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Introduction:

Abstract

Eating disorders are common and frequently missed behavioral
disorders associated with significant physical, mental and social
morbidity and mortality. Among psychiatric illness, mortality rate of
anorexia nervosa and bulimia nervosa is about 10% and 1% at 10 years
of diagnosis respectively. All clinicians should ask about eating habits
(such as dieting, binge-eating, and weight control behaviors etc) and
weight concerns in high risk groups, even when they have no concerns
about eating or weight. The DSM-5 and ICD-11 list 6 distinct eating
disorders: 1) Anorexia nervosa, 2) Bulimia nervosa, 3) Binge-eating
disorder (BED), 4) Avoidant/restrictive food intake disorder (ARFID), 5)
Rumination disorder and 6) Pica. Since the incidence of eating
disordered patients in appears to be rising, it is a time demanding issue
to deliver multidisciplinary treatment for them. As eating disorders
frequently involve multi-system disorders such as gastrointestinal,
neurological and endocrine, early screening and assessment of patients
with eating disorders is essential. Treatments for eating disorders
depend on its types and focus on behavioral change, targeting normaliz-
es the weight and eating habits. Depending on the severity of malnutri-
tion and associated medical conditions, eating disorders may be treated
with patient education , cognitive behavioral therapy (CBT),
family-based treatment (FBT), specialist supportive clinical management
(SSCM) and Pharmacotherapy (TCAs, MAOIs, and SSRIs).
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incidence of bulimia nervosa is decreasing and it is

Eating disorders are common medical behavioral
disorders associated with significant physical,
mental and social morbidity and mortality." The
prevalence of eating disorders are estimated to
occur in 5-10 million young adult women and one
million males in US, but the actual figure is much
bigger.? People from all cultures and backgrounds
are suffering from eating disorders.? Eating disor-
ders are frequently missed by primary care clini-
cians because patients always feel shyness to
discuss their behaviors related to food. Only a high
degree of suspicion and screening questions can
detect eating disorders at initial stage. The
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relatively the same in anorexia nervosa but among
younger groups it to be going up.* Among psychi-
atric illness, anorexia nervosa has the highest
mortality rate, about 10% at 10 years of diagnosis
may be due to suicide, infection or other effects of
chronic starvation.” Mortality due to bulimia
nervosa is less, about 1% at 10 years of diagnosis.®

Risk Factors:

None is protected for developing an eating disor-
der but certain personalities are at higher risk.
Females are more prone to develop anorexia
nervosa and bulimia nervosa than males and it
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commonly occurs at teenage and young adults.”
People of certain professions like media reporting,
acting, dancing, modeling etc are at higher risk.
Some studies found that early life physical or
sexual abuse acts as a predisposing factor for
developing eating disorders.® Both anorexia nervo-
sa and bulimia nervosa are more common among
family members than in the general population
and atypical eating disorders (i.e., binge-eating)
also have familial heritance.? Serotonin dysregula-
tion is an associated factor of eating disorders.
Studies suggest that serotonin promotes satiety
responses, which is impaired in bulimics.’® Com-
pulsive exercise also related to changes of
serotonin regulation promoted by food restric-
tion." Serotonin dysregulation also found in sever-
al psychiatric disorders occurring in bulimia or
close to bulimia such as substance abuse, depres-
sion, anxiety, and suicidality etc.'*'

Screening of Eating disorders:

Clinicians should methodically screen for eating
disorders as part of a general health assessment.
All clinicians should ask about eating habits (such
as dieting, binge-eating, and weight control behav-
iors etc) and weight concerns in high risk groups,
even when they have no concerns about eating or
weight. Direct questioning by the provider is
necessary to detect the unnoticed symptoms of an
eating disorder.

A 5-questions assessment tool, the ‘SCOFF’ may
be helpful in identifying eating disorders, especial-
ly anorexia nervosa and bulimia nervosa.” A
recent meta-analysis of 25 studies using SCOFF
questionnaire, found a sensitivity of 86% and a
specificity of 83%.'® Eating disorders are difficult
to prevent, but early recognition and treatment are
recommended to improve outcomes.

SCOFF Questionnaire:'

1. Do you ever make yourself sick because you
feel uncomfortably full?

2. Do you worry you have lost control over how
much you eat?

3. Have you recently lost more than one stone (14
Ib) in a 3-month period?

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

5. Would you say that food dominates your life?

[1 point for every “yes” answer; a score =2

indicates probable anorexia nervosa or bulimia

nervosal]

J Rang Med Col. September 2022; Vol. 7, No. 2:63-68

Types of Eating Disorder:

The Diagnostic and Statistical Manual of Mental
Disorders, Fifth Edition (DSM-5)'7 and the Interna-
tional Classification of Diseases, 11th Revision
(ICD-11)"8 list 6 distinct eating disorders which are
very similar in both manuals but not quite identi-
cal. According to DSM-5, eating disorders are 1)
Anorexia nervosa, 2) Bulimia nervosa, 3)
Binge-eating disorder (BED), 4) Avoidant/restric-
tive food intake disorder (ARFID), 5) Rumination
disorder and 6) Pica.

