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Welcome!

A

warm welcome to all who come
to the pages of our 2018 Gürze/
Salucore Eating Disorders
Resource Catalogue!
We are honored to have authors who devote
much time, energy, passion, and expertise to this
resource catalogue. Articles range from a discussion
of “Developments in the Treatment of Eating Disorders
in Adolescents over the Past 30 Years” to “Queer Body
Image” to “Decision-Making, the Brain, and Anorexia
Nervosa,” and more. Our excerpts illustrate the
outstanding research, recovery tools, and diversity in
the field. We are humbled to be able to share the robust
information in this edition for you, whether you identify
as an individual with a diagnosis, someone in
recovery, a professional, a carer, or one of the many
other categories that make up those who support
eating disorder awareness, recovery, and hope.
I am repeatedly touched by the generosity of our
contributors. I also want to thank the many of you who
ask a great question: “How do we get the books in your
catalogue?” You are most welcome to visit our website,
EDcatalogue.com, and click on the heading “Books.”
You’ll find what you are looking for alphabetically or by
category. When you have chosen your reading material,
just click.
If any of you have questions related to treatment,
assessments, levels of care, etc., please email or
call any of the recovery centers included in the
second half of the catalogue. These facilities are
here to provide support for you. They regard every
individual, every question, and every concern worthy
and deserving of respect and care.
Our team here at the catalogue also welcomes your
thoughts. We would
love to hear from you.
With my
continued best
wishes and
gratitude,

Kathy
Cortese

LCSW, ACSW, CEDS
Editor-in-Chief
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DEVELOPMENTS IN THE

Treatment of Eating
Disorders in Adolescents
OVER THE PAST 30 YEARS
BY / LISA HAIL, PHD & DANIEL LE GRANGE, PHD

The Status of
Treatment Studies for
Eating Disorders
Although studies of the treatment
of eating disorders in youth have
spanned the past 30 years, there is
still much to be learned. In adults,
there is a relatively large body of
literature to guide the treatment of
bulimia nervosa (BN). To date, there
have been more than 100 published
randomized controlled trials (RCTs)—
pharmacotherapy, psychotherapy, and
combined—with substantial evidence
that cognitive behavior therapy (CBT)

is the most efficacious treatment for
many individuals (Agras et al., 2000).
Pharmacotherapy, and fluoxetine
in particular, has also received
considerable support as an adjunctive
treatment for this patient population
(Shapiro et al., 2007). While there is
clear guidance for the treatment of
BN in adults, less is known about the
treatment of anorexia nervosa (AN)
in adults, and although recovery is
possible (Eddy et al., 2017), there is
little evidence for the effectiveness of
any particular approach for this age
group (Bulik et al., 2007; Bulik, 2014).
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Family-based approaches have
the most evidence and should be
the first-line treatment for medically
stable youth with restricting eating
disorders such as AN (Watson
& Bulik, 2013). Despite the clear
support for CBT as the leading
treatment for adults with BN, there
have been only four RCTs for the
treatment of BN in youth. The limited
evidence base suggests that there
is benefit to including caregivers
in treatment; however, further
investigation is necessary to better
inform treatment for this population.

Evidence-Based
Treatments for Anorexia
Nervosa in Youth
There have been 13 published RCTs for
the treatment of AN in adolescents,
four of which included a higher level
of care such as inpatient medical or
psychiatric treatment and/or day
programs. The majority (11 of 13) have
involved family-focused approaches,
while only three studies have included
an individual therapy approach. To date,
there have been no published RCTs of
psychopharmacological interventions.
The predominant models of
evidence-based treatment of AN
are inpatient treatment for weight
restoration in either a psychiatric
or pediatric (medical) setting or
outpatient psychosocial treatments.
Three studies have evaluated inpatient
treatment in psychiatric settings.
A study by Gowers and colleagues
(2007) in Liverpool, England, found
no advantage to first-line inpatient
psychiatric treatment over outpatient
treatment. Those who struggled
in outpatient treatment also did
poorly when transferred into an
inpatient setting. In France, Godart
and colleagues (2012) found that the
addition of family therapy focused
on intra-familiar dynamics, not
eating disorder symptoms, improved
effectiveness of treatment as usual
following discharge from the hospital.
A six-site study based in Germany by
Herpertz-Dahlmann and colleagues
(2014) found that patients in a day
program after a short inpatient stay
had comparable outcomes to those
who completed a longer inpatient
stay to achieve weight restoration.
These findings suggest that a day
program may be a safe and less
costly alternative to an extended
hospitalization. Madden, MiskovicWheatley, Wallis, Kohn, Lock, and
colleagues (2015) in Westmead,
Australia, found similar outcomes when
comparing inpatient admissions in a
pediatric medical setting for either a
brief medical stabilization or extended
admission for full weight restoration—

Family-based
approaches have
the most evidence
and should be the
first-line treatment
for medically
stable youth.

both followed by a course of
family-based treatment (FBT).
In terms of higher levels of
care, there is no advantage
to first-line inpatient
psychiatric treatment
over a day program or
outpatient management.
The addition of family
therapy to treatment as usual,
after hospitalization, improves
outcome, and weight restoration
at home can be successful.
Outpatient psychosocial treatment
is the second predominant model
for the treatment of AN in youth.
Three primary models of outpatient
treatment have been evaluated. FBT
aims to empower parents to manage
symptoms early in treatment, and
parent-focused treatment (PFT)
utilizes a very similar approach
without the patient participating in the
treatment session. Whereas systemic
family therapy places the focus on the
family system to draw on their existing
strengths, adolescent-focused therapy
(AFT) is an individual therapy that aims
to promote self-efficacy, self-esteem,
and self-management of eating
problems.
A United States–based study
compared FBT with AFT and found
that FBT brings about faster weight
gain in early treatment, with fewer
days of hospital admission (Le
Grange et al., 2014; Lock et al., 2010).
Therefore, FBT is more efficient
than AFT in facilitating remission
at short-term (6- and 12-month)
follow-up (Lock et al., 2010). However,
at four-year follow-up, AFT “catches
up” with FBT and remission rates are
stable (Le Grange et al., 2014). The
Research in Anorexia Nervosa trial
compared two family therapies (FBT
and systemic family therapy) at six
outpatient North American clinics.
FBT was found to bring about faster
weight gain earlier in treatment,
with fewer hospital days; however,
there were no differences at end of
treatment (EOT) (Agras et al., 2014).
In Melbourne, Australia, Le Grange

and colleagues (2016) compared
PFT with FBT and found that weight
restoration was accomplished more
efficiently in PFT where the adolescent
was monitored by a nurse and did
not participate in the treatment
session. Eisler and colleagues (2016)
compared multifamily and singlefamily therapy treatment formats
across six specialist eating disorder
services in the United Kingdom near
London. At EOT, the multifamily
group fared better, with significantly
more participants in the good- or
intermediate-outcome categories,
but this statistical advantage was not
maintained at follow-up. According
to the authors, their study furthers
the evidence for typical single-family
approaches and confirmed the utility
of an intensive multifamily format.
Based on the evidence thus far,
FBT should be the first-line outpatient
treatment for adolescents with AN
who are medically stable, and it
seems to be particularly effective at
reducing the need for hospitalization.
In addition, there is support for both
intensive multifamily formats, as well
as separated formats (PFT), of family
therapy. AFT and systemic family
therapy are both feasible alternatives
when FBT is not an option (Agras et
al., 2014; Le Grange et al., 2007).

THIS ARTICLE CONTINUES AND CAN BE FOUND
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ANOREXIA

Decision-Making,
the Brain, and
Anorexia Nervosa

B Y / M A R I YA B E R S H A D , B A , D E B O R A H R . G L A S O F E R , P H D , J O A N N A S T E I N G L A S S , M D & E V E LY N AT T I A , M D

F

rom skipping the mayo
at the sandwich bar
to counting macros
on a fitness app,
dieting occurs in up
to three-quarters of healthy adults.
In a society full of media outlets
promoting the lean, fit ideal, it is no
surprise that dieting—attempting
to restrict caloric intake in order to

change weight—is quite common
among adolescent women. But what
happens when a diet becomes a
lifestyle—or an illness?
It is easy to imagine a scenario
in which a teenage girl starts giving
her nutrition a bit more attention.
Whether it is a “clean eats” blog
that provides recipes and photos,
or a high school health class that
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brings attention to food groups,
the initial motivation often comes
with reasonable intentions and
certainly does not intend physical
or psychological harm. Efforts to eat
“healthy” or lose a few pounds may
not always be successful. However, an
initial drop in the number on the scale
is certainly possible—and can be very
rewarding, especially if weight loss is
accompanied by compliments from
peers. In a social environment like
high school, this initial weight loss can
become associated with acceptance
and improved social status. With such
positive reinforcement, swapping
cookies with fruit can begin to require
less and less mental effort. Eventually,
cookies—initially enjoyed in
moderation—can become totally offlimits, and low-calorie “meal preps”
can turn into rigid, daily rituals; what
is risky is when “healthy” lifestyle
changes turn into routines that feel
impossible to get rid of.
These restrictive eating behaviors
are initially goal-directed, meaning
motivated by intent to achieve a
particular outcome such as weight
loss. Any behavior, when reinforced,
gets repeated. With repetition,
over time, the outcome (or reward)
matters less and less, and then not at
all—the behavior persists because of
the cue, not because of the outcome.
This is called stimulus-response

ANOREXIA
Figure 1
Neural Circuits Involved
in Decision-Making
In orange, the ventral
frontrostrial circuits that are
engaged when individuals
make value-based decisions.
Healthy individuals use
these brain regions when
trying to decide between
foods based on tastiness
and healthiness. In blue, the
dorsal frontostriatal circuits
that are involved in habit
formation. Individuals with
AN engage these systems
when making decisions
about food, suggesting more
automated processing.

learning, or habit formation.
Goal-directed behaviors and
habitual behaviors are associated
with different brain mechanisms
(Figure 1).
In many cases, habits are
extremely useful in allowing our
minds to perform efficiently. For
example, making your bed and tidying
up every morning can provide the
initial reward of a clean room to come
home to—soon enough, the behaviors
can get linked together into a routine
that requires little effort. However,
when these behaviors include making
certain foods off-limits and limiting
oneself to rigid meal routines, the
habits that are formed may not
be so useful—in fact, they can be
pathological. Could the same brain
mechanisms that help create our
morning routines also help create
rituals that promote eating disorders
like anorexia nervosa (AN)?
One way to test this hypothesis is
by examining the brain mechanisms
guiding food choice among healthy
individuals compared with individuals
with AN.

Why Study
Food Choice?

With a disorder as complex as AN,
there are plenty of important areas
of research: biological, psychological,
and sociocultural. Behaviorally, one

Dorsal
striatum

Dorsolateral
PFC

Ventromedial
PFC
Ventral
striatum

feature that is central to the
illness—and contributes most to
the morbidity and mortality—is
persistent caloric restriction.
Individuals with AN limit calorie
intake—and specifically restrict fat
in their diet. In addition, studies have
shown that the more rigid a patient’s
diet, the more likely he or she may be
to relapse following treatment. This
suggests that dietary patterns have
an impact on the chronicity of the
illness and its resistance to change—
even among motivated individuals
who desire treatment.
Furthermore, while it is important
to study psychological components
of AN (such as depression, anxiety,
obsessionality, and compulsivity), not
eating and the inability to maintain
adequate weight are primarily what
lead to hospitalization and the high
rates of morbidity and mortality.
Understanding the tendency to choose
low-calorie, low-fat foods is therefore
essential to understanding AN.

The Brain, Behavior,
and Mental Illness

Neural mechanisms of AN are not
yet clear—but why care about the
brain mechanisms of behavior and
mental illness in the first place?
Historically, mental illnesses were
distinguished from other medical
illnesses because they were seen

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
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Decoding
Anorexia

How Breakthroughs in
Science Offer Hope for
Eating Disorders
Carrie Arnold
216 pages, paper, 2012

New Developments
in Anorexia
Nervosa Research

Eating Disorders
in the 21st Century

Carla Gramaglia
& Patrizia Zeppegno
208 pages,
hardcover, 2014
NEW

I Can Beat
Anorexia!

Finding the
Motivation, Confidence
and Skills to Recover
and Avoid Relapse
Nicola Davies
160 pages, paper, 2017

to be related to “higher cognitive
processes referred to as the ‘mind.’”
This view contributed to stigma
around mental illness and drew
medical resources away from
mental health. While the relationship
between mind and brain continues to
be discussed in modern philosophy
and psychology, contemporary
psychiatry studies mental disorders
as illnesses that “manifest as
mind and arise from brain.” Brainbased models of disorders like
depression have been developed
and tested using animal models,
neuroimaging, and other techniques
that probe the brain. Research in
brain mechanisms of mental illness
can help identify diagnostic markers
and lead to targeted treatment
development. Identifying brain
processes underlying AN
can yield new directions
for psychotherapeutic
and pharmacological
interventions.
The Eating Disorders
research team at
Columbia University
Medical Center, including
Joanna Steinglass
and Daphna Shohamy,
developed an approach to
investigating brain mechanisms
of restrictive eating. They
administered a food-choice task
during fMRI scanning.
In this study, individuals with AN
and healthy volunteers were asked
to rate images of food based on
healthiness, tastiness, and personal
preference. As predicted, individuals
with AN were less likely to prefer
the high-fat foods. Importantly, the
individual’s behavior in the task (i.e.,
how often the person selected the
high-fat foods) was significantly
correlated with actual food intake
in a lunch meal, indicating that
the computer task is capturing
restrictive eating. The fMRI findings
revealed an interesting difference in
neural activation patterns between
individuals with AN and healthy peers.
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Consistent with the investigators’
hypothesis, among individuals
with AN—and not among healthy
controls—the dorsal striatum was
associated with food choice. The
dorsal striatum is a brain region
that may be associated with habit
formation.

