dieting in an attempt to make my

According to studies,
the most common time
for bingeing is when
negative emotions pile
on top of hunger.
body more “acceptable.” Dieting led to feelings
of deprivation, which triggered over-eating
and bingeing, setting off even more negative
emotions. I would then set new unrealistic goals
for weight loss through yet another diet. And
on and on. As I learned that bingeing could
temporarily alleviate any emotional discontent,
I turned to it more and more often. As I
continued my quest to learn all I could about
binge eating, I discovered that much of the
pattern I’d followed was common.9
But chronic dieting damaged me more
than just emotionally. Severe calorie restriction
can, and does, lead to changes in the brain’s
chemistry that make bingeing more likely to
occur. Chronic, highly restrictive dieting can
decrease the levels of certain neurochemicals
that control impulses.10 Therefore, when I saw
delicious-looking food, my ability to control
the impulse to eat was actually reduced because
I dieted. Dieting can also dampen the innate
signals of hunger and fullness by decreasing key
chemicals in the brain that cause us to feel full
and satisfied; over time, these signals may cease
to function altogether.11
Dieting was a dead-end street for me.
Dieting did not get me the body I wanted and,
moreover, it led me deeper into bingeing and
further away from my goal. Had I continued
with highly restrictive diets, I would have gone
on bingeing. In order for me to stop bingeing,
ending yo-yo dieting was a critical step.
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Drive Our Obsession with Weight—
and What We Can Do About It
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NEW

WE DIET FOR ONE
OF TWO REASONS,
OR BOTH: LOOKS
AND HEALTH.
If (a) you’re a woman,
and (b) you want people
to think you’re attractive,
you’ve got to be thin (or
at least thinnish) by the
cultural standards of the
day. And whether you’re
a woman or a man, if
you’re not thin, you’ve
certainly been told in
many ways that your
health will suffer if you
don’t lose weight.
So we diet. We
consider it harmless at
worst, and if it doesn’t
work, well, that’s our fault for not cutting
back enough or sticking hard enough to our
unsatisfying meal plan, isn’t it? And the solution
is—you guessed it: more dieting, different
dieting, stricter dieting. In 2013, Americans
spent more than $60 billion on weight-loss
products,4 and that number keeps rising. A lot
of bottom lines are at stake in the efforts to
trim our bottoms.
Unfortunately, the evidence suggests that
dieting makes people neither thinner nor
healthier. Quite the opposite, actually—
nearly everyone who diets winds up heavier
16 • Request free copies of the 2017 GÜrze/Salucore Eating Disorders Resource Catalogue at EDcatalogue.com

in the long run, and many people’s health
suffers rather than improves, especially
over time. Repeated dieting in particular
causes a cascade of negative physical and
psychological consequences (which we’ll
look at in more depth later in this chapter).
In fact, dieting is a major risk factor for both
binge eating5 and obesity.6
Dieting can make people thinner for a
while—six months, a year or two, maybe
three. Which, coincidentally, is about how
long most studies follow dieters, and how
they claim success. In reality, your chance
of maintaining a significant weight loss for
five years or more is about the same as your
chance of surviving metastatic lung cancer: 5
percent. It doesn’t matter what flavor of diet
you try—Paleo, Atkins, raw, vegan, high-carb,
low-carb, grapefruit, Ayds (remember those
chewy, chemical-infused caramels?)—only 3
to 5 percent of dieters who lose a significant
amount of weight keep it off. Weight-loss
treatments are cash cows, in part because they
don’t work; there’s always a built-in base of
repeat customers.
A D A P T E D E XC E R P T F R O M B O DY O F T R U T H : H O W S C I E N C E ,
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Medical
Myths

EATING
DISORDERS AT
AND BEYOND
MIDLIFE
BY / M A R G O M A I N E , P H D, FA E D, C E D S

W

hen we hear
“eating
disorders,” most
of us visualize
a teenage girl,
but age does not immunize women
from these serious illnesses. In fact,
between 1999 and 2009, inpatient
eating disorder admissions showed the
greatest increase among older patients,
with women older than 45 accounting
for a full 25 percent (Zhao and Encinosa,
2011). Some adult patients have had a
clinical eating disorder when younger
and recovered partially or fully, but then
relapsed later in life. Others have been
subclinical but able to control their
symptoms until midlife. A very small
number develop eating disorders for the
first time as adults.
Whatever the pathway, all health care
professionals need to understand the
depth and breadth of these problems
in our patients, our peers, and our own
professions, as we all share the cultural
risk factors contributing to the increase
of eating disorders in the 21st century.
Myth #1: Eating disorders primarily
affect young white women.
Today, body image preoccupation,
weight concerns, and eating disorders
go hand in hand with aging, affecting
women in every developmental stage
and demographic group.
Research of multiethnic pre- and
perimenopausal women (ages 42 to 55)

finds disordered eating common and
equally frequent in black, Hispanic, and
Caucasian women (Marcus et al., 2007).
However, owing to the misconceptions
about who is at risk for eating disorders,
nonwhite women are much less likely to
be identified and referred to treatment.
Myth #2: Once a woman exits
adolescence, her risk of developing an
eating disorder is minimal.
The peak risk periods for developing
an eating disorder are from late
childhood into early adolescence and
then from mid- to late adolescence.
These developmental passages come
with well-recognized external demands
and internal stressors as girls move
into their adolescent bodies and
cultural roles, and prepare to move
away from the comforts and security of
childhood. But eating disorders are not
over at age 18.
Adult life is full of turning points and
stressors placing women once more
at risk. The 30s and 40s come with
decisions about marriage, relationships,
pregnancy, fertility issues, parenting,
and career. Midlife stressors such as
multiple role changes, menopause,
divorce, loss, health, and mortality add
to the normal complications of an aging
body, as wrinkles appear, hair thins or
grays, and sexual energy wanes
(Maine, 2010; Maine & Kelly, 2016).
From youth through midlife to old age,
Western culture mandates that women
control their bodies and “maintain
their girlish figures.” Now, 75 percent
of women ages 25 to 45 report eating
behaviors or symptoms consistent
with eating disorders (Bulik & RebaHarrelson, 2008).
Myth #3: Eating disorders in adult
women are a less serious public health
issue than many others.
Although they receive far less
attention in the medical community and
in the media, eating disorders affect
more women than breast cancer does.
While 12 percent of women have breast
cancer (National Cancer Institute), 13
percent of women older than 50 have
eating disorder symptoms. As many as
8 percent report purging to lose weight,

and 60 percent admit that weight and
shape concerns negatively affect their
lives (Gagne et al., 2012). In a study of
women older than 60, 4 percent met the
criteria for clinical eating disorders and
another 4 percent met the criteria for
subclinical eating disorders (MangwethMatzek et al., 2006).
Even subclinical eating disorders
have a significant impact on the
well-being of adult women, negatively
affecting mood and self-image, and
increasing anxiety and depression
(Mangweth-Matzek et al., 2014). Public
health policy agendas must prioritize
midlife eating disorders and body image.
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Diagnosing
Other
Specified
Feeding
or Eating
Disorder

This category applies to
presentations in which symptoms
characteristic of a feeding and
eating disorder that cause
clinically significant distress or
impairment in social, occupational,
or other important areas of
functioning predominate but do
not meet the full criteria for any
of the disorders in the feeding
and eating disorders diagnostic
class. The other feeding or
eating disorder category is
used in situations in which the
clinician chooses to communicate
the specific reason that the
presentation does not meet the
criteria for any specific feeding
and eating disorder.
by the American Psychiatric Association,
excerpted from Diagnostic and Statistical
Manual of Mental Disorders, Fifth Edition
(DSM-5) © 2013 by American Psychiatric
Publishing
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WHEN BAD
THINGS
HAPPEN TO

