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Eating Disorders and Scope of Competence for Outpatient

Psychotherapists
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Patients with anorexia nervosa, bulimia nervosa, and binge-eating disorder are at risk
for premature death. These complex psychological disorders with potentially devastat-
ing physical consequences usually require that treatment professionals have specialized
knowledge and skills that are often outside the scope of basic therapist training.
Without a well-known and psychotherapeutic field-wide accepted definition of what
constitutes minimum eating disorder treatment competence, psychotherapists are often
left to decide for themselves. This article proposes a suggested standard body of initial
knowledge and considerations for clinicians striving to obtain a level of competence—
between generalist and specialist skillsets—in treating eating disorders in the outpatient
setting. Suggested competency domains include: assessment and diagnosis, medical
factors, nutrition and malnutrition, treatment strategies, and multidisciplinary collabo-

ration and levels of care.
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Mental health clinicians working in outpa-
tient and independent practice settings possess
various levels of eating disorder (ED) special-
ization and competence. According to Garner
(an authority on the treatment of EDs) and
Keiper (2010):

Proficiency in treating eating disorders requires a fa-
miliarity with a body of scientific knowledge covering
areas that are not generally a part of clinical training.
Information on nutrition, dieting, biology of weight
regulation, physical complications, and culture must be
included to understand the more general psychological
themes pertinent to eating disorders (p. 9).

Some practitioners pursue an ED specialist
designation by obtaining the nationally recog-
nized ED specialist credential of Certified Eat-
ing Disorders Specialist (CEDS) from the Inter-
national Association of Eating Disorders
Professionals Foundation (IAEDP). Others gar-
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ner specialist distinctions by various ED orga-
nizations, facilities, and educational and train-
ing establishments (e.g., Academy for Eating
Disorders Fellow, professional titles at various
ED treatment centers, and certificates from
completing specific ED courses). Additional
practitioners specialize or increase their scope
of competence in treating EDs by attending ED
presentations, working at treatment centers, and
taking an interest in learning about EDs. Still
others who may have experienced minimal to
no specific ED training indicate ED treatment
competency on therapist-finder websites and in-
surance provider lists. Without a well-known
and psychotherapeutic field-wide accepted def-
inition of what constitutes minimum ED treat-
ment competence, psychotherapists are fre-
quently left to decide for themselves, and clients
often lack guidance for vetting an ED treatment
provider.

This article’s target audience is threefold.
First, this concise introduction to ED compe-
tence concepts is intended to bolster the ED
knowledge of those who are treating patients
with EDs in areas where specific ED trainings,
resources, and facilities may not be available or
affordable. Second, this article may help to sup-
port the generalist clinician who, in an ongoing
therapeutic relationship, identifies that a client
has a previously unreported ED. A study by
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Hudson, Hiripi, Pope, and Kessler (2007) indi-
cated that patients may commonly seek help for
other medical or mental health issues and not
reveal ED-related symptomatology. In the cases
of either of these outpatient scenarios, the au-
thors acknowledge that the suggestions put
forth in this paper may require modifications or
may not be applicable (e.g., specialist team
members may not be available, referrals may
not be procurable or appropriate, and clinicians
may need to focus on what is in the best interest
of the client considering the limitations). Fi-
nally, this article is intended for the practitioner
who may identify as competent to treat EDs by
indicating such on insurance listings, therapist-
finder websites, or other forms of professional
marketing.

Since a clinician cannot tell a patient’s level
of illness based solely on appearance (Bulik,
2015), and EDs are often associated with nu-
merous negative biopsychosocial consequences
(National Institute of Mental Health, 2014), a
practitioner who distinctly indicates that he or
she treats EDs likely assumes a professional and
ethical responsibility to uphold and maintain a
specific level of ED knowledge regarding as-
sessment, management, and treatment. Patients
with EDs are at greater risk for medical com-
plications, hospitalization, and death than suf-
ferers of all other mental illnesses (Klump, Bu-
lik, Kaye, Treasure, & Tyson, 2009). Anorexia
nervosa (AN) is recognized as having the high-
est mortality rate of any mental illness (Arcelus,
Mitchell, Wales, & Nielson, 2011; Fichter &
Quadflieg, 2016; Sullivan, 1995). Current re-
search has indicated that bulimia nervosa (BN)
and eating disorders not otherwise specified
(EDNOS), a former diagnostic category that
included clinical subthreshold EDs, also have
elevated death rates (Arcelus et al., 2011; Crow,
Peterson et al., 2009). Though data on binge-
eating disorder (BED) are not as prolific as data
on AN and BN, a recent study by Fichter and
Quadflieg (2016) indicated that the death rate
for BED was close to the death rate of BN.
Research continues to support the finding that
suicide is a risk for which clinicians need to
monitor actively in cases of all three EDs: AN,
BN, and BED (Fichter & Quadflieg, 2016; Ko-
stro, Lerman, & Attia, 2014). A study by War-
ren, Schafer, Crowley, and Olivardia (2012)
revealed that of 298 EDs specialists, about one
fourth had experienced the death of a patient

from suicide or cardiological-related problems,
which are common causes of death for those
with EDs (Casiero & Frishman, 2006; Crow,
Peterson et al., 2009; Jauregui-Garrido & Jau-
regui-Lobera, 2012; Kostro et al., 2014). Given
the seriousness of EDs as psychological disor-
ders with potential physical consequences,
scope of competence is especially important
when working with patients with EDs on an
outpatient basis.

Psychotherapists are ethically bound to treat
within scope of competence. The ethics code of
the American Psychological Association (2010)
specifies that psychologists “provide services
. .. in areas only within the boundaries of their
competence, based on their education, training,
supervised experience, consultation, study or
professional experience” (Standard 2.01). Sim-
ilar standards are outlined for other mental
health professionals including social workers,
marriage and family therapists, counselors, and
psychiatrists. For example, “Social workers
should provide services and represent them-
selves as competent only within the boundaries
of their education, training, license, certifica-
tion, consultation received, supervised experi-
ence, or other relevant professional experience”
(National Association of Social Workers, 2008,
Standard 1.04a). “Marriage and family thera-
pists do not diagnose, treat, or advise on prob-
lems outside the recognized boundaries of their
competencies” (American Association for Mar-
riage and Family Therapy, 2015, Standard 3.1).
“Counselors practice only within the boundaries
of their competence, based on their education,
training, supervised experience, state and na-
tional professional credentials, and appropriate
professional experience” (American Counseling
Association, 2014, Standard C.2.a). Psychia-
trists “shall be dedicated to providing compe-
tent medical care” (American Psychiatric Asso-
ciation [APA], 2013a, Preamble, § 1). In
addition to providing a framework for ethical
practice, the ethics codes for psychologists, so-
cial workers, marriage and family therapists,
professional clinical counselors, and psychia-
trists encourage practitioners to continually ex-
pand their competence via the common denom-
inator of an active pursuit of knowledge.

The need for competent treatment in this area
is paramount. Empirically supported ED prac-
tice guidelines (APA, 2006; Hay et al., 2014;
National Institute for Health and Care Excel-
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lence [NICE], 2004) have offered best practice,
evidence-based treatment recommendations.
Each is available online for a practitioner’s re-
view. However, a 2015 study by Cooper and
Kelland highlighted gaps between the recom-
mendations and what commonly happens in
practice. Little attention has been paid to what
constitutes actual competency criteria for prac-
ticing clinicians delivering treatment (Garner &
Keiper, 2010).

A recent review of existing literature (Garner
& Keiper, 2010; Gurney & Halmi, 2001b;
IAEDP, 2014; Jones & Larner, 2004; McVey et
al., 2005; Rosenvinge, Skarderud, & Thune-
Larsen, 2003; Williams & Haverkamp, 2010)
reveals an overall consensus on several catego-
ries of knowledge a person who treats EDs is
recommended to possess: assessment and diag-
nosis, medical factors, nutrition and malnutri-
tion, treatment strategies, and multidisciplinary
collaboration and levels of care. For the remain-
der of this article, we draw on these consensus
domains, practice guidelines (APA, 2013a; Hay
et al., 2014; NICE, 2004), supplemental litera-
ture, and our collective clinical experience. This
article proposes a suggested standard body of
initial knowledge and considerations for clinicians
striving to obtain a level of competence—
between generalist and ED specialist skillsets—in
treating EDs including AN, BN, BED, and other
specified feeding and eating disorders (OS-
FED), the current reclassification of EDNOS
(APA, 2013b).

Please note that ED therapist refers to the
practitioner who treats EDs and possesses
knowledge between that of a generalist and that
of an ED specialist. The terms therapist, clini-
cian, practitioner and psychotherapist are used
interchangeably, as are patient and client. This
piece concentrates on adult EDs in outpatient
settings in the United States; the philosophies
on which this paper is based may necessitate
adaptations for different cultures and countries.
For the purposes of this article, therapist and the
equivalent terms refer to any person educated
and trained in and legally allowed to provide
mental health treatment, counseling or psycho-
therapy to the public. Due to its newness and the
current lack of research thereon, the diagnosis
of Avoidant/Restrictive Feeding and Eating
Disorder is not addressed in this document.

Role of a Psychotherapist in Outpatient
Treatment of EDs

A key role of an ED therapist is to help the
client achieve clinical improvement including
symptom reduction or remission. Though there
are differing nuances among treatment objec-
tives for AN, BN, BED, and OSFED—the pri-
mary EDs as per the most current Diagnostic
and Statistical Manual of Mental Disorders (5th
ed., DSM-5; APA, 2013b)—the following are
overarching goals in the treatment of EDs:

Nutritional rehabilitation; weight restoration; medical
stabilization and prevention of serious medical com-
plications and death; resumption of menses (where
appropriate); cessation of binge eating and/or purging
behaviors; cessation of eating disordered ideation in-
cluding body image disturbance and dissatisfaction;
restoration of meal patterns that promote health and
social connections; and reestablishing of social en-
gagement. (Academy for Eating Disorders [AED],
Medical Care Standards Task Force, 2012, p. 14)

Some of these necessary tasks are likely con-
sidered outside of a psychotherapist’s tradi-
tional scope of practice (scope of practice is a
legal concept and delineates what a profession
is allowed to do; Riemersma, 2001). However, a
clinician’s contextual knowledge of medical,
nutritional, and psychological aspects of EDs
can become a matter of life or death for a patient
with an ED. For example, unless an ED clini-
cian is also a medical doctor (MD), the clinician
generally cannot write a prescription for medi-
cations or order laboratory tests. However, the
clinician can offer ED information and re-
sources such as the brochures, Eating Disor-
ders: Critical Points for Early Recognition and
Medical Risk Management in the Care of Indi-
viduals with Eating Disorders (AED, Medical
Care Standards Task Force, 2012) and the
NEDA Toolkit for Parents (National Eating Dis-
orders Association, n.d.), which can help point a
client, caregiver, or MD toward established ED
standards of care and laboratory tests not typi-
cally included in a routine physical examina-
tion. From the clinical intake to any point in the
treatment, a therapist’s contextual ED knowl-
edge combined with a patient’s reports on psy-
chological, nutritional, and physical states can
alert involved parties to a potential immediate
need for a higher level of care and containment.

