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The widely updated second edition of Eating disorders: the journey to recovery workbook helps those struggling with eating disorders in their recovery, guiding the reader through a greater consideration of body image, compulsive exercising, and personal and societal relationships based on Prochaska’s Stages of Change Theory. The workbook explores complicated issues having a direct effect on the eating disorder, including trauma, depression, abuse, and the media. Updated to include the acknowledgement of binge-eating disorder, selective eating, and avoidant restrictive food intake disorder (ARFID), this second edition encourages self-paced learning and practice adjunct to one-on-one and group therapy from two seasoned clinicians in the treatment of eating disorders.
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To our many courageous clients, we dedicate this book. You have taught us much about your unique journeys to recovery. As others traverse their roads, know that your wisdom will guide and your hope will light their way.
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Introduction

When we began to think about writing this workbook, it was with these thoughts in mind. People with eating disorders need more support than we, as therapists, can give due to the restrictions on available time and resources. Even if all the time and resources needed were available to each client, much of the work to be done must be the work of learning, reflection, practice, integration, and connection within each person’s outside world. This cannot all be done in the therapist’s office. People with eating disorders need to feel empowered in their recovery process and in their world. They need to own and embrace their steps toward recovery; otherwise, gains and movement toward health will be fleeting and environmentally dependent.

People with eating disorders, like all people, flourish when they feel a sense of agency. This means they feel empowered as agents of their own change process while accepting and understanding the natural process of things. Recovery is personal. It unfolds at the pace and timing of the individual guided by some predictable and understandable principles of change. All people suffering with eating disorders benefit if they are supported at each stage of their recovery process. They must be allowed and encouraged to experience the full impact of their feelings and needs at each step along the way. They will not benefit if their process is short-circuited or circumvented by those who are in too much of a hurry to let the process unfold. The caveat to this, of course, is that if any individual is in medical or psychiatric crisis, treatment providers, families, or the courts must take over to protect their life until they are ready to protect their own. Except in cases of imminent risk, all individuals will travel their own journey to recovery at their own pace and time. Each treatment provider and loved one’s task is to support and enhance the process . . . the unfolding of this journey.

Our second thought was how can we help all people with eating disorders understand where they are along the stages of change? Where are they in their process? What is the natural unfolding that should occur if we support them at each stage? If we are loved ones, how can we know what will be supportive and helpful at each stage? If we are treatment providers, how can we adapt our interventions to each individual’s needs at each step along their personal journey?

Our answers came from the work of James Prochaska and his colleagues (Prochaska, Norcross, & DiClemente, 1994). Dr. Prochaska determined. through years of research on people who were trying to overcome smoking and alcohol addictions, that all people change in expectable ways. The stages of change are the same no matter what problematic behavior people are trying to overcome. Most importantly, all people must go through each stage. No one stage is more important than another, and often people need to cycle through the stages multiple times before change for good can occur.

This stage theory, with its research support, seemed to bolster what we already knew but lacked empirical support for until now. This stage theory gave credence to those most uncomfortable stages of change where clients want and need to hold onto their symptoms in the face of declining health. It gave solace and support to treatment providers, loved ones, and even to those with eating disorders themselves that wanting and needing a symptom, despite powerful evidence of its destructive quality, must be understood, affirmed, and digested before it is possible to move onto the next stage of change.

Along with this theory and empirical evidence, we also embraced the work of another pioneer in the world of treatment. This is the work of Dr. Marsha Linehan (1993). Dr. Linehan concluded, after years of research and clinical study, that many of her clients did not know how to tolerate and cope with the distress of life. Although she was looking specifically at clients with borderline personality disorder, her conclusions are relevant to many people with other psychiatric diagnoses or other problematic behaviors. In fact, learning to tolerate distress is a skill all people need to learn. One need not have been diagnosed with a psychiatric disorder to find benefit from her work. So too, a psychiatric diagnosis is not needed to find benefit and relevance in the work of Dr. Prochaska and his colleagues.

We, therefore, set out to provide, in workbook form, information, exercises, and growth-producing challenges for people with eating disorders. People at all stages of change will find strategies and skills to enhance their ability to tolerate the distress of life without reverting to the destructive and hurtful behaviors and conclusions of the past.

We also wish to provide hope to those of you who are now suffering with eating disorders. We hope this workbook will be your benevolent companion as you work to counteract the negative and destructive internal voices of the eating disorder. We encourage you to use this workbook between therapy sessions (or as one of your supports if you are not in therapy), to assist you in becoming the loving and caring agent of your own life.


How this workbook works

Workbooks are meant to provide you with information and practice. This workbook asks you to be an active participant in your recovery process. If you read this book it may be helpful. If you read and interact with it, doing the exercises and sharing some of the tasks with a family member or loved one, it will be even more helpful.

Because this workbook is meant to provide information and participatory exercises to many different people at many different stages of change, all the information and all of the exercises may not be relevant or helpful to you at this time.

We encourage you to read and do what you are ready to read and do – to sample what the workbook has to offer. We do not encourage you to attempt to digest this workbook all at once. Interestingly, this workbook can be rejected, ingested, spit out, or thrown up like food. You can eat too much at once and feel ill or you can long for more and refuse yourself another bite.