Good
Parents
BY / JUDITH BRISMAN, PHD

I

think one of the hardest
things parents face when a
son or daughter struggles
with an eating disorder is
the question of whether
they have failed at their job. Parents
endlessly apologize in overt or even
nuanced ways for being who they are.
“I exercise,” they tell me. “I value good
health.” “I eat.” “I drink.” “I’ve been
home too much.” “I’ve been home
too little.” The question of “what I did
wrong” abounds.
As Dr. Ed Levenson has aptly noted,
“Most parents act badly in good
faith. They are doing their best.”
It remains unclear to me why
some kids develop eating disorders
and some kids remain unscathed.
I've worked with some of the most
caring, thoughtful, attentive parents
with whom, no matter what we do, no
matter how hard we try to intervene,
we end up watching, bewildered, as
their kid tumbles into hell. With many
families, there is not any given factor
that makes it clear why this kid, in this
family, needs so much help.
No question, oftentimes parents
have grown up in tormented
situations where emotions are

“Most
parents act badly
in good faith.
They are doing
their best.”
intense or hidden, where tragedy
has struck, and where the parents
themselves have scrambled to
survive. In these cases, parents may
need help learning how to recognize
and effectively communicate their
own needs. Substances or food may
be turned to as a way of dealing with
stress or relationship difficulties.
Parents may have learned nothing
else. It may be clear that no one in the
family is easily able to openly voice
one’s experience. In such cases, it
makes sense that disordered eating
can develop as a way to give voice to
what is going on inside.
But look at any family closely, and
there are always questions about
communication and boundaries. There
are always difficulties balancing one’s
own needs with those of others. As
my wise younger brother says, “No
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one gets you more mad than your
own kids.” True enough. We’ve all been
there. Who wants to be defined by
those moments?
When bad things happen in any
family, how do we avoid blame and
use the crisis as an opportunity to see
what can be changed now? An eating
disorder, or any family crisis for that
matter, is oddly an opportunity. We
take our cars in for checkups every
year. Yet, how often do we take our
families in to see what is working and
what is not? In most families, the
answer is never—until something goes
wrong. Something going wrong can be
a gift of sorts to stop short and listen.
What does each person in the family
really need now?
The question is not what everyone
did wrong, but what everyone can
do now to best set the stage for
recovery—for the person in trouble—
and also for the family itself.

THIS ARTICLE CONTINUES AND CAN BE FOUND
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256 pages, paper, 2013
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Measuring Health from the Inside:

Nutrition,
Metabolism &
Body Composition
B Y / C A R O LY N H O D G E S C H A F F E E , M S , R D N , C E D R D & A N N I K A K A H M , M S

Compulsive Exercise

NEW

E X C E R P T E D F R O M M E A S U R I N G H E A LT H
FROM THE INSIDE: NUTRITION,
M E TA B O L I S M & B O D Y C O M P O S I T I O N .
FRIESEN PRESS, VICTORIA, BC,
C A N A D A . © 2 0 1 5 B Y C A R O LY N
HODGES CHAFFEE, MS, RDN, CEDRD &
ANNIKA KAHM, MS. REPRINTED WITH
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“I know I am going to be
traveling this week for
work. I can’t let it get in the
way of my exercise schedule.
If I get up at 4:30 a.m.,
I can do my crunches and then
go to the fitness center at the
hotel. I can get there right when
it opens so I can get a treadmill,
run for 60 minutes, and
then do the stepper for 30
minutes. What happens if I
can’t get the treadmill?
I could eat less, but I have to do
my exercise in the morning.
It can’t wait till later in the
day. Maybe I should just
cancel my trip.”
—Jerri
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When Endorphins
Meet the Eating
Disorder Voice

Endorphins are responsible for what is
known as runner’s high, the euphoric
feeling a person receives from intense
physical exercise. When individuals
exercise, their levels of circulating
endorphins and serotonin levels
increase. These levels are known to
stay elevated for several days after an
exercise session, possibly contributing
to improvement in mood and weight
management. Moderate exercise can
also improve mental health; it helps
prevent depression, enhances or
maintains positive self-esteem, and
can even augment an individual’s body
image. The proven benefits exercise
has on the body often result in health
care providers calling it the “miracle” or
“wonder” drug.
But what happens when exercise
co-occurs with an eating disorder?
Does exercise cease to become a
miracle drug and instead become
something to be avoided because of
its addictive qualities? Do the positive

PARENTS + LOVED ONES

Do the positive effects of exercise
become diminished or extinguished
by the eating disorder?
effects of exercise become diminished
or extinguished by the eating disorder?
What happens to these endorphins
and serotonin levels that circulate
throughout the body once exercise
becomes addictive? These are questions
that interest us as practitioners. The
patient who wrote the testimonial
above most likely started to exercise
to be healthier. But as this testimonial
demonstrates, the eating disorder voice
certainly has the ability to overpower
any of the positive mental effects
endorphins can have on the body and
quickly eradicates any positive effects
that might be derived from exercise.

Giving Compulsive
Exercise the Attention
It Deserves

The DSM-5 does not diagnose
compulsive exercise as a separate
eating disorder and instead includes
it under Bulimia Nervosa. Because
compulsive exercise affects so many
eating-disordered individuals and is
one of the most difficult behaviors to
treat, we feel it is important to discuss
it independently. Studies have shown
that high levels of exercise predict
longer periods/zduration of eating
disorder hospitalization, and patients
struggling with Anorexia Nervosa
are quicker to relapse when resuming
exercise within the first three months
following discharge. Studies also show
that more than 90 percent of people
with Bulimia Nervosa exercise to
compensate for binge eating in order
to make them feel better about their
bulimic behavior.

NEW
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A Pocket-Sized Care
Package for the Parents
of Someone with
an Eating Disorder

Charlotte Bevan & Laura
Collins Lyster-Mensh
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112 pages, paper, 2016
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for a Loved One with
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Second Edition
The New Maudsley
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Janet Treasure, Gráinne
Smith & Anna Crane
294 pages,
hardcover/paper, 2016
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320 pages, paper, 2015
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Beat an Eating
Disorder,
Second Edition
James Lock
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French Toast
for Breakfast:

Declaring Peace with Emotional
Eating, New Revised Edition
BY / MARY ANNE COHEN
NEW

EATING IS A
RELATIONSHIP—
a relationship that can
be either nurturing or
abusive, supportive or
neglectful, nourishing
or punishing. Patterns
of emotional eating
often develop from
early patterns of loving
in our family. If we
have been hurt by the
people we love, we
hurt ourselves with
food. Emotional eating
becomes protection from pain.
In this way, eating disorders are really
about our problems in human relationships.
Detouring our need for love, connection,
security, and intimacy through food is a way
of bypassing our need for human sustenance.
People with eating disorders seek
gratification through food rather than
connection with people. Food, after all,
is completely trustworthy and more compliant
than any other relationship can be—it doesn’t
abandon, reject, or laugh at us, and it is always
available when we say so. We get to say when,
how much, and where without having to
consult with anyone but ourselves! No other
22 • Request free copies of the 2017 GÜrze/Salucore Eating Disorders Resource Catalogue at EDcatalogue.com

relationship complies with our needs
so absolutely.
When we binge, purge, or starve, we
become totally self-sufficient and do not have
to rely or depend on others. We try to become
invulnerable because “a rock feels no pain. And
an island never cries.”1 Only when we stop
this emotional eating do we discover just how
needy and vulnerable we really are, and that
can be frightening.
Just as the disappointments we experienced
with people may be one of the reasons we
turned to emotional eating, so must human

Healing an eating
problem means
learning to turn to
people for nurturing
rather than to our
secret relationship
with food.