An ED therapist benefits from a baseline of
skills and qualities any proficient therapist pos-
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sesses (e.g., empathy, ability to establish rap-
port, good interpersonal skills, and the ability to
provide an explanation for the client’s suffer-
ing; Wampold, 2015) plus basic knowledge
about EDs (e.g., risk and possible protective
factors; Mazzeo & Bulik, 2009; common co-
morbidities and prevalence) including medical
and nutritional factors. The clinician may find
utility in mastering language that can help to
facilitate allied work with this population (e.g.,
an atmosphere free of eating and appearance-
related biases). An ED therapist may need to
help correct perpetuated beliefs about these ill-
nesses (e.g., clarification about EDs being dis-
orders that are driven by biological factors and
not choice or vanity) held by both patients and
professionals alike; Nine Truths About Eating
Disorders (Bulik, 2015) is an informative doc-
ument that may help accomplish this task. In-
deed, “the complexity of EDs necessitates that
the professionals who treat them possess a spe-
cialized and comprehensive knowledge and
skill base” (Williams & Leichner, 2006, p. 323).

Assessment and Diagnosis

Potentially effective treatment and level-of-
care recommendations usually cannot occur
without a thorough assessment based upon
which an informed diagnosis can be made. In
addition to the standard diagnostic evaluation
and risk assessment, an ED assessment typically
includes a:

Thorough review of the patient’s height and weight
history; restrictive and binge eating and exercise pat-
terns and their changes; purging and other compensa-
tory behaviors; core attitudes regarding weight, shape,
and eating; and associated psychiatric conditions.
(APA, 2006, pp. 11-12)

Various ED assessment tools ranging from
interviews to self-reports are available to help
clinicians in the data-gathering process (APA,
2006). However, commonly used assessment
instruments tied to the prior edition of the Di-
agnostic and Statistical Manual of Mental Dis-
orders (4th ed., text rev.; DSM-IV-TR; APA,
2000) may be outdated, and a clinician may
need to verify their current applicability. The
Eating Disorder Examination Questionnaire
(EDE-Q; Fairburn & Beglin, 2008) remains a
self-report assessment that is easy to administer,
widely used, and available in many languages.
The eating disorder assessment for DSM-5

(EDA-5) is a newer semistructured interview
that assesses for symptoms of AN, BN, and
BED (Sysko et al., 2015) as per the DSM-5.

The initial assessment begins an iterative pro-
cess of collecting information from the patient,
other providers, and often the family, as well as
determining the potential need for formal med-
ical and nutritional assessments. For nearly any
client experiencing a clinical ED, a referral for
a medical evaluation is advised (Grilo & Mitch-
ell, 2010). The clinical intake interview may
highlight an urgent need for a medical evalua-
tion, especially if the client appears emaciated
or reports substantial and recent weight shifts,
purging behaviors, or fainting or dizziness,
which might indicate possible cardiac issues
(Berg, Peterson, & Frazier, 2012). When a per-
son of any weight severely restricts food intake
for more than a few days, an immediate medical
evaluation may be necessary due to risk of
refeeding syndrome (AED, Medical Care Stan-
dards Task Force, 2012; Mehanna, Moledina, &
Travis, 2008), to which we will return later.

A nutritional assessment by a Registered Di-
etitian (RD) with experience treating EDs is
commonly advised in the case of AN (Grilo &
Mitchell, 2010); recommendations vary con-
cerning the initial importance of such an eval-
uation for BN and BED (APA, 2006; Grilo &
Mitchell, 2010; TAEDP, 2015; NICE, 2004;
Ozier & Henry, 2011). At the very least, the
treating mental health professional is urged to
obtain information about a client’s nutritional
intake and be able to provide pertinent appro-
priate psychoeducation (e.g., risks for physio-
logically driven binges, eating frequency and
balance, deconstruction of rigid food rules and
ineffectiveness of purging for reducing caloric
absorption). If he or she is not comfortable in
facilitating these tasks or is not trained in doing
so, a thorough assessment by an ED specialist
RD will probably be in the client’s best interest.

Each ED differential diagnosis can be asso-
ciated with an inherent level of risk. AN is the
most studied of the EDs; physical and psycho-
logical symptoms can be acute, severe, and
sometimes life-threatening. BN and BED have
been studied less (Kostro et al., 2014). How-
ever, recognized risks of BN can include, but
are not limited to, physical consequences such
as cardiac arrhythmia and sudden death (Jau-
regui-Garrido & Jduregui-Lobera, 2012).
Though the physical consequences of BED
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(e.g., obesity, Type 2 diabetes, hypertension;
Berkman et al., 2015) may seem less immedi-
ately dangerous to clinicians in comparison to
those of AN and BN, BED is a relatively newly
identified disorder and research thereon is lim-
ited. According to available case studies, mas-
sive gastric dilatation (severe stomach disten-
sion that can lead to further complications and
death) can be a risk of extreme bingeing, even
when the person lacks a history of AN or BN
(Jung, Lee, Ahn, & Baek, 2012; Lunca, Rikkers,
& Stanescu, 2005; Sahoo, Kumar, Jaiswal, &
Bhujabal, 2013). For each ED, immediate and
long-term effects continue to be revealed by
research. Furthermore, co-occurring disorders
(e.g., substance, anxiety, mood disorders), a
presence of suicidality and ED symptom stabil-
ity or instability (e.g., steady lower weight vs.
significant weight loss from any baseline weight
in a short period of time) can contribute to either
increasing or mitigating potential urgency for
medical attention, referral to an ED specialist,
or recommendation for higher level of care.
Initial and ongoing psychological, medical, nu-
tritional, and risk assessments help to create a
full diagnostic picture that offers the strongest
chance for meeting the patient’s needs.

Andersen and Corson (2001) suggested that
ED clinicians keep current on evolving assess-
ment criteria that may drive changes in diagno-
sis. As evidenced by the modifications from the
DSM-IV-TR to the DSM-5, existing ED diag-
noses continually undergo refinement and addi-
tions may occur (e.g., BED became an official
diagnosis as recently as 2013). Furthermore,
research has started to address the ED experi-
ences of diverse populations, such as EDs in
transgender people (Diemer, Grant, Munn-
Chernoff, Patterson, & Duncan, 2015), older
adults (APA, 2012), and males (Darcy & Lin,
2012). Clinicians are encouraged to consider
potential differences in presentation among
these special populations and be prepared to
seek consultation if diversity presents itself as
an area of inexperience. Assessment tools will
likely continue to evolve along with the expand-
ing understanding of EDs.

Medical Factors

According to the Medical Care Standards
Task Force of the Academy for Eating Disor-
ders (AED, 2012), “Eating disorders can be

associated with significant compromise in every
organ system of the body, including the cardio-
vascular, gastrointestinal, endocrine, dermato-
logical, hematological, skeletal, and central ner-
vous system” (p. 5). Medical oversight is
considered essential, as is a therapist’s general
knowledge of medical factors typically in-
volved in EDs. Familiarity with the recom-
mended laboratory tests and vital signs perti-
nent to EDs can help a therapist to advocate for
a client’s possible safety and ED-related medi-
cal attention. A therapist typically teams with
the MD to both help reinforce a client’s knowl-
edge of ED-related medical consequences and
to provide corresponding psychoeducation. For
example, a client who is using laxatives usually
benefits by being reminded of potential conse-
quences (e.g., dehydration, electrolyte imbal-
ance, and laxative dependence), along with the
evidence suggesting that laxatives typically do
not cause real weight loss. A client who is
purging through vomiting will likely be served
by being reminded of potential physical damage
caused by vomiting (e.g., swollen parotid
glands, electrolyte imbalance, esophageal rup-
ture, dental erosion, and sudden death). A client
who is taking stimulants, overexercising, or
abusing insulin can be in need of education
about corresponding serious risks. Furthermore,
a therapist may need to recognize when an
emergency room Vvisit is warranted.

Current research indicates that certain pre-
scribed psychotropic medications can be helpful
for BN and BED (Berkman et al., 2015; Gorla
& Mathews, 2005; Mitchell, Roerig, & Steffen,
2013). The effectiveness of medication for AN
is considered inconclusive at this time (Crow,
Mitchell, Roerig, & Steffen, 2009; Gorla &
Mathews, 2005; Hay et al., 2014). A therapist
who treats EDs will often need to both be able
to recognize other disorders that commonly co-
occur with EDs (Blinder, Cumella, & San-
athara, 2006) and be astute as to when recom-
mending a medication evaluation is in the
client’s best interest. In some situations, effec-
tual treatment of comorbid conditions can in-
crease the client’s ability to participate in and
benefit from treatment.

Nutrition and Malnutrition

Any therapist treating EDs typically needs to
understand “the physiologic and psychological
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consequences of starvation, including the deter-
minants of hunger, satiety, and body weight.
Many nonspecific symptoms of starvation are
confused with the core psychopathology of eat-
ing disorders” (Andersen & Corson, 2001, p.
353). Irritability and significant mood swings,
for example, could indicate co-occurring psy-
chiatric disorders; however, these could also be
effects of food restriction (Franklin, Schiele,
Brozek, & Keys, 1948) or even bingeing and
purging (Kaye, Gwirtsman, George, Weiss, &
Jimerson, 1986). During periods of limited food
intake, a body’s metabolic rate can slow to
conserve energy (Franklin et al., 1948); upon
resuming a more regular food intake, hyperme-
tabolism can occur (Marzola, Nasser, Hashim,
Shih, & Kaye, 2013). Many people who de-
velop AN appear to have an aberrant and anx-
iety-reducing response to restriction (Kaye,
2008). The Ancel Keys study known as the
Minnesota Starvation Experiment (Keys et al.,
1950) provides an understanding of physiolog-
ical, social, and psychological changes that can
occur purely from semistarvation.

Garner and Keiper (2010), as well as the
protocols of some ED evidence-based treat-
ments (Fairburn, 2008; Lock & Le Grange,
2013), have suggested that ED therapists need
to be capable of performing both rudimentary
meal planning and review of, including feed-
back on, client meal logs. However, without
specific training in EDs, one or both may fall
outside of a clinician’s skillset, competence, or
scope of practice.