Watch your approach to this workbook – it may parallel your approach to food. Know that you can come back to certain sections at a later date; if some of it is too hard, you either need help and support with it, or you need to leave it and take in a part of it that is more digestible. It is best eaten in small, manageable chunks.

Eventually you may ingest the whole thing, if it is the right thing for you. Or you may take in the portions that are right for you and leave the rest. Invite others you trust to sample it with you.

As you sample this and other offerings in your life, you will find the right pace and timing for your work. We wish you a safe and productive journey to recovery.
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Preface

Over the years we have worked with hundreds of people with eating disorders. For many of our clients, the struggle to overcome these illnesses was intense, exhausting, and immensely challenging. For others, the battle for health and life continues.

What we noticed was that many clients have the energy, will, and motivation to work between sessions to learn new information, practice strategies, and master skills for living. Some clients are able to find and assimilate information on their own. Others are lost and out at sea, not knowing what to do. Many are so seduced by the eating disorder’s voice that they cannot learn or try anything that might challenge the eating disorder’s pre-eminence in their lives.

Furthermore, many treatment providers are trying to get more done in less time. They do not have the availability of intensive treatment programs that introduce clients and their loved ones to the psychoeducational information about their illnesses or the strategies and skills needed to combat the eating disorder’s control over their lives. People with eating disorders don’t have as much time to practice their newfound skills in safe treatment settings.

Therefore, we wanted to develop a workbook that would encourage self-paced learning and practice for people with eating disorders. If you are in therapy, you might discuss with your therapist whether or not to use this workbook between your therapy sessions to augment information gathering and the process of your therapy. For those of you who are attempting to understand whether or not you may have an eating disorder, or if you do not have access to treatment, this workbook may help you better understand your illness and guide you to steps you might take on your own journey to recovery.

For therapists and other treatment providers, this workbook offers: readymade between-session tasks for your clients to practice, topics for discussion within the session, and opportunities to help your clients widen their network of support in the community. For many, this workbook, with its anecdotes and personal accounts from many people who have struggled with eating disorders, may offer hope, a sense of connection, and direction.

For those of you who provide treatment and know that your clients need more than you, or any treatment provider, could provide, the use of this workbook could help your clients proceed with their work, develop a sense of mastery and accomplishment outside of the therapeutic office, and foster connection with the outside world in meaningful and supportive ways. Such an adjunctive piece of work will likely enhance your clinical work and foster each client’s efforts at recovery in the world.

We hope clients and therapists alike will find this workbook a helpful adjunct to your work together.

To those of you for whom this workbook is your first effort, or one of many efforts, at understanding or confronting your eating disorder, we hope it will guide you toward the help and compassionate understanding that you need to begin your Journey to Recovery.
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1
How to use this workbook

DOI: 10.4324/9781351170444-1


Before you begin your journey to recovery, it is important to understand Stages of Change Theory, and how this information will be used throughout the book. In 1997, Prochaska and Velicer developed the “transtheoretical” model of treatment, based on various theories of psychotherapy with its focus on change as a process. The philosophy behind Stages of Change Theory is that the individual must journey through a series of stages in order to achieve success. Prochaska’s research was initially focused on addiction, but his research and theory has been shown to be instrumental in the treatment of eating disorders (and other psychological struggles) as well.

The impetus for us in writing this book was our own awareness of the increased incidence of relapse upon discharge from inpatient treatment programs for individuals with eating disorders. It was the late 1990s, and, at the time, there were few “partial” or “intensive outpatient programs.” In attempting to understand the high relapse rate for our clients, we saw that they were able to do well when in a highly structured and supportive environment, but on discharge, if they were not in what Prochaska coined the “stage of action,” they were increasingly vulnerable to relapse, which, in turn, brought increased feelings of frustration, disappointment, depression, and anxiety, for both the individual and loved ones. It was this realization that caused us to take a new approach to eating disorders. We believed, and continue to believe, that in order to successfully overcome an eating disorder, we must make sure the individual is truly “ready” to recover.

Throughout this book, we are going to ask you to look at your own stage of change. The stage may be different, depending on the symptom at hand. For example, you may find yourself in the stage of action as it pertains to binge-eating behaviors, but in the stage of contemplation for restrictive eating. We hope that understanding readiness for change may help you better understand why certain journeys are more successful than others. In doing so, we also hope that you will be able to hold onto compassion for yourself while developing a greater understanding of the areas that are holding you back from recovery. In order to use this workbook most effectively, it is first going to be important for you to understand Prochaska’s stages of change:


	Precontemplation: The person refuses to believe there is a problem or is aware of the problematic behavior but refuses to change.

	Contemplation: The person is aware of the problematic behavior but afraid of change. At this stage, it is important to focus on the pros and cons of change.

	Preparation: The person is ready to make changes and is exploring the steps needed to change.

	Action: The person has created a plan to challenge and change the problematic behaviors.

	Maintenance: The person has been successful with the action plan for at least six months, and is working to prevent relapse.

