Could Your Higher Weight Patient Have
Atypical Anorexia?

Allison Spotts-De Lazzer and Lauren Muhlheim

When an overweight or obese patient presents with weight loss as a treatment goal, a psychologist may initially view this

request as both positive and consistent with current public health campaigns. However, the psychologist must explore further

because a significantly different clinical picture may emerge. Without knowledge specific to eating disorders and awareness

of weight stigma, the psychologist could unwittingly cause harm to a patient with this presentation. This article addresses the

following: the goal of weight loss; clinical considerations associated with atypical anorexia, a diagnosis signifying that criteria
have been met for anorexia nervosa with the exception of low weight; and treatment of this eating disorder.

Amanda, a single 35-year-old Caucasian woman, sits down in
your office for her intake. You notice that she is tidily dressed
and would be considered overweight. She shares that she has
recently participated in a health wellness plan sponsored by her
company and lost 30 pounds. “I’m still doing the same diet and
exercise plan, but I’m not losing weight. Something’s wrong with
me,” she states. Repeatedly, she mentions both her fear of gain-
ing weight and her desire to fit into a smaller size. “I can’t start
dating until I’'m thinner.” She reports experiencing insomnia and
moodiness. She has come to therapy seeking help with weight
loss and to ameliorate her depression and anxiety. Will Amanda’s
treatment plan be as straightforward as her stated goals? What
do you need to consider for an accurate diagnosis and effective
treatment? How will you approach Amanda’s treatment?

Weight Loss as a Treatment Goal

The Ethical Principles of Psychologists and Code of Conduct,
Principle C, states that psychologists “promote accuracy, hon-
esty and truthfulness in the science” (American Psychological
Association, 2017), yet treatment providers may not be aware of
the risks of dieting and weight loss.

For most people, diets produce short-term weight loss, and most
of that weight is usually regained over time (Fildes et al., 2015).
Research has shown that dieting alone does not result in signifi-
cant health improvements, regardless of weight change (Tomi-
yama, Ahlstrom, & Mann, 2013). Calorie deprivation leads to
lower levels of leptin, a hormone associated with satiety; higher
levels of ghrelin, a hormone associated with the sensation of
hunger; and a slowed metabolism (Mann, 2018).

The pattern of repeatedly losing and gaining weight, also known
as yo-yo dieting and weight cycling, can negatively affect health.

Journal of Health Service Psychology, 2019, Volume 45, Issue 1, 3-10

Alli Spotts-De Lazzer, LMFT,
LPCC, is a Certified Eating Dis-
orders Specialist with a private
practice in Los Angeles. She is
the Communications Committee
co-chair for the International
Association of Eating Disorders
Professionals (iaedp), the for-
mer co-chair of the Advocacy
and Communications Commit-
tee for the Academy for Eating Disorders, and the recipient of
the iaedp 2017 Member of the Year award. For information:
www. TherapyHelps. Us.

Montani and colleagues (2015) highlighted that weight cycling
is associated with risks for metabolic and cardiovascular dis-
cases along with a propensity for greater weight gain. Park and
colleagues (2018) confirmed a link between fluctuating weight
and higher mortality.

Dieting is a documented risk factor for the onset of binge/purge
eating disorders (Stice, 2016). Renowned eating disorders re-
searcher Cynthia Bulik warned that the negative energy balance
required for weight loss might be what activates anorexia ner-
vosa for some people (2014). For those who shift from dieting
to having a clinical eating disorder, many don’t recognize their
illness; they believe they are still “just dieting.”

Ethical code 3.04 (American Psychological Association, 2017)
guides psychologists to avoid doing harm. Considering that cli-
ents like Amanda can have atypical anorexia, complying with
a weight loss goal might introduce iatrogenic—possibly dead-
ly—consequences. There is little to no difference between some-
one in a larger body with atypical anorexia asking for help with
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weight loss and someone emaciated with anorexia nervosa ask-
ing for help with weight loss.

Considerations for Diagnosis and Treatment Planning
Diagnosis of Atypical Anorexia Nervosa

Atypical anorexia nervosa (AAN) was added in 2013 to the Di-
agnostic and Statistical Manual-5 as a type of Other Specified
Feeding and Eating Disorder (OSFED;American Psychiatric As-
sociation [APA], 2013). Atypical anorexia nervosa is diagnosed
when an individual meets all of the criteria for anorexia nervosa
(AN) “except that, despite significant weight loss, the individu-
al’s weight is within or above the normal range” (p. 353). This
means that the patient restricts nutritional intake enough to ex-
perience significant weight loss (altered criterion A), intense fear
of gaining weight or becoming fat (criterion B), and disturbance
in the way in which one’s body weight or shape is experienced
and/or undue influence of body weight or shape on evaluation
(criterion C).