An ED therapist typically needs to know and
potentially disseminate appropriate ED psy-
choeducation about nutrition, food, exercise,
diet myths, psychological and biological effects
of restriction/starvation, and more. Unless a
therapist has acquired specific and extensive ED
nutrition training, it will most often be in the
client’s best interest to refer to a dietitian expe-
rienced in the treatment of EDs for ongoing
nutritional rehabilitation and management.
Teaming with an RD who has ED expertise can
help reinforce appropriate messages that coun-
ter ED beliefs. Furthermore, some clients might
suffer from comorbid medical conditions (e.g.,
diabetes, bariatric surgery, polycystic ovary
syndrome, celiac, and Crohn’s disease) that can
require the skill of an RD.

Even among trained ED dietitians, RDs’ ap-
proaches can vary in practice (e.g., stances di-

rected toward a nonrestrictive model vs. a diet-
focused or food-addiction model). It can be
most beneficial to work with a like-minded RD.
Thus, a therapist may choose to keep informed
about potential team members’ treatment ap-
proaches along with major developing nutri-
tion-related trends in the field. As any profes-
sional can imagine, when a team is not in
agreement about how to treat an illness, oppor-
tunities for confusion, splitting, and conflicted
treatment messages tend to increase, any and all
of which can reduce overall effectiveness.

Clinicians treating EDs must be aware of
refeeding syndrome, which according to the
Medical Care Standards Task Force of the AED
is described as a potentially fatal shift of fluids
and electrolytes that can occur when refeeding a
malnourished patient (AED, 2012). No matter
what weight a client might be and especially
when underweight, if he or she restricts food
intake, has experienced rapid weight loss, or has
abused insulin, laxatives or diuretics (AED,
Medical Care Standards Task Force, 2012), he
or she could be at risk for refeeding syndrome
and may need to be referred for medical man-
agement for nutritional rehabilitation in a timely
manner. A variety of additional potentially dan-
gerous nutrition-related medical consequences
are associated with EDs (Mascolo, Trent, Col-
well, & Mehler, 2012; Mehler, Krantz, & Sachs,
2015). For patients’ safety, a therapist may also
need to be familiar with the various complaints,
symptoms, and syndromes associated with mal-
nutrition, purging behaviors, manipulation of
insulin for patients with diabetes, overexercise,
and other compensatory behaviors so that
timely and appropriate nutritional and medical
referrals can be made. Symptoms might in-
clude, but are not limited to, reports of dizzi-
ness, fatigue, chest pain, seizures, heart palpita-
tions, muscle spasms, and syncope (Mascolo et
al., 2012).

Treatment Strategies

Cognitive Behavioral Therapy (CBT; Fair-
burn, Marcus, & Wilson, 1993), which is
broadly recognized as the most studied and val-
idated treatment thus far for BN (Wilson, Grilo,
& Vitousek, 2007), has demonstrated efficacy
also for BED and EDNOS (Berkman et al.,
2015; Fairburn et al., 2009; Murphy, Straebler,
Cooper, & Fairburn, 2010) and has shown ap-
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plicability for treating both males and females
(Fursland et al., 2012). Though CBT is recom-
mended in its manualized form, not all clini-
cians regularly practice it in this way (Lilienfeld
et al., 2013; Tobin, Banker, Weisberg, & Bow-
ers, 2007). However, regardless of a practitio-
ner’s theoretical orientation, strategies stem-
ming from CBT and Enhanced CBT (CBT-E;
Cooper & Fairburn, 2011; Fairburn, 2008) are
generally considered necessary for ED literacy
and competency (Garner & Keiper, 2010).
Though further research is needed regarding
which specific CBT components are most im-
portant to integrate into ED treatment (Sim-
mons, Milnes, & Anderson, 2008), we propose
that clinicians working with patients with EDs
thoroughly understand the various components
of techniques used in CBT-E. These include:
psychoeducation; establishing regular eating
and self-monitoring; interrupting dangerous be-
haviors (dieting, binge eating, and compensa-
tory behaviors); developing alternative coping
skills; addressing the overevaluation of shape
and weight; confronting dietary rules; and ad-
dressing perfectionism, low self-esteem, and in-
terpersonal problems (Garner & Keiper, 2010;
Murphy et al., 2010). There is also some sup-
port for interpersonal psychotherapy (IPT) and
dialectical behavior therapy (DBT) in the treat-
ment of both BN and BED; “Where therapists
have expertise in these therapies and not in CBT
and a CBT-trained therapist is not accessible
then it may be appropriate to use either of these
for adults” (Hay et al., 2014, p. 29).

It is important to note that while obesity is not
a mental disorder, a large number of individuals
with BED have comorbid obesity. These indi-
viduals may be primarily motivated to seek help
for weight loss versus binge eating. Clinicians
can need to understand the risks of dieting (e.g.,
95% of people who diet regain the weight they
lost, and then some, within 3 years; Brown,
2015) and bariatric surgery (e.g., up to 20% of
bariatric surgery patients do not lose a signifi-
cant amount of body weight; Sarwer, Wadden,
& Fabricatore, 2005), along with how to man-
age and educate clients about the incompatibil-
ity of both goals. A clinician will likely best
support the client with BED by understanding
how to focus on the cessation of bingeing and
not a weight-oriented result.

While there is no clear treatment of choice for
adult AN, the literature emphasizes a consistent

treatment recommendation: incorporating
weight restoration and maintenance into psy-
chotherapy (Garner & Keiper, 2010; NICE,
2004; Wilson et al., 2007). Brain imaging stud-
ies show that weight gain is required for resto-
ration of lost brain matter due to restriction
(Roberto et al., 2011). Support is growing for
CBT-E to treat adult AN, which makes CBT-E
a promising transdiagnostic treatment (Fairburn
et al., 2013; Fursland et al., 2012). Although
this article is not focused on children or adoles-
cents, Family-Based Treatment is an empiri-
cally supported treatment for adolescent AN
(Agras et al., 2014; Couturier, Kimber, & Szat-
mari, 2013; Lock et al., 2010), which may also
be applied successfully with young adults when
they and the parents are willing (Dimitropoulos
et al., 2015; Dimitropoulos, Lock, Le Grange, &
Anderson, 2015). Clinicians may also benefit
from knowing that patients with chronic long-
term AN, often referred to as severe and endur-
ing AN, may be viewed as having a specific
form of AN that can potentially call for a mod-
ified approach; there is some preliminary sup-
port for a model known as Special Supportive
Clinical Management (SSCM), which includes
focusing on improving a patient’s quality of life
and motivation to remain in treatment (Touyz &
Hay, 2015).

The following are also considered efficacious
recommendations. Studies have supported in-
cluding families and significant others in ED
treatment (Bulik, Baucom, Kirby, & Pisetsky,
2011; Le Grange, Lock, Loeb, & Nicholls,
2010). Unless clinically inappropriate, a thera-
pist is advised to consider incorporating family
or couples therapy in the treatment of EDs
(APA, 2006). Research also shows that caregiv-
ers of people with EDs frequently suffer from
distress and need support and psychoeducation
from the clinical team (Hibbs, Rhind, Lep-
panen, & Treasure, 2015). Additionally, the use
of evidence-based self-help CBT and guided
self-help for BN and BED have some docu-
mented success as starter, stand-alone (Hay et
al., 2014), or stepped care treatments (Kass,
Kolko, & Wilfley, 2013), but are not recom-
mended for AN (Wilson & Zandberg, 2012).
These models may be helpful to clinicians who
lack opportunities for specific trainings or
whose clients have barriers to specialized treat-
ment.
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Group work is often included in ED treatment
settings (APA, 2006). Downey (2014) has sug-
gested that increased research attention may be
paid to the group modality considering its cost
effectiveness and a shortage of available re-
sources. In The Eating Disorder Sourcebook,
Costin (2007) pointed out potentially helpful
aspects of group work that include providing
education, increasing support, building interper-
sonal relations, and managing confrontation.
We want to bring attention to the following
consideration; because EDs can be competitive
illnesses (as well as egosyntonic; Osgood,
2013); clinicians may best support their clients
by being judicious about referring patients to
groups and monitoring their experiences care-
fully.

Treatment approaches continue to be devel-
oped and tested for efficacy. Newer treatments
in earlier stages of evaluation include but are
not limited to Acceptance and Commitment
Therapy (ACT) for EDs (Juarascio et al., 2013),
Mindfulness-Based Eating Awareness Training
(MB-EAT) for BED (Kristeller, Wolever, &
Sheets, 2014), and Integrative Cognitive-
Affective Therapy (ICAT) for BN (Wonderlich
et al., 2014).

We have focused mainly on current, evi-
dence-based approaches. However, we are not
implying that any of the previously named strat-
egies or modalities is the exclusive treatment for
EDs, which could be limiting when treating these
complex illnesses. Furthermore, approaches may
need to be chosen or tailored to meet each
individual patient’s needs. Cooper and Kelland
(2015) pointed out that “we currently lack ef-
fective, powerful treatments for EDs” (p. 7) and
that some of the treatment challenges faced
in the ED field may not be about getting clini-
cians to follow existing protocols and recom-
mendations, but instead about needing effective
theories that inform and improve any treatment
approach.

Because thin bias and weight stigma are so
pervasive and pernicious even among treatment
professionals (Puhl, Latner, King, & Luedicke,
2014), sensitivity training in this area needs to
be considered; for example, Health at Every
Size (HAES) is a movement of shifting from a
conventional weight focus to a health focus
independent of size (Bacon & Aphramor,
2011). Intuitive Eating, another model that has
been applied to ED treatment, has some dem-

onstrated effectiveness (Schaefer & Magnuson,
2014) and moves away from a diet focus
(Denny, Loth, Eisenberg, & Neumark-Sztainer,
2013). Knowledge of scientifically backed ap-
proaches to treating EDs including but not lim-
ited to HAES and Intuitive Eating can help a
clinician to honor diverse bodies when working
within this population as well as increase sen-
sitivity for the client’s experiences of body ac-
ceptance and body stigma.

Therapists who treat EDs are advised to stay
current in their knowledge as EDs are a young
field and research evolves rapidly. This is evi-
denced by recent developments and understand-
ings in the realm of males with EDs. For exam-
ple, the prevalence of males with EDs was once
thought to be about 1 in 10 (Hoek & van Hoe-
ken, 2003). Current research has indicated that
at least 25% of people with EDs are male
(Cohn, Murray, Walen, & Wooldridge, 2016;
Hudson et al., 2007). Existing assessment and
diagnostic tools are mostly geared toward fe-
males and often overlook the male sufferer
(Darcy & Lin, 2012). Males can experience
body image issues in the direction opposite to
females (e.g., desire for bulky and muscular vs.
thin; Murray, Rieger, Karlov, & Touyz, 2013).
If a clinician is not keeping up with research,
that clinician may be missing the treatment
mark or, in the worst case, providing treatment
that is harmful. In addition to continuing edu-
cation and attending ED conferences for profes-
sionals, the following literature can help a cli-
nician who treats EDs to keep updated about
recent scientific and clinical developments in
the field: International Journal of Eating Dis-
orders, Eating Disorders: The Journal of Treat-
ment and Prevention, The Eating Disorders Re-
view, and the Journal of Eating Disorders.