	Termination: The person has little to no concern for a return to problematic behaviors.



The Stages of Change Theory takes into consideration issues of relapse, and although not a “stage” in recovery, relapse helps the person re-focus on the stage of action.


Treatment focus based on stage


	Precontemplation. The person in this stage should receive education on the impact the behavior has on the self and others. It is further encouraged that this person become mindful of the decisions made with regard to behavior and the benefits in changing their behavior.

	Contemplation. The person at this stage should focus on the “cons” of change along with the pros. This awareness, also referred to as the “fear” of change, is critical to understand in order for successful change to take place.

	Preparation. The person at this stage should first create a supportive social network that will help them with behavioral change. The plan for behavior change will be met with concern for failure. The greater the support and awareness of how to act before, during, and after change will likely result in increased readiness for change, thus increased likelihood to keep progressing.

	Action. The person at this stage has experienced some mastery over the behavior and has as the focus the need to fight the urge to slip back. In doing so, techniques learned in the stage of preparation will be important to pay extra attention to during this stage. It will also be important for the person to avoid situations and people that may challenge their current behavioral successes.





[image: ]
Figure 1.1


Stage of precontemplation

If you find yourself in the stage of precontemplation, the education provided in this chapter will be used as your starting point. We hope it will provide the education needed to help you understand that your views of food and weight are concerning, and could result in significant physical, emotional, and social struggles. If you are already aware of the impact your behaviors and relationship with food are having on you, and yet you do not feel ready to make changes, we ask that you share your awareness with your physician, therapist, or trusted friend/family member. Gaining understanding of the role the eating disorder serves, as well as its impact, is significant to address if you are either in denial of the problematic behaviors or you are aware but and resistant to change.



Stage of Contemplation/Preparation/Action

If you find yourself in any of the stages listed above, we hope that this chapter has helped you not only have a better understanding of the impact food/weight has on your physical, emotional, and social being, but that it has also provided a starting place for you to explore your fears of letting go of your behaviors, while also considering the acts that you are going to employ in order to work toward change and recovery. In the pages to follow, you will find some exercises to help you with your journey from contemplation through action! This is not a linear process, so if you find yourself vacillating between stages, please know this is a common process in recovery.

The goal of the next chapter is to help you develop your own personal plan for normalizing your eating, normalizing your weight, stopping purging behaviors, and restoring your physical and emotional health. It may be difficult at first but the strategies and plans provided have been proved to help people with eating disorders move into recovery.
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Guiding your Journey
The tree, the web, and the box

DOI: 10.4324/9781351170444-2


Before you begin your own journey to recovery, it is important to understand the role your eating disorder has served. That is, although coined an illness, eating disorders are coping mechanisms. As destructive as they are, eating disorders serve individuals by leaving them feeling protected from something larger and more terrifying than the eating disorder itself.


The "Tree"

Eating disorders themselves are never the issue; they are symptoms of a larger issue. Have a look at the diagram of a tree you will find in Figure 2.1. In the diagram, you will notice the tree has many roots; some will be exposed (like those in the deep woods), and some will be covered (like those in a landscaped yard). We have placed the eating disorder in the middle of the trunk of the tree.

In the spaces provided, write what you believe are the roots (some underlying issues) of your eating disorder. Some may be well hidden like the covered roots. Others may be easily seen and understood like the exposed roots. Please feel free to draw grass to cover those roots you feel are not exposed. On the branches, write how the eating disorder has had an impact on you (e.g., weight loss, weight gain, isolation, diminished sexual thoughts and feelings, greater control). Also on the branches write the purposes of the eating disorder. For example: “It decreases my sexual thoughts and feelings”; “I feel powerful and superior when eating less than others”; “I feel finally in control of something in my life”; “Now my ‘outside’ matches my ‘inside’ ”; “I feel empty and devoid of warmth”; “I feel fat and repulsive”; “I’m drying up and dying”; and “I finally feel free of others’ expectations.”

Once you have diagrammed your tree, look carefully at the words that you have written on the roots. These are the reasons for the eating disorder, as you understand them. The eating disorder has protected or shielded you from these issues. Now look carefully at the words you have written on the branches. The branches represent the purposes or the “pros” of the eating disorder. This is why your eating disorder may be hard to give up. It has served one or many purposes.
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Figure 2.1

Sadly, your eating disorder (i.e., your protection . . . your shield) does not come without cost. For some, its cost weighs in forms such as loss of friends, or a missed prom or other events. For others, it results in lost wages, financial distress, or miscarriages. Although it serves a purpose, its costs can be dear and long lasting.



The "web"

In the next figure, you will find the beginnings of a web ( Figure 2.2 ). At its core is your eating disorder. The boxes growing out of the core of the web depict its various “costs.” The illustration will help you draw your web. Our goal is to help you see the costs, or the “cons,” of your eating disorder. What have you lost as a result of your eating disorder?