“Significant weight loss” lacks a widely accepted definition and
specified time period. Research suggests that when combined
with the intense fear of weight gain or becoming fat (criterion
B) and significant body image disturbance experiences (criterion
C), as little as a 5% weight loss may indicate clinically relevant
eating pathology (Forney, Brown, Holland-Carter, Kennedy, &
Keel, 2017), qualifying the patient as having a diagnosis of atyp-
ical anorexia nervosa.

Commonalities Between Atypical Anorexia Nervosa and
Anorexia Nervosa

Some health professionals believe that atypical anorexia nervosa
is less serious than anorexia nervosa. However, patients with
atypical anorexia can be in as dangerous a state of malnourish-
ment and as medically compromised as patients with anorexia
nervosa (Peebles, Hardy, Wilson, & Lock, 2010). For example,
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Lebow and colleagues (2015) reviewed 179 intake evaluations
for adolescents seeking help for a restrictive eating disorder at
the Mayo Clinic. By the time the patients presented for treatment,
those whose bodies had changed from a higher weight to a seem-
ingly “healthy” weight category had experienced more weight
loss and been ill longer than those who lost less weight over-
all but became emaciated. The eating disorders for both groups
were equally severe regarding common symptoms (e.g., rates of
amenorrhea, eating disorder thoughts, and physical symptoms).

According to Dr. Leslie Kaplan, an eating disorders specialist:

The faster the weight loss, the more risk for complica-
tions . . . Evidence is showing us that a high degree of
weight loss might be just as important as low body weight
in predicting medical complications. Atypical anorexia
can affect just about every organ system. Cardiovascu-
larly, these patients often have bradycardia and hypo-
tension. They are also are at risk for dangerous cardiac
arrhythmias and sudden death. Metabolic alterations can
put these patients at risk for refeeding syndrome. They
can have hematologic complications and manifestations
such as amenorrhea and increased osteoporosis risk. As
in typical anorexia nervosa, common complaints include
gastrointestinal problems, sleep disturbances, difficulty
concentrating, and fatigue. (Personal communication,
November 6, 2018)

A recent study by Forney and colleagues (2017) noted that more
than 25% of adults with atypical anorexia nervosa were in weight
categories that would be classified as overweight or obese ac-
cording to body mass index (BMI). Millner (2018) questions the
rationale for creating a distinct category for atypical anorexia,
given that the only clear differentiating feature is body size.

Eating Disorders and Larger Sized Bodies

At least 30 million people in the United States will experience
eating disorders in their lifetime (Wade, Keski-Rahkonen, &
Hudson, 2011). This represents just under 10% of the current
population and includes people of all sizes.

It is often assumed that patients in larger bodies with eating prob-
lems have binge-cating disorder (BED). Whether this assump-
tion is due to limited to no clinical training in eating disorders
(Wilson, Grilo, & Vitousek, 2007), weight bias (assumptions
made based on size), or the scant research on atypical anorexia
nervosa is unknown. Erin Harrop, a researcher studying eating
disorders in higher weight individuals, stated that about a third
of her patients think they have binge eating problems when they
actually have anorexia nervosa (Ellis-Ordway, Harrop, Collins,
Clark, & Dios, 2018).
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Weight Stigma

Body weight and size are the results of a complex interplay of
biological, genetic, environmental, socioeconomic and other fac-
tors (Pitt, 2018). These factors generally contribute more to size
and health outcomes than personal choice (Alberga, 2016). Yet
people in larger bodies are subjected to stigma and blamed for
their size. Longstanding weight-centric health policies contrib-
ute to a pervasive idealization of thinness and stigmatization of
larger bodied people.

The experience of discrimination results in psychological and
physiological ill-effects (Harvard Opinion Research Program,
2018). Rates of weight discrimination in America are compa-
rable with and sometimes more prevalent than the rates of oth-
er common categories of social injustice (Puhl, Andreyeva, &
Brownell, 2008). But there are few laws protecting people in
larger bodies from prejudicial practices in employment, health
care or education.