50 More Ways to
Soothe Yourself
Without Food

Eat What You Love,
Love What You Eat
for Binge Eating

Michelle May & Kari Anderson
194 pages, paper, 2014

Embody

Susan Albers
336 pages, paper, 2015

Learning to Love Your
Unique Body (and Quiet
that Critical Voice!)
Connie Sobczak
288 pages, paper, 2014

Eating Disorders
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Eat What You
Love, Love What
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406 pages, paper, 2011
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as Pathways to Recovery

Nice Girls
Finish Fat

Jenn Friedman
78 pages, paper, 2014

Put Yourself First and
Change Your Eating
Forever
Karen R. Koenig
254 pages, paper, 2009

Accompanying CD

relationships be the path toward recovery.
Healing an eating problem means learning
to turn to people for nurturing rather than to
our secret relationship with food. Psychotherapy
is a powerful channel for this healing. In
therapy we develop a partnership with another
human being who is trained to help us unravel
the inner reasons why trusting food feels safer
than trusting people.
Emotional eating has frozen our feelings
and pain. Relationships can help us thaw. We
learn to sink our teeth into life, not into our
relationship with food!
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Yoga, Mindfulness
& EATING DISORDER RECOVERY

BY / KAREN SAMUELS, PHD

I

n the words of yoga master
B.K.S. Iyengar, “Yoga, an
ancient but perfect science,
deals with the evolution of
humanity. This evolution
includes all aspects of one’s being,
from bodily health to self-realization.”
Yoga and mindfulness-based
practices as components of eating
disorder recovery treatment have
increased from a few treatment
programs to mainstream, front
and center. Having begun my own
yoga practice in 1970, it has been
fascinating to witness the West’s
growing engagement with the study
and practice of yoga. All things yoga,
from classes and teacher trainings
to the wardrobe and industry of yoga
clothes, jewelry, and props, have
mushroomed in recent years. Many
celebrities, “yogalebrities,” and many
in recovery reference their yoga
practice as central to finding the
mind-body connection, increased
self-awareness, and “making peace
with their bodies,” along with a return
to health. The questions remain: What
are some consistent benefits, and
what are the prevailing trends?
Yoga has been a mind-body model
of restoring health and calming the
mind for centuries. The meaning
of the word yoga is union, to join or
yoke physical, mental, and spiritual
disciplines. The study of yoga teaches
poses (asanas) accompanied with
breathing exercises (pranayama)
and focused attention, or meditation
(dhyana). The student learns
physical movements performed in a

Yoga has been
a mind-body
model of restoring
health and calming
the mind for
centuries.
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consistent, prescribed way, combined
with focused attention to breathing,
which results in increased attention
to internal/interoceptive feedback
and tolerance for discomfort. Yoga
classes typically end with savasana, a
deep-relaxation exercise. The regular
practice of yoga increases the capacity
to understand and manage physical
and, potentially, emotional states.
Research suggests regular yoga can
improve depressed mood and immune

function, as well as reduce stress
symptoms and lower blood pressure
(van der Kolk et al., 2014; Korb, 2015).
Yoga may help one connect with his
or her body in a more accepting,
self-soothing way. Additional studies
indicate that certain areas of the brain
are enlarged through consistent hours
of yoga practice over many years.
Indeed, yoga’s potential
neuroprotective effects, across age,
experience, and frequency, indicated
increased age-related gray matter
(GM), mostly in the left hemisphere,
toward a parasympathetic mode,
with benefits to affective states.
Yogis reveal larger brain volume
in the somatosensory cortex, the
superior parietal cortex (in directing
attention), and the visual cortex
(visualization). Yogis may also have
enlarged hippocampi, perhaps
dampening stress, and the posterior
cingulate cortex, which helps with
the concept of the self. Results
suggest regular yoga practice,
including postures, breathing
exercises, and meditation, predicted
GM volume differences benefiting
body representation, attention, selfrelevant processing, visualization,
and stress regulation (Villemure,
Ceko, Cotton, & Bushnell, 2015). My
doctoral research noted improved
state/trait anxiety, body image, and
self-efficacy in first-time pregnant
women participating in consistent
prenatal yoga training (Samuels,
1987). Additional research utilizing
yoga as an adjunctive treatment for
post-traumatic stress disorder (PTSD)
indicates significant improvements
that appear to be maintained and
comparable to psychotherapeutic and
psychopharmacologic methodologies
(van der Kolk et al., 2014).

THIS ARTICLE CONTINUES, AND CAN BE FOUND
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Yoga and Eating Disorders:

Ancient Healing
for Modern Illness
E D I T E D B Y / C A R O LY N C O S T I N & J O E K E L LY

MY INTRODUCTION TO YOGA
WAS AN ACCIDENT AND CAME
ABOUT WHEN I DECIDED TO
TRY IT AS A REPLACEMENT
FORM OF EXERCISE. Years
earlier I had recovered from anorexia
nervosa, but my driven, tenacious
temperament had turned my attention
toward running and created an internal
obligation to do so. Multiple stress
fractures were now preventing me from
putting on my Nikes and heading for
the hills, and I was desperate for an
alternative.
Fifteen minutes into my first
yoga class, I was distraught and tears
began to form. “This is not exercise,”
I thought. “I will never be able to stay
in shape doing this.” Though I cried,
things about the class intrigued me, so
I continued to go.
It didn’t take long before I realized
that my body was actually getting
stronger in new and interesting ways,
but far more was also taking place.
For the first time in a long time, I was
listening to my body, paying attention
to how it moved and felt, noticing
how my breath could help or hinder
me. Through yoga, I developed a new
kind of respect for my body, improving
it with patience rather than pushing,
and encouragement rather than the

“no pain, no gain” attitude I had been
functioning under for many years.
Throughout the classes, my yoga
teachers wove concepts that I already
knew and valued, such as mindful
awareness, acceptance versus resistance,
and self-compassion. Practicing these
concepts through movement and
NEW

E X C E R P T E D F R O M Y O G A A N D E AT I N G
D I S O R D E R S © 2 0 1 6 B Y C A R O LY N
C O S T I N & J O E K E L LY, E D I T O R S .
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mind/body awareness helped me
physically embody them, making them
more tangible. I learned that “Asana”
was derived from a Sanskrit word
meaning “seated,” because practicing
the postures or poses was supposed to
help one sit in meditation. Patanjali
describes asana as “a comfortable,
steady pose.” I found this intriguing
because meditation had always been
hard for me but yoga was helping me
slow down, pay attention internally,
and become aware of my awareness,
which was the closest I had ever been
to what I understood meditation to be.
My knowledge of the history of
yoga barely scratches the surface. I am
not adept at any particular form of
yoga. I don’t call myself a devotee of
any kind of yogic philosophy. What
I know is that yoga, as a practice and
philosophy, helped me embody what
I already cognitively understood was
true. It helped me live in my body with
awareness, respect, non-judgment,
harmony, and honor. It enhanced my
ability to be still, go inside, maintain
balance, avoid comparison, and
be in the moment, yet not totally
disconnected from the past or future.
Practicing yoga taught me to accept
where I was while, at the same time,
guiding me to improve.
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Technological Innovation
and the Treatment
of Eating Disorders
A Practical Discussion
BY / JO M. ELLISON, PHD, STEPHEN A. WONDERLICH, PHD & SCOT T G. ENGEL , PHD