Multidisciplinary Collaboration and Levels
of Care

In an ideal world, a full multidisciplinary
team would be available as required or need-
ed—each member trained specifically in
EDs—to support the client in outpatient treat-
ment. This could include an MD, such as a
primary care physician; a psychotherapist; a
psychiatrist; an RD; and others. This team ap-
proach allows the varying manifestations and
consequences of the ED to be managed collab-
oratively. The person with the ED may present
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different reports to various treatment profes-
sionals, manipulate weight, or provide inaccu-
rate self-reports, so communication among pro-
fessionals can be crucial in attaining the clearest
clinical picture. However, since the typical ba-
sic training received by medical and mental
health providers does not usually build suffi-
cient clinical confidence or working knowledge
of EDs (Gurney & Halmi, 2001a, 2001b; Lin-
ville, Benton, O’Neil, & Sturm, 2010; Linville,
Brown, & O’Neil, 2012; Mahr et al., 2015;
Wilson et al., 2007), effective and collaborative
multidisciplinary care may be compromised.

Due to the acknowledged overall lack of ad-
equate ED training throughout the relevant dis-
ciplines, an ED therapist often cannot easily ally
with the recommended multidisciplinary team
members; trained, specialized collaborating
professionals might need to be sought. When
none are available and a patient requires outpa-
tient multidisciplinary ED treatment, a compe-
tent therapist may have to assume responsibility
for steering the treatment team and patient to-
ward recognized standards of care. A therapist’s
aptitude in leading a multidisciplinary ED team
can be crucial to protecting patient safety, ad-
hering to treatment standards, recommending a
more intensive treatment setting to a willing or
unwilling patient, and ensuring the ongoing
medical monitoring that can become a matter of
life and death.

A study by Murray, Griffiths, and Le Grange
(2014) supported the proposition that a weak or
dissonant collegial alliance among treatment
team members might predictably and negatively
affect a patient’s participation in treatment.
Though their research focused on adolescent
AN, it seems reasonable to assume that adult
treatment may similarly suffer from nonunified
collaborating providers. In our clinical experi-
ence, we have noticed that dissonance between
treatment team professionals can add opportu-
nities for dropping out of treatment; pit provid-
ers’ recommendations against each other; and
offer a confusing, unstable holding environ-
ment. As Delesse and Zelman (2013) noted:

The high level of potential medical risk to patients,
differences in treatment strategies and therapeutic
goals, potential overlap of services, and the emotional
intensity that accompanies intervention for eating dis-
orders can set the stage for professional conflict that
might undermine treatment (p. 187).

The strength, severity, and potential chronic-
ity of ED symptoms tend to require a compara-
bly strong and communicative team. We en-
courage any clinician treating EDs to actively
seek the skills needed to form and maintain a
strong collegial treatment alliance among mul-
tidisciplinary providers.

Because clients with EDs often are at risk for
medical consequences, can have need for mon-
itoring and support during and after meal times,
and are sometimes viewed as treatment-
resistant or noncompliant, they may require
more intensive treatment than that offered by
individual outpatient therapy (Wiseman, Sun-
day, Klapper, Harris, & Halmi, 2001). This may
include medical hospitalization (e.g., 24-hr care
for those who require medical supervision), res-
idential treatment (e.g., 24-hr care for those who
are medically stable but require supervision),
partial hospitalization (e.g., being held usually a
minimum of 5 days a week, often 6 + hours per
day, with the client living at home), or intensive
outpatient treatment (e.g., can be 2-3 days a
week, 3 hours each, with the patient living at
home and possibly working or attending
school). Therefore, it can be critical that ED
clinicians working in outpatient settings under-
stand when to move a client to a higher level of
care and/or add adjunctive services such as meal
support, individually or in groups.

In a Delphi study that included a multidisci-
plinary panel of professionals with expertise in
ED treatment, the professionals generated con-
sensus on essential ED psychotherapy compe-
tencies, including items derived both from the
literature and participant experience. In this
study, 90-94% of therapists surveyed agreed on
the need to “Consider more intensive forms (or
combinations of) treatment if there is significant
deterioration or no significant improvement
during psychological treatment” (Williams &
Haverkamp, 2010, Item #44.). The APA (2006)
guidelines state,

In determining a patient’s initial level of care or
whether a change to a different level of care is appro-
priate, it is important to consider the patient’s overall
physical condition, psychology, behaviors, and social
circumstances rather than simply rely on one or more
physical parameters, such as weight (p. 13).

We found that there is surprisingly little
agreement and guidance around criteria for
moving a patient from individual outpatient
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treatment to a higher level of care. Strober and
Johnson (2012) specified the following condi-
tions that can warrant a transition to a higher
level of care for patients with AN: steady
weight decline over the first 3 weeks of treat-
ment, initial stabilization of weight without
meaningful gain by the end of Month 2, or
initial weight gain with a plateau below full
weight restoration lasting for at least 6 contin-
uous weeks. For patients that do not clearly
match these conditions and for those who have
BN, BED, or OSFED, a practitioner may have
to depend on clinical judgment, treatment team
input, insurance approval, patient willingness
and ability, family and social support, and the
professionals’ familiarity with existing level-of-
care guidelines. The APA (2006) provides a
chart detailing suggested criteria for each
stepped level of care, which covers medical
status; suicidality; weight (as a percentage of
healthy body weight); motivation to recover,
including cooperativeness, insight, and ability
to control obsessive thoughts; co-occurring dis-
orders, including substance use, depression, and
anxiety; structure needed for eating and gaining
weight; and ability to control compulsive exer-
cising. This framework can help clarify the var-
ious manifestations that would potentially be
appropriate for each grade of treatment inten-
sity.

In addition to the ongoing process of assess-
ing, determining, and monitoring for suitable
level of care, outpatient mental health providers
may have the responsibility to coordinate a pa-
tient’s transition to a more intensive treatment
setting. The ED clinician often helps prepare the
patient and possibly the family for the transi-
tion, obtains appropriate releases from the pa-
tient, and provides information to the facility. In
order for expectations of the client, facility
treatment team, and therapist to potentially
align, we recommend that ED therapists discuss
with the client and facility team specific criteria
for the patient’s return to outpatient treatment.
Although designed for RDs, the following re-
source can be also relevant to mental health
clinicians: SCAN Advance Practice Guideline:
Transitioning Care Effectively: A Guide for the
Expert Level Registered Dietitian Nutritionist
(RDN) Working with Clients with Eating Dis-
orders (Alphin et al., 2014). This document
suggests specific steps for outpatient clinicians

to follow when moving patients both to and
from a higher level of care.

Multidisciplinary collaboration and level-of-
care management can seem to significantly in-
crease the ED clinician’s workload. A study that
focused on burnout among ED treatment pro-
fessionals cited the following four themes as
perceived contributing factors: nature of the dis-
order, patient characteristics, work factors, and
therapist variables (Warren et al., 2012).
Though we acknowledge additional work de-
mands and time commitments as potentially
challenging, we also notice that consultation,
collaboration, and a communicative multidisci-
plinary team can help support practitioners, pro-
tecting them from potential fatigue and loss of
clinical objectivity. In addition to the specific
knowledge domains that ED practitioners gen-
erally need to possess, ED clinicians may also
benefit from personal awareness and manage-
ment of factors that can contribute to potential
ED practitioner burnout.

Conclusion

When working with highly compromised or
susceptible populations, such as those suffering
from EDs, a foundation of competence shifts to
the forefront (Williams & Haverkamp, 2010).
Patients afflicted with these serious, complex
illnesses warrant capable help.

In areas where clients may have geographical
and/or socioeconomic barriers to specialized
treatment, it may not be possible to refer to
specialized ED treatment. In these cases, the
clinician is often presented with an opportunity
to choose if some treatment is likely to be more
beneficial than no treatment. When an ED
emerges during an existing therapeutic relation-
ship, a referral to an ED specialist or higher
level of care might best serve the client. How-
ever, it also may be beneficial to continue see-
ing the client. To our knowledge, there are no
published explicit instructions that help a clini-
cian to navigate this decision in relation to the
many unique ED factors experienced by that
client. As a guide to decision making, we en-
courage a clinician to personally assess the fol-
lowing: contextual knowledge of EDs; sense of
comfort with and competence in ED treatment;
awareness of personal biases; capacity to assess
the frequency, duration, and severity of ED-
related cognitions and behaviors and ability to
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manage risks and safety; availability of ED-
trained treatment team members if indicated;
and accessibility of consulting with ED-
informed colleagues and/or ED resources. De-
pending on the level of immediate safety or risk,
it may serve the client to agree on timing pa-
rameters for improvement; for example, if there
is not enough symptom improvement by a spe-
cific period of time, a referral may be necessary.

We believe that professionals who actively
pursue ED clients by advertising ED compe-
tency on websites and insurance panels assume
a responsibility to possess a minimum level of
ED skills that lands between the knowledge of
a generalist therapist and an ED specialist. If a
professional is not well skilled in EDs or has a
poor understanding thereof, it can create in-
creased risk for iatrogenesis: adverse effects or
harm to the patient resulting from the treatment
(Garner, 1985; Strober & Johnson, 2012). This
potentiality belies the ethical cornerstone of
nonmaleficence; do no harm. However, when a
clinician is not aware of what he or she does not
know—which research indicates is fairly com-
mon (Eva, Cunnington, Reiter, Keane, & Nor-
man, 2004; Williams & Haverkamp, 2010)—
the practitioner may be unaware of his or her
potentially damaging influence on the ED pa-
tient.

Currently, the literature for the outpatient ED
clinician to reference regarding EDs and scope
of competence is scant. As Williams and
Haverkamp (2010) noted, “Most mental health
professionals, at present, lack identifiable, sys-
tematic criteria against which to assess their
competence to provide safe and ethical psycho-
therapy to clients who struggle with eating dis-
orders” (p. 93). Therefore, this article is meant
to prompt clinicians to challenge their current
perceived levels of competence when treating
people with EDs and invite treatment profes-
sionals into meaningful conversations with oth-
ers who are ethically called to provide skilled
help to a population that suffers from these
complex psychological disorders with poten-
tially severe medical consequences. Even
though a therapist’s work must remain within
the appropriate scope of practice, contextual
knowledge of medical, nutritional, and psycho-
logical factors together with benchmarks of per-
tinent levels of care can become life-saving—
literally, referring to quality of life, or both—for
patients with EDs.