Treatment Implications
A habit-based model can help explain
the persistence of the illness despite
treatment and the elusiveness of
lasting recovery for some patients.
It can also guide new directions for
treatment, including habit-busting
interventions.

Understanding
the tendency to
choose low-calorie,
low-fat foods is
therefore essential
to understanding
AN.
Techniques that focus on
changing habits are well-supported
in the treatment of tic disorders and
trichotillomania. This approach aims
to help patients become more aware
of the cues that set their routines
in motion and, ultimately, develop
alternate responses to the cues.
The Eating Disorders research
team, including Steinglass and
Deborah Glasofer, has attempted to do
something similar with patients with
AN. It is developing and studying an
approach called REACH (Regulating
Emotions and Changing Habits)
to teach patients with AN to identify
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Anorexics
and Bulimics
Anonymous

Eating
Disorders
Anonymous

The Fellowship
Details Its Program of
Recovery for Anorexia
and Bulimia

The Story of How
We Recovered
from Our Eating
Disorders

288 pages, paper,
2002

544 pages,
paper, 2016

cues, develop new routines, and
better manage uncomfortable feelings
that can arise when trying to change
behavior. In the REACH framework,
a patient starts by tracking routines
and their earliest cues. The therapist
and patient then work together to
develop alternate responses to the
cues. This could involve a simple,
competing response—a counteraction
that is wholly incompatible with the
target behavior—or a strategy to
alter the environment to encourage
a different behavior. When behavior
change brings with it anxiety or
sadness, patients are taught how to
use relaxation exercises or to recall
their “big picture” reasons for wanting
to change. As patients try on new
behaviors to break old habits, they
are encouraged to notice the positive
outcomes—the rewards—that result
from behavior change. In the team’s
first test of this approach, REACH
was associated with a significant
decrease in the strength of the habits
that patients identified and was also
associated with improvement in food
intake.
By asking critical questions about
the link between brain and behavior,
researchers are learning more and
more about eating disorders like AN—
and putting these insights directly
into practice.
REFERENCES
Foerde, K., Steinglass, J.E., Shohamy, D., & Walsh, B.T.
(2015). Neural mechanisms supporting maladaptive food
choices in anorexia nervosa. Nature Neuroscience, 18(11),
1571-1573.
Graybiel, A.M. (2008). Habits, rituals, and the
evaluative brain. Annual Review of Neuroscience, 31,
359-387.
Walsh, B.T. (2013). The enigmatic persistence of
anorexia nervosa. The American Journal of Psychiatry,
170(5), 477-484.

Brave Girl
Eating
The Inspirational
True Story of One
Family’s Battle
with Anorexia
Harriet Brown
268 pages, paper,
2010

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

obvious increase or decrease
•Ainnweight
not related to a medical
condition

bnormal eating habits, such as
•Asevere
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

800-756-7533 • EDcatalogue.com
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Diagnosing
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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.

The Mindfulness &
Acceptance Workbook
for Bulimia
Emily K. Sandoz, Kelly G.
Wilson & Troy DuFrene
137 pages, paper, 2011

50 Strategies to Sustain
Recovery from Bulimia
Jocelyn Golden
221 pages, paper, 2011

The Dialectical Behavior
Therapy Skills Workbook
for Bulimia
Ellen Astrachan-Fletcher &
Michael Maslar
192 pages, paper, 2009

Bulimia: A Guide
to Recovery

Lindsey Hall & Leigh Cohn
280 pages, paper, 2010

My Name Is Caroline, Second
Edition

A Candid, Hard-Hitting Account
of a Seven-Year Descent into Bulimia,
Leading Up to a Final Victorious
Triumph over the Addiction

Positively Caroline

How I Beat Bulimia for Good…
and Found Real Happiness

by the American Psychiatric Association,
excerpted from Diagnostic and
Statistical Manual of Mental Disorders,
Fifth Edition (DSM-5) © 2013
by American Psychiatric Publishing

Caroline Adams Miller
285 pages, paper, 2014

Caroline Adams Miller
278 pages, paper, 2013
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Outpatient Medical
Considerations

FOR THOSE WITH EATING DISORDERS
BY / J E N N I F E R L . G A U D I A N I , M D, C E D S , FA E D

A

s an outpatient
internal medicine
physician who
specializes in eating
disorders, I get to
work on the front lines with therapists
and dietitians, helping promote
recovery work within the context of
an individual’s everyday life. Some
of my patients have never needed
to step up to a higher level of care,
and others arrive at my clinic having
just completed their first, or 10th,
full course of residential, partial
hospitalization program, and intensive
outpatient program care. I take care of
adolescents and adults, of all shapes,
sizes, and genders, with disordered
eating and eating disorders.

The patient
has responsibilities
to continue to
earn the privilege
of remaining
outpatient.
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There are four key topics that this
article will cover. One, I will review
guidelines for appropriateness of
outpatient care. Two, I will highlight
the main considerations medically for
those who purely restrict … whether
that occurs in the setting of low body
weight, so-called normal body weight,
or higher body weight. Three, I will
discuss the major medical issues
in those who purge. Finally, I will
consider important weight-stigmaassociated mistakes practitioners
make and highlight the importance
of a Health at Every Size® approach
for those with binge eating disorder
and patients in general. Of course, a
comprehensive review of this set of
topics would take a whole book, so I
will review each topic briefly.
An outpatient with an
eating disorder should have a
multidisciplinary team, composed
of at least a therapist and a dietitian
who have eating disorder expertise.
Optimally, a physician with eating
disorder knowledge—or a willingness
to learn—should join this team so
that the therapist and dietitian are
not required to step out of scope of
practice and advocate for/interpret
medical care. This team can certainly
be joined by many other practitioners,
from a psychiatrist to any number of
specialists as needed. The team has
the responsibility of communicating
regularly with one another, allying
always with the recovery process and
one another to provide a united front
against the pressure of the eating
disorder, and should take a nonassumptive, patient-values-oriented
approach. That is, when patients
identify their top motivations to get
better, and the team continually
refocuses the recovery struggle
around those motivations, patients
feel they are being seen as a
whole person. The physician can
productively demonstrate objective
evidence of body suffering from the
eating disorder and use that to help

patients understand that they are sick
enough to progress with the recovery
process. Many patients feel, in the
throes of the mental illness, that
they are “fine” and, therefore, have
no reason to make changes in their
eating-disordered behaviors.
Just as the team has
responsibilities to the patient,
the patient has responsibilities to
continue to earn the privilege of
remaining outpatient, rather than
stepping up to a higher level of care.
Outpatients should be seeing their
multidisciplinary team regularly and
need to grant open communicative
access among those team members.
Patients need to be able to follow, for
starters, the fundamental medical
rules that the team establishes:
consuming (and not purging) a
basic, sustaining number of calories
each day; purging infrequently
enough that blood laboratory values
are minimally abnormal; moving
physically at a level approved by
their medical provider (and no
more); and using substances in ways
that appear safe in the outpatient
setting. There may be other rules
that the therapist establishes for safe
outpatient care, related to self-harm,
suicidality, and severity of comorbid
psychiatric conditions. To remain
in the outpatient setting over time,
patients need to show at least slow
progress toward recovery, or be able
to maintain goals recently achieved.
The rate of progress required will
depend to a certain extent upon the
patient’s individual presentation. A
young teenager, for instance, with new
onset anorexia nervosa, should make
consistent weight gain progress of at
least 1 to 2 pounds per week in the
outpatient setting. On the other hand,
a middle-aged patient with a lifelong
eating disorder might be permitted
to maintain a low body weight in
the service of a harm reduction
model, if that patient feels unable
to restore beyond a certain weight

without a relapse in behaviors. The
power of a united treatment team to
set expectations and hold patients
accountable to their recovery journey,
in a compassionate but firm way,
cannot be overestimated. Patients
who cannot consistently achieve
the above criteria typically belong
in a higher level of care, if insurance
benefits are available.
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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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Relapse Prevention
FOR BINGE EATING DISORDER
B Y / J U L I E F R I E D M A N , P H D & K A R A R I C H A R D S O N W H I T E LY

W

ith the advent
of DSM-5,
binge eating
disorder (BED)
was elevated
to the status of full-fledged eating
disorder diagnosis and a separate
entity distinguishable from other
feeding and eating disorders versus
a residual “eating disorder not
otherwise specified.” DSM-5 also
lowered the diagnostic threshold for
BED by decreasing the frequency
and duration of symptoms needed
to meet diagnostic criteria. Research
suggests that the impact of DSM-5
was to successfully reduce reliance
on the residual “unspecified” category
and provide further differentiation
between types of eating disorder

psychopathology (Nakai et al., 2017). In
addition, the severity specifiers (mildsevere as determined by frequency
of binge-eating episodes) seem to
provide some clinical utility, with
significant between-group differences
observed in treatment outcome. As
expected, patients with “mild” BED
showed greater rates of abstinence
from binge-eating episodes following
treatment than patients with “severe”
BED (Dakanalis et al., 2017).
With regard to treatment efficacy,
cognitive behavioral therapy (CBT)
(in both guided self-help and
therapist-led forms) is the most wellestablished psychological treatment
for BED (Wilson & Shafran, 2005),
with studies showing the efficacy of
CBT in generating both immediate
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reductions in behavior and long-term
maintenance of treatment gains
(Hilbert et al., 2012). The scope of
adjunctive and combination therapies
in concert with CBT is too large for
this paper, but, interestingly, recent
findings (Grilo, Reas, & Mitchell, 2016)
show that pharmacotherapy plus
CBT yields more effective treatment
than pharmacotherapy alone, yet
does not significantly change the
impact of CBT alone. More research is
needed to establish pharmacotherapy
guidelines in the long term, owing
to small sample sizes and other
methodological concerns.
Through an interwoven recovered
patient and provider perspective, the
present writers would like to highlight
the need for deepening the work of
CBT for BED by highlighting cognitive
and psychological variables that, if
adequately addressed by CBT, could
augment treatment outcomes and
enhance CBT’s focus on relapse
prevention—thus, creating more
individualized, more effective, and
more efficient treatment for patients.
We suggest that the following
variables (if present) be attended to,
along with the traditional overconcern
with weight and shape and dietary
restraint focus of CBT:
1) Impulsivity and Negative Urgency.
Negative urgency is defined as the
tendency to behave impulsively
or engage in rash, ill-considered
decision-making in response to
a negative or intense affective
state. A recent study (Manasse
et al., 2016) showed that working
on emotion-regulation skills
is inadequate in producing
decreases in the tendency to
manifest impulsive behaviors

BINGE EATING

secondary to negative affect.
The authors concluded that
an explicit focus on developing
skills for delaying or withholding
impulsive responses in the context
of strong negative emotion is
necessary for those patients
with high negative urgency and
impulsive responses to food cues
when stressed. Skills such as
noticing the urge to binge and
responding to it nonemotionally
and nonjudgmentally (thought
defusion); “urge surfing” and
“urge postponement,” in which
patients are taught to delay
responding to urges to binge in
a series of sequential steps; and
formal problem-solving skills
would all effectively address
negative urgency and can be easily
incorporated into a CBT protocol.
As someone who learned to use
food at age 9 after my parents’ divorce
and then took a deep dive into binge
eating disorder at age 12 after being
sexually assaulted, I’ve spent my adult
life trying to undo an eating disorder
that consumed me. I’ve even climbed
Mount Kilimanjaro three times in
search of answers.
The most daunting and difficult
parts of the recovery journey have
been when I’ve relapsed, especially
after that first climb, after the birth
of my oldest daughter. Veering offpath is so shrouded in shame and
embarrassment, but each tumble
off-trail has helped me get back up
stronger and faster.
As my coauthor has taught me,
binge eating disorder is squarely based
in neurobiology; thus, my treatment
had to “rewire” my brain. In this life,
where one must have food to survive,
I had to learn how to adapt differently
to the brain I have. I still have the same
urges and vulnerabilities and I’ve had
relapses, but the key is responding to
them differently.
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Medical
Challenges

IN THE
BINGE-EATINGDISORDERED
POPULATION
BY / VICKI BERKUS, MD, PHD, CEDS

T

he days of seeing a
patient with a single
diagnosis of an
eating disorder are
becoming a rarity.
The comorbidities that accompany
binge eating disorder (BED) include
substance abuse, depression,
anxiety, post-traumatic stress
disorder, personality disorders,
and thought disorders. Patients
usually present with more
common complaints of fatigue,
sleeplessness, lack of energy
during the day, lack of motivation,
and feeling helpless to address their
weight issues. Today, most patients
can lose weight and have used various
programs over the years to do so.
The one common complaint is that
they can’t keep the weight off. The
frustration of yo-yo dieting and feeling
like a failure keeps our patients from
pursuing our help.
Today, the therapist, dietitian,
psychiatrist, and internist have to deal
with not only patients’ body image
and their belief system around their
weight, but also now the fact that the
influx of information on the internet
and television, in email and texts,
in advertisements for “weight-loss