GIVEN THE PREPONDERANCE OF
MOBILE TECHNOLOGIES AND THE
EASE OF INTERNET ACCESS, it makes
sense that clinicians treating eating disorders
would want to integrate technology into their
practices. This sentiment may be especially true
of clinicians working with young adult and
adolescent patients, who are already heavily
invested in and excited about technology. There
are a number of different ways to integrate
technology into practice, whether it is through
interventions that take place completely
over the Internet, that use technology as an
adjunct to face-to-face treatment, or that rely
on some combination of different traditional
interventions with technology. Incorporating
different types of
technology into
practice can be
difficult in terms of
feasibility, knowledge
and comfort with
technology, licensure
and liability coverage,
and other legal
concerns. While the
research discussed
previously highlights
the potential value
of using mobile
technologies,
the Internet, and
telemedicine in
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clinical practice, it is important to address a
number of practical issues and concerns relevant
to the practicing eating disorder clinician.

Integrating Mobile
Technology & Practice

Mobile technologies (e.g., EMA, EMI)
represent important contributions to the field
of mental health and have been important in
eating disorder research through improving
models of disorder onset and maintenance;
however, incorporating the technology itself
into clinical practice can be challenging because
of its complexity. Collecting large amounts
of momentary data without the technical
and statistical assistance available at research
facilities is not likely feasible or useful for the
typical clinician. However, using technology
to collect the data for treatment seems to
be the most obvious way for a clinician to
integrate clinical treatments and mobile health
technologies. For example, the clinician can
simply replace elements of interventions
or homework (e.g., meal planning, food
records, relaxation exercises) with appropriate
smartphone applications. Another example of
a simple integration of technology into clinical
interventions would be taking photographs or
handouts or capturing information discussed
in session on a mobile device so that the
participant can have access to this information
during difficult moments between sessions.

Web sites that provide this type of information
in formats that are easy to view on mobile
devices would also be helpful. Patients could
bookmark or create icons for these Web sites
and easily access the information when needed
Applications, or apps, are programs available
for download or purchase on a number of
different types of mobile devices, including
mobile phones and tablets. The content and
purpose of such apps vary widely, and a number
of different apps are currently available that
attempt to modify various types of behavior

Another example of a
simple integration of
technology into clinical
interventions would
be taking photographs
or handouts or
capturing information
discussed in session on
a mobile device.
relevant to an eating disorder clinician. The
most common apps in this category focus on
simple monitoring of eating behavior and meal
planning. Many apps encourage restrictive
eating and emphasize weight loss; consequently,
such apps may be contraindicated for most
patients with eating disorders. Some apps allow
for goals of weight gain or weight maintenance
and may be more applicable to patients with
eating disorders.
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Wire-Rewire

A NEUROBIOLOGICALLY BASED
CLINICAL TOOL FOR EATING DISORDERS
BY / LAURA HILL, PHD

I

n 2006, Thomas Insel, the
then director of the National
Institute of Mental Health
(NIMH), announced that eating
disorders (EDs) are serious,
brain-based disorders. EDs joined the
list of other brain-based illnesses such
as depression, obsessive-compulsive
disorder, and bipolar disorder. In 2013,
President Barack Obama signed the
BRAIN Initiative into law. It has been
described as one of the most daring
scientific advancements since walking
on the moon and sequencing the gene.
The project plans to comprehensively
map the brain, the last uncharted
organ in the body.
The NIMH has encouraged the
field of mental health to shift from
concentrating first and primarily on
“behavioral health” to a more brainbased, neurobiological approach,
focusing on the location where
mental-health problems tend
to originate. The journey to
better understand the brain
has most definitely begun.
Nature published an article
in July 2016 that reported
97 new areas of the brain
have been identified using
four different technologies to
validate the mapping process.
Until we can identify and understand
more about the brain, its pathways,
neurochemistry, and complexities,
we will not be able to target and treat
brain-based illnesses completely.

The journey to
better understand
the brain has most
definitely begun.

While
multiple
technologies
(such as deepbrain stimulation,
transmagnetic stimulation,
functional magnetic resonance
imagery feedback, and high-intensity
frequency ultrasound) are advancing
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in brain-based illnesses, we need
to continue to treat ED clients from
the “outside in,” focusing on the
behavioral, cognitive, and emotional
expressions. Traditional, evidencebased treatment approaches have
been developed for this purpose, such
as enhanced cognitive behavioral
therapy, integrated cognitive-affective

PROFESSIONAL TREATMENT

therapy, dialectical behavioral therapy,
and acceptance and commitment
therapy.
While providing ongoing ED
behavioral therapies, ED therapists
could more actively and intentionally
begin to introduce and integrate
ED neurobiological information into
practice. Over the past eight years,
The Center for Balanced Living, in
Ohio, has been collaborating with our
research partner, the Eating Disorders
Center for Treatment and Research
at the University of California, San
Diego (UCSD), on how to apply
neurobiological ED research findings
to ongoing ED treatment. We have
been developing, refining, and fieldtesting new neurobiological treatment
tools with ED clients and their families.
Their feedback has been integral in
developing a neurobiological language
based upon how the research
best reflects and interprets their
experiences in their own lives.
Walter Kaye, MD, executive director
of the UCSD ED program, has stated
that the brain organizes itself through
movement. New ideas, decision
making, emotion, memory, cognition,
and perception could be explored and
possibly enhanced with movement,
compared with simply talking “about”
a topic. Starting with brain-based
research findings and integrating
movement into an intervention, I
began to develop a brain-based
activity in 2010 that represents the
wiring and rewiring capacity of the
brain for ED clients. Their feedback
and their family/support input has
resulted in continued refining, while
integrating ongoing research, to reflect
what has become a treatment tool
that serves as a metaphor for what is
happening in the brain as it changes.

THIS ARTICLE CONTINUES AND CAN BE FOUND
I N I T S E N T I R E T Y AT E D C ATA L O G U E . C O M .
Developed by Laura Hill, PhD, with feedback
from ED clients and their supports at The Center for
Balanced Living
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Understanding Anorexia
Nervosa in Males:
An Integrative Approach
BY / TOM WOOLDRIDGE, PSYD

NEW

TYPICALLY,
FRIENDS, FAMILY,
AND THE MEDICAL
COMMUNITY avoid
grappling with the
ambivalence inherent
in anorexia nervosa by
focusing exclusively on
weight restoration. In this
defensive mode, weight
is used as the primary
indicator of a patient’s
degree of illness and
becomes the primary focus
of treatment (Darcy et
al., 2010). Indeed, wellintentioned comments
from friends and family often focus on weight,
ignoring the social and emotional dimensions
of the disorder (Rich, 2006).
In spite of this, the identification and
exploration of ambivalence is a powerful
means of engaging individuals with anorexia
nervosa in treatment programs (Pike, Loeb,
& Vitousek, 1996; Treasure & Ward, 1997).
Most men and boys who make contact with
a treatment provider for the first time are
in the precontemplation or contemplation
stages of change. In the precontemplation
stage, patients are (1) not aware that their
behaviors are problematic; (2) defensive or
in denial about the extent of their problems;
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and (3) demoralized about their ability to
change (Prochaska, 1999). In this stage, we
often encounter men and boys who meet the
diagnostic criteria for anorexia nervosa but,
because the disorder is popularly thought of
as afflicting women and girls, are unaware that
they suffer from a psychiatric disorder!
In the early stages of engagement and
alliance building, then, providers must gently
name the patient’s behaviors and begin to
educate patients about the consequences of
their behaviors while acknowledging denial
and defensiveness. Treatment providers who
are willing to engage in “taboo talk”—in other
words, straightforwardly acknowledging the
part of the patient that wants to continue
engaging in symptomatic behaviors—were
more likely to form strong and effective
therapeutic alliances (Sly et al., 2014). In
addition, providers must hold realistic hope for
the patient’s potential for change and evolution
(Sparks, Duncan, & Miller, 2008).
In the contemplation stage, patients are
intending to change their behaviors in the
future. As a group, patients in this stage
evaluate the benefits of their behaviors as
about equal to the risks. Although they
admit that their behavior can be destructive,
they nonetheless remain highly ambivalent
(Prochaska, 1999). To facilitate movement
to the preparation stage, clinicians must