The web will help you see what price you pay for the eating disorder. We hope your journey to recovery will eliminate the costs and reap you bountiful rewards in health, safety, and happiness. However, this won’t happen until you find another, more healthy and adaptive way, to protect and shield yourself (as represented by the roots) and meet the purposes or pros the eating disorder was meant to meet (as represented by the branches). Your journey through this workbook will help you find more healthy ways to protect yourself while furthering these purposes. As well, it will eliminate the costs you now pay for meeting these needs.
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Figure 2.2



The "box"

Having completed your tree and the web, you should now have a better understanding of some of the underlying reasons of your eating disorder, and its pros and cons. As you continue your journey to recovery, you will find yourself gathering more information, skills, and tools that will aide you in your recovery process. The most difficult part of recovery will be fighting the thoughts and feelings that you will face as you work toward change. For long after you make successful changes with your eating behaviors, the “voice” of the eating disorder will be continuing to create and maintain difficult emotions. When we are in a place of emotional distress, it often difficult to find the clarity to engage in healthy coping strategies; our emotions often take over, resulting in harmful, maladaptive coping responses. The creation and use of a “coping box” can provide a hands’ on solution to healthy management of troubling thoughts and feelings.


How to make a coping box

You will need the following items:


	tissue

	shoe box

	index cards

	items to decorate the box with.



Once you have your box, decorate it to your liking! Make a list of skills you can practice to combat difficult emotions. Examples include: listen to music, talk/text a friend or loved one, play a game, go for a walk (if medically and emotionally appropriate), play with a pet, color/draw, etc. Once you have your list, write each one on a separate index card, and place the index cards inside the box. We recommend you try to have between eight and ten index cards, with no fewer than six. These index cards will help you identify skills in time of need, but will also help you determine your effective coping strategies, as you will see, through practice, what techniques help you work through the feelings and those that do not.



How to use your coping box

When you find yourself wanting to turn to or away from food and/or engage in other eating disordered behaviors, or experiencing difficult feelings such as depression and/or anxiety, we ask that you pull an index card out of the coping box and do what it says to do. Allow yourself 15–20 minutes of engaging in this coping skill. If you find that it has helped you work through some difficult feelings, you have found a new tool for recovery. If after this time, you are continuing to find yourself struggling, we ask that you go back to your coping box, pull out, and practice the new skill recommendation. It is important to note that what may not “work” one time may be the best coping skill under a different set of circumstances. We ask that you practice these skills ten times to have a full sense of whether or not the skill is going to be an effective form of coping for you.



Aimee's story

I have been struggling off and on with depression, anxiety, and bulimia for the past four years. There have been large periods of time in which I have been free of behavioral and emotional difficulties, and times in which I couldn’t see the forest through the trees! I can remember being asked to make a coping box; at the time I was 16 years old, and I thought it sounded so childish and ridiculous! Pulling an index card from a shoe box was going to help me, how? I was very skeptical. After a very difficult night of bingeing and purging, and feeling so disgusted and ashamed of my behaviors, I decided to give the coping box a try. I decided to decorate the outside of my box with affirmations, as these affirmations would be words of encouragement, even if I chose not to use the box. I filled my box with 12 index cards, each with tasks that I knew I would truly consider practicing, for if this was going to work, I knew I needed to be realistic with what I was willing to try. Below are some examples of the index cards I had placed in my coping box.

I can’t say that the coping box helped me right away, but I also believe my resistance to embracing the concept didn’t help matters! Once I opened my mind, and reminded myself how badly I wanted to change, I found the coping box incredibly helpful, especially in those moments when I was too irrational to think about how to help myself. To this day, I love adult coloring books! (Aimee, age 20.)
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Figure 2.3
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What you need to know about eating disorders
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First and foremost, it is important to know that eating disorders are not about food and weight, no matter how much you may believe that they are! You may believe that if you lose weight you will feel better, thus believing it is about food and weight. In actuality, eating disorders are symptoms of underlying issues, and, in this brief example, despite thinking it is about food and weight, it is really about self-esteem/self-confidence. That being said, this chapter is going to explain the physiological impact of food restriction, bingeing, and purging. The chapters that follow will further address the role emotions, socialization, and culture play in the development and maintenance of eating disorders.

If you are struggling with an eating disorder, or disordered eating, we are pretty sure you know a lot about your body and nutrition. You know the calorie content and numbers of fat grams of almost all foods. You probably know about every imaginable diet, and perhaps some we’ve never heard of! You have probably also surfed the web, been on various websites, blogs, and even chatrooms in your attempt to educate yourself on dieting and eating disorders. You may have tried many of the diets you have read about, and it’s quite likely you’re on a diet or thinking of going on a diet right now.

Although you may have much information about nutrition, we want to make certain that you have all the facts. We’re also hoping that we will be able to clarify any misperceptions or misinformation, as it is often difficult to differentiate between myth and truth with all the resources out there. Our hope is that by providing you with the proper information, you will have a better understanding of how to adequately take care and nourish your body.

Before we start our journey, I am going to ask you a question that I have asked my clients during their initial assessment with me for the past 15 years! Please do not worry if you get your question wrong, for prior to 2012, only two of my clients had ever gotten the correct answer! Five years later, I have found more clients answering correctly, although I would guess that the percentage of correct answers takes place in less than ten percent of my initial assessments! So . . . the question is: “For you to gain one pound tomorrow, how many calories would you have to eat today?” (You will find the answer at the end of the chapter.)