The unifying
feature of
BED for patients is
the feeling of
loss of control over
their eating.
products,” and about various workout
options raises patients’ hopes and
expectations. They can fall into the
“what if” and “if only” position of
being a victim of their BED. It is not
unusual to see a patient who has
been on several medications for
hypertension, hypercholesterolemia,
diabetes, depression, and numerous
other medical issues.1 These patients
may also present with a list of
“natural supplements” they feel
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are necessary to “be healthy.” Their
previous psychiatric history may show
that they are addicted to alcohol or
amphetamines. A medical condition
might have progressed to the point
that they need a risky surgery that is
prohibited because of their weight.
The patient may be in chronic pain
and have limited mobility. The answer
to how medications interact with
substances and natural remedies is
not available to providers. The picture
becomes more complex and puzzling.
The unifying feature of BED for
patients is the feeling of loss of control
over their eating. The ease of ordering

BINGE EATING

Diagnosing
Binge Eating
Disorder

food online with their phone, charging
food, and having it delivered opens
a pattern that allows a person to
binge in private and is a challenge for
providers. Many patients will binge
and then their guilt and self-loathing
become overwhelming. The idea that
they may stop once they have started
to binge is ludicrous to most patients.
The physiological changes that
accompany taking in large amounts
of food include such challenges as
the loss of a feeling of satiety, the
inability to regulate high blood sugar
levels, and a loss of the ability to make
good choices (sometimes referred to

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. T
 he 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. M
 arked distress regarding
binge eating is present.
D. T
 he 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

as a brain fog) after bingeing.2 Their
blood sugar levels may peak, then
drop suddenly, leading to fatigue
or dizziness.3 The additional weight
may lead to joint damage and poor
mobility, making movement and
exercise difficult. Those with BED
often struggle with chronic problems
such as diabetes, congestive heart
failure, respiratory problems, body
rashes, and many more physiological
consequences of having excess
body weight.4 The patient can start
to feel trapped in a behavioral and
psychological web.
The idea that people are just
“weak” if they can’t control their
weight is a message that society
has perpetuated. There is a social
stigma not only among the general
population, but also among health
care providers toward obese
individuals.
How do people who have
been on the receiving end of this
discrimination feel good about their
social interactions? Professionals
know that binge eating numbs some
of the feelings of isolation, sadness,
and anger that trigger the behaviors.
It has been a struggle for patients to
get access to quality treatment to
learn the appropriate tools for selfacceptance and change. Insurance
companies still do not see BED
as a disease that requires inpatient
care. Why must patients get to
the suicidal point with their depression
and hopelessness in order to finally
get treatment? It is a question
that plagues providers—the idea
that crisis intervention is the only
means to treatment and that
preventive or ongoing supportive
treatment is “too expensive.”
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BODY IMAGE

USING
METAPHOR AND
STORYTELLING

To Heal
Body Image
B Y / A N I TA J O H N S T O N , P H D

M

ost eating
disorders
professionals
recognize that
negative bodyimage issues are the bookends of
the struggle with an eating disorder.
They are typically the first to show
up and the last to leave. Quite often,
individuals become embroiled in
a full-blown eating disorder as a
result of first wrestling with negative
perceptions about their bodies,
and then attempting to use food
restriction, excessive exercise, or
dieting as a solution. And the struggle
with negative body image usually
continues long after the eating
disorder behaviors have ceased.
The prevalence of negative
thoughts about the body is pervasive
even for those who do not have
diagnosable eating disorders or
disordered eating patterns. As a
result of our fat-phobic, diet-obsessed
modern culture and a media that
perpetuates an unrealistic ideal of
beauty as excessively thin, flawless,
and youthful, most of us have had to
deal with negative thoughts about our
appearance.
For those with eating disorders,

however, and for some whose bodies
do not fit the body-ideal of the
culture, a negative body image can be
crippling, often causing them to limit
their lives extensively, leading to selfharm and life-endangering behaviors
with food and exercise.
While it is important to challenge
the constant fat-phobic messages
from the culture, which emphasize
an extremely narrow form of beauty,
it is also necessary to address the
messages that individuals who
struggle with negative body image
have already internalized—and believe
to be absolutely true. Challenging
those messages and shifting
perceptions can be difficult, however,
if an individual has spent a lifetime
absorbing and believing them, either
consciously or unconsciously.
One of the most powerful ways to
transform perceptions is through the
language of metaphor and the use
of storytelling. Humans have always
turned to story at those times when
reason alone cannot help, those times
when everything in the culture seems
stacked against them. In times like
those, it is a different story that is
needed, personally and collectively,
one that can go deeper into the
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psyche and ring “more true” than the
old story that has been perpetuated,
internalized, and used maladaptively
in an attempt to cope with pain or
fear, or in order to find a way out of a
troubling situation.
Many ancient cultures made sense
of the world they lived in through two
ways of looking at and thinking about
the world. The Greeks called them
“logos” and “mythos.” Logos seeks
to find objective truths and definitive
explanations that can be proved with
observable facts, statistics, controlled
experiments, and logical thought
processes.
Unfortunately, when attempting
to resolve negative body image,
logos often fails us. Extreme fear
of fat does not make sense and
cannot be explained away, logically.
Neither facts nor research support
the current shame-based “war on
obesity,” which is doing more harm
than good for those who struggle with
negative body image. Body shaming
of those who don’t meet the cultural
ideal can create and perpetuate
eating disorders, and exacerbate
negative body image. Logos is of little
assistance for those with negative
body image who grew up being

told that fat is bad and who live in a
culture that continues to misguidedly
embrace that distorted and harmful
belief.
The other way of viewing the world,
mythos, uses a more imaginative and
intuitive approach—and makes use
of metaphor, stories, and imagery.
While the power of logos lies in
reason, the power of mythos lies in
the imagination. While logos can be
used to help us understand the realm
of matter, mythos helps us get to the
heart of the matter.
It is mythos that is more useful
when logic fails us, when the facts
don’t add up or are treated as
irrelevant, as in the case of negative
body image. Logically, we can
understand that the beauty-ideal
of the culture is unobtainable and
that the messages of the media are
manipulative. We can bemoan the
pressures our culture places on our
physical appearance, but logic alone
often is not enough to keep those
messages from penetrating our
psyches. We need a different story
so we can imagine a different, truer
reality.
In our modern culture, one that
prides itself on a rational, logical
way of viewing the world, the term
myth is often used synonymously
for that which is not true. However,
in traditional cultures, it was used to
describe deeper truths that cannot
be accessed by logic. Myths are those
stories that are false on the outside
but true on the inside. Myth can make
the most sense when everything else
seems to make less sense. The term
mytho-logical suggests that myth has
its own kind of logic and power. It can
be a way of addressing situations that
tend to defy logic and rationality, and
can provide surprising solutions when
logos fails.
Such is the case when dealing with
the psychological processes involved
in negative body image. Pointing out
the “facts” to someone struggling
with negative body image is often not
useful for addressing belief systems

that have been locked into place,
remaining resistant to logical inquiry
regardless of their irrational nature.
Stories, however, speak to us in
the imaginative language of mythos
and metaphor, and can bypass those
deeply entrenched belief systems,
allowing us to affect unconscious
beliefs through the transformative
power of the imagination, bringing
about a greater awareness of a deeper,
more profound truth.
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BO O K E XC E R PT

Does This Feel Familiar?
For Mothers
of Children Struggling with
an Eating Disorder
B Y / L A R A LY N B E L L

HOW CAN I BE A BENEFIT TO MY CHILD’S
HEALING RATHER THAN A HINDRANCE?
Have patience! Listen and then stand firm in your
compassionate personal discipline and boundaries.
The family unit is always complex. Good parenting
should be based in love, and with experience, we do
get better. Do not settle into believing your child
will always have an eating disorder and/or that your
family is unable to evolve into a more functional,
loving unit. Everyone in the family has to do the
work. The work begins with knowledge. The work
should always be based in love, not in ego or control.
Try not to be defensive or resist new ideas.
Relinquish the
guilt and keep
NEW
moving forward,
understanding that
it may be three
steps forward
E XC E R PT E D W I T H
PERMISSION FROM DOES
T H I S F E E L FA M I L I A R ? F O R
MOTHERS OF CHILDREN
STRUGGLING WITH AN
E AT I N G D I S O R D E R © 2 0 1 6
AUSTIN, TEXAS; FEDD
B O O K S ; B Y L A R A LY N
B E L L ; 3 2 8 PA G E S , PA P E R .

and one step back, sometimes you level out, and
sometimes you might even go backward. Always
keep your eyes locked on the bigger picture—a
healing, well-adjusted, and healthy child. Set it in
your mind’s eye now that healing will happen. Your
perception of how you see yourself in the role as a
parent will affect the way your child will respond
to you.
•Set boundaries intended to keep your child safe.
Positive boundaries are not a parental “power
play,” and we know the difference within our
own selves. Safe, positive boundaries take more
explanation and time. Your child eventually
recognizes your intentions are on their behalf,
and they do feel safe.
•Speak with firm, but loving, words. Mind your
words in a mature and reflective way. Your voice
is powerful—both positively and negatively.
•Establish a relationship of respect. Respect is a
two-way street.
•Listen without judgment.
•Be an example. We hear this all the time, but
how do we really implement being an example?
Body language is the first impression; a
frown, unhappy expression, lack of touch,
and crossed arms says it all in a second. Being
an example begins with how we manage our
adult demeanor.
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The “Eating
Disorder Voice”
B Y / T H E R E S E S . W AT E R H O U S , P H D , R D N , C E D R D

E

ating disorders
are frequently
misunderstood—not
only by family and
friends, but also
by health care professionals. It is
essential, in order to be helpful and
effective to a person diagnosed
with an eating disorder, that people
understand the nature of eating
disorders.
One aspect of the nature of eating
disorders is the “eating disorder
voice,” which most people with
an eating disorder will attest
to knowing. This “voice” is
the near-constant dialogue
or self-talk that a person
experiences as a result
of the illness and makes
it feel as though one has
two brains. There is the
healthy brain, which recalls
what life was like before the
eating disorder. The healthy
brain voice remembers enjoying
food, not thinking about food all
the time, not overanalyzing every
aspect about food, and not torturing
the person with thoughts about
having eaten too much, where and
how to purge next, and getting fat.
The eating disorder part of the brain,
or the “eating disorder voice,” is the
monkey on one’s back that feeds the
stream of lies about both food and
body.1 Researchers have identified
this “voice” and state that it can be
helpful for clinicians to address it with
a person both in terms of content
and how the person with an eating

disorder responds to it.2 In addition,
research has shown that a more
powerful eating disorder voice is
associated with a lower body mass
index in those with restricting-type
eating disorders.3
It is advantageous to the individual
with the eating disorder for that
person’s treatment providers and
family and loved ones to know and

The “eating
disorder voice”
will create intense
negotiations
over how much
food to eat.
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understand what that voice says and
how to respond to it.
Some situations and examples:
A person has anorexia nervosa
and compulsive-exercise or exercisepurging behaviors. The individual
states that he cannot eat unless
he exercises or “burns off” enough
calories, or he states that he can’t
be still, as movement helps him
relax. Yes, movement does help most
people relax, but excess movement
(movement that continues despite
pain, exhaustion, and too little fuel)
is the work of an eating disorder.
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Professionals, family, and friends do
not need to give in to the individual’s
pleas to continue to work out, stay
in competitive sports, etc., as those
pleas are the voice of the eating
disorder.
The “eating disorder voice” will
create intense negotiations over how
much food to eat, or it will create
food rules about what foods are
“good” and what foods are “bad” or
when and how to eat. This is seen in
all eating disorders, including binge
eating disorder. You might notice that
it takes a person a very long time
to make up her mind about what to
eat. Or, if this person eats one thing,
she can’t eat another thing. It is
helpful for supportive others to call
out reality here. Tell the person in a
kind manner what you notice, and
then separate the illness from the
person. Say something like, “I notice
that if you eat bacon, you will not put
butter on your toast.” This occurs
because the “eating disorder voice”
might be saying something about
“too much fat.” Especially if this is a
person who restricts and needs to
gain weight, call out the reality that
her restriction is what is unhealthy,
that she does need to gain weight,
and that this one meal is not going to
result in any type of drastic physical
change. Tell her that you are sorry the
“eating disorder voice” is making this
hard, but that you understand. This
is a time when knowing the nature of
eating disorders—that this person
is not choosing to have an eating
disorder, that she really does want
to be a normal eater, and that she is
frightened and anxious—can be quite
useful. It has been suggested that one
way to discuss the “eating disorder
voice” or negative self-talk is to frame
it as “an abusive relationship.” Eating
disorder self-talk that is abusive in
nature is strongly associated with
illness severity.4
Understand that eating disorders
are promoted when a person
experiences increased anxiety, and
prepare for those times, as this is

when the “eating disorder voice” will
get louder and stronger. State this
in advance of transitions and other
anxiety-provoking situations. For
example, when a person with an eating
disorder goes to a new place to eat,
talk ahead of time about whether this
could contribute to anxiety. Talk about
what the eating disorder might say.
Join to come up with coping strategies
ahead of time. Prepare in advance by
looking at menus before the outing,
and preplan what to order. Develop
the plan ahead of time and talk about
potentially triggering situations, as
this helps diffuse the “eating disorder
voice.” Talking out loud when the
“eating disorder voice” is screaming
can help diminish that voice.
The “eating disorder voice” can
be very nasty. Many health care
professionals, family, and friends,
at times, find it hard to not take
personally what the “eating disorder
voice” can dish out. Don’t! If you
understand the nature of eating
disorders, you will know to not take
that voice personally. It is the voice
of delusion and fear. It is the eating
disorder protecting itself. Stay calm,
even when you are being yelled
at. Later, you can state that you
understand that the person did not
want to hurt or insult you and you are
sorry the “eating disorder voice” made
it so hard on that person. Many people
with an eating disorder feel terrible if
they have become enraged as a result
of their illness. They feel bad enough
and do not need a lecture from us.
Rather, they need compassionate
understanding, and they need us to
get on their side against the eating
disorder and its “voice.”
REFERENCES
1. Tartakovsky, M. The voice of an eating disorder. Retrieved
from https://psychcentral.com/lib/the-voice-of-aneating-disorder/
2. Pugh, M., & Waller, G. (2017). Understanding the
‘anorexic voice’ in anorexia nervosa. Clinical Psychology &
Psychotherapy, 24(3), 670-676. DOI: 10.1002/cpp.2034
3. Pugh, M., & Waller, G. (2016). The anorexic voice and
severity of eating pathology in anorexia nervosa.
International Journal of Eating Disorders, 49(6), 622-625.
DOI: 10.1002/eat.22499
4.Scott, N., Hanstock, T.L., & Thornton, C. (2014).
Dysfunctional self-talk associated with eating disorder
severity and symptomatology, Journal of Eating
Disorders, 2,14. DOI: 10.1186/2050-2974-2-14