As always, for best practices, it is a practi-
tioner’s responsibility to consult appropriate
professionals, ethical codes, state and local
laws, applicable resources, continuing educa-
tion courses, and/or pertinent literature so that a
clinician may work at an appropriate compe-
tence level and within the legal parameters des-
ignated by state and local authorities and/or the
licensing board. Also, please note that current
resources and information may have changed
by the time a clinician reads this article since the
base of knowledge in the field continues to
expand and offer a deeper understanding of
these devastating illnesses.

References

Academy for Eating Disorders, Medical Care Stan-
dards Task Force. (2012). Eating disorders: Crit-
ical points for early recognition and medical risk
management in the care of individuals with eating
disorders [Brochure]. Retrieved from http://
aedweb.org

Agras, W. S., Lock, J., Brandt, H., Bryson, S. W.,
Dodge, E., Halmi, K. A., . .. Woodside, B. (2014).
Comparison of 2 family therapies for adolescent
anorexia nervosa: A randomized parallel trial.
Journal of the American Medical Association Psy-
chiatry, 71, 1279-1286. http://dx.doi.org/10.1001/
jamapsychiatry.2014.1025

Alphin, F. B., Pilewsk, K., Diekman, C., Waterhous,
T. S., Brake, J., Biron, L., . . . Warmer, H. (2014).
Transitioning care effectively: A guide for the ex-
pert level registered dietitian nutritionist (RDN)
working with clients with eating disorders. Re-
trieved from http://www.scandpg.org/store/products/
10353/

American Association for Marriage and Family Ther-
apy. (2015). Code of ethics. Retrieved from https://
www.aamft.org/iMIS15/AAMFT/Content/Legal _
Ethics/Code_of_Ethics.aspx

American Counseling Association. (2014). ACA code
of ethics. Retrieved from http://www.counseling
.org/knowledge-center/ethics

American Psychiatric Association. (2000). Diagnos-
tic and statistical manual of mental disorders (4th
ed., text rev). Washington, DC: Author.

American Psychiatric Association. (2006). Treatment
of patients with eating disorders (3rd ed.). Ameri-
can Journal of Psychiatry, 163 (Suppl. 7), 4-54.
Retrieved from http://psychiatryonline.org/pb/assets/
raw/sitewide/practice_guidelines/guidelines/
eatingdisorders.pdf

American Psychiatric Association. (2012). Guideline
watch (August 2012): Practice guideline for the


http://aedweb.org
http://aedweb.org
http://dx.doi.org/10.1001/jamapsychiatry.2014.1025
http://dx.doi.org/10.1001/jamapsychiatry.2014.1025
http://www.scandpg.org/store/products/10353/
http://www.scandpg.org/store/products/10353/
https://www.aamft.org/iMIS15/AAMFT/Content/Legal_Ethics/Code_of_Ethics.aspx
https://www.aamft.org/iMIS15/AAMFT/Content/Legal_Ethics/Code_of_Ethics.aspx
https://www.aamft.org/iMIS15/AAMFT/Content/Legal_Ethics/Code_of_Ethics.aspx
http://www.counseling.org/knowledge-center/ethics
http://www.counseling.org/knowledge-center/ethics
http://psychiatryonline.org/pb/assets/raw/sitewide/practice_guidelines/guidelines/eatingdisorders.pdf
http://psychiatryonline.org/pb/assets/raw/sitewide/practice_guidelines/guidelines/eatingdisorders.pdf
http://psychiatryonline.org/pb/assets/raw/sitewide/practice_guidelines/guidelines/eatingdisorders.pdf

publishers.

ghted by the American Psychological Association or one of its allied

This document is copyri

This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

100 SPOTTS-DE LAZZER AND MUHLHEIM

treatment of patients with eating disorders (3rd
ed.). Retrieved from http://ajp.psychiatryonline.org/

American Psychiatric Association. (2013a). The ethi-
cal principles of medical ethics: With annotations
especially applicable to psychiatry. Retrieved
from http://www.psychiatry.org/psychiatrists/
practice/ethics

American Psychiatric Association. (2013b). Diag-
nostic and statistical manual of mental disorders
(5th ed.). Washington, DC: Author.

American Psychological Association. (2010). Ethical
principles of psychologists and code of conduct.
Retrieved from http://www.apa.org/ethics/code/

Andersen, A. E., & Corson, P. W. (2001). Charac-
teristics of an ideal psychotherapist for eating-
disordered patients. Psychiatric Clinics of North
America, 24, 351-358. http://dx.doi.org/10.1016/
S0193-953X(05)70230-6

Arcelus, J., Mitchell, A. J., Wales, J., & Nielsen, S.
(2011). Mortality rates in patients with anorexia
nervosa and other eating disorders. A meta-
analysis of 36 studies. Archives of General Psy-
chiatry, 68, 724-731. http://dx.doi.org/10.1001/
archgenpsychiatry.2011.74

Bacon, L., & Aphramor, L. (2011). Weight science:
Evaluating the evidence for a paradigm shift. Nu-
trition Journal, 10, 9. http://dx.doi.org/10.1186/
1475-2891-10-9

Berg, K. C., Peterson, C. B., & Frazier, P. (2012).
Assessment and diagnosis of eating disorders: A
guide for professional counselors. Journal of
Counseling & Development, 90, 262-269. http://
dx.doi.org/10.1002/j.1556-6676.2012.00033.x

Berkman, N. D., Brownley, K. A., Peat, C. M., Lohr,
K. N., Cullen, K. E. Morgan, L. C., . . . Bulik, C. M.
(2015). Management and outcomes of binge-eating
disorder (Executive summary). Retrieved from http:/
www.effectivehealthcare.ahrq.gov/ehc/products/563/
2156/binge-eating-executive-151207.pdf

Blinder, B. J., Cumella, E. J., & Sanathara, V. A.
(2006). Psychiatric comorbidities of female inpa-
tients with eating disorders. Psychosomatic Medi-
cine, 68, 454-462. http://dx.doi.org/10.1097/01
.psy.0000221254.77675.f5

Brown, H. (2015). Body of truth: How science, his-
tory, and culture drive our obsession with
weight—And what we can do about it. Boston,
MA: Da Capo.

Bulik, C. M. (2015). Nine truths about eating disor-
ders [Brochure]. Retrieved from http://bit.ly/9-ED-
Truths

Bulik, C. M., Baucom, D. H., Kirby, J. S., &
Pisetsky, E. (2011). Uniting couples (in the treat-
ment of) anorexia nervosa (UCAN). International
Journal of Eating Disorders, 44, 19-28. http://dx
.doi.org/10.1002/eat.20790

Casiero, D., & Frishman, W. H. (2006). Cardiovas-
cular complications of eating disorders [Abstract].
Cardiology in Review, 14, 227-231.

Cohn, L., Murray, S. B., Walen, A., & Wooldridge,
T. (2016). Including the excluded: Males and gen-
der minorities in eating disorder prevention. Eat-
ing Disorders, 24, 114-120. http://dx.doi.org/10
.1080/10640266.2015.1118958

Cooper, M., & Kelland, H. (2015). Medication and
psychotherapy in eating disorders: Is there a gap
between research and practice? Journal of Eating
Disorders, 3, 45. http://dx.doi.org/10.1186/
s40337-015-0080-0

Cooper, Z., & Fairburn, C. G. (2011). The evolution
of “Enhanced” Cognitive Behavior Therapy for
eating disorders: Learning from treatment nonre-
sponse. Cognitive and Behavioral Practice, 18,
394-402. http://dx.doi.org/10.1016/j.cbpra.2010
.07.007

Costin, C. (2007). The eating disorder sourcebook
(3rd ed.). New York, NY: McGraw-Hill.

Couturier, J., Kimber, M., & Szatmari, P. (2013).
Efficacy of family-based treatment for adolescents
with eating disorders: A systematic review and
meta-analysis. International Journal of Eating
Disorders, 46, 3—11. http://dx.doi.org/10.1002/eat
22042

Crow, S. J., Mitchell, J. E., Roerig, J. D., & Steffen,
K. (2009). What potential role is there for medi-
cation treatment in anorexia nervosa? Interna-
tional Journal of Eating Disorders, 42, 1-8. http://
dx.doi.org/10.1002/eat.20576

Crow, S. J., Peterson, C. B., Swanson, S. A., Ray-
mond, N. C., Specker, S., Eckert, E. D., & Mitch-
ell, J. E. (2009). Increased mortality in bulimia
nervosa and other eating disorders. The American
Journal of Psychiatry, 166, 1342—1346. http://dx
.doi.org/10.1176/appi.ajp.2009.09020247

Darcy, A. M., & Lin, I. H. J. (2012). Are we asking
the right questions? A review of assessment of
males with eating disorders. Eating Disorders, 20,
416-426. http://dx.doi.org/10.1080/10640266
.2012.715521

Delesse, L. D., & Zelman, D. C. (2013). Promoting
optimal collaboration between mental health pro-
viders and nutritionists in the treatment of eating
disorders. Eating Disorders, 21, 185-205. http://
dx.doi.org/10.1080/10640266.2013.779173

Denny, K. N., Loth, K., Eisenberg, M. E., & Neu-
mark-Sztainer, D. (2013). Intuitive eating in young
adults. Who is doing it, and how is it related to
disordered eating behaviors? Appetite, 60, 13—19.
http://dx.doi.org/10.1016/j.appet.2012.09.029

Diemer, E. W., Grant, J. D., Munn-Chernoff, M. A.,
Patterson, D. A., & Duncan, A. E. (2015). Gender
identity, sexual orientation, and eating-related pa-
thology in a national sample of college students.