Healthcare professionals often endorse stereotypes about higher
weight people, including that they are lazy, noncompliant, un-
disciplined, and lacking willpower (Puhl & Heuer, 2009). Well-
trained eating disorder and obesity specialists are not immune
to implicit and explicit pro-thin/anti-fat weight-biased attitudes
(Puhl, Latner, King, & Luedicke, 2013; Tomiyama et al., 2014).

Cultural Competence and Language Usage

An informed, empathic use of language is vital when working
with any stigmatized group. There is currently no consistently
preferred way to refer to a person of size that does not potentially
further stigmatize the person. Meadows and Danielsdottir (2016)
clarified that one patient might desire to be described in person-
first format (e.g., person with a larger body), another as “fat,”
yet another as “higher weight.” The terms “obese and morbidly
obese,” were regularly considered undesirable and stigmatizing.
Patients will be the best source to inform providers of what feels
respectful and culturally honoring of both them and their experi-
ence of their size in society.

Cultural competence is a core competency for psychologists
(American Psychological Association, 2017). When treating
people in larger bodies, knowledge about the cause of and myths
about weight and body size is critical. An examination of the
therapist’s personal biases can benefit both the therapeutic alli-
ance and the treatment.

Comorbidities
Patients with eating disorders commonly experience comorbid

psychiatric conditions. In one study of 11,588 adult patients who
presented for eating disorders treatment, 71% had at least one

former Axis 1 co-occurring disorder (Ulfvebrand, Birgegard,
Norring, Hogdahl, & von Hausswolff-Juhlin, 2015). Anxiety
and mood disorders were the most prevalent, with major depres-
sive disorder, generalized anxiety disorder, social phobia (later
classified as social anxiety disorder), specific phobia, and panic
disorder being common diagnoses within those diagnostic cat-
egories (Hudson, Hiripi, Pope, & Kessler, 2007; Ulfvebrand et
al., 2015). Obsessive-compulsive disorder, post-traumatic stress
disorder, and substance use disorders are also frequent co-occur-
ring conditions.

A meta-analysis by Martinussen and colleagues (2016) high-
lighted that for more than half of patients with anorexia nervosa
or bulimia nervosa, a comorbid personality disorder was also
present. Borderline and avoidant personality disorder diagnoses
appeared most often in both diagnostic groups. Obsessive-com-
pulsive personality disorder was common in the group with an-
orexia nervosa but not in that with bulimia nervosa. Although it
seems probable that the comorbidities would be similar to those
found alongside anorexia nervosa, this is an area in need of fur-
ther investigation.

Guidelines and Goals for Treating Eating Disorders

The APA has issued detailed guidelines, “Treatment of Patients
with Eating Disorders” (2006), along with an update (APA,
2012). These documents provide a comprehensive framework
that allows a practitioner to have flexibility and individualize
treatment to best meet the patient’s needs. The Academy for Eat-
ing Disorders has published an abbreviated guide (2016), “Eat-
ing Disorders: Critical Points for Early Recognition and Medical
Risk Management in the Care of Individuals with Eating Disor-
ders.” All three are available online, at no cost, and provide treat-
ment recommendations for the various eating disorders.

Though research on atypical anorexia is limited at this time, the
guidelines currently state that treatment should be similar to
that of full-syndrome anorexia nervosa (APA, 2006). Treatment
goals pertinent to atypical anorexia include (1) medical stabiliza-
tion, including resumption of menses (if appropriate) and man-
agement of acute and chronic medical conditions; (2) nutritional
rehabilitation, including weight restoration (which could be
higher than traditional BMI recommendations), management of
refeeding, and instituting meal patterns that promote health and
social connections; (3) normalization of eating behavior, includ-
ing cessation of restrictive eating; and (4) psychosocial stabili-
zation, including re-establishment of appropriate social engage-
ment, improvement in psychological symptoms associated with
the eating disorder, and improved body image (Academy for Eat-
ing Disorders, Medical Care Standards Task Force, 2016, p. 19).



The APA (2012) guidelines advise treatment professionals to also
consider age-related needs of patients who, for example, present
for treatment later in life than adolescence and early adulthood.
The patient will benefit from tailored therapeutic approaches and
patient education accordingly.