D

DE
RECOMMEN

READING

NEW

Survive FBT

Skills Manual for Parents
Undertaking Family
Based Treatment (FBT)
for Child and Adolescent
Anorexia Nervosa
Maria Ganci
90 pages, paper, 2016

The Parent's Guide
to Eating Disorders,
Second Edition
Supporting Self-Esteem,
Healthy Eating,
and Positive Body
Image at Home
Marcia Herrin
& Nancy Matsumoto
200 pages, paper, 2013
NEW

Eating Disorder
Recovery
A Simplified Guide
for Families

Caroline R. Blaire
146 pages, paper, 2017

800-756-7533 • EDcatalogue.com

23

HEALTHY BEHAVIORS

BO O K E XC E R PT

Chicken Soup for the Soul
Curvy & Confident:
101 Stories About Loving
Yourself and Your Body
B Y / A M Y N E W M A R K , S U P E R M O D E L E M M E & N ATA S H A S T O Y N O F F

SHAPE SHIFTING
Successful people have fear, successful people have
doubts, and successful people have worries. They just don’t
let these feelings stop them. ~T. Harv Eker
It was the morning of my first big photo shoot as
a plus-size model and I was excited—and hungry!
On the way to the location, I picked up a big box of
chocolate and cinnamon rugelach from my favorite
bakery for everyone to nosh on as we worked, then
wondered if they would all say, “Of course the plus-size
model would bring in something fattening to eat!”
I wouldn’t care if they did. I was in such a great
mood that nothing could bring me down.
My recent career after studying on a full rowing
scholarship at Syracuse University was as a local
reporter for NBC in Arizona. Then, at age 26, I
transplanted to New York to embark on a new career
as a plus-size fashion model with Ford Models. I loved
my new vocation because I enjoyed exploring what we
considered “beautiful” in our culture and other cultures,
and why. As a plus-size model, I would be challenging
and expanding society’s definition of “beauty.”
I arrived early at the West Side loft rented for the
shoot to find a crew of 10 people already prepping—
makeup artists, hair stylists, two wardrobe stylists, and
various assistants. The only ones who hadn’t arrived yet
were the photographer and his assistants.
The room was abuzz with activity. We were
photographing an ad for blue jeans that day. It would
be one of the first full-figured ads to be published in
major magazines and on billboards. It was a big deal,

and I was the model the client chose!
I was about to earn more money in one day than
I usually made in a month. But it wasn’t about the
money. I could feel something great was going to
happen. We were on the verge of a new way of looking

Of course the
plus-size model
would bring
in something
fattening to eat!
at women, we were nurturing a change in attitude
about body shapes, and this shoot would symbolize it.
Enter the photographer, who has worked with
the biggest publishers and fashion magazines in the
world: Vogue, Elle, Harper’s Magazine, Marie Claire, and
Cosmopolitan. I was beyond thrilled that I was going to
be in front of his lens that day. Except, he wasn’t quite
what any of us expected. He showed up to the loft
looking dirty and disheveled, and seemingly drunk (or
hungover?) from the night before.
Barely giving others a nod, he strode to the back of
the loft where I was being made up, my hair in Velcro
rollers, and looked around.
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“Where’s the model?” he
asked everyone, and no one in
particular.
We all looked at each
other, wondering if he had bad
eyesight or something. I was
sitting right there, three feet
away from him. I raised my
hand slowly.
“Hi, I’m Emme. Nice to
meet you.”
The photographer looked
at me blankly, and then his
whole face pinched as he grew
horrified.
“I am not shooting this
fatty!” he yelled, and stormed
across the room and out the
door, slamming it.
We all froze and no one
said a word. A minute later, I
could feel someone expertly
place tissues under my eyes—it
was the makeup artist and
her assistant, worried I’d start
crying and ruin their hour
and a half of careful makeup
application.
They didn’t have to worry; I
wasn’t upset, I was angry! How
dare he speak to me or anyone,
that way?
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Collaboration
in Genetics

TO SOLVE THE ENIGMATIC
PUZZLE OF EATING DISORDERS
B Y / H U N N A J . W AT S O N , P H D , M P S Y C H ( C L I N ) , M B I O S TAT S

E

ating disorders are
heritable illnesses.
Family and twin studies
show that first-degree
relatives of people with
anorexia nervosa, bulimia nervosa,
and binge eating disorder are more
likely to develop these illnesses than
relatives of controls with no history of
eating disorders (Thornton, Mazzeo, &
Bulik, 2010). Twin studies have found
that when one twin has an eating
disorder, if the other twin is identical,
the twin has a greater chance of also
having an eating disorder, compared
with a fraternal twin who only shares
50 percent of the sibling’s genes.
Family and twin studies have produced
robust findings. Nevertheless, a
criticism has been that environmental
factors rather than genetics may
explain the liability, since people
raised together are also exposed to
a common environment. Specialized
analyses implemented in twin studies
have shown that shared environment
does not contribute to risk for these
disorders. Adoption studies can shed
light on this issue but are difficult to
conduct. Only one adoption study in
the eating disorders field has been
carried out; the outcome variables
were disordered eating such as overall
eating pathology, body dissatisfaction,
and binge eating, and not clinical
eating disorders, because the large

sample size necessary
was not available (Klump,
Suisman, Burt, McGue, &
Iacono, 2009). The adoption
study found that genetic
factors had a significant
influence on all forms
of disordered eating, and
that shared environmental
factors did not contribute to any
outcome variable.
These studies turned the tide on
knowledge of eating disorders, which,
prior to this time, had been thought
to be the result of only social, cultural,
and family factors. Ascribing eating
disorders with a part-genetic basis
was a significant development in the
field and suggested that there existed
new, unexplored biological targets for
treatment and prevention.
Twin and family studies cannot take
one much further than establishing
heritability. Other study designs, such
as candidate gene studies and family
linkage studies, followed, seeking
to pinpoint the precise genetic loci
responsible for the genetic effects.
But the results from these studies
were not consistent and showed a
lack of replication (Yilmaz, Hardaway,
& Bulik, 2015). As it turns out, this
lack of replication is to be expected if,
instead of a few specific genetic loci
influencing risk, the picture is much
more complicated with potentially
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The adoption
study found that
genetic factors
had a significant
inf luence on all
forms of disordered
eating.
many thousands of genetic loci, each
contributing very small effects, as
is now thought to be the case for
eating disorders (O’Donovan, 2015;
Sullivan, Daly, & O’Donovan, 2012).
Genome-wide association (GWA)
studies have been used in biological
research to elucidate complex genetic
architecture. GWA studies scan the
entire genome and identify the parts of
the genome that differ between people
with an eating disorder and controls
who do not have an eating disorder.
GWA studies have produced valuable
results in other complex diseases,
such as coronary artery disease, type
I diabetes, and schizophrenia. GWA
studies have been applied to anorexia
nervosa so far, but not bulimia nervosa
or binge eating disorder (Duncan et
al., 2017). A constraint of GWA studies
is that they require a large number
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75 min., 2017

Embrace (DVD)
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of participants to statistically detect
risk loci across the genome. Large
consortiums—interconnected, global,
collaborating networks of scientists
and centers—such as the Psychiatric
Genomics Consortium, are organizing
the amassing of all available data from
around the world so that the objective
of understanding the biological
causes of eating disorders can be
pursued. Eating disorders have been
rather enigmatic illnesses and can be
difficult to treat. They are underpinned
by a complex etiology that involves
heredity, as well as psychosocial
factors. Psychosocial factors that
increase risk include low self-esteem,
depression, stress, a history of trauma
and abuse, and body dissatisfaction
(Jacobi, Hayward, de Zwaan, Kraemer,
& Agras, 2004). Existing treatments
typically address the behavioral and
psychological features of eating
disorders. Falling costs of genetic
sequencing, the organizing capabilities
of consortiums, and public interest in
participation in research are ushering
in a new era that is promising to

unravel secrets of the biological basis
of eating disorders and, in doing
so, may herald in new targets for
treatment and prevention.

Someday Melissa

Includes Guided Discussions
for Recovery (DVD)
42 min., 2011
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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

•Gratitude

Journal (New)
•Happify (New)

•Mindfulness Bell
•Optimism
•Recovery
Record

•Rise Up +
Recover
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GUIDELINES FOR THE USE OF

Exercise in
Eating Disorders
Treatment
BY / BRIAN COOK, PHD

A

rapidly growing body
of evidence suggests
that exercise may
be manageable in
some, but not all,
people with an eating disorder (ED).
Accordingly, several recent narrative
and meta-analytic reviews have
concluded that when nutritional
needs are satisfied, exercise
appears to be a safe option in ED
treatment (see Cook et al., 2016 for
review). These preliminary results
are encouraging and suggest that
under close supervision and in the
absence of medical or nutritional
contraindications, exercise may
be an efficacious adjunct to
standard ED treatments.
Moreover, these reviews
suggest that one key to
reversing exercise from
being a compensatory
behavior to that of a
healthy behavior may
be to change a person’s
pathological attitudes and
thoughts about exercise
itself. This may change the
fundamental function of exercise
from that of a compensatory
behavior to part of a comprehensive
approach to managing health and

Clinicians
and/or individuals
with ED should
not take a “go it
alone” approach
when introducing
exercise.
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ED recovery. Therefore, the goals of
therapeutic exercise should include
altering pathological exercise attitudes
and beliefs, learning how one’s body
feels when one engages in healthy
amounts and types of exercise, and
(most important) recognizing the
need to properly support exercise
with adequate nutrition. Exercise may
then be introduced at low intensity
and small amounts to support
physiological and psychological
healing and recovery. A recent study
published in Medicine & Science in
Sports & Exercise has consolidated
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222 pages,
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various techniques and considerations
that influence how exercise has
been successfully used as part of
ED treatment programs (Cook et al.,
2016). From the extant literature,
the following 11 guidelines for the
therapeutic use of exercise in ED
treatment were proposed.

1. Adopt a Team
Approach
Including an exercise program in the
treatment of ED requires specific
knowledge related to exercise
prescription, physiology, and
nutrition, in addition to medical and
psychological factors relevant to ED
treatment. Simply stated, exercise
is a complex behavior that requires
specialized expertise to distinguish
maladaptive use of exercise from the
health-promoting potential for specific
patterns of exercise. This includes a
necessary nuanced understanding of
specific motives, attitudes, physiology,
nutrition, medical considerations,
and the interaction of these and
other factors as they relate to ED.
Therefore, a multidisciplinary team of
experts in exercise, nutrition, mental
health, physical therapy, and medicine
should work collaboratively to develop
individually tailored exercise programs
with participation contingent upon

Nutrition
Counseling in the
Treatment
of Eating
Disorders,
Second Edition

Marcia Herrin
& Maria Larkin
347 pages, paper, 2013

adherence to ED therapy and should
closely monitor ED patients to ensure
safety. Clinicians and/or individuals
with ED should not take a “go it alone”
approach when introducing exercise
as part of ED treatment.
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A Collaborative Approach
to Eating Disorders
June Alexander & Janet Treasure
344 pages, paper, 2011

Beyond a Shadow of
a Diet, Second Edition

The Comprehensive
Guide to Treating Binge Eating
Disorder, Compulsive Eating, and
Emotional Overeating
Judith Matz & Ellen Frankel
338 pages, paper, 2014

2. Continuously
Monitor Medical
Concerns/
Contraindications

Safety is the primary concern when
adding exercise to ED therapy,
and all precautions must be taken
to prevent harm. Beginning an
exercise routine generally presents
minimal health risks in nonclinical
populations; however, ED patients
present additional physiological and
psychological concerns beyond that of
an individual without an ED. Therefore,
in addition to a standard physical
activity readiness screening, such
as the Physical Activity Readiness
Questionnaire (Adams, 1999), a
comprehensive medical screening
for complications related to ED and
nutritional deficiencies should be
undertaken prior to engaging in any
exercise. A non-comprehensive list
of suggested factors to screen may
include heart rate, electrolyte levels,
glycogen stores, body mass index,
bone density/osteoporosis risk,

A Clinician’s Guide to
Binge Eating Disorder

June Alexander, Andrea
Goldschmidt & Daniel Le Grange
304 pages, paper, 2013

body temperature, blood pressure,
orthostatic changes in pulse or blood
pressure, hydration, and previous
injury history.