1) Anorexia nervosa: anorexia nervosa is charac-
terized by persistent restriction of food intake
resulting in maintenance of a body weight
below the normal range for the person's age
and height, fear of increasing weight or
becoming fat despite in normal/ underweight
and a disturbance in the way one's weight or
shape is perceived."

DSM-5 Diagnostic Criteria for Anorexia

Nervosa.'”

A. Restriction of energy intake relative to
requirements, leading to a significant low
body weight in the context of the age, sex,
developmental trajectory, and physical
health.

B. Intense fear of gaining weight or becoming
fat or persistent behavior that interferes
with weight gain.

C. Disturbed by one’s body weight or shape,
unduly influenced by body weight or
shape, or persistent lack of recognition of
seriousness of low bodyweight.

Specified whether:

Restricting type: During last 3 months, has not
regularly engaged in binge-eating or purging.
Binge-eating/purging type: During last 3
months, has regularly engaged in binge-eating
or purging.

Mild: BMI 217 kg/m?,
Moderate: BMI 16-16.99 kg/m?,
Severe: BMI 15-15.99 kg/m?,
Extreme: BMI <15 kg/m?

2) Bulimia nervosa: bulimia nervosa is character-
ized by recurrent episodes of binge-eating
along with exaggerated compensatory behav-
iors aimed at preventing weight gain, such as
self-induced vomiting. Bulimia nervosa is also
associated with self-evaluation unduly influ-
enced by body shape and weight.*
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DSM-5 Diagnostic Criteria for Bulimia Nervosa."”

A. Recurrent episodes of binge eating: An episode is
characterized by both of the following:

1. Eating, in a discrete period of time (within
any 2-hour period), an amount of food
that is definitely larger than most people
would eat during a similar period of time
and circumstances

2. A sense of lack of control over eating
during the episode.

B. Recurrent inappropriate compensatory behav-
jors to prevent weight gain, such as self-in-
duced vomiting; misuse of laxatives, diuretics,
enemas; fasting; or excessive exercise.

C. The binge eating and inappropriate compen-
satory 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.

3) Binge eating disorder: BED defined as recur-
rent episodes of binge eating (i.e., eat a large
volume of food in a brief period with a sense
of loss of control while eating) associated with
severe distress about the eating behavior.?

DSM-5 Diagnostic Criteria for Binge-Eating

Disorder:"’

A. Recurrent episodes of binge eating. An
episode of binge is characterized by both
of the following:

1. Eating, in a discrete period of time (within any
2-hour period), an amount of food that is definite-
ly larger than most people would eat during a
similar period of time and circumstances

2. A sense of lack of control over eating
during the episode.

B. The binge episodes are associated with 3

or more of the following:

Eating much more rapidly than normal
Eating until feeling uncomfortably full
Eating large amounts of food when not
feeling hungry.

Eating alone because of feeling embar-
rassed by how much is eating

Feeling disgusted, depressed, or very guilty afterward
Marked distress regarding binge eating is present.

. The binge eating occurs, on average, at

least once a week for 3 months.

E. The binge eating is not associated with recurrent
use of inappropriate compensatory behavior as in
bulimia nervosa and does not occur during the
course of bulimia nervosa or anorexia nervosa.

N w N =

o0
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4) Avoidant/restrictive food intake disorder:
ARFID is characterized by the avoidance of
foods or specific foods, based on their sensory
qualities and is associated with marked nutri-
tional disturbances of psychosocial function-
ing.

5) Rumination disorder: This disorder is charac-
terized by repeated regurgitation of food that
has been eaten.

6) Pica: Pica is characterized by the persistent
ingestion of nonnutritive and nonfood materi-
als.

Differential Diagnosis (DD):

The DDs for anorexia nervosa includes medical
and psychiatric conditions associated with weight
loss like chronic infections, cancer, intestinal
diseases, endocrinopathies and depression etc.
The DDs related to bulimia nervosa include
diseases that cause vomiting or diarrhea.

Associated conditions:

Persons with anorexia nervosa, bulimia nervosa,
and BED are commonly suffering from some
degree of depression. High rate of suicide, anxiety
disorders and obsessive-compulsive disorder are
frequently associated with anorexia nervosa.
Substance, alcohol and illicit drug abuse are
common among persons who binge or purge.

Complications of Eating Disorders:
The complications of eating disorders vary accord-
ing to the type of the eating disorders.