PROFESSIONAL TREATMENT
NEW

begin to help these individuals to further
acknowledge the risks and drawbacks associated
with their behaviors, without denying their
perceived benefits. Indeed, clinicians must
acknowledge that while anorexia nervosa may
provide a degree of control and power, it also
wreaks havoc on health, relationships, and
life satisfaction. In other words, the benefits
and risks of anorexia nervosa must be openly
acknowledged and benefits and risks must
be weighed—and this must be done, if the
patient’s medical condition allows it, without
premature resolution.
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In general, acceptance-based approaches to
body image are action-focused, such that clients
are asked to accept negative thoughts about
their body rather than avoid the experience.
The purpose is therefore to do something
unacceptable (i.e., body exposure) in order to
gradually accept one’s body image and improve
quality of life and daily functioning.
Mindfulness is a cognitive-focused
component of acceptance. Mindfulness
approaches involve nonjudgmental awareness
of your present thoughts and experiences
(Wilson, 1999). The metacognitive model of
psychopathology suggests that when we think
about our negative thoughts and emotions in
an inflexible way, we maintain the emotional
disturbance and facilitate the engagement in
maladaptive coping behaviors (Wells, 2009).
In relation to body image disturbance, the
purpose of mindfulness is to help clients

become aware of the presence of negative
body evaluations and gain insight into the
connections between thoughts and maladaptive
behaviors. Mindfulness techniques encourage
clients to refrain from assuming thoughts are
facts and to acknowledge that they are simply
thoughts, regardless of their validity. For
example, clients who look at their body might
automatically think, I am fat. In response, they
might engage in maladaptive coping behaviors
like avoiding their body or obsessively checking
their body for fat. Mindfulness engages
awareness of the cognitive step between a
trigger (e.g., seeing the body) and the emotional
behavioral consequence (e.g., experiential
avoidance). Mindfulness theoretically leads to
an acceptance of negative thoughts, a reduction
in the negative experience through habituation,
and ultimately a reduction in maladaptive
coping behaviors.
Mirror exposure treatment (MET) has been
administered in various forms. We model the
general structure based on work from our group
using a five-session version of acceptancebased mirror exposure treatment (Hildebrandt
et al., 2012). This version of MET can be
used transdiagnostically and was designed to
function as an add-on to ongoing, specialized
eating-disorder treatment. For readability,
the client is referred to as “she,” but MET is
designed to be used with women and men, and
many men may benefit from this treatment.
In the first session, the therapist introduces
the idea of exposure and reviews why it is
thought to improve body image. Specifically,
the therapist makes the argument that exposure
improves the accuracy of the client’s evaluation
while dealing with the negative emotional state
that stems from viewing the body. The therapist
then models the actual exposure by describing
him or herself from the head to the shoulder in
front of a full-length mirror. The client is next
asked to think about nonjudgmental descriptive
language that she can use to describe her body.
The therapist encourages the client to think
about describing the body in terms of shape,
form, color, shading, texture, and function, and
gives examples of each (table 1).

Mindfulness
theoretically leads
to an acceptance
of negative thoughts,
a reduction in the
negative experience
through habituation,
and ultimately
a reduction
in maladaptive
coping behaviors.
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RECOVERY
IS: Stories of
Healing
BY / LIANA ROSENMAN
& KRISTINA SAFFRAN

Recovery Is Exploration

I have always been a planner. My
eating disorder intensified the need
for everything to be planned to the
exact second. I found tremendous
comfort and security in routines
and structure. Through recovery, the
need for everything to be scheduled
lessened and I began to allow myself to
embrace spontaneity. However, it was
not without its challenges. By meeting
those challenges, I was able to enjoy

a once-in-a-lifetime opportunity, one
that I nearly canceled due to anxiety
and fear of the unknown.
I signed up for a free trip to Israel
through Birthright and got accepted;
however, as the departure date got
closer, thoughts of being so far from
home, daily routines, friends, and
family began to take over. I let my
anxiety get the best of me, and without
even thinking of the consequences, I
removed myself from the trip. A few
days before the trip was scheduled to
depart, I had come to realize that I
was fooling myself. I still was bound
by planning, structure, and routine.
How many opportunities was I going
to miss out on? I picked up the phone
and asked if it was possible to still go
on the trip even though it was two
days away. Luckily, my spot was still
available. I hung up the phone and
started to pack. Since there was so
little time to think, any negativity was
“left-swiped” just like on a dating site.
I arrived in a foreign country where
everything was planned and I had
no control over when we were going,
where we were going, or how we were
getting there. I was surrounded by 28
strangers who knew nothing about
me. For 10 days, I allowed myself to
explore the most beautiful country,
and embraced new traditions and
friendships. I even rode a camel in the
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desert, slept overnight in a Bedouin
tent, and woke up early enough to hike
to see the sunrise. These experiences
were so much more meaningful to me
because they weren’t planned. Someone
else or something else controls the
sunrise. Something else determines
how and why the sun rises. The best
things in life are not always planned.
If you are always planning the next
moment, you fail to see the beauty that
is right in front of you.
My recovery from an eating
disorder involved far more than
establishing a healthy relationship
with food. It required me to break old
habits and learn new skills to cope
with the ups and downs of life. It took
all of the strength, dedication, and
patience I had, to face the inevitable
challenges. Additionally, it took a
real commitment to rediscovering
myself. Recovery is a way to create a
life for yourself, eating-disorder-free.
Recovery opened doors. Recovery
has allowed me to take chances that
I never thought I could take before.
Recovery gave me opportunities for
new possibilities.
E XC E R PT E D F RO M R ECOV E RY I S : STO R I ES O F
H E A L I N G . M O T I V AT E D P U B L I S H I N G S T U D I O S ,
O N TA R I O, C A N A D A . © 2 0 1 5 B Y L I A N A R O S E N M A N
AND KRISTINA SAFFRAN. REPRINTED WITH
P E R M I S S I O N . 1 2 8 PA G E S , PA P E R .
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Using Writing as
a Therapy for
Eating Disorders