Levels of Care and a Multidisciplinary Team

Eating disorders can be serious and challenging disorders to
treat—sometimes life-threatening due to medical complications
and suicidality (Academy for Eating Disorders, 2016). Some pa-
tients with atypical anorexia nervosa may need to move from
less intense to more intense treatment settings, and vice versa.
These levels of care include outpatient, intensive outpatient, par-
tial hospitalization, residential, or inpatient treatment. Medical
status, suicidality, weight, motivation to recover, presence of
co-occurring disorders, structure needed for eating and gain-
ing weight, and ability to manage eating disorder behaviors all
contribute to determining the appropriate setting for treatment
(APA, 2006).

Possibly more than any other mental health diagnosis, eating
disorders require multidisciplinary resources. In addition to the
psychologist, a primary care physician, a dietetic nutritionist
(RDN), and a psychiatrist comprise the typically recommended
treatment team. There may be cases when a cardiologist, endo-
crinologist, dentist, exercise coach, or other relevant profession-
als are needed, but an ideal treatment team may not be possible
due to economic or geographic barriers.

A psychologist recognizes that medical and mental health pro-
viders are often not well versed in eating disorder treatment.
A medical doctor, for example, may not be aware of the spe-
cific laboratory tests recommended for the better known eating
disorders, much less atypical anorexia nervosa. Psychologists
should be prepared to take the lead in monitoring the patient’s
progression toward recovery, which is often not linear. Setbacks,
relapses, and stalls commonly happen during treatment. Differ-
ent levels of treatment may become necessary at times. Ensur-
ing collegial alignment on primary goals and treatment philoso-
phies is in the best interest of both the patient and treatment team
(Spotts-De Lazzer & Muhlheim, 2016).

Assessment of Disordered Eating

Basic history, report of symptoms, description of relevant behav-
iors, and mental status represent the initial steps in making a diag-
nosis. An assessment should also include the patient’s height and
weight history, restrictive or binge eating and exercise patterns
and their changes, purging and other compensatory behaviors,
and core attitudes regarding weight, shape, and eating. A family
history of eating disorders or other psychiatric disorders, includ-
ing alcohol and other substance use disorders, a family weight
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history, and family attitudes toward eating, exercise, and appear-
ance are all relevant to the assessment (APA, 2006, p. 11-12).

Existing validated self-report questionnaires and interviews can
help gather vital information and help generate an accurate diag-
nosis and consequently lead to more effective treatment (Towne,
De Young, & Anderson, 2017). Most instruments, however, do
not account for the changes from the DSM-IV to the DSM-5.
Current assessments that apply to the DSM-5 include the Eat-
ing Disorders Assessment (EDA-5) and the Eating Disorder Ex-
amination (EDE-17.0D; Dahlgren & Wisting, 2016). Both are
semistructured interviews and require training to utilize. Still
helpful and easy to administer self-reports, the Eating Attitudes
Test (EAT) and the Eating Disorder Examination Questionnaire
(EDE-Q6) have not been updated for DSM-5. At the very least,
a psychologist needs to know what and how to ask a patient to
divulge often sensitive information that may be accompanied by
feelings of fear and shame.

Assessment instruments may not accurately account for patients
who are male, transgender, or gender fluid. Eating disorder self-
report and interview questionnaires have traditionally focused
on female-specific symptomatology and do not accurately cap-
ture pathological eating and exercise characteristic of more mus-
cular presentations (Murray, Griffiths, & Mond, 2016).

Providing Treatment
Treatment Begins: A Snapshot

Various theoretical orientations are utilized to treat eating dis-
orders. No treatment has been shown to be “the” treatment of
choice for adults with anorexia nervosa (and, thus, atypical an-
orexia nervosa as well). Few specialists adhere strictly to evi-
denced-based treatment approaches (Tobin, Banker, Weisberg, &
Bowers, 2007). Most combine elements and theories from a long
list of orientations including psychodynamic therapy, acceptance
and commitment therapy, dialectical behavioral therapy, and
others. Of the tested approaches, Cognitive Behavioral Therapy-
Enhanced (CBT-E; Fairburn, Marcus, &Wilson, 1993; Fairburn,
2008) is the most studied and validated treatment for adults with
eating disorders and has been shown to have transdiagnostic ef-
ficacy. Principles of and interventions drawn from CBT offer a
starting point for most eating disorder treatments.