We begin your journey with an important questionnaire, followed by a few “true” or “false” questions. All answers are included in this chapter.


Clinical criteria for the various eating disorders


Avoidant/restrictive food intake disorder (ARFID)


	A feeding or eating disturbance (e.g., lack of apparent interest in eating food; avoidance based on the sensory characteristics of food; concern about aversive consequences of eating) as manifested by persistent failure to meet appropriate nutritional and/or energy needs associated with one (or more) of the following: 1. Significant weight loss (or failure to achieve expected weight gain or faltering growth in children). 2. Significant nutritional deficiency. 3. Dependence on enteral feeding or oral nutritional supplements. 4. Marked interference with psychosocial functioning.

	The disturbance is not better explained by lack of available food or by an associated culturally sanctioned practice.

	The eating disturbance does not occur exclusively during the course of anorexia nervosa or bulimia nervosa, and there is no evidence of a disturbance in the way in which one’s body weight or shape is experienced.

	The eating disturbance is not attributable to a concurrent medical condition or not better explained by another mental disorder. When the eating disturbance occurs in the context of another condition or disorder, the severity of the eating disturbance exceeds that routinely associated with the condition or disorder and warrants additional clinical attention.




Anorexia nervxsosa


	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 minimally expected.

	Intense fear of gaining weight or of becoming fat, or persistent behavior that interferes with weight gain, even though at a significantly low weight.

	Disturbance in the way in which one’s body weight or shape is experienced, undue influence of body weight or shape on self-evaluation, or persistent lack of recognition of the seriousness of the current low body weight.



Restricting type

During the last three months, the individual has not engaged in recurrent episodes of binge-eating or purging behavior (i.e., self-induced vomiting, or the misuse of laxatives, diuretics, or enemas). This subtype describes presentations in which weight loss is accomplished primarily through dieting, fasting and/ or excessive exercise.



Binge-eating/purging type

During the last three months the individual has engaged in recurrent episodes of binge-eating or purging behavior (i.e., self-induced vomiting, or the misuse of laxatives, diuretics, or enemas).




Bulimia Nervosa


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

	Eating in a discrete period of time (e.g., within any two-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.

	A sense of lack of control over eating during the episodes (e.g., a feeling that one cannot stop eating or control what or how much one is eating.




	Recurrent inappropriate compensatory behaviors to prevent weight gain, such as self-induced vomiting; misuse of laxatives, diuretics, or other medications; fasting; or excessive exercise.

	The binge-eating and inappropriate compensatory behaviors both occur, on average, at least once a week for three months.

	Self-evaluation is unduly influenced by body shape and weight.

	The disturbance does not occur exclusively during episodes of anorexia nervosa.


Levels of behaviors are:


	Mild: An average of one to three episodes of inappropriate compensatory behaviors per week.

	Moderate: An average of four to seven episodes of inappropriate compensatory behaviors per week.

	Severe: An average of eight to 13 episodes of inappropriate compensatory behaviors per week.

	Extreme: An average of 14 or more episodes of inappropriate compensatory behaviors per week.





Binge-eating disorder


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

	Eating in a discrete period of time (e.g., within any two-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.

	A sense of lack of control over eating during the episodes (e.g., a feeling that one cannot stop eating or control what or how much one is eating).




	Binge-eating episodes are associated with three or more of the following:

	Eating much more rapidly than normal.

	Eating until feeling uncomfortably full.

	Eating large amounts of food when not feeling physically hungry.

	Eating alone because of feeling embarrassed by how much one is eating.

	Feeling disgusted with oneself, depressed, or very guilty afterwards.




	Marked distress regarding binge eating is present.

	The binge eating occurs, on average, at least once a week for three months.

	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.


Levels of behaviors are:


	Mild: one to three binge-eating episodes per week.

	Moderate: four to seven episodes per week.

	Severe: eight to 13 episodes per week.

	Extreme: 14 or more episodes per week.





Other specified feeding or eating disorder


	Symptoms characteristic of a feeding or eating disorder that cause clinical distress or impairment in social, occupational, or other important areas of functioning predominate.

	However, DO NOT meet the full criteria for any of the disorders in the feeding and eating disorders diagnostic class.

	This category can also be used in situations to communicate the specific reason the presentation does not meet the criteria for a specific eating disorder.

	This is done by recording “other specified feeding or eating disorder,” followed by the specific reason, e.g., “bulimia nervosa – low frequency.”




Examples


	Atypical anorexia nervosa. All of the criteria for anorexia nervosa are met, except that despite significant weight loss, the individual’s weight is within or above the normal range.

	Bulimia nervosa (of low frequency and/or limited duration). All of the criteria for bulimia nervosa are met, except that the binge-eating and inappropriate compensatory behaviors occur, on average, less than once a week and/or for less than three months.

	Binge-eating disorder (of low frequency and/or limited duration). All of the criteria for binge-eating disorder are met, except that the binge occurs, on average, less than once a week and/or for less than three months.