THIS ARTICLE CONTINUES AND CAN BE FOUND IN
I T S E N T I R E T Y AT E D C ATA L O G U E . C O M .
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Gastrointestinal
Complications
BY / PHILIP S. MEHLER, MD

COMMON QUESTIONS
•What clues from a gastrointestinal (GI) history and
physical examination are helpful during both early
(occult) and later stages of eating disorders?
•What GI symptoms occur with early weight loss?
•What common abnormalities found on laboratory
testing may signal the presence of an eating
disorder?
•What symptoms and signs develop as weight loss
becomes more severe and can frustrate weight
restoration?
•What treatment strategies can be used for common
GI symptoms (bloating, early satiety, fullness) that
may interfere with nutritional rehabilitation?
•How do GI symptoms improve with time and
weight gain? How can this be used to reassure
patients?
•What can you tell patients about the long-term
effects of anorexia nervosa on the GI tract?
•When are GI studies, such as upper or lower
endoscopy, barium studies, or nuclear medicine
testing, indicated?
•What role is there for medications to help treat
various GI complications of anorexia nervosa and
bulimia nervosa?
CASE 1
W.H., a 19-year-old female, presented with pure
restricting anorexia nervosa, having had a 20-pound
weight loss (height 5 feet 6 inches; original weight
115 pounds) and now 70 percent of ideal body
weight. She had no prior history of intestinal disease.
At the nadir of her weight loss, she complained
of epigastric bloating and constipation. Physical
examination revealed a normal abdomen, no evidence
of distention, and hemoccult-negative stool.
Inpatient multidisciplinary treatment enabled

W.H. to gain 25 pounds over a 10-week period. She
was reassured that the bloating and constipation
would improve with time and weight restoration.
Fiber, which can often increase bloating, was
avoided in her diet so as not to worsen her
complaint of bloating. Her bloating and constipation
spontaneously improved without the use of laxatives
or need for any GI studies.
BACKGROUND
People who have eating disorders commonly
complain of gastrointestinal symptoms (Salvioli et
al., 2013). Such symptoms are often a consequence
of the eating disorder rather than an etiologic factor
in the disorder. However, early in the course of the
illness, GI complaints may so preoccupy the patient
and the physician that they interfere with and deflect
attempts at psychological treatment. There may even
be some question as to whether a primary GI disease
exists in addition to the eating disorder. Moreover, an
eating disorder may exacerbate a preexisting intestinal
disease, especially irritable bowel syndrome, which is
one of the most commonly encountered GI disorders
in the general population
and may overlap with
NEW
eating disorders (Perkins
et al., 2005).
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W

hile this
article is
primarily about
transgender
body image,
the LGBTQIA (lesbian, gay, bisexual,
transgender, queer/questioning,
intersex, and asexual/agender)
community needs our focus and
care. Historically facing strong
bias from traditional health care
and insurance, members of this
community can have varying levels
of suspicion and mistrust, leading to
avoidance of medical and mentalhealth practitioners. As with all
underrepresented groups, they also
face minority stress. Minority stress
comes from external factors such as
prejudice and rejection. Exacerbated
by those are internal factors, including
shame, escape tactics, social isolation,
and internalized heteronormative and
cisgender (non-trans) biases.
According to the National
Institute on Media and the Family,1
30 percent of high school girls and
16 percent of high school boys suffer
from disordered eating. In addition,
78 percent of 17-year-old girls are
dissatisfied with their appearance and
body image. Treating negative body
image and eating disorders really
matters with the LGBTQ+ population.
In a British study,2 80.7 percent of
men said they regularly discuss body
shapes, and 58.6 percent said doing
so made them feel worse about
themselves. And 48 percent of gay
men would trade a year of their lives
for a perfect body; 10 percent would
agree to die 11 years earlier if they
could have their ideal body now.
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Gettelman and Thompson3 reported
that straight women and gay men
were most negatively affected by
body image; researchers thought that
since both are trying to attract men,
the media’s images of beauty were
a common goal. The National Eating
Disorders Association4 reports that
the occurrence of eating disorders is
three times higher in gay men than in
straight men, and nearly 15 percent of
gay men report dealing with anorexia
or bulimia in their lifetimes. Both
straight and gay men now feel more
pressure to be muscular (“bigorexia”),
and lesbian/bi women were the most
accepting of heaviness, in their own
and others’ bodies. These statistics
feel accurate when I observe clients’
experiences, particularly those of
college students. I counseled a gay
grad student for several years who
struggled with restricting and exercise
bulimia, triggered by sexual abuse by a
teacher. He had extensive dysmorphia,
thinking an extra pound of weight
rounded his face, and also questioned
his gender; he wondered if he would
have been abused if he were a girl.
Transgender and gender
nonconforming people can have
an even more complicated body
image. Though not all transgender
people suffer from body dysphoria
and dissatisfaction, it is significantly
more severe if one is actually haunted
by being in a body that has no
congruence with one’s identity. For
the purpose of this article, sex is one’s
biological anatomy, while gender is a
social construct that includes social
or cultural expectations about an
individual’s role as the sex assigned

PROFESSIONAL TREATMENT

Image

at birth (vs. affirmed gender). Gender
identity is one’s psychological sense
of self, and gender expression is
one’s external presentation. While
not complicated concepts, they are
particularly distressing when they
are not in alignment with one’s sense
of self or how one would like to be
perceived. It should be noted that
gender has no relation to sexual
orientation, which describes one’s
erotic/romantic response.
To acknowledge the difficulty of

Treating
negative body
image and eating
disorders really
matters with
the LGBTQ+
population.

embodiment with this population, and
to frame treatment in a supportive
manner, we need to ask the person
who they are as an individual, ask what
name and pronouns they use (and use
them!), and not make assumptions
based on appearance or rumor. I’ve
found it helpful to break the ice by
modeling this: “I’m Martie, and I use
she or they pronouns. How about
you?” Increasingly, nonbinary gender
identities are being affirmed, so even
assuming maleness or femaleness

might be off-putting. Clients may
be androgynous, agender, bigender,
gender-fluid, genderqueer, etc. These
individuals often use gender-neutral
pronouns, such as the singular they,
or ze/zir/zirs. Ask what pronouns and
name they use. As Kate Bornstein
(trans writer and advocate) says,
“We need to do away with gender
enforcement.”
It is important to note that gender
identity can be fluid. Also be aware
that not all trans folks have dysphoria,
800-756-7533 • EDcatalogue.com

33

PROFESSIONAL TREATMENT

or feel a need to make any bodily
adjustments. (Social transition can
include name changing, desired
gender identification with friends
or family, and appearance changes,
like dressing more masc or femme.)
Transition is also a process, not an
event, and many of my clients have
grown to want more medical and
surgical transition, even though
initially they had no interest in this.
I recently worked with a lesbian
client who had severe chest dysphoria.
She was in outpatient treatment to
deal with eating-disordered behaviors
and was sent to me for a consultation
on gender issues. She clearly
identified as a woman with no gender
questions, but simply did not like or
want her breasts. She did note that
monthly swelling or any significant
weight gain brought her attention to
her chest, creating significant distress
and triggering her anorexia. She is
very happy post-mastectomy. Another
client, identifying as nonbinary, was
horribly thin and in physical pain from
various medical maladies, as well as
anorexic restriction. While their case
is too complex to go into in much
detail, they were profoundly dysphoric
and wanted to preserve their body
in an adolescent, androgynous, and
diminutive state.
Exploration might include
questions such as, “How do you feel
about your body, including parts you
have and/or parts you want or don’t
have? How was it growing up in your
body? Any traumatic or negative
experiences related to how others
(or you) perceived you? What would
your ideal body look like? How was
body image helped or harmed by
your family? Your cultural or racial
community? How does your body give
you pleasure? How do you take care
of your body? What have you done to
change, hide, enhance, or otherwise
deal with your body/body image?”
Clinicians need to ask the questions,
as disorders related to eating or body
image may be intentionally hidden
or not apparent. Many of my clients

say, laughing, “There’s thin, and
there’s ‘gay-thin,’”—i.e., being severely
underweight.
Male-to-female responses can
be different from female-to-male
responses. Trans women may use
breast enhancement, body padding,
tucking (of the penis), or other imageenhancing methods. Trans men may
bind (their chests) or pack (with a
faux phallus). Weight may be a factor:
Folks can strive for thinness to achieve
androgyny, or to avoid developing or
appearing to have sex characteristics,
and gain weight to hide breasts or
other parts, and these may or may not
be conscious choices. When one is
undergoing some physical (hormonal,
medical, or surgical) transition, there
can be great awkwardness in the inbetween states, both for oneself and in
others’ perceptions. And post-transition,
a residual sense of the body as not
real or authentic might need to be
explored. This is not the same as regret
about transitioning, which is actually
extremely rare.
A therapeutic stance that all bodies
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and identities have inherent worth can
help a client evaluate and pick apart
the notion that their worth is based
in heteronormative, cisgender, white
ideals. Exposing and dismantling
fat talk, body shaming, and racist,
homophobic, or transphobic messaging
helps clients develop a more personal
values set. To actively support, educate,
and advocate for the clients’ rights to
determine what’s best for their body,
even if that includes gender-confirming
surgery or other procedures or services,
is an important role for the LGBTQIAaffirmative clinician.
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Food for Thought

Perspectives on Eating
Disorders
BY / N I N A S AV E L L E- R O C K L I N , P SY D

EATING DISORDER PATIENTS
OFTEN SPLIT THEMSELVES INTO A
PSYCHOLOGICAL SELF AND A BODY
SELF, responding to their bodily needs in a punitive
manner, often with undisguised contempt. The body
is experienced as something separate, with which a
person is at war. Many report looking in the mirror
or catching a glimpse of their reflection and feeling
a sense of revulsion, along with the sense that the
reflected image is not the “real” them. One woman
poked at her stomach and declared, “This is not me. I
don’t know who it is, but it’s not me.”
Conceptualizing a patient’s relationship to his
or her own body is a crucial part of therapeutic
exploration. Many people conceptualize their bodies
as their only self-definition, without any regard for the
emotional, relational, creative, intellectual, or spiritual
aspects of themselves. I once treated a psychotherapy
patient who had an extremely harsh internal critic and
suffered a great deal because of her self-castigation.
When I suggested cultivating a kinder attitude toward
herself and practicing
a higher degree of selfcare, she protested that
she took wonderful care
of herself. She described
herself as the “queen of
E XC E R PT E D W I T H P E R M I SS I O N
F R O M F O O D F O R T H O U G H T:
P E R S P E C T I V E S O N E AT I N G
DISORDERS © 2017 LANHAM,
MARYLAND; ROWMAN &
LITTLEFIELD; BY NINA
S A V E L L E - R O C K L I N ; 2 1 0 PA G E S ,
H A R D C O V E R / PA P E R .

self-care” and pointed out that she treated herself to
weekly manicures and hair styling appointments, as
well as monthly facials and massages. I acknowledged
that she was taking extremely good care of her body,
but framed this as grooming, not self-care.
“What do you mean?” she asked, baffled. “What
other self is there?”
She had no other concept of her “self ” other than
her physical form. For her, and for many people with
eating disorders and body image disturbances, the
body functions as the primary self. Patients who define
themselves by their appearance alone believe that they
will be good enough only when their bodies are good
enough. They think they can get other people to like
them, hire them, accept them, and appreciate them
by changing their appearance. They unconsciously
imagine that by ridding themselves of excess weight,
they are getting rid of aspects of themselves they
despise. They believe they control their world by
controlling their weight.
John Russon (2003) writes of the concept of
embodiment, “To be a body is to be a specific identity
that is open to involvement with others. Indeed,
pleasure and pain are two faces of this involvement, the
ways in which that with which we are involved either
welcomes or hinders our determinacy. Our bodies are
the living process by which we establish contact with
reality” (p. 21). He goes on to describe how the culture
has facilitated a way of thinking about bodies in terms
of size and physical attributes, which has created a
sense of a body as an object rather than a subject.
He notes that this culture has led to a “fundamental
separation between body and experience, as if ‘to
experience’ were one thing and ‘to be a body’ something
separate and unrelated” (pp. 22-23).
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The Competency
of Compassion:
A CORNERSTONE OF
HEALING AND RECOVERY
B Y / M I C H A E L E . B E R R E T T, P H D , C E D S

C

ertainly in this age
in which we live,
there is an incredible
need to nurture and
increase, and notice
and celebrate, compassion. The
campaigns and acts of terror; the
seemingly unprecedented natural
disasters; the divisions, conflicts, and
hatred freely expressed and enacted
in public discourse; no shortage of
illnesses—these all verify that this is
a time of high need for compassion.
In this article, I propose a model of
compassion that takes from, and
adds to, the works of wonderful
thought leaders, researchers, writers,
and clinicians. I offer a model that
expands compassion into the broader
context, with an environment in
which compassion is nurtured, and
offer consideration of seven specific
competencies, which, if practiced, will
increase compassion for ourselves
and for those around us. This context
and model can be used to benefit
ourselves, our family and friends, our
broader community, our clients, and
our brothers and sisters wherever we
may find them. This article presents
as follows: 1) Meaning of compassion;
2) Personal brushes with compassion;
3) Creating a cradle that nurtures
compassion; 4) The practice of seven
core competencies of compassion;

5) The impact of compassion;
6) Final thoughts.