The Diary Healer
BY / JUNE ALEXANDER

Write About
“Good Stuff,” Too

While the process of diary writing
can help identify patterns and themes
of your eating disorder, it can also
compound feelings of futility if you
record only the eating-disorder or
self-defeating thoughts. Writing only
about “bad stuff ” also may negatively
condition you to the diary. It may work
against you to the point where the
diary becomes an agent for ED, rather
than a confidante for you.
ED, of course, wants you to focus
on having a bad, sad time. However,
sharing your writing, if not fully,
perhaps in summary form or letter, as a
basis for discussion with your therapist
can help guard against this negativity.
Over time, my diary helped me to
recognize and accept that I needed
to ask for help; it helped to clarify
thoughts, and to communicate with
Prof. Instead of helping ED, the diary
began to help me chisel a crack in the
wall of isolation that the illness had
built in my mind. To forge such a crack
was a major victory. The diary remained
a place in which to confide, but also

became a medium for reaching out. For
example, I was well along the recovery
path when reflection on diary entries
helped me to admit I was lapsing:
Dear Prof,
Please may I have an appointment
to see you, as soon as possible? I am
thoroughly confused and don’t know which
direction to take.
Facts (I’ll TRY to keep to FACTS):
•My eating is atrocious.…
•I feel starved for a feeling of closeness
(in a relationship).…
•I hate myself for it. I try not to have
these mood swings, but they just
happen (and I eat and the moods get
worse).
•I have a great urge to live very
gently, doing only what I can each
day without losing control, but I don’t
know what to do.
•My horrid eating habit clouds my
clear thinking. I need your direction!
Drawing on my diaries in letter writing
to Prof helped me to cope by providing
an avenue for connecting with a person
of trust, even when I didn’t know
which way was “forward.”
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“I’m Interested
in You”

Besides helping to work out what to
say before a session with your therapist,
afterward, the diary can help you digest
and process what the therapist has
said. Another turning point in Renee’s
recovery occurred when her therapist
said: “Quite frankly, I don’t care
what your weight is; it needs to be a
reasonable weight so we can be present
in the room rather than depleted, but
I’m interested in you.”
When afraid to think aloud, when
feeling dissociated from what we had
talked about and snippets came into
my head, things I knew I needed to
process but was too frightened to do so
alone, I wrote these thoughts
down. I gradually learned, and was
encouraged, not to self-censor
thoughts.
–Renee
E XC E R PT E D F RO M US I N G W R I T I N G AS A
T H E R A P Y F O R E AT I N G D I S O R D E R S : T H E
DIARY HEALER © 2016 BY JUNE ALEXANDER.
REPRINTED WITH PERMISSION FROM
R O U T L E D G E . 2 7 8 PA G E S , PA P E R .
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The Emotional
Eating Workbook:
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A Proven-Effective,
Step-by-Step Guide to
End Your Battle with
Food & Satisfy Your Soul
B Y / C A R O LY N C O K E R R O S S , M D , M P H

Changing Your
Core Beliefs

Being under the influence of core beliefs is like
living in a dream. When you’re asleep and you
have a vivid dream, the dream seems completely
real. You may feel as if what’s happening in the
dream is really happening. When you experience
fear in a dream, for example, your heart rate may
increase and you may even breathe more rapidly.
But when you wake up, you are able to look back
over the dream with a different point of view
and recognize that the dream wasn’t real. The
same experience can occur when you identify a
prominent core belief.
In order to change a core belief, you have
to change your perspective (wake up from the
dream). For example, David’s belief that “bigger
is better” affected his marriage. His wife was the
financial “heavyweight” in the family, and David
even worked for her family’s business. In his
marriage, when he would lose weight, he often
felt too vulnerable, which led to him regaining
the weight. At work, his insecurities also
reinforced his need to be in a bigger body, to
metaphorically be able to have more substance.
His perspective that he was not safe, that he
didn’t have enough power unless he was bigger,
was a child’s or teen’s view of his life situation.
When he became aware of this core belief and
its effect on his adult life, he could shift his

perspective and see the belief from an adult
viewpoint. By identifying this core belief and
recognizing that it came from his childhood
experiences but wasn’t really part of his current
life experience, he could choose to change his
belief to one that was more in line with his
current goals. His desire was to be fit enough to
do activities with his daughters. His new core
belief was motivated by this desire: “When I
take care of my body in a healthy way, I am able
to do more things with my kids.”
Another way core beliefs affect us is that
we believe other people see us through the lens
of the core belief we hold. For example, David
believed that when he was thinner, his wife saw
him as less powerful, more vulnerable. This part
of core beliefs is based on myth alone and is part
of what is called magical thinking of childhood.
Children assume that everything is as they see
it, and when you have a core belief originating
in childhood, it may feel as if people are judging
you or seeing you in the way you see or judge
yourself. Or your belief itself may have been
based on someone telling you that you are weak,
you are stupid, or no one will love you if you’re
fat. Below is an exercise to help you shift your
perception about your beliefs. While your child
self may believe with all your heart that the belief
is true or that what someone told you to believe
is true, your mature self can counter that belief to
show you it is not true all the time or ever.
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APPS for Recovery
As with any opportunity for health and
recovery, the process is the responsibility
of the individual. Following are some
of the apps available for iPhone and/
or Android use. This list is not an
endorsement, but rather a suggestion for
your review. In alphabetical order:

•Body Beautiful
•Cognitive Diary
CBT Self-Help

•Eating D

AppCounselor

•Mindfulness Bell

•Optimism
•Positive Thinking
•RecoveryBox
•Recovery Record
•Rise Up + Recover

A Full Course Meal on
Emotional Health
Karen R. Koenig
216 pages, paper, 2007
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Pursuing Perfection
Eating Disorders,
Body Myths, and Women
at Midlife and Beyond
B Y / M A R G O M A I N E , P H D , F A E D , C E D S & J O E K E L LY

NEW

At Work and
at Home

Women with eating
and body image
concerns are likely to
be talented, resourceful,
and accomplished—but
seldom see themselves
that way. Many other
women also toil to value
their professional worth.
How often have
we buried our many
achievements under a
mound of regret over one
failure? What criteria do
we use to evaluate our
career accomplishments
and ourselves? Men
struggle with these
questions too, but a man’s success criteria
tend to be simpler (and simplistic): Do career,
and measure success by salary growth and
occupational advancement.
As contemporary women, we feel like
we must master money and career—along
with child-rearing, family logistics, and the
emotional life of relationships. And we have
to do it all perfectly. If our career feels under
control (or, God forbid, prospers), we feel
guilty about shortchanging our family. If we
devote attention to family matters, we worry
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that our career advancement and sense of
accomplishment will suffer.
According to a 2013 Pew Research Center
survey, women were three times more likely
than men to say that being a working parent
limits their career advancement. Women
more frequently reduced their hours or even
terminated employment to take care of their
children.11 Women and men both tend to think
of fathers as second-class parents, giving them
a pass on child-rearing responsibilities—and
child-rearing joys, too. Couples who choose
“alternative” ways of balancing family and work
generally get little support.
Expectations of perfection are palpable for
women—as is the disappointing feeling that
we haven’t mastered every responsibility and
opportunity that comes our way. Too often we
blame and shame ourselves for workplace sexual
harassment and gender pay inequities—rather
than seeing these problems as systemic cultural
failures.
In addition, a “highly attractive” appearance
is considered essential for women’s success, even
in the most conventional professions. Read
about the murky path one woman realtor must
constantly tread:
My clothes, my makeup, my weight—
they are all an ordeal every day. If I look
“too good,” my people either don’t take
me seriously, or accuse me of being
seductive and manipulative to make a

BODY IMAGE

Treatment of
Eating Disorders

Bridging the ResearchPractice Gap
Margo Maine, Beth
Hartman McGilley
& Douglas W. Bunnell
526 pages, hardcover, 2010

Body Image,
Second Edition
Father Hunger,
Second Edition
Fathers, Daughters,
and the Pursuit of
Thinness

A Handbook of Science,
Practice, and Prevention
Thomas F. Cash
& Linda Smolak
490 pages, paper, 2012