	Purging disorder. Recurrent purging behavior to influence weight or shape (e.g., self-induced vomiting; misuse of laxatives, diuretics, or other medications) in the absence of binge eating.

	Night-eating syndrome. Recurrent episodes of night eating, as manifested by eating after awakening from sleep or by excessive food consumption after the evening meal. There is awareness of recall of the eating. The night eating is not better explained by external influences such as changes in the individual’s sleep–wake cycle or by local social norms. The night eating causes significant distress and/or impairment in functioning. The disordered pattern of eating is not better explained by binge-eating disorder and/or another mental disorder, including substance use, and is not attributable to another medical disorder or to an effect of medication.





Unspecified feeding or eating disorder


	Symptoms characteristic of a feeding and eating disorder and cause clinically significant distress or impairment in social, occupational or other important areas of functioning predominate.

	However, DO NOT meet the full criteria for any of the disorders in the feeding and eating disorders diagnostic class.

	Used when the clinician chooses not to specify the reason that criteria are not met for a specific feeding and eating disorder.

	This includes times when there is insufficient information to make a more specific diagnosis (e.g., in emergency room setting).



For further information please refer to: http://www.dsm5.org/.

Answer “yes” or “no” to whether you’ve experienced any of these thoughts, feelings, or behaviors when you’ve been on a diet.


When I’m on a diet . . .


	I feel more depressed, low or blue than when I’m not on a diet.
 ___ Yes ___ No


	I get easily irritated or annoyed by little things that might not otherwise irritate me. ___ Yes ___ No


	I cry more easily than usual.
 ___ Yes ___ No


	I sometimes choose not to go out or be with my friends because I’m worried that I’ll eat.
 ___ Yes ___ No


	I think about food and what I’m going to eat all the time.
 ___ Yes ___ No


	I think I’m “good” if I eat very little and I feel ashamed and disgusted with myself if I eat more than I’ve told myself I should eat (or if I eat a food which I think is “bad”; i.e., not on my diet).
 ___ Yes ___ No


	I have trouble concentrating on my studies. I don’t remember anything I read. It seems I have to work harder to do as well as I did in school or at work in the past.
 ___ Yes ___ No


	I feel more tense and anxious. I notice that I might smoke, pace, shake my leg or foot, or bite my nails more than I did before the diet.
 ___ Yes ___ No


	I find myself drinking more coffee, tea, or diet soda than I did before.
 ___ Yes ___ No


	I find myself chewing more gum than I did before.
 ___ Yes ___ No


	I don’t have as much interest in my partner/significant other or I’m just not as interested in dating.
 ___ Yes ___ No


	I don’t have as much interest in sex.
 ___ Yes ___ No


	I sometimes hide or sneak food because I feel so guilty wanting more.
 ___ Yes ___ No


	My friends, family, peers, or co-workers tell me I’m more short-tempered, less patient, or just not as easy to be around.
 ___ Yes ___ No


	I don’t care that much to have family, friends, peers or co-workers around. I’d rather be left alone.
 ___ Yes ___ No


	I sometimes shoplift.
 ___ Yes ___ No


	I sometimes binge eat (i.e., eat a large amount of food in a small amount of time), and I feel ashamed when I do this.
 ___ Yes ___ No





Read on and you’ll see why these questions are so important.




Set point theory or regulated weight

According to research, our bodies, like furnaces or air conditioners, work to maintain a set point. The set point is the range of weight that our body seeks to maintain – usually a range of five to ten pounds. Anything over or under this range is fiercely defended against. Our bodies resist changes in weight – either up or down – just like furnaces and air conditioners set at a particular temperature resist changes in temperature up or down. They work to maintain their set point (i.e., the temperature at which they are set) just like bodies work to maintain the weight at which they are biologically set. Bodies, like thermostats, can have low, medium, and high set points. Set points don’t change with fashion and cultural trends. Therefore, if your biological set point is ectomorphic (naturally thin), you will fit in with the fashion and cultural norms without much effort today. If your biological set point, however, were mesomorphic (naturally heavy) you would have fit in more naturally during the impressionistic era when rounded, voluptuous female forms were admired. Sadly, most women (90+%) are unhappy with their body size because the cultural ideal (extremely thin) is not even possible for the vast majority of women. Their biological set point for weight is not extremely thin.

Set point is a range. With changes in diet and exercise we may seek to attain the lowest weight within our set point, but only by taxing and stressing our bodies will we achieve a weight lower than the lowest point in our set point range. Trying to weigh less than your set point compromises physical and emotional health. With no attention to diet and exercise, we may achieve the highest weight within our set point. To move over that weight, however, compromises physical and emotional health. In conclusion, set point theory tells us that although our weight is not as immutable, or unchangeable, as our height, our set point – or healthy weight – is changeable only within a certain range, and that range is unique to each of us. To push our bodies to gain or lose above or below that range will be heartily resisted, and likely will cause physical and emotional health consequences.