Meaning of
Compassion

So what is compassion? It is
in the eye and the definition of
the beholder. According to the
Dalai Lama, “Compassion can
be roughly defined in terms of
a state of mind that is nonviolent,
nonharming, and nonaggressive.
It is a mental attitude based on
the wish for others to be free of
their suffering.” Jinpa (2016) said
compassion is “sensitivity to suffering
with a commitment to alleviate and
prevent it.” Berrett (2017) suggests
that compassion is not just a feeling—
but includes intention and action.
Compassion is akin not to “feeling
sorry for,” but rather, “feeling loving
kindness toward,” according to
Germer and Neff (2013). “Compassion
… involves 1) being touched by and
open to suffering, 2) not avoiding or
becoming disconnected from it, and
3) generating the desire to alleviate
suffering and heal with kindness”
(Germer & Neff, 2013).
Compassion is not just a choice
and opportunity. It is necessary
for effective treatment and solid
recovery from eating disorders and
related illnesses. Over many years of

38 Request free copies of the 2018 GÜrze/Salucore Eating Disorders Resource Catalogue at EDcatalogue.com

Selfcompassion
is a necessary
ingredient in
recovery and
healing.
treating those suffering, I have learned
that self-compassion is a necessary
ingredient in recovery and healing. It is
also helpful for clients to understand
that they have great compassion for
others, that it is a precious gift, and
that they can notice their compassion,
embrace it, and practice it. This
recognition of compassion—seeing it
as something they have to give that
can affect others for the good—can
increase understanding of one’s own
spiritual identity. As clients progress
in recovery, compassion is one of the
“take-home gifts” of having suffered an
eating disorder. It counterbalances the
collateral damage of illness. Increased
compassion is one of the blessings
that often come to those who have
traveled that difficult pathway.

RECOVERY

Compassion is essential in the journey
of both clinical provider and client.
Compassion is one foundation
stone of the spirituality of an individual,
is essential for loving and close
emotional relationships, and is a sign
of health and hope in communities
and in the world. It is a practice and a
power that can transform, for good,
the world that we live in, one individual
at a time. When compassion is present,
it so often comes across as the feeling
“that which is right in our world.” When
it is absent, it is at the center of “what
is wrong in our world.” Compassion
is necessary for a safe, uplifting, and
improving society, and it is necessary
for finding peace in an individual’s
troubled heart.
As a veteran clinician, I have noticed
that self-compassion is a cornerstone
of recovery for those suffering mental,
emotional, or addictive illness; that
it is imperative for the improvement
of couple and family relationships;
and that it is at the core of the healing
power of therapeutic group process—
in which shame and pain meet healing.
I have noticed that when clinicians
practice it well in their work, miracles
happen.
It has been suggested that
compassion is not simply an emotion
that we might feel toward another,
but rather, it is a “practice” and “a
way of living.” While we will have
emotion at times when receiving or
giving compassion, compassion is
much more. It is a choice, a decision,
something we give, and something
we do. The implication of the word
practice is that we need not be labeled
as either “compassionate” or “noncompassionate” people, but that we
can choose, and be, compassionate in
a moment, and that we can “become”
more compassionate as individuals
over time and by the regular practicing
of compassion.
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20 Questions to Challenge

Negative Thoughts
BY / N I C O L A DAV I E S & E M M A BAC O N

OBJECTIVE
Whether you think in black
and white, filter out positive
information, or exaggerate the
negative, by now you will be
starting to see how important
it is to challenge your negative
thoughts as part of your recovery.
The aim of this worksheet is to
equip you with 20 questions you
can ask yourself when you need
help challenging your negative
thinking.
TASK
Next time you catch yourself
thinking negatively, work your
way through the following list
of questions, answering them
honestly.
What is the evidence?
1. Am I confusing a thought with
a fact?
2. Am I jumping to conclusions?
What alternatives are there?
3. Am I assuming that my view of
things is the only one possible?
4. What do I want?
5. What are the advantages and
disadvantages of thinking this way?
6. Am I asking questions that have
no answers?
What thinking errors
am I making?

7. Am I thinking in all-or-nothing

terms?
8. Am I using ultimatum words in
my thinking?
9. Am I condemning myself as a
total person on the basis of one
single event?
10. Am I concentrating on my
weaknesses and forgetting my
strengths?
11. Am I blaming myself for
something that is not really my
fault?
12. Am I taking something
personally, which has little or
nothing to do with me?
13. Am I expecting myself to be
perfect?
14. Am I using a double standard?
15. Am I paying attention only to
the black side of things?
16. Am I overestimating the
chances of disaster?
17. Am I exaggerating the
importance of events?
18. Am I fretting about the way
things ought to be, instead of
accepting them and dealing with
them as they are?
19. Am I assuming that I can do
nothing to change my situation?
20. Am I predicting the future
instead of experimenting with it?
REFLECTION TIME!
Reflect on how you found this
exercise—whether you were
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surprised by any of your answers
or whether the questions helped
you to think more positively. If you
found them useful, you might even
want to print them off and pin
them somewhere as a reminder.
“At first, I was resistant to
challenging my negative thinking,
but then I realized that was because
I was scared of being proven wrong.
Surely, I would want to be proven
wrong? No one wants to feel bad
about themselves. This insight alone
made me realize how unhealthy my
thinking was and how important it
was for me to tackle it.”
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The Use of
Spirituality
IN EATING DISORDERS
RECOVERY
BY / DENA CABRERA, PSYD, CEDS

T

he word disorder in the
dictionary is defined
as “a breach of peace.”
Eating disorders are just
that: disorders that are
a breach of peace in the soul. These
are conditions of dis-order of life, body,
food, and self. Not to mention, these
disorders wreak havoc on relationships.
It is no wonder that eating disorders
are complicated and treatment is even
more complicated. Every person is
unique, and treatment varies with each
person. A biological, psychological, and

social approach has been standard
in the treatment of eating disorders.
However, treatment of the soul is
needed for most everyone, and it is
spirituality that brings the soul back to
life and nourishes it.

Defining Spirituality

Ask 1,000 people and get 1,000
different answers on how to define
spirituality. It’s different, fluid, and
unique for everyone. It can be an
experience, a feeling, an interaction, a
dream, a phenomenon, an object, or
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anything else the person experiences
as spiritual. The dictionary says that
spirituality is a “search for the sacred.”
My thoughts are that it could be a
“search for,” or simply it could just “be.”
It could be a connection or attunement
with God or a higher power, feelings of
enlightenment, harmony with truth,
oneness with nature or the universe.
It could also be love, compassion,
and honesty. It can’t be bottled up
or put into a package. It has to be
experienced.
The Mental Health Foundation
(2006) reports that spirituality is
composed of the following:
•A sense of purpose
•A sense of “connectedness”—to self,
others, nature, “God,” or other
•A quest for wholeness
•A search for hope or harmony
•A belief in a higher being or beings
•Some level of transcendence, or the
sense that there is more to life than
the material or practical
•Those activities that give meaning and
value to people’s lives
On the other hand, religion can be
a little more defined. It differs from
spirituality in that religion may involve
certain religious beliefs, practices,
feelings about God or a higher power,
or other things that may be expressed
with a religious affiliation, institution,
or denomination. The two can certainly
intertwine and overlap, and some
people can experience them as one
and the same.

A Place Setting
for Spirituality with
Eating Disorders

Does spirituality belong in eating
disorders treatment? In my training
as a psychologist, spirituality and
religion are openly recognized as types
of diversity that we as professionals
are ethically obligated to understand
and respect. More than that, in the
treatment of eating disorders, we are
doing a disservice if we do not look at
and explore an individual’s spirituality
in an effort to connect with the soul.
Spiritual treatment approaches

SPIRITUALITY

encourage professionals treating eating
disorders to address patients’ spiritual
concerns when relevant and to use
language, verbiage, and interventions
that demonstrate honor and respect
for the healing potential of their
patients’ faith or spiritual connection.
Swinton (2001) argues that stress
and anxiety have spiritual symptoms
such as a loss of meaning in life,
feelings of alienation and indifference,
no sense of the future, and the inability
to focus on God or to meditate. There
is evidence that eating disorders and
anxiety are significantly correlated.
Thus, Swinton’s position may be
applied to eating disorders.
Eating disorders affect identity,
sense of self, and soul. I have observed
a variety of spiritual and religious
issues in my patients—lack of spiritual

identity, negative images of God
(punitive/shaming God), feelings
of spiritual unworthiness, fear of
abandonment from God, guilt over
behaviors that are incongruent to
their values and faith, difficulty with
forgiveness, and a lack of grace for
self and others. I have also seen a
reduced capacity for compassion and
forgiveness for themselves.

Spiritual Nourishment

Those who struggle with food,
hardship, pain, and shame tend to be
external seekers and want tangential
representations to prove they are
enough. They tend to look for love in all
the wrong places, focus on the mirror
or others for approval, and become
hostage to their thoughts and feelings.
They want some certainty in the

control of food.
“I have a lot of faith,” writes Anne
Lamott (2005). “But I am also afraid
a lot, and have no real certainty about
anything. I remembered something
Father Tom had told me—that the
opposite of faith is not doubt, but
certainty. Certainty is missing the point
entirely. Faith includes noticing the
mess, the emptiness and discomfort,
and letting it be there until some light
returns.”
When you feed your soul through
faith and spirituality, you feed your
sense of self-worth. The more you
realize your spiritual worth, the less
dependent you are on your body to
define you. And this sets you free to
sharpen and attune to your values
outside of shape, size, and weight.
Spiritual nourishment is as important
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live out true beauty
In a culture that bombards women with “thinspiration” messages and
pressures women to “do it all” while wearing the mask of perfection, we
are left feeling alone and overwhelmed. It’s easy to lose our courage,
to lose our sense of who we truly are, and to wonder if we will ever
be good enough.
But on the sidelines, some women are choosing to take off their masks
and live their most authentic lives. In Brave Is the New Beautiful,
Lee Wolfe Blum weaves these women’s inspiring stories
of everyday bravery with reflections from her own journey. Through
call-to-action questions and ideas,she encourages us each to live without
fear and shame as we embrace our true selves. Because by sharing
our deepest fears and most passionate hopes, we are stronger. We are
brave. We are beautiful.
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LEE WOLFE BLUM is an energetic and passionate speaker
who loves to help women find hope in healing from
perfectionism and addictions. She works as a mental health
practitioner in the field of eating disorders and chemical
dependency. She lives in Minnesota with her husband and
three boys.

FOREWORD BY SHANNON ETHRIDGE
ALSO AVAILABLE AS AN EBOOK
US $16.99

ISBN 978-1-4347-1030-7

138164

RELIGION
Christian Life
Women’s Issues
CLWI
Printed in USA

The Mighty
Oak Tree

Betty Kmiecik
Illustrated by
C. Keith Jones
72 pages, paper, 2016

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

Chasing
Silhouettes

Table in the
Darkness

Emily T. Wierenga
201 pages, paper, 2012

Lee Wolfe Blum
205 pages, paper, 2013

How to Help a Loved
One Battling an
Eating Disorder

Mom in the Mirror

Loving the Food
Obsessed Girl

A Healing Journey
Through an Eating
Disorder

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

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

Finding the Courage
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224 pages, paper, 2017
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126 pages,
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SPIRITUALITY

as feeding your body. The soul is the
lens in which we view life. It is art, song
and dance, it is poetry, and it is love.
Part of spiritual connection and
development is obtaining nourishment
to regain or gain dignity and selfrespect. Those with eating disorders
experience significant loss not only in
connection with the soul or self-worth,
but in their dignity and self-respect.
Michael Berrett has been inspirational
in his work in spirituality and eating
disorders. He shares in his coauthored
book that “being true to the heart
generates an inner strength in the
patient that is expressed through
dignity and self-respect. Dignity of self
is expressed by increased confidence,
faith, and determination to live life with
real purpose” (Richards, Hardman, &
Berrett, 2007). Spirituality is a powerful
recovery tool, as it helps patients
connect to the heart and find purpose
and meaning in their lives.

Spiritual Menu

And how do we feed it? By allowing
light, not darkness, into our body,
heart, and soul. I read a quote that
stated, “The soul always knows what
to do to heal itself. The challenge is to
silence the mind.” The difference in
working with eating disorders is that
sometimes we have to lasso the soul
back from the eating disorder.
In Women Food and God (2010),
Geneen Roth talks about “when even
a moment of that ‘spiritual’ part of
them is experienced with food, there
is a natural inclination to want to keep
exploring, keep discovering, keep
touching the place that has never
known suffering—which is, after all,
the function of any spiritual practice.”
When we feed our soul with spiritual
food, then we begin to connect with
life. Carolyn Costin writes in her book,
“Think of your eating disorder self and
your soul self; the one you ‘feed’ will be
the strongest. Getting better is about
feeding, or strengthening, your soul
self” (Costin & Grabb, 2012).
Below is a spiritual menu including
tools and interventions adapted from

the “Food from Heaven” chapter in my
book, Mom in the Mirror (Cabrera &
Wierenga, 2013).
When you feed your soul, you feed
your sense of purpose, and spiritual
tools can assist with that connection.
Truth: Everyone’s truth is different.
The bible says the truth will set you
free. Working with those with eating
disorders has taught me that the
lies we tell ourselves are the most
destructive. Finding truth can be a
pathway to the heart.
Prayer: It’s a great tool. There is no
right or wrong way to pray. It helps you
feel that you are not alone.
Humility: Do nothing out of
selfishness—consider others.
Gratitude: Create a journal in which
you can jot down what you are thankful
for. Reminding ourselves of the simple
gifts such as a hug, smile, food, shelter,
and family always puts things in
perspective.
Generosity: Give and then watch as, in
turn, you receive.
Reflection: It is important to process
and engage yourself in thought, to sit
still and become connected to life.
There are devotion books, mobile apps,
mindfulness practices, and websites
that can help with this.
Community: Creating a community
of support and guidance is crucial. You
must have support not only to survive,
but to grow and develop as a spiritual
person.
Compassion: Berrett says,
“Compassion is ‘something we do’
and ‘eventually who we become.’”
Compassion helps us transform our
perspective on life, especially with those
with eating disorders where the internal
voice can be demeaning and negative.