For some psychologists, the treatment focus on food and nutri-
tion will feel outside of the scope of competence, practice, or
both. Especially in the absence of relevant training, referral to a
registered dietitian is both acceptable and encouraged. The psy-
chologist will want to verify that the dietitian has eating disorder
experience, as traditional dietary guidance can be contraindica-
tive, amplifying rigid rules inherent to other eating disorders. A
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psychologist will still need to understand eating disorder specific
information about nutrition in order to echo treatment messages
and provide appropriate psychoeducation.

Psychoeducation

Psychoeducation is an essential part of any eating disorder treat-
ment. Psychoeducational sessions cover the importance of regu-
lar nutrition, the impact of malnutrition on all systems of the
body, human size and shape diversity, and the risks of attempt-
ing to change body size and weight. The psychologist should
explain the role of biological factors in maintaining disordered
eating (e.g., increased preoccupation with food when irregularly
nourished). If applicable, the role and consequences of excessive
exercise should be discussed (e.g., dehydration, injury, electro-
lyte imbalance).

An anosognosia-like condition (distorted self-awareness, such
as not acknowledging the seriousness of one’s illness, behav-
iors, or symptoms) is present in many patients with eating dis-
orders (Vandereycken, 2006). If a patient with atypical anorexia
nervosa engages in any compensatory behaviors such as vom-
iting, diuretic use, insulin abuse, or laxative abuse, disclosure
of risks is essential (e.g., heart attack, laxative dependency, or
esophageal tear).

Patients may benefit from psychoeducation regarding the so-
ciocultural context of their eating disorder. The psychologist
should help patients become media literate and careful consum-
ers of media, including social media. The psychologist should
also remind the patient that no recovery is perfect or linear, and,
when lapses occur, they can be used as learning experiences to
strengthen recovery.

Establishing Regular Eating

During the initial stage of treatment (nutritional rehabilitation),
the focus is to help the patient establish a regular pattern of eat-
ing. The recommendation is for three meals and two to three
snacks evenly spaced throughout the day with no gaps longer
than four hours except during slumber. To discourage grazing,
discrete meals and snacks are preferred. To help the patient ac-
climate to regular eating, the psychologist can encourage the pa-
tient to plan these meals and snacks ahead of time. Spontaneous
food decisions often spark intense anxiety for people with eating
disorders. Structured eating can provide containment.

The patient may be requested to keep a food diary. This includes
the times, locations, and content of meals and snacks, as well as
whether they binged, purged, or used laxatives. The log should
also include thoughts and feelings related to eating. When re-
viewed together in session, these records can help the patient
increase awareness about their eating and provide opportunities

for modification. Even a patient’s single daylong diary can help
the psychologist observe the patient’s level of eating pathology,
such as abstinence from whole food groups or extended periods
without consumption.

Regular eating can ameliorate both uncomfortable symptoms
and those that may look mentally or medically diagnostic but
are derived from irregular eating (Keys et al., 1950). Especially
while establishing regular eating, it is important to help the pa-
tient set aside the intention for weight loss to focus on balanced
and needed nutrition.

Increasing Flexibility

Once the patient is eating regularly, their attention can be direct-
ed toward the types of foods they are consuming. In general, pa-
tients are encouraged to eat a wide variety of foods. They should
be discouraged from eliminating entire food groups unless they
have a documented medical condition or allergy.

The patient may have “fear foods,” which they avoid for fear
that eating them is unhealthy, will trigger a binge, or will cause
weight gain. The patient can be asked to make a list of “fear
foods” and organize them in a hierarchy from most to least scary.
If willing, the patient can then be exposed to the food in the hi-
erarchy slowly and in moderation, reducing their distress around
the food. A similar exposure-informed approach may help with
ameliorating other fears related to the eating disorder such as
exercising less or not at all, going out with friends for dinner,
and so forth.

When working with people with eating disorders, it is apparent
that rigid rules against eating certain foods can make those same
foods irresistible at some point. If the person violates their rule,
they often binge with the plan of resetting the rule tomorrow.
When all foods are allowed, the person has a chance to form a
neutral relationship with those foods that once held misplaced
power in the patient’s life.

The psychologist needs to discuss and challenge the patient’s di-
etary practices and beliefs with the goal of reducing black-and-
white thinking and the dichotomy between “good” and “bad”
foods. Specific knowledge that addresses common eating disor-
der beliefs may facilitate this phase. See Table 1 for examples of
food/body/weight-related beliefs a psychologist might hear from
a patient with atypical anorexia nervosa. No single belief indi-
cates that a person has an eating disorder or atypical anorexia.