1) Electrolyte Imbalances:

Electrolyte abnormalities are common in
eating disorders due to fluid loss and restric-
tion. The most common complication is hypo-
kalemia cardiac because of self-induced
vomiting and diuretic or laxative abuse.
Though serum level is normal, intracellular
low potassium is enough to create symptoms
such as constipation, myopathy and nephrop-
athy. Hypomagnesaemia is common and may
be a restoring factor of potassium.?’ Hypo-
phosphatemia can occur due to oral or paren-
teral refeeding, vomiting, excessive exercise,
laxative, diuretic, or antacid use and
binge-eating.?* **

2) Cardiovascular abnormalities:
Cardiovascular problems are particularly as a
result of electrolyte abnormalities. Bradycar-
dia, hypotension, orthostatic hypotension,
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dizziness, fainting and ventricular arrhythmias
leading to death often occur as a result of
starvation and dehydration.**

3) Gastrointestinal disorders:

Gastrointestinal complications include
submandibular and parotid swelling, esopha-
gitis, esophageal spasm, tear and potentially
fatal ruptures occurring from constant vomit-
ing habit. Acute pancreatitis, loss of peristalsis,
delayed gastric emptying, increased transit
time, constipation, IBS, steatorrhea, and mela-
nosis coli may occur as a result of binge
eating, food restriction, laxative abuse,
electrolyte imbalance and dehydration.?*

4) Endocrine dysregulation:

Hypothalamic-Pituitary-Adrenal axis:
Sustained elevations of cortisol as a result of
starvation have been documented in anorexic
patients in multiple studies; along with propor-
tionate decreased of DHEA and androstenedi-
one but cortisol level remains normal in
bulimia nervosa. %
Blood Sugar Metabolism and Diabetes Melli-
tus: A group of anorexic females displayed
lower fasting and postprandial glucose levels
compared to healthy females after ingesting of
a 75 gram glucose load. The incidence of
eating disorders in young females with type-1
diabetes is significantly common than in
non-diabetic women. 2

5) Nutrient Deficiencies:

A number of researches found symptoms of
zinc deficiency, including weight loss, low
appetite, dermatitis, amenorrhea and depres-
sion in anorexics.”” Thiamine deficiency has
been noted in 38% of a sample of anorexics
using erythrocyte transketolase activation as
well as riboflavin deficiency due to deficiency
of conversion cofactors.?®

Treatment:

Treatments for eating disorders depend on its types
and focus on behavioral change, targeting normal-
izes the weight and eating habits. Depending on
the severity of malnutrition and associated medical
conditions, eating disorders may be treated in
various settings, includes outpatient, partial hospi-
talization and inpatient settings.

1) Psychotherapy:
Cognitive behavioral therapy (CBT): CBT has
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been found to be beneficial for the treatment
of bulimia nervosa and BED. CBT aims to
interrupt problematic behaviors by helping the
patients to challenge their distorted thoughts
that contribute to maintain abnormal eating
behaviors. It helps to reduce undue thoughts
about body shape and weight and changing
abnormal dieting with normal eating habits.
Manual based CBT is the mostly experienced
treatment for bulimia nervosa and CBT is help-
ful in the remission of binge eating about
30-50%.%

Family-based treatment (FBT): FBT is consid-
ered to be most effective for adolescents and
young adults with anorexia nervosa. In manu-
al-based treatment, nutritional therapy and
recovery is accessed by trained family mem-
bers.*

Specialist supportive clinical management
(SSCM): SSCM is outpatient based psychother-
apy for anorexia nervosa, aims to improve
symptoms by targeting weight restoration
through a collaborative psychotherapeutic
schedule.’’ This therapy consists of psychoed-
ucation, weight monitoring and addressing
targeted symptoms, driven by a clinician
expertise in psychotherapy as well as experi-
enced in the management of anorexia nervosa.

Patient Education:

All patients should be educated about the
medical complications such as anorexia
nervosa; bulimia nervosa as well as BED is
associated with high mortality rates that
involve significant cardiovascular, dermato-
logic, gastrointestinal, endocrine and nutri-
tional risks.

Pharmacotherapy:

Evidence indicates that antidepressants help
decreasing aberrant behaviors in bulimics,
regardless of whether depression is present.
TCAs, MAOIs, and SSRIs have been reported
to be more helpful than placebo for bulimia
nervosa. Fluoxetine is indicated by the US
Food and Drug Administration for treatment of
this disorder.?> Bupropion and topiramate are
also effective in bulimia nervosa.*® It is recom-
mended that CBT is the first line treatment
option for bulimia nervosa and medication in
addition to psychotherapy when CBT alone is
unhelpful or severe depression is present.

66



Journal of Rangpur Medical College

Prognosis:

Overall rates of improvement are higher in young-
er anorexics but among adults anorexics, 30-50%
of patients treated in the hospital with good
outcome require rehospitalization within 1 year of
discharge.** Limited data regarding long-term
outcomes of bulimia nervosa but some studies
found a recovery rate of 50% after 5- 6 years of
diagnosis.*

Conclusion:

Since the incidence of eating disordered patients
in appears to be rising, it is a time demanding issue
to deliver multidisciplinary treatment for them. As
eating disorders frequently involve multi-system
disorders such as gastrointestinal, neurological
and endocrine, early screening and assessment of
patients with eating disorders is essential, especial-
ly in private practice settings.
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