Box 3.1 Set point quiz


	All people can weigh what they want to weigh if they are motivated to diet and exercise.
 T  F


	We are meant to be a certain weight (within a range) like we are meant to be a certain height.
 T  F


	The less you eat, the less you’ll weigh.
 T  F





Set point answers


	False. You can’t weigh what you want to weigh and be healthy unless you have a set point which puts you in your desirable weight range . Motivation, diet, and exercise can help, but your body has a chosen set point, a weight that it wishes to be. A healthy diet and exercise can help you reach the lowest point in your set point, but to get below it, you may need to severely restrict your food intake, excessively exercise, or engage in other dangerous weight loss practices. What is your body’s set point? What is the weight it wishes to be? Your genetic make-up, your size, height, and age all help to determine your set point.

	True. Weight can be changed . . . but if you want to be healthy, it’s best to allow your body to stay within its set point. Your set point is determined by your genetic make-up, your frame size, height, and age. Healthy eating and exercise will help you to stay within your set point weight. You cannot change your height once it is reached. Factors that can interfere with your genetically determined height, however, are poor nutrition and smoking. Osteoporosis, which is bone loss or thinning, can cause a person to “shrink” in stature because bones start to “shrink” or thin. Osteoporosis usually occurs in post-menopausal women, but girls who have anorexia nervosa can also develop osteoporosis.

	False. Those who eat less do not necessarily weigh less. People who eat very little may weigh less but they may also weigh more. Your metabolism and your genetic make-up may be more important in determining what you weigh than how much you eat. Also, the less you eat the slower your metabolism becomes. This is sometimes why people stop losing weight even though they’re dieting. The less you eat, the slower you metabolize (burn calories).





Diet-induced thermogenesis

If we turn the heating or cooling system off completely (i.e., provide it with no fuel) our homes will become too cold or too hot. If we don’t give our bodies enough fuel, they will “shut off” (i.e., stop all nonessential functions) to


Box 3.2 Diet-induced thermogenesis quiz


	Low-calorie diets increase metabolism (speed up the body’s efforts to burn calories).
 T  F


	Low body temperature could be a sign that the person’s body weight and food intake are too low.
 T  F




conserve energy (i.e., “cool down”). If we give them too much fuel, they will speed up (i.e., increase metabolism by producing heat, profuse sweating, etc.) to “spill” the unneeded energy. This process is called diet-induced thermogenesis. This means that our metabolism (i.e., the speed and rate at which we use our calories or burn our fuel) appears to increase when we take in more calories and decrease when we take in fewer calories.

If you are cold all the time, it may mean that you are not taking in enough fuel to warm your body. That’s why your physician takes your temperature when you come in for a check-up. He wants to see if you have enough fuel to keep your temperature at about 98.6°. If your temperature falls, and your weight is low, it may mean you’re not taking in enough fuel (i.e., calories) to heat your body and remain healthy. Using your fuel to heat your entire body is not as essential as using your fuel to heat your vital organs. Therefore, you may experience cold, especially cold hands and feet, which are further away from your trunk where most of your vital organs exist. Once your temperature falls, it is dangerous to your health, not merely uncomfortable.

If you are hot all the time, it may mean that you are taking in too much fuel. To “waste” or get rid of the excess fuel coming in, your body burns the extra calories and produces heat. If you are taking in too much fuel (i.e., in the form of calories) regularly, you may perspire more than others to “waste” the fuel.

Therefore, if you are not taking in enough calories or fuel, your metabolism, or energy expenditure, will slow down to conserve fuel. This probably will mean that you will experience feeling cold. Your temperature may also be lower than it should be. Finally, it may mean your weight loss has stopped or slowed tremendously. Your body is fighting to survive! It does not want to lose more weight. It may be hard to believe, but a person who is perceived as overweight may experience the same symptoms as a person who appears severely underweight. Each is defending her set point. Their set points may be dramatically different, yet their experiences are the same.

This is why, no matter what some people do, they cannot lose more weight even on low-calorie diets. Or if they lose the weight, as soon as they stop the diet they regain the lost weight and sometimes more. This is the body’s way to restore set point – and sometimes add a little extra – to protect against weight loss in the future. So too, if a person’s weight has increased dramatically as a result of overeating, despite continued overeating, the person may not gain any more weight.

In summary, diet-induced thermogenesis is the technical explanation for why the body doesn’t constantly gain weight beyond normal weight or set point even when the person continues to eat. And it explains why many people cannot lose weight beyond their normal weight or set point despite continuing to diet. The body either turns the thermostat (or metabolism) down to conserve calories when one is trying to lose weight below one’s set point, or the body turns up its metabolism to “waste” or “spill” unneeded calories when one is pushing one’s weight above set point. It takes great effort (extreme dieting or extreme overeating) to push one’s body beyond its set point. Usually, when extreme measures are halted, the body returns to its regulated weight or set point.

Although people can get their weights above or below set point with extreme measures, these measures take a toll on physical, emotional, social, and cognitive health and functioning, as will be explained in the next section.


Diet-induced thermogenesis answers


	False. Low-calorie diets slow down metabolism because the body attempts to conserve fuel (protect against weight loss below the person’s set point). The metabolism of the men in the Keys’ experiment (described in the following section) went down 40% by the end of six months of semistarvation.