The treatment team provides attuned empathic support along
with psychoeducation to gently challenge the patient’s cognitive
distortions and beliefs about foods, eating, body, and exercise.
Efficacious treatment asks the patient to confront their biggest



fears and learn to be flexible within those fears. The patient often
needs extra support in doing this.

Distress Tolerance

Coping skills may need to be developed or expanded to manage
negative emotions or bodily sensations. Distress tolerance skills
derived from dialectical behavior therapy (DBT) can be useful in
helping a patient learn to tolerate and accept negative emotions
and body sensations. Typically, the distress experienced when
eating “fear foods,” consuming appropriate quantities of foods,
sitting with the initial discomfort of fullness, and resisting urges
to restrict or purge provides a springboard for this work.

Since alexithymia commonly occurs with eating disorders (Nowa-
kowski, McFarlane, & Cassin, 2013), certain patients must first
learn to identify feelings and emotions before practicing distress
tolerance. Furthermore, some patients will grapple with perse-
vering distress over body shape and size. The psychologist may
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need to help the patient tolerate the possibility of weight plateau
or gain. This applies to patients who are in what are usually con-
sidered normal or higher weight categories, just as it applies to
patients with anorexia nervosa who are in emaciated bodies.

Challenging the Focus on Shape and Weight

A focus on shape and weight is often a maintaining factor of an
eating disorder (Fairburn, 2008). The psychologist must help the
patient discover and understand the costs of keeping these foci in
their life (e.g., missing social events, experiencing moodiness or
postponing desired activities). Identifying these costs may help
motivate a shift toward more quality-of-life-enhancing attitudes
and behaviors.

For patients in larger bodies, anxiety over shape and weight may
be justified. They encounter real stigma and inconveniences on
a daily basis. Higher weight patients may benefit from receiv-
ing support in navigating a world that is not designed for their

Table 1. Beliefs You Might Hear From Someone with Atypical Anorexia Nervosa

* I can’t eat that.

» Something’s wrong with my body.

» If I eat a [fill in the blank], I’ll gain five pounds.
* T am not worth loving if I don’t try to look better.
 If I take one bite, I won’t be able to stop.

e IfT eat this, I have to burn it off.

» I must eat clean, or it’s poisonous.

* I must do cleanses to reduce my toxins.

« If it stays in me too long, I absorb the calories.

* When I lose [fill in the blank] more pounds...

* T have to look the best that I can.

* My life can start when I’m thinner.

* Eating terrifies me.

* I’m a failure. I have no willpower or self-control.
* I blew it. I’ll start my diet again tomorrow.

I can’t eat anything without gaining weight.
I can’t eat more than [insert number] calories a day.

 Eating three meals a day is indulgent.

» Eating wastes time.

* It’s not fair I got this body. I hate my body. I hate me.
» I don’t deserve to eat.

* I’m not sick enough to have an eating disorder.

* I’m not thin enough to have an eating disorder.

* It’s never going to be different.

o If I [fill in the blank], my weight will spiral out of control.
* I’m allergic to [insert food or food group]. *Said as fact but without medical backing.

I can only feel OK and be happy when I achieve my ideal body/a better body.

» All [fats, starches, proteins, processed foods, and/or carbs] must not be eaten.

Note. Above are clinical observations, not a complete list.
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bodies: airplane seats that are too small, restaurant chairs that
may not hold their weight, and hospital gowns that may not fit.
Becoming members of weight-inclusive communities and sup-
port groups (online or in-person) with other people who have
adopted a weight-inclusive paradigm can prove helpful.

A patient may need to examine health and define wellness more
broadly, encompassing multiple domains in life. The psycholo-
gist may need to help the patient move away from weight as a
vital measure of wellness. Health includes psychological health,
which typically becomes compromised when a person is com-
pulsively dieting, feels deprived, is preoccupied with thoughts
of food, or is unable to enjoy social activities because of distress
overeating. Health includes having meaningful relationships. The
psychologist can help the client to build positive relationships.

Grief Work

Patients of any size, and especially those in larger bodies, may
have put lives on hold and may have to grieve the loss of a so-
cietally or culturally ideal body, as well as time lost waiting for
their lives to start. There are many forms of grieving that arise
when working with people with eating disorders. The psycholo-
gist should attune to and support the patient’s grieving process.