The Woman
in the Mirror

Margo Maine
317 pages, paper, 2004

How to Stop Confusing
What You Look Like
with Who You Are
Cynthia M. Bulik
252 pages, paper, 2012

Living with Your
Body & Other
Things You Hate

Effective Clinical
Practice in the
Treatment of
Eating Disorders

The Body Myth

Margo Maine, William N.
Davis & Jane Shure
262 pages, hardcover/
paper, 2009

Margo Maine & Joe Kelly
279 pages, hardcover,
2005

The Heart of the Matter

Adult Women and the
Pressure to Be Perfect

Emily Sandoz
& Troy DuFrene
184 pages, paper, 2014

Adolescence and
Body Image

From Development to
Prevention (Adolescence
and Society)

sale. That attitude is especially strong
among many of my male colleagues.
On the other hand, looking “too plain”
projects an unprofessional image. How
can I make it to “in between” every day? I
can’t even tell for sure what “in-between”
is! An outfit that seems to work well most
days will unexpectedly strike a colleague
or customer as too sexy or too frumpy on
other days. I feel like my body and clothes
are on display as much as they are for any
supermodel. But if I was a model, at least
I’d know what I was supposed to look
like. When it comes to my “professional
look,” most days I feel like I don’t know
and I can’t win.

Lina A Ricciardelli
& Zali Yager
224 pages, paper, 2015

52 Ways to Love
Your Body

Kimber Simpkins
176 pages, paper, 2016

Dr. Deah's Calmanac
Your Interactive Monthly
Guide for Cultivating
a Positive Body Image
Deah Schwartz
153 pages, paper, 2013
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How I Learned to Satisfy
My Insatiable Hunger and
Feed My Soul
Kimber Simpkins
312 pages, hardcover, 2015
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SPIRITUALITY

The Role of
IN EATING

HOPE

DISORDER RECOVERY

BY / NICOLE SIEGFRIED, PHD, CEDS-S

T

alking about hope makes
me feel hopeless!” This
was the exclamation of
one of our clients in a
group on ways to build
hope in eating disorder recovery. Hope
is one of the most elusive, terrifying, and
yet essential components of treatment.
Hope has been one of the most studied
yet least understood aspects of
recovery. Clients often simultaneously
long for it, fear it, and avoid it; and
clinicians often underestimate its
necessity to the recovery process.

Defining Hope

Hope is a salve to the soul. It is the
small voice that whispers us through
the inevitable pain of humanness to
remind us that there is a “try again”
after every failure, a “get back up” after
being knocked down, and a “being
found” after being lost. Hope has
been described as a feeling, cognition,
motivation, and spiritual state.
Groopman’s (2003) definition of hope
as “the elevating feeling we experience
when we see—in the mind’s eye—a path

to a better future” (p. xiv) captures the
future-oriented nature of hope. There is
also a past-oriented aspect to hope in
which individuals with hope are able to
forgive themselves and others for past
mistakes and experience gratitude for
their journey. Hope also has horizontal
and vertical properties. Vertically,
hope has been considered a “Velcro
construct,” in which other positive
emotions stick to it and build on top of
it (Peterson & Seligman, 2004, p. 577).
In other words, hope attracts other
positive emotions, and when clients feel
hope, they are more likely to feel joy,
peace, and contentment. Horizontally,
hope broadens perspective. During
times of distress, our range of vision
narrows so that we are unable to see
possible solutions. Hope expands our
view and reveals possibilities that were
previously hidden and, as a result, can
provide a sense of optimism, relief, and
empowerment.
Various theories of hope have been
proposed (Abramson, Metalsky, &
Alloy, 1989; Beck, 1983; Seligman,
2011; Snyder, 2000), but it appears

NEW

The Body of Chris
A Memoir of
Obsession, Addiction,
and Madness

Chris Cole
237 pages, paper, 2015

Loving the Food
Obsessed Girl

A Biblical Resource
on Eating Disorders for
Parents & Friends
Hannah G. Stelzl
234 pages, paper, 2016

NEW

The Mighty
Oak Tree

Betty Kmiecik
Illustrated by
C. Keith Jones
72 pages, paper, 2016
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that hope is more than the sum of its
parts and cannot easily be dissected
by theory and analysis. Jaklin A.
Eliott’s (2005) systematic review
of the hope literature best sums up
the broad definition of hope with the
statement, “Hope…can be positive,
negative, divine, secular, interpersonal,
individual, social, ideological, inherent,
acquired, subjective, objective, a
practice, a possession, an emotion,
a cognition, true, false, enduring,
transitory, measured, defined, inspired,
learnt…and the list goes on” (p. 38).

Hope and Eating
Disorder Recovery

In mental-health treatment, a lack of
hope is a predictor of suicide attempts
and completions (Klonsky, et al., 2012),
depression (Brothers & Andersen,
2009), physical illness, and mortality
(Everson et al., 1996). Alternatively,
the capacity for experiencing hope
predicts decreased attrition rates
(Geraghty, Wood, & Hyland, 2010),
abstinence in drug and alcohol recovery

NEW

Mom in the Mirror

Body Image, Beauty,
and Life After Pregnancy
Dena Cabrera
& Emily T. Wierenga
242 pages, hardcover, 2013

Table in the
Darkness

A Healing Journey
Through an Eating
Disorder
Lee Wolfe Blum
205 pages, paper, 2013

Building Hope:
Importance of
Connection

Hope has been conceptualized as
a relational concept (Marcel, 1962;
Weingarten, 2010). According to
Erikson’s (1950) seminal theory of
development, hope is the foundation of
our earliest, most primal relationship,
which sets the stage for other
relationships in human growth. Erikson
wrote, “Hope is both the earliest and
the most indispensable virtue inherent
in the state of being alive…if life is to
be sustained, hope must remain, even
where confidence is wounded [and]
trust impaired” (p. 115).
When clients come to treatment,
they are often disconnected from
themselves, others, and their
spirituality. Hope is the passageway out
of suffering to the peace of recovery,
and it is paved with connection.
Through connection to the therapist,
others, and spirituality, clients are able
to build hope, develop connection to
self, and enhance recovery.

Spiritual Approaches in
the Treatment of Women
with Eating Disorders
P. Scott Richards, Randy K.
Hardman & Michael E. Berrett
304 pages, hardcover, 2007

Christian Books

(Mathis, Ferrari, Groh, & Jason, 2009),
and improved quality of life (Weis &
Speridakos, 2011). In eating disorder
treatment, hopelessness has been
identified as a risk factor for dropping
out of treatment (Steel et al., 2000) and
a predictor of comorbid depression and
suicidality (Miotto, DeCoppi, Frezza, &
Preti, 2003). Recently, as part of a larger
study, improvements in hopelessness
across the course of treatment
predicted improvement in eating
disorder symptoms from admission
to discharge (Siegfried, Bartlett, &
Goodwin, 2015). Specifically, clients who
had improvements in hope were more
likely to have improvements in their
eating disorder symptoms at the time
of discharge. More research is needed
to understand the impact of hope in the
treatment of eating disorders and the
mechanisms of action by which hope
affects recovery.