http://ajp.psychiatryonline.org/
http://www.psychiatry.org/psychiatrists/practice/ethics
http://www.psychiatry.org/psychiatrists/practice/ethics
http://www.apa.org/ethics/code/
http://dx.doi.org/10.1016/S0193-953X%2805%2970230-6
http://dx.doi.org/10.1016/S0193-953X%2805%2970230-6
http://dx.doi.org/10.1001/archgenpsychiatry.2011.74
http://dx.doi.org/10.1001/archgenpsychiatry.2011.74
http://dx.doi.org/10.1186/1475-2891-10-9
http://dx.doi.org/10.1186/1475-2891-10-9
http://dx.doi.org/10.1002/j.1556-6676.2012.00033.x
http://dx.doi.org/10.1002/j.1556-6676.2012.00033.x
http://www.effectivehealthcare.ahrq.gov/ehc/products/563/2156/binge-eating-executive-151207.pdf
http://www.effectivehealthcare.ahrq.gov/ehc/products/563/2156/binge-eating-executive-151207.pdf
http://www.effectivehealthcare.ahrq.gov/ehc/products/563/2156/binge-eating-executive-151207.pdf
http://dx.doi.org/10.1097/01.psy.0000221254.77675.f5
http://dx.doi.org/10.1097/01.psy.0000221254.77675.f5
http://bit.ly/9-ED-Truths
http://bit.ly/9-ED-Truths
http://dx.doi.org/10.1002/eat.20790
http://dx.doi.org/10.1002/eat.20790
http://dx.doi.org/10.1080/10640266.2015.1118958
http://dx.doi.org/10.1080/10640266.2015.1118958
http://dx.doi.org/10.1186/s40337-015-0080-0
http://dx.doi.org/10.1186/s40337-015-0080-0
http://dx.doi.org/10.1016/j.cbpra.2010.07.007
http://dx.doi.org/10.1016/j.cbpra.2010.07.007
http://dx.doi.org/10.1002/eat.22042
http://dx.doi.org/10.1002/eat.22042
http://dx.doi.org/10.1002/eat.20576
http://dx.doi.org/10.1002/eat.20576
http://dx.doi.org/10.1176/appi.ajp.2009.09020247
http://dx.doi.org/10.1176/appi.ajp.2009.09020247
http://dx.doi.org/10.1080/10640266.2012.715521
http://dx.doi.org/10.1080/10640266.2012.715521
http://dx.doi.org/10.1080/10640266.2013.779173
http://dx.doi.org/10.1080/10640266.2013.779173
http://dx.doi.org/10.1016/j.appet.2012.09.029

publishers.

ghted by the American Psychological Association or one of its allied

This document is copyri

This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

EATING DISORDERS AND COMPETENCE 101

Journal of Adolescent Health, 57, 144—149. http://
dx.doi.org/10.1016/j.jadohealth.2015.03.003

Dimitropoulos, G., Freeman, V. E., Allemang, B.,
Couturier, J., McVey, G., Lock, J., & Le Grange,
D. (2015). Family-based treatment with transition
age youth with anorexia nervosa: A qualitative
summary of application in clinical practice. Jour-
nal of Eating Disorders, 3, 1. http://dx.doi.org/10
.1186/540337-015-0037-3

Dimitropoulos, G., Lock, J., Le Grange, D., & An-
derson, K. (2015). Family therapy for transition
youth. In K. L. Loeb, D. Le Grange, & J. Lock
(Eds.), Family therapy for adolescent eating and
weight disorders: New applications (pp. 230—
255). New York, NY: Routledge, Taylor & Francis
Group.

Downey, J. (2014). Group therapy for adolescents
living with an eating disorder: A scoping review.
Sage Open Access. http://dx.doi.org/10.1177/
2158244014550618

Eva, K. W., Cunnington, J. P., Reiter, H. 1., Keane,
D. R., & Norman, G. R. (2004). How can I know
what I don’t know? Poor self-assessment in a
well-defined domain. Advances in Health Sciences
Education, 9, 211-224. http://dx.doi.org/10.1023/
B:AHSE.0000038209.65714.d4

Fairburn, C. G. (2008). Cognitive behavior therapy
and eating disorders. New York, NY: Guilford
Press.

Fairburn, C. G., & Beglin, S. (2008). Eating Ques-
tionnaire. Retrieved from http://www.credo-
oxford.com/pdfs/EDE-Q_6.0.pdf

Fairburn, C. G., Cooper, Z., Doll, H. A., O’Connor,
M. E., Bohn, K., Hawker, D. M., . . . Palmer, R. L.
(2009). Transdiagnostic cognitive-behavioral ther-
apy for patients with eating disorders: A two-site
trial with 60-week follow-up. The American Jour-
nal of Psychiatry, 166, 311-319. http://dx.doi.org/
10.1176/appi.ajp.2008.08040608

Fairburn, C. G., Cooper, Z., Doll, H. A., O’Connor,
M. E., Palmer, R. L., & Dalle Grave, R. (2013).
Enhanced cognitive behaviour therapy for adults
with anorexia nervosa: A UK-Italy study. [Ab-
stract]. Behaviour Research and Therapy, 51, R2—
R8. http://dx.doi.org/10.1016/j.brat.2012.09.010

Fairburn, C. G., Marcus, M. D., & Wilson, G. T.
(1993). Cognitive-behavioral therapy for binge
eating and bulimia nervosa: A comprehensive
treatment manual. In C. G. Fairburn & G. T. Wil-
son (Eds.), Binge eating: Nature, assessment and
treatment (pp. 361-404). New York, NY: Guilford
Press.

Fichter, M. M., & Quadflieg, N. (2016). Mortality in
eating disorders: Results of a large prospective
clinical longitudinal study. International Journal
of Eating Disorders. Advance online publication.
http://dx.doi.org/10.1002/eat.22501

Franklin, J. C., Schiele, B. C., Brozek, J., & Keys, A.
(1948). Observations on human behavior in exper-
imental semi-starvation and rehabilitation. Journal
of Clinical Psychology, 4, 28-45. http://dx.doi
.org/10.1002/1097-4679(194801)4:1<28::AID-
JCLP2270040103>3.0.CO;2-F

Fursland, A., Byrne, S., Watson, H., La Puma, M.,
Allen, K., & Byrne, S. (2012). Enhanced cognitive
behavior therapy: A single treatment for all eating
disorders. Journal of Counseling & Development,
90, 319-329. http://dx.doi.org/10.1002/j.1556-
6676.2012.00040.x

Garner, D. M. (1985). latrogenesis in anorexia ner-
vosa and bulimia nervosa. International Journal of
Eating Disorders, 4, 701-726. http://dx.doi.org/10
.1002/eat.2260040427

Garner, D. M., & Keiper, C. D. (2010). Eating disor-
ders. Revista Mexicana de Trastornos Alimentarios/
Mexican Journal of Eating Disorders, 1, 1-26. Re-
trieved from http://journals.iztacala.unam.mx/

Gorla, K., & Mathews, M. (2005). Pharmacological
treatment of eating disorders. Psychiatry, 2, 43—
48.

Grilo, C. M., & Mitchell, J. E. (Eds.). (2010). The
treatment of eating disorders: A clinical hand-
book. New York, NY: Guilford Press.

Gurney, V. W., & Halmi, K. A. (2001a). Developing
an eating disorder curriculum for primary care
providers. Eating Disorders, 9, 97-107. http://dx
.doi.org/10.1080/10640260127716

Gurney, V. W., & Halmi, K. A. (2001b). An eating
disorder curriculum for primary care providers.
International Journal of Eating Disorders, 30,
209-212. http://dx.doi.org/10.1002/eat.1074

Hay, P., Chinn, D., Forbes, D., Madden, S., Newton,
R., Sugenor, L., . . . the Royal Australian and New
Zealand College of Psychiatrists. (2014). Royal
Australian and New Zealand College of Psychia-
trists clinical practice guidelines for the treatment
of eating disorders. Australian and New Zealand
Journal of Psychiatry, 48, 977-1008. http://dx.doi
.org/10.1177/0004867414555814

Hibbs, R., Rhind, C., Leppanen, J., & Treasure, J.
(2015). Interventions for caregivers of someone
with an eating disorder: A meta-analysis. Interna-
tional Journal of Eating Disorders, 48, 349-361.
http://dx.doi.org/10.1002/eat.22298

Hoek, H. W., & van Hoeken, D. (2003). Review of
the prevalence and incidence of eating disorders.
International Journal of Eating Disorders, 34,
383-396. http://dx.doi.org/10.1002/eat.10222

Hudson, J. L., Hiripi, E., Pope, H. G., Jr., & Kessler,
R. C. (2007). The prevalence and correlates of
eating disorders in the National Comorbidity Sur-
vey Replication. Biological Psychiatry, 61, 348—
358. http://dx.doi.org/10.1016/j.biopsych.2006.03
.040


http://dx.doi.org/10.1016/j.jadohealth.2015.03.003
http://dx.doi.org/10.1016/j.jadohealth.2015.03.003
http://dx.doi.org/10.1186/s40337-015-0037-3
http://dx.doi.org/10.1186/s40337-015-0037-3
http://dx.doi.org/10.1177/2158244014550618
http://dx.doi.org/10.1177/2158244014550618
http://dx.doi.org/10.1023/B:AHSE.0000038209.65714.d4
http://dx.doi.org/10.1023/B:AHSE.0000038209.65714.d4
http://www.credo-oxford.com/pdfs/EDE-Q_6.0.pdf
http://www.credo-oxford.com/pdfs/EDE-Q_6.0.pdf
http://dx.doi.org/10.1176/appi.ajp.2008.08040608
http://dx.doi.org/10.1176/appi.ajp.2008.08040608
http://dx.doi.org/10.1016/j.brat.2012.09.010
http://dx.doi.org/10.1002/eat.22501
http://dx.doi.org/10.1002/1097-4679%28194801%294:1%3C28::AID-JCLP2270040103%3E3.0.CO;2-F
http://dx.doi.org/10.1002/1097-4679%28194801%294:1%3C28::AID-JCLP2270040103%3E3.0.CO;2-F
http://dx.doi.org/10.1002/1097-4679%28194801%294:1%3C28::AID-JCLP2270040103%3E3.0.CO;2-F
http://dx.doi.org/10.1002/j.1556-6676.2012.00040.x
http://dx.doi.org/10.1002/j.1556-6676.2012.00040.x
http://dx.doi.org/10.1002/eat.2260040427
http://dx.doi.org/10.1002/eat.2260040427
http://journals.iztacala.unam.mx/
http://dx.doi.org/10.1080/10640260127716
http://dx.doi.org/10.1080/10640260127716
http://dx.doi.org/10.1002/eat.1074
http://dx.doi.org/10.1177/0004867414555814
http://dx.doi.org/10.1177/0004867414555814
http://dx.doi.org/10.1002/eat.22298
http://dx.doi.org/10.1002/eat.10222
http://dx.doi.org/10.1016/j.biopsych.2006.03.040
http://dx.doi.org/10.1016/j.biopsych.2006.03.040

publishers.

ghted by the American Psychological Association or one of its allied

This document is copyri

This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

102 SPOTTS-DE LAZZER AND MUHLHEIM

International Association of Eating Disorders Profes-
sionals Foundation. (2014). Certification: The
IAEDP™ core curriculum [Brochure]. Retrieved
from http://www.iaedp.com/Core_Course_
Information_and_Guidelines.pdf

International Association of Eating Disorders Profes-
sionals Foundation. (2015). The CEDRD in eating
disorder care [Brochure]. Retrieved from http:/
www.iaedp.com/CEDRD_Education_Piece_
022415.pdf

Jauregui-Garrido, B., & Jauregui-Lobera, 1. (2012).
Sudden death in eating disorders. Vascular Health
and Risk Management, 8, 91-98. http://dx.doi.org/
10.2147/VHRM.S28652

Jones, J., & Larner, M. (2004). An audit of training,
competence and confidence among clinicians
working in eating disorder services. Mental Health
Practice, 8, 18-22. http://dx.doi.org/10.7748/
mhp2004.11.8.3.18.c1833

Juarascio, A., Shaw, J., Forman, E., Timko, C. A.,
Herbert, J., Butryn, M., . . . Lowe, M. (2013).
Acceptance and commitment therapy as a novel
treatment for eating disorders: An initial test of
efficacy and mediation. Behavior Modification,
37, 459-489. http://dx.doi.org/10.1177/
0145445513478633

Jung, S., Lee, S., Ahn, B., & Baek, S. (2012). Gastric
perforation caused by acute massive gastric dila-
tation: Report of a case. Journal of Medical Cases,
3, 286-289.