Introducing a Weight-Inclusive Paradigm

Health at Every Size® (HAES®), a weight-inclusive model of
wellness, is increasingly incorporated into eating disorder treat-
ment. Practicing a weight-inclusive approach (formerly called
“weight-neutral”’) means removing primary attention from
weight and focusing on multifactorial well-being. HAES® offers
an alternative to the dominant health paradigm that places weight
at the center of health, shifting the focus to empirically validated
factors that correlate with wellness and longevity.

HAES® is rooted in five principles: (1) weight inclusivity ac-
cepts and respects the diversity of body shapes, (2) health en-
hancement supports health policies that improve and equalize
access to information and services, (3) respectful care works to
end weight discrimination, weight stigma, and weight bias, (4)
eating for well-being promotes flexible, individualized eating
based on hunger, satiety, nutritional needs, and pleasure rather
than weight control, and (5) life-enhancing movement supports
physical activities that allow people of all sizes to engage in en-
joyable movement.

In practical terms, a HAES® approach encourages flexible and
intuitive eating. It encourages patients to accept their body’s “set-
point,” the weight at which their body settles when they do not
engage in dieting or exercise focused on weight loss, responding

instead to their body’s natural cues for hunger and fullness. For-

mulated differently, this is the weight they can maintain without
considerable effort.

HAES® encourages individuals to learn to enjoy both movement
and rest. It also invites them to develop an appreciation for the
skills, strengths, and capabilities of their bodies separate from
issues of form, size, or weight. Exercise can be decoupled from
weight loss so that the benefits of movement can be enjoyed.

Several clinical trials comparing HAES® to conventional weight
loss have been conducted and indicate that a HAES® approach
led to improvements in physiological, behavioral, and psycho-
logical measures (Goodrick, Poston, Kimball, Reeves, & Foreyt,
1998; Provencher et al., 2009). Subjects exhibited statistically
and clinically important improvements in blood pressure and
blood cholesterol levels. They also engaged in increased physi-
cal activity, exhibited fewer eating disorder symptoms, and dem-
onstrated increased self-esteem. Importantly, no studies found
any negative consequences associated with HAES® interven-
tions (Bacon & Aphramor, 2011).

Involvement of Family

Research and treatment guidelines support the inclusion of fam-
ily members and significant others in the treatment of those
with eating disorders, except when there is extreme conflict or
loved ones have strong weight biases or diet mentalities. Family
members can provide emotional support and exert leverage on
those who may be unaware of their illness or unmotivated for
treatment. They can also provide encouragement during meals to
help the patient consume their needed nutrition and offer comfort
after meals when the patient experiences anxiety. Family mem-
bers can become valued members of the treatment team.

Relapse Prevention and Treatment Conclusion

Relapse prevention is an important aspect of the psychological
treatment for eating disorders. The psychologist must prepare the
patient to become their own therapist following the conclusion
of treatment. For example, together the patient and psychologist
highlight the early warning signs of relapse (e.g., dieting, count-
ing calories), review behavioral and cognitive strategies that
have been most helpful to the patient’s recovery, and plot out
some of the anticipated obstacles that could arise to challenge
their recovery (e.g., travel, stress, weight gain, weight stigma).
Potential strategies on how the patient will handle such chal-
lenges can be planned in advance (e.g., calling a friend, keeping
food records).



Some Guiding Principles to Remember

When a patient has atypical anorexia nervosa or another eating
disorder, an “eating disorder self” and a “healthy self” are both
present (Costin, 2007). The psychologist should respectfully
challenge and disempower the eating disorder related attitudes
and behaviors, while strengthening the healthy and well parts of
the patient. The ongoing objective is for the healthy self to be-
come more present and influential than the illness. Some actions
that support this include:

* Redefining “health” as broad and multifaceted instead of
weight-centric.

* Modeling appreciation for bodies of all shapes and sizes.

» Teaching about the effect of weight stigma and being at-
tuned to our own.
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* Helping patients establish and maintain regular, steady
nourishment throughout waking hours.

« Facilitating patients’ flexibility in eating and other domains
of life.

+ Bolstering patients’ capacities for identifying feelings and
tolerating distress.

+ Ensuring treatment is at a level of care commensurate with
patients’ symptoms and medical status.

» Using patients’ preferred language about weight and shape,
which is respectful.

References available at NationalRegister.org
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