NEW

Hungry

Craving Jesus in Recovery
from an Eating Disorder
Staci Luker
126 pages, paper, 2016

Women, Food
and God

An Unexpected Path
to Almost Everything
Geneen Roth
211 pages, paper, 2011

Chasing Silhouettes

How to Help a Loved One
Battling an Eating Disorder
Emily T. Wierenga
201 pages, paper, 2012
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240 pages, paper, 2014
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188 pages, paper/
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192 pages, paper, 2014
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224 pages, paper, 2013
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450 pages, paper, 2016
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PERSONAL STORIES

I’m Going Crazy, Again?
HEALING FROM AN EATING DISORDER
AND POSTTRAUMATIC STRESS DISORDER
BY / JENNI SCHAEFER

I

’m going crazy, I thought as I
grabbed a cookie out of the
trash can during an out-ofcontrol binge at 22 years old.
Who does that? I wondered,
absolutely disgusted with myself.
But what felt even worse was when
I stole the binge food. Among all
possible jobs, I became employed
at a restaurant as the manager in
charge of inventorying food every
single Sunday night. Let’s just say
that sometimes my original count of
10 cookies became a big zero by the
end of the evening. Stealing from the
restaurant by bingeing like this made
me hate food—and myself. Then
again, I loved food, yet I was terrified
of gaining weight. My solution to end
the confusion and chaos became: Just
don’t eat. Of course, this misguided
tactic failed miserably and set me
up for more intense and prolonged
binges, and, ultimately, for purging. I
couldn’t figure out how someone who
had maintained excellent grades in
college and was accepted to medical
school couldn’t master something as
basic as feeding myself.
Fast-forward 15 years, and I’m on
the phone with my therapist, curled
up in a ball crying, saying those words
again: I’m going crazy. I was describing
not a binge, but an uncontrollable
exaggerated startle response that
seemed to activate without warning.
Who does that? I asked myself. My
whole body would jump as if someone
had walked up from behind and scared
me—only no one was there. In fact,
nothing actually existed anywhere

I loved
food, yet I was
terrified of
gaining weight.

that was dangerous
in any way. I had
learned in therapy
that I jumped
because my
body was afraid
of a memory, a
trauma that I had
experienced in my
late 20s. This happened
to be about five years after I
had finally sought help for bingeing,
purging, and restricting. My startle
response frequently occurred when I
saw, heard, smelled, touched, or even
thought about anything remotely
related to the trauma. While the
startle, as I began to simply call it,
bothered me, what made me feel
worse—the I’m a horrible person
version of worse—was a fierce rage
that would well up inside and come
out in the most unflattering ways.
(That’s an understatement.) Never
in my life had I been overtaken by a
deep-seated, vicious anger. I am fairly
sure this scared me more than anyone
who encountered it.
In the scenarios described above, I
felt like my body was being taken over
by an outside force. I thought I was
losing my mind. I’m not just saying
that as a cliché; I believed it. The girl I
once knew seemed to be gone. Today, I
know the truth, that neurobiologically,
my brain was hijacked. Some leaders
in the mental-health field refer to an
eating disorder as a brain disorder;
many call posttraumatic stress
disorder (PTSD) a brain injury. It took
a long time for me to break through

the denial—and it
sure didn’t help
when so-called
experts missed and
dismissed both of
my problems—but
I now know that I
struggled with an eating
disorder and, years later,
with full-blown PTSD.
Eating disorders and PTSD are
debilitating conditions that co-occur
frequently. The lifetime prevalence of
PTSD in the United States is 37 to 45
percent in adults with bulimia nervosa
and 21 to 26 percent in those with
binge eating disorder—compared with
5 to 12 percent in individuals without
an eating disorder.1,2 When it comes
to anorexia nervosa, the odds of
having PTSD are higher in individuals
who engage in bulimic behaviors like
bingeing or purging.3
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Mirror, Mirror
on the Wall:
Breaking the
“I Feel Fat” Spell

BY / A N D R E A WAC H T E R , L M F T & M A RS E A M A RCUS, L M F T

Spell Breaker #2:
Unkind Mind–
Kind Mind–
Quiet Mind
In our Mirror Witch story, the witch
cast a spell that made some children
hate their bodies. But in real life, many
kids have a voice in their head that
sounds like the Mirror Witch but is
really just their own minds talking to
them in a mean way.
Did you know that your thoughts
have the power to make your day
a good one or a bad one? Having
thoughts can be like having a dog.
Sometimes we hang out and play with
our dog. Sometimes we walk our dog
peacefully down the street. Other
times, the dog drags us down the street
by its leash, barking at everyone! Well,
sometimes, our minds can drag us
around, just like an out-of-control dog.
But a dog can be trained and so can
our minds. We can train our minds to
become more calm and kind.
Most kids don’t realize that we
have the power to change the mood of
our minds. In this Spell Breaker, you
will learn about three different mind
moods: Unkind Mind, Kind Mind,
and Quiet Mind.
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First, let’s look at a few examples of
thoughts that an Unkind Mind has:
•I’m too fat.
•I’m ugly.
•My nose is too big.
•I’m stupid.
•I can’t do anything right.
•Nobody likes me.
•Everyone else is smarter than I am.
•There’s nothing special about me.
Sometimes (like when we fall under
the “I Feel Fat” Spell), our minds can
take over with really negative and mean
thoughts like the examples above, and
this can cause us to feel really unhappy.
Now let’s look at a few examples of
what a Kind Mind might sound like:
•I don’t have to be perfect.
•I am special.
•I am loveable no matter what my
body looks like.
•There are many good things about me.
•I like my body. It helps me do so many
things I like to do.
•If I practice something, I can become
better at it.
E XC E R PT E D F R O M M I R R O R , M I R R O R O N T H E WA L L :
B R E A K I N G T H E “ I F E E L FAT ” S P E L L , M I L L C I T Y
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The Body
Positive

CELEBRATING 20 YEARS OF
SUCCESSFUL ACTIVISM
TO END EATING DISORDERS
B Y / C O N N I E S O B C Z A K & E L I Z A B E T H S C O T T, L C S W

T

he year was 1997. In
the living room of a
borrowed home, we
gathered with a group of
teen girls and spent the
day witnessing tears, laughter, and
passion as they shared the difficulties
they were experiencing living in their

bodies, and what they wanted to do
about their struggles. It broke our
hearts to hear 15-year-old Rebecca’s
statement of distress: “I think about
the way I look and my stomach
probably millions and millions of
times a day. I wish for five minutes I
could know what it was like to have
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that model’s body, have those clothes
fit me that way just once.”
We had assembled this focus
group for a filmed discussion to
create a problem statement to share
with potential funders in hopes of
gaining support for our fledgling
nonprofit, The Body Positive. Little
did we know at the time that these
girls, strangers until that day, were
not about to let us just walk away
with their stories. “This is the most
important thing we’ve ever talked
about!” they exclaimed. “We want to
help you build your program to make
people feel better about their bodies.”
At the time, Connie’s sister,
Stephanie, had recently died from a
physical illness resulting from faulty
breast implants and malnutrition
caused by anorexia and bulimia.
Connie had struggled with her
own eating disorder as a teenager
and was fortunate enough to have

PREVENTION
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260 pages, paper, 2012
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108 pages, paper, 2013

Body Respect
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Healthy Eating
in Schools

Evidence-Based Interventions
to Help Kids Thrive
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285 pages, hardcover, 2013

The Big Disconnect

Protecting Childhood and Family
Relationships in the Digital Age
Catherine Steiner-Adair
with Teresa H. Barker
384 pages, hardcover/paper, 2014

The Good Parenting
Food Guide
Managing What Children
Eat Without Making
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Healthy Bodies
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The Last Word on Eating Disorders Prevention

healed herself in her early 20s. She
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because of their eating disorders and
body hatred. As a social worker, she
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to use our multimedia curricula to
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