Kass, A. E., Kolko, R. P., & Wilfley, D. E. (2013).
Psychological treatments for eating disorders. Cur-
rent Opinion in Psychiatry, 26, 549-555. http://dx
.doi.org/10.1097/YCO.0b013e328365a30e

Kaye, W. (2008). Neurobiology of anorexia and bu-
limia nervosa. Physiology & Behavior, 94, 121—
135. http://dx.doi.org/10.1016/j.physbeh.2007.11
.037

Kaye, W. H., Gwirtsman, H. E., George, D. T.,
Weiss, S. R., & Jimerson, D. C. (1986). Relation-
ship of mood alterations to bingeing behaviour in
bulimia. The British Journal of Psychiatry, 149,
479-485. http://dx.doi.org/10.1192/bjp.149.4.479

Keys, A., Brozek, J., Henschel, A., Michelsen, O.,
Taylor, H. L., Simonson, E., & Wells, S. (1950).
The biology of human starvation (Vol. 1-2). Min-
neapolis, MN: University of Minnesota Press.

Klump, K. L., Bulik, C. M., Kaye, W. H., Treasure,
J., & Tyson, E. (2009). Academy for eating disor-
ders position paper: Eating disorders are serious
mental illnesses. International Journal of Eating
Disorders, 42, 97-103. http://dx.doi.org/10.1002/
eat.20589

Kostro, K., Lerman, J. B., & Attia, E. (2014). The
current status of suicide and self-injury in eating
disorders: A narrative review. Journal of Eating
Disorders, 2, 19. http://dx.doi.org/10.1186/
s40337-014-0019-x

Kristeller, J., Wolever, R. Q., & Sheets, V. (2014).
Mindfulness-based eating awareness training
(MB-EAT) for binge eating: A randomized clinical
trial. Mindfulness, 5, 282-297. http://dx.doi.org/10
.1007/s12671-012-0179-1

le Grange, D., Lock, J., Loeb, K., & Nicholls, D.
(2010). Academy for Eating Disorders position
paper: The role of the family in eating disorders.
International Journal of Eating Disorders, 43,
1-5.

Lilienfeld, S. O., Ritschel, L. A., Lynn, S. J., Brown,
A. P., Cautin, R. L., & Latzman, R. D. (2013). The
research-practice gap: Bridging the schism be-
tween eating disorder researchers and practitio-
ners. International Journal of Eating Disorders,
46, 386-394. http://dx.doi.org/10.1002/eat.22090

Linville, D., Benton, A., O’Neil, M., & Sturm, K.
(2010). Medical providers’ screening, training and
intervention practices for eating disorders. Eating
Disorders, 18, 110-131. http://dx.doi.org/10.1080/
10640260903585532

Linville, D., Brown, T., & O’Neil, M. (2012). Med-
ical providers’ self-perceived knowledge and skills
for working with eating disorders: A national sur-
vey. Eating Disorders, 20, 1-13. http://dx.doi.org/
10.1080/10640266.2012.635557

Lock, J., & Le Grange, D. (2013). Treatment manual
for anorexia nervosa: A family-based approach
(2nd ed.). New York, NY: Guilford Press.

Lock, J., Le Grange, D., Agras, W. S., Moye, A.,
Bryson, S. W., & Jo, B. (2010). Randomized clin-
ical trial comparing family-based treatment with
adolescent-focused individual therapy for adoles-
cents with anorexia nervosa. Archives of General
Psychiatry, 67, 1025-1032. http://dx.doi.org/10
.1001/archgenpsychiatry.2010.128

Lunca, S., Rikkers, A., & Stanescu, A. (2005). Acute
massive gastric dilatation: Severe ischemia and
gastric necrosis without perforation. Romanian
Journal of Gastroenterology, 14, 279-283. http://
www.jgld.ro/archive.html

Mahr, F., Farahmand, P., Bixler, E. O., Domen, R. E.,
Moser, E. M., Nadeem, T., . . . Halmi, K. A.
(2015). A national survey of eating disorder train-
ing. International Journal of Eating Disorders, 48,
443—445. http://dx.doi.org/10.1002/eat.22335

Marzola, E., Nasser, J. A., Hashim, S. A., Shih, P. A.,
& Kaye, W. H. (2013). Nutritional rehabilitation in
anorexia nervosa: Review of the literature and
implications for treatment. BMC Psychiatry, 13,
290. http://dx.doi.org/10.1186/1471-244X-13-290

Mascolo, M., Trent, S., Colwell, C., & Mehler, P. S.
(2012). What the emergency department needs to
know when caring for your patients with eating
disorders. International Journal of Eating Disor-
ders, 45, 977-981. http://dx.doi.org/10.1002/eat
22035


http://www.iaedp.com/Core_Course_Information_and_Guidelines.pdf
http://www.iaedp.com/Core_Course_Information_and_Guidelines.pdf
http://www.iaedp.com/CEDRD_Education_Piece_022415.pdf
http://www.iaedp.com/CEDRD_Education_Piece_022415.pdf
http://www.iaedp.com/CEDRD_Education_Piece_022415.pdf
http://dx.doi.org/10.2147/VHRM.S28652
http://dx.doi.org/10.2147/VHRM.S28652
http://dx.doi.org/10.7748/mhp2004.11.8.3.18.c1833
http://dx.doi.org/10.7748/mhp2004.11.8.3.18.c1833
http://dx.doi.org/10.1177/0145445513478633
http://dx.doi.org/10.1177/0145445513478633
http://dx.doi.org/10.1097/YCO.0b013e328365a30e
http://dx.doi.org/10.1097/YCO.0b013e328365a30e
http://dx.doi.org/10.1016/j.physbeh.2007.11.037
http://dx.doi.org/10.1016/j.physbeh.2007.11.037
http://dx.doi.org/10.1192/bjp.149.4.479
http://dx.doi.org/10.1002/eat.20589
http://dx.doi.org/10.1002/eat.20589
http://dx.doi.org/10.1186/s40337-014-0019-x
http://dx.doi.org/10.1186/s40337-014-0019-x
http://dx.doi.org/10.1007/s12671-012-0179-1
http://dx.doi.org/10.1007/s12671-012-0179-1
http://dx.doi.org/10.1002/eat.22090
http://dx.doi.org/10.1080/10640260903585532
http://dx.doi.org/10.1080/10640260903585532
http://dx.doi.org/10.1080/10640266.2012.635557
http://dx.doi.org/10.1080/10640266.2012.635557
http://dx.doi.org/10.1001/archgenpsychiatry.2010.128
http://dx.doi.org/10.1001/archgenpsychiatry.2010.128
http://www.jgld.ro/archive.html
http://www.jgld.ro/archive.html
http://dx.doi.org/10.1002/eat.22335
http://dx.doi.org/10.1186/1471-244X-13-290
http://dx.doi.org/10.1002/eat.22035
http://dx.doi.org/10.1002/eat.22035

publishers.

ghted by the American Psychological Association or one of its allied

This document is copyri

This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

EATING DISORDERS AND COMPETENCE 103

Mazzeo, S. E., & Bulik, C. M. (2009). Environmental
and genetic risk factors for eating disorders: What
the clinician needs to know. Child and Adolescent
Psychiatric Clinics of North America, 18, 67—-82.
http://dx.doi.org/10.1016/j.chc.2008.07.003

McVey, G. L., Davis, R., Kaplan, A. S., Katzman,
D. K., Pinhas, L., Geist, R., . . . Forsyth, G. (2005).
A community-based training program for eating
disorders and its contribution to a provincial net-
work of specialized services. International Journal
of Eating Disorders, 37 (Suppl), S35-S40. http://
dx.doi.org/10.1002/eat.20114

Mehanna, H. M., Moledina, J., & Travis, J. (2008).
Refeeding syndrome: What it is, and how to pre-
vent and treat it. British Medical Journal, 336,
1495-1498. http://dx.doi.org/10.1136/bmj.a301

Mehler, P. S., Krantz, M. J., & Sachs, K. V. (2015).
Treatments of medical complications of anorexia
nervosa and bulimia nervosa. Journal of Eating
Disorders, 3, 15. http://dx.doi.org/10.1186/
s40337-015-0041-7

Mitchell, J. E., Roerig, J., & Steffen, K. (2013).
Biological therapies for eating disorders. Interna-
tional Journal of Eating Disorders, 46, 470—477.
http://dx.doi.org/10.1002/eat.22104

Murphy, R., Straebler, S., Cooper, Z., & Fairburn,
C. G. (2010). Cognitive behavioral therapy for
eating disorders. Psychiatric Clinics of North
America, 33, 611-627. http://dx.doi.org/10.1016/j
.psc.2010.04.004

Murray, S. B., Griffiths, S., & Le Grange, D. (2014).
The role of collegial alliance in family-based treat-
ment of adolescent anorexia nervosa: A pilot
study. International Journal of Eating Disorders,
47, 418—-421. http://dx.doi.org/10.1002/eat.22230

Murray, S. B., Rieger, E., Karlov, L., & Touyz, S. W.
(2013). Masculinity and femininity in the diver-
gence of male body image concerns. Journal of
Eating Disorders, 1, 11. http://dx.doi.org/10.1186/
2050-2974-1-11

National Association of Social Workers. (2008). Code of
ethics of the National Association of Social Work-
ers. Retrieved from http://www.socialworkers
.org/pubs/code/code.asp

National Eating Disorders. (n.d.). NEDA rtoolkit for
parents [Brochure]. Retrieved from https://www
.nationaleatingdisorders.org/sites/default/files/Toolkits/
ParentToolkit.pdf

National Institute for Health and Care Excellence.
(2004). Eating disorders: Core interventions in the
treatment and management of anorexia nervosa,
bulimia nervosa, and related eating disorders. Re-
trieved from https://www.nice.org.uk/guidance/
cg9

National Institute of Mental Health. (2014). Eating
disorders: About more than food [Brochure].
Bethesda, MD: Author. Retrieved from http://

www.nimh.nih.gov/health/publications/eating-
disorders-new-trifold/index.shtml

Osgood, K. (2013). How to disappear completely:
On modern anorexia. New York, NY: Overlook
Duckworth, Peter Mayer.