Spiritual Interventions

There are many wonderful suggestions
regarding spiritual interventions in
Spiritual Approaches in the Treatment
of Women with Eating Disorders
(Richards et. al., 2007). Here are a few
that I have incorporated into my work:
•Conduct a Spiritual Assessment:
What is the patient’s faith or spiritual
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life? Obtain an understanding of the
distorted and dysfunctional religious
and/or spiritual beliefs.
•Integrate Spiritual Concepts: God’s
love and grace, forgiveness, love,
higher power (all concepts learned
from the client in the spiritual
assessment).
•Spiritual Journaling/Reading
Scriptures: Bible studies, inspirational
readings.
•Prayer: It can be a powerful and
meaningful resource to assist patients
in their healing, coping, and growth.
•Music: Incorporate uplifting and
sacred music.
•Letter Writing: To the self, God, body.
•Teach Compassion Training: A great
resource is A Fearless Heart: How the
Courage to Be Compassionate Can
Transform Our Lives by Thupten Jinpa.
•Mindfulness and Meditation: There
are many books and resources on the
subjects.
•The Big Book: The Twelve Steps can
very useful and helpful.
Overall, working with individuals with
eating disorders is about being willing
to enter a dark place with them and
pull them from the depths of the abyss.
It’s about meeting people where they
are at and learning what they yearn for
in their life. We must follow their lead,
respect their boundaries, and, through
our own compassion, assist them in
spiritual health.
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The Honest Body Project
Real Stories and
Untouched Portraits of
Women & Motherhood
B Y / N ATA L I E M C C A I N

THE HONEST BODY PROJECT WAS
CREATED FOR MANY, MANY REASONS.
I hope that after reading this book, your eyes have
been opened a little more, your heart has been
touched, and you feel less alone. One thing I have
learned from this experience is there is always
someone else struggling through similar things and
no one is truly alone. We need to open our hearts
more and share our experiences with one another.
One of my main inspirations for this project is
my daughter, Anna. She is currently entering the
“tween” years, when our bodies often change rapidly,
bullying runs rampant, and kids are very susceptible
to the messages from society. This is such a formative
time for young girls. We live in a society where over
80 percent of 10-year-old girls are afraid of being
fat (Mellin et al., 1991). This should shock you, but
it more than likely
E XC E R PT E D W I T H
PERMISSION
FROM THE HONEST
B O D Y P R O J E C T:
REAL STORIES
AND UNTOUCHED
PORTRAITS OF WOMEN
& MOTHERHOOD,
N ATA L I E M C C A I N ;
SKYHORSE
PUBLISHING;
2 3 2 PA G E S ,
H A R D C O V E R , 2 0 1 7.

doesn’t, because you probably remember how you
felt when you were 10. I remember being picked on,
hating my body, and wishing I were thinner. I wasn’t
truly overweight, but just being slightly bigger than
your peers is grounds for bullying at that age. I can
recall one bus ride home where a boy I had a crush
on called me “pot belly” the whole ride home. That
comment always stuck with me.
I want us all to be good examples for the
daughters we are raising. Speak positively about
your body in front of them, show them how to
love themselves, and end the negative talk. These
girls are already receiving messages from the media
telling them they aren’t good enough—we need
to counteract these messages and show them how
to ignore the negativity. I want my daughter to
know that she should love herself, always, without
question. No one can tell you when you should feel
beautiful. You are always beautiful.
When I first began my journey to self-love, I had
no idea where to start. After some time, I found out
that all you have to do is decide to start. There’s no
magical pill to swallow, no step-by-step tutorial; you
just have to jump in and decide to love yourself. If it
sounds too simple, that is because it truly is. Stand
in front of the mirror right now and tell your body
that you love it, you accept it, and you appreciate
it. Tell yourself that you are beautiful. It may feel
strange, you may cry, and that is OK. You might
not believe it, and that is OK, too. I didn’t believe
it or truly mean it at first, either. The trick is that
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you to stop. A few years ago, my grandfather
passed away after a long battle with cancer.
I missed one of the last family get-togethers
he held at his house, not because I was
sick, not because I was busy, but because
I was embarrassed that I had gained back
weight that I had recently lost. I missed my
last chance to see my grandfather with our
family because I was so embarrassed by my
body. Saying it back to myself, I realize how
truly sad that is. I’ll never get that moment
back. The truth is that nobody cares what
your body looks like. Your family and friends
want you to be present, they want you in
their lives, no matter what the number on
the scale is. Don’t let your body hold you
back from living, because one day you’ll
regret it.
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The Last Word on Eating Disorders
Prevention
Edited by Leigh Cohn

I want us all
to be good
examples for
the daughters
we are raising.

The Last Word on Eating Disorders Prevention

you have to keep doing it. When you feel a
negative thought enter your mind, replace it
with a positive. Lift yourself up daily; spend
some time getting to know and loving your
body. Find beauty in your imperfections;
after all, they are uniquely yours and they
really are beautiful and make you, you.
There is no right way to be beautiful, despite
what society may suggest. There is no size
where you will suddenly wake up and realize
you are now allowed to be beautiful. You
are beautiful right now. Not 20 pounds
from now, not 10 pounds from now, not
tomorrow. Now.
If you’ve been avoiding certain activities
due to how you feel about your body, I urge

Edited by
Leigh Cohn

an informa business

ISBN 978-1-138-68934-3
www.routledge.com
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The Last Word on
Eating Disorders
Prevention
Leigh Cohn, editor
132 pages,
hardcover, 2017
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Linda Bacon
& Lucy Aphramor
240 pages, paper, 2014

Body of Truth
How Science, History,
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Harriet Brown
304 pages, paper, 2016
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The Program plus Food
Guide Index & Easy
Recipes: 8 Essential
Kid-Friendly Nutrition
Lessons Every Parent
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Laura Cipullo
108 pages, paper, 2013

Prevention and
Recovery from
Eating Disorders in
Type 1 Diabetes
Injecting Hope

Ann Goebel-Fabbri
152 pages, paper, 2017

Healthy Eating
in Schools

Evidence-Based
Interventions
to Help Kids Thrive
Catherine P. CookCottone, Evelyn
Tribole & Tracy L. Tylka
285 pages,
hardcover, 2013

Healthy Bodies
(curriculum)

Teaching Kids What
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260 pages, paper, 2012
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Eating Disorders
and Borderline
Personality Disorder

General - page 46, excerpt from Clinical Handbook of

B Y / L E S L I E K . A N D E R S O N , S T U A R T B . M U R R AY & W A LT E R H . K AY E , E D I T O R S

Complex and Atypical
EXAMPLES OF THERAPY
INTERFERING
BEHAVIORS
Eating -Disorders
(Anderson),

Behaviors that Interfere
with ReceivingDESIGN
TherapyTK

Nonattentive Behaviors
•Cancel appointment/drop out
•Getting admitted to the hospital
•Using mind-altering substances
prior to a session
•Walking out of sessions/groups
before they end
•Having seizures during session
•Dissociating during session
•Inadequate intake resulting in inattention
during session
•Pacing or standing during session
•Involuntary vomiting in group
Noncollaborative Behaviors
•Inability/refusal to work in therapy
•Lying
•Not talking at all
•“I don’t know”
•Withdrawing emotionally during session
•Using water or other weights to make it
appear weight has increased
•Refusal to work on eating “in vivo”
•Lying about intake

•Refusing to be weighed
•Refusal to allow family members to

be involved in treatment when doing so
would aid in recovery

Noncompliant Behaviors
•Not filling out diary cards; partially or
incorrectly completing diary cards
•Not bringing in diary cards
•Not completing or partially completing
homework
•Refusing to comply with treatment
recommendations
•Exercising against medical advice
•Refusal to agree to higher level of care
when necessary
•Not bringing in food for therapeutic meal
•Hiding food

 ehaviors that Interfere
B
with Other Patients
•Openly critical, hostile, and judgmental
remarks directed at other patients
•Critical remarks directed toward
treatment program
•Wearing revealing clothing to ED
treatment
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Behaviors that Burn Out Therapists

Behaviors that Burn Out Therapists by
Pushing the Therapists’ Personal Limits
(everyone has their own limits that may vary
over time and over patients)
•Phoning too much
•Going to the therapist’s house (social
media contact?)
•Interacting with the therapist’s family
members
•Refusing to engage/accept strategies that the
therapist believes are essential to progress

•Imbalance of flexibility versus stability:

switching strategies in an effort to progress
•Rigidly maintaining strategies that produce
no progress or extreme distress for patient
•Imbalance of nurturing versus change
•Doing for the patient versus withholding
help
•Imbalance of reciprocal versus irreverent
communication

 ehaviors that Burn Out Therapists by
B
Pushing Organizational Limits
•Not waiting for therapist in waiting room
•Not paying therapy bill
•Openly critical, hostile, judgmental,
oppositional remarks toward other staff
and therapists
•Vomiting in lobby restroom

 ehaviors Showing a Lack of Respect
B
for the Patient
•Misses or forgets appointment
•Frequently cancels or reschedules
appointments
•Does not return phone calls/messages
•Loses papers/files/notes
•Is late for appointments
•Allows interruptions such as phone calls or
messages
•Dozes off when with patient
•Talks about other patients
•Ends sessions prematurely

Statements that Burn Out
Therapists by Decreasing
Therapists’ Motivation
•Statements that the therapist is “not a

Therapy-Interfering
Behaviors Specific to ED Therapists
•Not staying current in EDs
•Not addressing eating issues as a

•Continuing to lose weight and refusing to

collaborate on weight maintenance or gain

good therapist”
•A hostile attitude
•Criticism of the therapist’s person or
personality
•Criticism of the therapist’s place of work
•Demanding refund for therapy
•Slow progress
•Chronic medical instability due to ED
behaviors

Therapy-Interfering Behaviors
of Therapists

 ehaviors Creating a Therapeutic
B
Power Imbalance
•Imbalance of change versus acceptance

part of treatment (e.g., weighing patient
and food log)
•Therapist ED issues interfere with
objectivity
•Not pushing for family involvement when it
would be effective
•Failing to recognize or
confront persistent
lack of progress

E XC E R PT E D W I T H P E R M I SS I O N F RO M
CLINICAL HANDBOOK OF COMPLEX
A N D AT Y P I C A L E AT I N G D I S O R D E R S ,
E D I T E D B Y A N D E R S O N , M U R R AY &
K AY E ( 2 0 1 7 ) , B O X 6 . 1 P P. 9 9 - 1 0 1 , B Y
P E R M I SS I O N O F OX FO R D U N I V E RS I T Y
P R E S S , U . S . ; 4 4 0 PA G E S , PA P E R .
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RECOVERY WORKBOOKS

BO O K E XC E R PT

The Anorexia Recovery
Skills Workbook

A
Comprehensive
General - page 46, excerpt from Clinical Handbook of
Guide
Cope with Difficult
Complexto
and Atypical
Eating
Disorders (Anderson),
Emotions,
Embrace
SelfAcceptance
& Prevent Relapse
DESIGN TK
B Y / C AT H E R I N E L . R U S C I T T I , J E F F R E Y E . B A R N E T T & R E B E C C A A . W A G N E R

COMMON PITFALLS
Staying motivated in recovery requires a significant
amount of self-awareness and honesty. Staying 100
percent motivated all the time is an unreasonable
and unrealistic expectation. Recovery is not always
pleasant. It is hard work and is often more of an
“Ugh … recovery” experience—not “Yay, recovery!”
There are plenty of times when apathy takes over,
and you struggle to make even the tiniest step toward
your values and goals. It is important to expect
those moments and allow yourself to experience
your emotions that are related to your low level of
motivation. It is equally as important to pick yourself
E XC E R PT E D W I T H
PERMISSION FROM THE
ANOREXIA RECOVERY
SKILLS WORKBOOK:
A COMPREHENSIVE
GUIDE TO COPE WITH
D I F F I C U LT E M O T I O N S ,
EMBRACE SELFA C C E P TA N C E & P R E V E N T
R E L A P S E ; C AT H E R I N E L .
RUSCITTI, JEFFREY E.
BARNETT & REBECCA A.
W A G N E R ; 2 5 6 PA G E S ,
PA P E R , 2 0 1 7.