	True. People who have lost too much weight and are taking in too few calories are likely to have low body temperature as well as other low vital signs such as blood pressure and heart rate. These are signs of the body’s responses to semi-starvation. The body attempts to slow down all non-vital (and even vital) bodily functions in an attempt to conserve fuel.





Dieting, emotions, and cognition

You may believe you possess a great deal of information about the effects of dieting. Here’s your chance to find out. Answer the following questions “true” or “false.” All the answers are included in this chapter.


Box 3.3 Dieting, emotions, and cognition quiz


	Restrictive eating (dieting) and weight loss intensifies our thinking and focus on food and eating.
 T  F


	Physically and emotionally healthy people can tolerate prolonged, low-calorie diets with no adverse side effects.
 T  F


	People who are on prolonged, low-calorie diets exhibit the following: greater accuracy and speed on tests, good judgement, and social competence.
 T  F


	Restrictive eating (dieting) causes binge eating.
 T  F


	Purging behaviors like vomiting, and diuretic and laxative abuse will help you stop binge eating.
 T  F




In 1950, a scientist named Dr. Ancel Keys (Keys et al., 1950) published a study on the effects of restrictive eating and weight loss. His subjects were 36 physically and psychologically healthy young men who were chosen among many who had volunteered for the study as an alternative to military service. For the first three months of the study the experimenters closely observed the men’s eating, attitudes, and behavior. During the next six months of the study, the men had their rations of food cut in half. So, for example, a man who had been consuming 4,000 calories per day was now allowed only 2,000 calories per day. Most of these men lost about 25% of their body weight during this six-month period. During the next three months the men were gradually refed. Most of the men were followed for nine months after the refeeding process.

What is most noteworthy about this study is that these men, although displaying a range of responses to the semi-starvation study, experienced the same physical, psychological, cognitive, and social changes often seen in people who suffer from eating disorders:


We once attributed the emotional, social, and thinking changes observed in clients with eating disorders to the psychiatric diagnosis of an eating disorder. Now, we know many of these changes may be due to the semistarvation. This means many of these changes can be corrected with refeeding and weight gain. By this, we mean, they may not be enduring psychiatric conditions.



This section goes through the changes that the men in the Keys’ study experienced and compares them to those experienced by people diagnosed with eating disorders.



Thoughts and behaviors related to food and eating

The men in the study were preoccupied with food thoughts. They began reading women’s magazines to study the recipes. They began reading cookbooks and discussing food and recipes with the other men in the study. Many of them developed interests in food-related occupations (although none of them had these occupations prior to the study). Some of them even changed their occupations after the study was over.

The men spent most of their waking time thinking about how they would eat their allotment of food. Once eating, much of their focus was on the food, not socializing. They would design elaborate rituals to make the food last, such as by mixing, cutting, and pushing the food around their plates, as well as by eating very slowly to make each bite last. Some of the men would make their meals last up to two hours so they could extend the experience of eating. This would often alternate with the desire to ravenously gulp the food down to assuage their mounting hunger. The men often felt pulled in both directions – either to devour everything in sight as quickly as they could, or to make each morsel last as long as they could by extending the meal over hours. These competing desires created great distress and anxiety around eating.

To make the experience of eating more salient and satisfying, many of the men began to use spices excessively or mix incongruous combinations of foods together. Some of the men also increased their consumption of coffee and tea dramatically . . . so much so that the men were limited to nine cups per day. Gum chewing also increased dramatically to the point where one man was chewing 40 packs per day. He chewed so much that his mouth began to hurt, and, thus, he was no longer allowed gum. It seems as if the men felt so deprived of adequate food that keeping their mouths busy with chewing or swallowing or filling their stomachs with non-nutritive substances like coffee and tea or air from chewing were small ways to assuage the pain and deprivation of their mounting hunger.

Some of the men found the restrictive eating intolerable. They could not follow the diet and they smuggled in food. Sometimes men ate such large amounts that they experienced nausea and vomiting. All the men who reported binge-eating episodes reported feeling disgust and guilt because they could not adhere to the diet.

Some of the men experienced such extreme episodes of binge eating once the refeeding phase of the study began, that they needed to be removed from the experiment. In one case, a man’s binge eating was so extreme that he became sick, aspirated his vomit, and had to be hospitalized. Some of the men reported that no matter how much they ate they could not feel satisfied; others reported that they felt hungrier after eating than before. Some began to believe that the only way to control their binge eating was not to eat at all.

For some of the men, binge eating persisted for nine months. Within five months, most men had their eating under control and returned to baseline eating (meaning the way they were eating during the first three months of the experiment when they could eat what and how much they wanted).

What we have learned about the behaviors, thoughts, and attitudes we see in those who suffer with eating disorders is that many of the symptoms that we might think of as primary psychiatric symptoms, may actually be artifacts of the restricted eating and weight loss. The diet itself (which is often akin to semi-starvation) may cause the extreme binge-eating behaviors observed in the men in Keys’ experiment and in clients who suffer from eating disorders. In sum, restricted eating and weight loss over prolonged periods may precipitate thoughts, behaviors, and attitudes that are often interpreted as the psychiatric symptoms of eating disorders.
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