Ozier, A. D., & Henry, B. W. (2011). Position of the
American Dietetic Association: Nutrition interven-
tion in the treatment of eating disorders. Journal of
the American Dietetic Association, 111, 1236—
1241. http://dx.doi.org/10.1016/j.jada.2011.06.016

Puhl, R. M., Latner, J. D., King, K. M., & Luedicke,
J. (2014). Weight bias among professionals treat-
ing eating disorders: Attitudes about treatment and
perceived patient outcomes. International Journal
of Eating Disorders, 47, 65-75. http://dx.doi.org/
10.1002/eat.22186

Riemersma, M. (2001). Scope of practice. The Ther-
apist, July/August. Retrieved from https://www
.camft.org/COS/Resources/Attorney_Articles/Mary/
Scope_of_Practice.aspx

Roberto, C. A., Mayer, L. E. S., Brickman, A. M.,
Barnes, A., Muraskin, J., Yeung, L. K., . . . Walsh,
B. T. (2011). Brain tissue volume changes follow-
ing weight gain in adults with anorexia nervosa.
International Journal of Eating Disorders, 44,
406-411. http://dx.doi.org/10.1002/eat.20840

Rosenvinge, J. H., Skarderud, F., & Thune-Larsen,
K. (2003). Can educational programmes raise clin-
ical competence in treating eating disorders? Re-
sults from a Norwegian trial. European Eating
Disorders Review, 11, 329-343. http://dx.doi.org/
10.1002/erv.503

Sahoo, M. R., Kumar, A. T., Jaiswal, S., & Bhujabal,
S. N. (2013). Acute dilatation, ischemia, and ne-
crosis of the stomach without perforation. Case
Reports in Surgery, 2013, 984594. http://dx.doi
.org/10.1155/2013/984594

Sarwer, D. B., Wadden, T. A., & Fabricatore, A. N.
(2005). Psychosocial and behavioral aspects of
bariatric surgery. Obesity Research, 13, 639—-648.
http://dx.doi.org/10.1038/0by.2005.71

Schaefer, J. T., & Magnuson, A. B. (2014). A review
of interventions that promote eating by internal
cues. Journal of the Academy of Nutrition and
Dietetics, 114, 734-760. http://dx.doi.org/10
.1016/j.jand.2013.12.024

Simmons, A. M., Milnes, S. M., & Anderson, D. A.
(2008). Factors influencing the utilization of em-
pirically supported treatments for eating disorders.
Eating Disorders, 16, 342-354. http://dx.doi.org/
10.1080/10640260802116017

Strober, M., & Johnson, C. (2012). The need for
complex ideas in anorexia nervosa: Why biology,
environment, and psyche all matter, why therapists
make mistakes, and why clinical benchmarks are
needed for managing weight correction. Interna-
tional Journal of Eating Disorders, 45, 155-178.
http://dx.doi.org/10.1002/eat.22005


http://dx.doi.org/10.1016/j.chc.2008.07.003
http://dx.doi.org/10.1002/eat.20114
http://dx.doi.org/10.1002/eat.20114
http://dx.doi.org/10.1136/bmj.a301
http://dx.doi.org/10.1186/s40337-015-0041-7
http://dx.doi.org/10.1186/s40337-015-0041-7
http://dx.doi.org/10.1002/eat.22104
http://dx.doi.org/10.1016/j.psc.2010.04.004
http://dx.doi.org/10.1016/j.psc.2010.04.004
http://dx.doi.org/10.1002/eat.22230
http://dx.doi.org/10.1186/2050-2974-1-11
http://dx.doi.org/10.1186/2050-2974-1-11
http://www.socialworkers.org/pubs/code/code.asp
http://www.socialworkers.org/pubs/code/code.asp
https://www.nationaleatingdisorders.org/sites/default/files/Toolkits/ParentToolkit.pdf
https://www.nationaleatingdisorders.org/sites/default/files/Toolkits/ParentToolkit.pdf
https://www.nationaleatingdisorders.org/sites/default/files/Toolkits/ParentToolkit.pdf
https://www.nice.org.uk/guidance/cg9
https://www.nice.org.uk/guidance/cg9
http://www.nimh.nih.gov/health/publications/eating-disorders-new-trifold/index.shtml
http://www.nimh.nih.gov/health/publications/eating-disorders-new-trifold/index.shtml
http://www.nimh.nih.gov/health/publications/eating-disorders-new-trifold/index.shtml
http://dx.doi.org/10.1016/j.jada.2011.06.016
http://dx.doi.org/10.1002/eat.22186
http://dx.doi.org/10.1002/eat.22186
https://www.camft.org/COS/Resources/Attorney_Articles/Mary/Scope_of_Practice.aspx
https://www.camft.org/COS/Resources/Attorney_Articles/Mary/Scope_of_Practice.aspx
https://www.camft.org/COS/Resources/Attorney_Articles/Mary/Scope_of_Practice.aspx
http://dx.doi.org/10.1002/eat.20840
http://dx.doi.org/10.1002/erv.503
http://dx.doi.org/10.1002/erv.503
http://dx.doi.org/10.1155/2013/984594
http://dx.doi.org/10.1155/2013/984594
http://dx.doi.org/10.1038/oby.2005.71
http://dx.doi.org/10.1016/j.jand.2013.12.024
http://dx.doi.org/10.1016/j.jand.2013.12.024
http://dx.doi.org/10.1080/10640260802116017
http://dx.doi.org/10.1080/10640260802116017
http://dx.doi.org/10.1002/eat.22005

publishers.

ghted by the American Psychological Association or one of its allied

This document is copyri

This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.

104 SPOTTS-DE LAZZER AND MUHLHEIM

Sullivan, P. F. (1995). Mortality in anorexia nervosa.
The American Journal of Psychiatry, 152, 1073—
1074. http://dx.doi.org/10.1176/ajp.152.7.1073

Sysko, R., Glasofer, D. R., Hildebrandt, T., Klimek,
P., Mitchell, J. E., Berg, K. C., . . . Walsh, B. T.
(2015). The eating disorder assessment for DSM-5
(EDA-5): Development and validation of a struc-
tured interview for feeding and eating disorders.
International Journal of Eating Disorders, 48,
452-463.

Tobin, D. L., Banker, J. D., Weisberg, L., & Bowers,
W. (2007). I know what you did last summer (and
it was not CBT): A factor analytic model of inter-
national psychotherapeutic practice in the eating
disorders. International Journal of Eating Disor-
ders, 40, 754-757. http://dx.doi.org/10.1002/eat
20426

Touyz, S., & Hay, P. (2015). Severe and enduring
anorexia nervosa (SE-AN): In search of a new
paradigm. Journal of Eating Disorders, 3, 26.
http://dx.doi.org/10.1186/540337-015-0065-z

Wampold, S. (2015). Qualities and actions of effec-
tive therapists: Research suggests that certain psy-
chotherapist characteristics are key to successful
treatment. Retrieved from https://www.apa.org/
education/ce/effective-therapists.pdf

Warren, C. S., Schafer, K. J., Crowley, M. E., &
Olivardia, R. (2012). A qualitative analysis of job
burnout in eating disorder treatment providers.
Eating Disorders, 20, 175-195. http://dx.doi.org/
10.1080/10640266.2012.668476

Williams, M., & Haverkamp, B. E. (2010). Identify-
ing critical competencies for psychotherapeutic
practice with eating disordered clients: A Delphi

study. Eating Disorders, 18, 91-109. http://dx.doi
.org/10.1080/10640260903585524

Williams, M., & Leichner, P. (2006). More training
needed in eating disorders: A time cohort compar-
ison study of Canadian psychiatry residents. Eat-
ing Disorders, 14, 323-334. http://dx.doi.org/10
.1080/10640260600796267

Wilson, G. T., Grilo, C. M., & Vitousek, K. M.
(2007). Psychological treatment of eating disor-
ders. American Psychologist, 62, 199-216. http://
dx.doi.org/10.1037/0003-066X.62.3.199

Wilson, G. T., & Zandberg, L. J. (2012). Cognitive-
behavioral guided self-help for eating disorders:
Effectiveness and scalability. Clinical Psychology
Review, 32, 343-357. http://dx.doi.org/10.1016/j
.cpr.2012.03.001

Wiseman, C. V., Sunday, S. R., Klapper, F., Harris,
W. A., & Halmi, K. A. (2001). Changing patterns
of hospitalization in eating disorder patients. Inter-
national Journal of Eating Disorders, 30, 69-74.
http://dx.doi.org/10.1002/eat.1055

Wonderlich, S. A., Peterson, C. B., Crosby, R. D.,
Smith, T. L., Klein, M. H., Mitchell, J. E., & Crow,
S. J. (2014). A randomized controlled comparison
of integrative cognitive-affective therapy (ICAT)
and enhanced cognitive-behavioral therapy
(CBT-E) for bulimia nervosa. Psychological Med-
icine, 44, 543-553. http://dx.doi.org/10.1017/
$0033291713001098

Received October 21, 2015
Revision received February 9, 2016
Accepted March 10, 2016 =

E-Mail Notification of Your Latest Issue Online!

Would you like to know when the next issue of your favorite APA journal will be
available online? This service is now available to you. Sign up at http://notify.apa.org/ and
you will be notified by e-mail when issues of interest to you become available!



http://dx.doi.org/10.1176/ajp.152.7.1073
http://dx.doi.org/10.1002/eat.20426
http://dx.doi.org/10.1002/eat.20426
http://dx.doi.org/10.1186/s40337-015-0065-z
https://www.apa.org/education/ce/effective-therapists.pdf
https://www.apa.org/education/ce/effective-therapists.pdf
http://dx.doi.org/10.1080/10640266.2012.668476
http://dx.doi.org/10.1080/10640266.2012.668476
http://dx.doi.org/10.1080/10640260903585524
http://dx.doi.org/10.1080/10640260903585524
http://dx.doi.org/10.1080/10640260600796267
http://dx.doi.org/10.1080/10640260600796267
http://dx.doi.org/10.1037/0003-066X.62.3.199
http://dx.doi.org/10.1037/0003-066X.62.3.199
http://dx.doi.org/10.1016/j.cpr.2012.03.001
http://dx.doi.org/10.1016/j.cpr.2012.03.001
http://dx.doi.org/10.1002/eat.1055
http://dx.doi.org/10.1017/S0033291713001098
http://dx.doi.org/10.1017/S0033291713001098

	Eating Disorders and Scope of Competence for Outpatient Psychotherapists
	Role of a Psychotherapist in Outpatient Treatment of EDs
	Assessment and Diagnosis
	Medical Factors
	Nutrition and Malnutrition
	Treatment Strategies
	Multidisciplinary Collaboration and Levels of Care
	Conclusion
	References