back up to get back on track before a pattern of slipups
spirals into a relapse. Thus, acknowledging times when
you will be prone to making choices that move you away
from your values and goals and identifying the signs that
you are slipping is important. If you do not notice you
are slipping, you cannot change your behaviors or know
that it is time to reach out for help. These pitfalls—times
that make you vulnerable to decreased motivation—are
common in the recovery process. Below are some typical
pitfalls in maintaining motivation through recovery. Take
some time to identify which of these are relevant to you,
and add your own potential pitfalls in the space at the end.
EMOTIONAL AROUSAL
When experiencing too much anxiety and stress, you may
develop a sense of hopelessness and feel overwhelmed,
which will inevitably decrease your ability to think
rationally, concentrate, and focus. Without such cognitive
processes in place, your anxiety and stress essentially
paralyze you, and you create a self-fulfilling prophecy. For
example, you may end up creating situations in which
you are unable to succeed because of the intense level of
anticipatory anxiety about not being able to succeed.
Suggested Solution—Take time for self-care or to engage
in relaxation and mindfulness exercises (see chapters
11 and 12). Taking time to participate in activities that
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you enjoy helps your ability to
feel productive, clear-minded,
levelheaded, efficacious,
and satisfied with yourself.
Relaxation and mindfulness
exercises help you to be aware
of your emotions, remain
present, let go of fears and
worries, and decrease anxiety.
You may add to this list once
you complete chapters 11 and
12, but take a moment right
now to list three ways you can
help yourself relax when you are
feeling intense emotions.
AVOIDANCE OF
DISCOMFORT
A common pitfall you may
find yourself falling into is only
creating goals or taking steps
that are comfortable. You are
likely highly motivated most
of the time to take comfortable
steps toward your values-based
goals and recovery, but your
motivation to truly challenge
yourself could be lacking. Of
course, comfortable steps are
necessary and useful, but by
avoiding any sense of discomfort,
you are avoiding a significant
portion of your recovery. For
example, if you are meeting your
meal plan but sticking rigidly
to specific foods because you
are fearful of increasing the
variety of foods you eat, you are
doing enough to maintain your
weight, but you are still living
by a set of eating-disordered
rules. Recovery is not typically
a comfortable process, so if you
find yourself complacent and
consistently comfortable, you
may want to take a step back
and evaluate what steps in your
recovery you are avoiding.
Suggested Solution —Take hold
of your committed action and do
what is uncomfortable. ….
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Workbook
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Karen R. Koenig
216 pages, paper, 2007
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244 pages, paper, 2017
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A Full Course Meal on
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The Body Image
Workbook,
Second Edition

An Eight-Step Program
for Learning to Like
Your Looks
Thomas F. Cash
240 pages, paper, 2008

Overcoming
Your Eating
Disorder Workbook,
Second Edition

The Food Addiction
Recovery Workbook

How to Manage Cravings,
Reduce Stress, and Stop
Hating Your Body

A Cognitive-Behavioral
Therapy Approach for
Bulimia Nervosa and
Binge-Eating Disorder

Carolyn Coker Ross
240 pages, paper, 2017

Robin F. Apple & W.
Stewart Agras
208 pages, paper, 2007

Taste the Sweet
Rebellion

Rebel Against Dieting
Workbook
Kait Fortunato, Dana
Magee & Rebecca Bitzer
160 pages, paper, 2015

The Emotional
Eating Workbook

A Proven-Effective, Stepby-Step Guide to End
Your Battle with Food
& Satisfy Your Soul

The Ritteroo
Journal for Eating
Disorders Recovery

Carolyn Coker Ross
216 pages, paper, 2016

Lindsey Hall
Artwork by Mary
Anne Ritter
176 pages, paper, 2013

8 Keys to Recovery
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288 pages, paper, 2017
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Almost Anorexic

Is My (or My Loved
One’s) Relationship
with Food a Problem?

Life Hurts

A Doctor’s Personal
Journey Through
Anorexia

A Girl Called Tim

Jennifer J. Thomas
& Jenni Schaefer
287 pages,
paper, 2013

Shattered Image

My Triumph over Body
Dysmorphic Disorder
Brian Cuban
224 pages, paper, 2013

Elizabeth McNaught
144 pages, paper, 2017

Escape from an Eating
Disorder Hell
June Alexander
267 pages, paper, 2011

Eating with
Your Anorexic

A Mother’s Memoir

A Girl Called Tim

Laura Collins
192 pages, paper, 2014

Life Without Ed,
10th Anniversary
Edition

How One Woman
Declared Independence
from Her Eating
Disorder and
How You Can Too

Goodbye Ed,
Hello Me

Recover from Your
Eating Disorder and
Fall in Love with Life
Jenni Schaefer
249 pages,
paper, 2009
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with Thom Rutledge
188 pages, paper/
audiobook, 2014

Escape from an Eating
Disorder Hell
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eBook, 2011
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Man Up to Eating
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Andrew Walen
202 pages, paper, 2014
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Through It
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Hunger

A Memoir of
(My) Body

My Journey
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Roxane Gay
320 pages,
hardcover, 2017

Jenifer Ringer
288 pages,
hardcover, 2014
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of Binge Eating

Hilda Dulin Lee
270 pages, paper, 2016

52 Request free copies of the 2018 GÜrze/Salucore Eating Disorders Resource Catalogue at EDcatalogue.com

From Darkness
to Light

Nikki DuBose with
James Johanson
303 pages,
paper, 2016
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Loma Linda University Behavioral Medicine Center

CA

58

MO, KS
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McLean Klarman Eating Disorders Center

MA

60

Princeton Center for Eating Disorders

NJ

61

Promises

AZ

57

The Ranch

TN

57

Reasons Eating Disorder Center

CA

58

Remuda Ranch at The Meadows

AZ

57

The Renfrew Center

CA, CT, FL, GA, IL, MD, MA,
NJ, NY, NC, PA, TN, TX

55

River Oaks Hospital

LA

59

Robert Wood Johnson University Hospital Somerset Eating Disorders Program

NJ
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FL, IL, MN, TN, WI
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Torrance Memorial Medical Center’s Medical
Stabilization Program for Adolescents and Young Adults

CA

58

Upstate New York Eating Disorder Service

NY

61

Veritas Collaborative

GA, NC, VA

56

Walden Behavioral Care

GA, CT, MA

56

Center for Change (adolescent boys and adult men PHP, IOP, and outpatient)

Eating Recovery Center
Gaudiani Clinic

McCallum Place Eating Disorder Centers

Rogers Behavioral Health
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Cambridge Eating Disorder Center
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ACUTE Center for Eating Disorders at Denver Health
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MULTIPLE LOCATIONS

Working Together
Towards Recovery

For over three decades, more than 75,000
For over three
morefrom
than 75,000
adolescent
girlsdecades,
and women
all walks of
adolescent
girls
and
women
from
all walks
of
life have chosen The Renfrew Center
to help
life
have
chosen
The
Renfrew
Center
to
help
them overcome their eating disorder.
them overcome their eating disorder. Through

Renfrew’s
community,
women learn
to embrace
Through
Renfrew’s
community,
women
learn
hope, perseverance,
strength and gratitude
to embrace
hope, perseverance,
strength,toand
live the life
theythe
deserve.
gratitude
to live
life they deserve.
The combined elements of Renfrew’s treatment

The combined elements of Renfrew’s
model, the in-depth experience of our clinical
treatment model, the in-depth experience
staff and the collaborative partnership we
of our clinical staff and the collaborative
have with the referring team, underscore our
partnership
we have with the referring team,
patients’ progress in achieving full recovery.
underscore our patients’ progress in achieving
fullContact
recovery.
us – we can work together
to get your patient the care she needs.

Contact us – we can work together to get your
1.800.RENFREW
(736-3739)
patient
the care she needs.
www.RenfrewCenter.com

1-800-RENFREW (736-3739)
www.renfrewcenter.com

The road to resilience begins at Rogers.
Getting on the path toward recovery from an eating disorder and staying there
takes courage and commitment. Your team at Rogers Behavioral Health is with you
every step of the way. We offer treatment that works for males and females at any
age— children, teens and adults.

Visit rogersbh.org or call 800-767-4411 for a free screening.
Accredited by the Joint Commission

800-756-7533 • EDcatalogue.com
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MULTIPLE LOCATIONS

C OLL AB OR ATION
S AVE S LIVE S
Veritas Collaborative is a specialty hospital system
for the treatment of eating disorders.
Durham, NC · Charlotte, NC · Richmond, VA · Atlanta, GA

toll free: (855) 875-5812 · veritascollaborative.com
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MULTIPLE LOCATIONS/ARIZONA
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CALIFORNIA
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CALIFORNIA/COLORADO/LOUISIANA

Saving a life
begins here.

Effective treatment for adults with eating disorders
• Inpatient
• Partial Hospitalization
• Specialty track for males
• Trauma or substance use issues

Call 800-366-1740, 24 hours a day.

For more information call

1-877-ACUTE-4-U

ACUTECenterforEatingDisorders.org

1525 River Oaks Road West
New Orleans, LA 70123
504-734-1740; toll-free 800-366-1740
Admissions fax: 504-733-3229
www.riveroakshospital.com
With limited exceptions, physicians are not employees or agents of this hospital.
For language assistance, disability accommodations and the non-discrimination
notice, visit our website. 173089 9/17
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MARYLAND/MASSACHUSETTS/NEVADA

WHAT DOES AN
EATING DISORDER
LOOK LIKE?
Eating disorders do not discriminate based on
age, gender, ethnicity, or socioeconomic status.
At The Center for Eating Disorders at
Sheppard Pratt, we offer highly specialized
treatment for people of all ages affected by
eating disorders, including anorexia nervosa,
bulimia nervosa, binge eating disorder, and
other forms of disordered eating.
Most insurance plans accepted.

Learn more or refer a client by calling
410.938.5252 or visiting eatingdisorder.org.
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NEW JERSEY/NEW YORK

HOWEVER FAR YOU
TR AVEL, YOU WILL

COME A LONG WAY
AT PRINCETON CENTER
FOR EATING DISORDERS

People travel from all over the country to
receive treatment at Princeton Center for
Eating Disorders. We have earned a national
reputation for our expert care with access to
on-site medical treatment and our healing
approach that provides the tools for long-term
recovery. No matter how far you travel to get
here, you’ll definitely go far while you are here.
Inpatient treatment for people of all genders,
ages 8 and older.

TAKE THE FIRST STEP TODAY.
877.932.8935
princetonhcs.org/eatingdisorders
PRINCETON CENTER FOR EATING DISORDERS
IS NOW PART OF PENN MEDICINE

800-756-7533 • EDcatalogue.com
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OKLAHOMA/TEXAS

HEALING ENVIRONMENT.
PERSONAL CARE.

Email Us Now EatingDisorders
to Advertise
Online
& Place Your
Ad in Our
+
2019 Issue
G Ü R Z E / S A LU C O R E

R E S O U R C E CATA LO G U E

THE MOST
W I D E LY- U S E D
RESOURCE
I N T H E E AT I N G
DISORDERS FIELD
SINCE 1980

Treating ED in
Adolescents

30 Years of Growth

The Brain

The nationally recognized Laureate Eating Disorders
Program in Tulsa, Oklahoma is designed to meet the
needs of individuals with anorexia nervosa, bulimia and
other eating-related difficulties.
• Exclusively for women and girls, our personalized
program meets the unique needs of each patient
• Separate treatment programs for adults and adolescents
• Dedicated clinical team that follows patients through
acute, residential and partial hospital care
• Monthly family week provides support and education
to family members
• Affiliated with the Laureate Institute for Brain Research
• Nonprofit, behavioral health facility accredited by
The Joint Commission

& Anorexia Nervosa

The Genetics

of Eating Disorders

Gurze@
EDcatalogue.com

•SELF-HELP BOOKS
•TREATMENT FACILITIES
•PROFESSIONAL RESOURCES
•CONFERENCES
•NATIONAL ORGANIZATIONS

2018

EDcatalogue.com

ADVANCEMENTS IN THE FIELD // EMERGING RESEARCH // RECOVERY & SUPPORT

Visit EDcatalogue.com for:
N E WS , A RT I C L E S ,
A N D S P EC I A L O F F E R S

800-322-5173
laureate.com/eatingdisorders

By your side ®, with nationally
recognized care for pediatric
eating disorders.
At Children’s Health SM , we know that eating disorders
are complex diseases that impact the entire family.
The Children’s Medical Center Eating Disorders
program in the Dallas, TX area is the only pediatric
program in the country to receive The Joint
Commission’s Disease-Specific Certification for
comprehensive eating disorders treatment and care.
With more than 30 years of expertise, we treat both
boys and girls ages 5-17, with a range of care that
includes inpatient, partial hospitalization and
intensive outpatient to provide families with the
care needed most.
Visit childrens.com/eatingdisorders or call
214-456-8899 to learn more.
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UTAH

Specialized Treatment for Adolescent Girls & Adult Women with Eating Disorders

“There is No Substitute
for Experience”
- Inpatient Treatment
- Residential Treatment
- Day & Evening Programs
- Independent Living Program
- Diabetes (ED-DMT1) Program
- Outpatient Therapy
- Aftercare Follow-up
- Accredited High School
- TRICARE® Certified
- Joint Commission Accredited

www.centerforchange.com

Scan to take our
eating disorder quiz

www.CenterForChange.com

888-224-8250

info@centerforchange.com

“TRICARE is a registered trademark of the Department of Defense,
Defense Health Agency. All rights reserved.”

Need CE’s?

Visit EDcatalogue.com/CE for
Online Courses to Complete Your Hours!
800-756-7533 • EDcatalogue.com
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