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Sec$on 1: Comprehensive Overview of Ea$ng 
Disorders 

Introduc$on 

Ea$ng disorders are among the most serious and complex mental health 

condi$ons treated by psychologists today. They are characterized by persistent 

disturbances in ea$ng behaviors, cogni$on, and emo$onal func$oning. These 

condi$ons not only affect physical health but also intersect significantly with 

iden$ty, trauma, and broader sociocultural factors. As such, a modern 

understanding of ea$ng disorders requires psychologists to integrate knowledge 

from psychiatry, psychology, cultural studies, ethics, and medical science. This 

sec$on provides a comprehensive overview of ea$ng disorders, highligh$ng 

diagnos$c frameworks, historical development, popula$on dispari$es, risk factors, 

and the ethical impera$ves relevant to clinical prac$ce. The training aligns with 

APA’s con$nuing educa$on standards, emphasizing the applica$on of 

psychological science, ethical competence, and mul$cultural awareness. 

Defini$on and Scope of Ea$ng Disorders 

Ea$ng disorders (EDs) refer to a group of psychiatric condi$ons marked by severe 

disturbances in how individuals eat, think about food, and perceive their bodies. 

These disturbances olen reflect deeper psychological struggles involving self-

worth, control, emo$onal regula$on, trauma, and iden$ty. While anorexia 

nervosa (AN), bulimia nervosa (BN), and binge ea$ng disorder (BED) are the most 

recognized, diagnos$c criteria have expanded in the DSM-5 and DSM-5-TR to 

include avoidant/restric$ve food intake disorder (ARFID) and other specified 

feeding or ea$ng disorders (OSFED). These changes underscore a growing 
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understanding of the heterogeneity of symptoms and the need for greater 

inclusivity in diagnosis (American Psychiatric Associa$on, 2023). 

EDs are highly prevalent and increasing globally. Life$me prevalence in the U.S. 

alone is es$mated to be around 9%, with recent data sugges$ng sharp rises 

among adolescents and young adults (Kazdin et al., 2017). Crucially, the medical 

consequences of EDs can be life-threatening. Anorexia nervosa, for example, has 

the highest mortality rate of any psychiatric condi$on, with mortality linked to 

both physical complica$ons and suicide. These sta$s$cs place EDs at the 

intersec$on of mental health crisis and public health priority. 

Epidemiological Trends and Cultural Considera$ons 

The epidemiology of ea$ng disorders reflects both global expansion and nuanced 

paoerns of cultural expression. EDs are increasingly reported in non-Western 

countries, with rising prevalence in Asia, La$n America, and the Middle East. 

These paoerns olen correlate with economic globaliza$on, urbaniza$on, and the 

prolifera$on of Western media, especially idealized body images via social media 

plaporms (Pike & Dunne, 2015). However, symptom presenta$on may vary 

significantly based on cultural context. For instance, in some Asian cultures, EDs 

may be expressed more soma$cally or through non-fat-phobic frameworks, where 

food refusal is driven by stress or gastrointes$nal discomfort rather than body 

image concerns. 

In the U.S., significant dispari$es exist in diagnosis and treatment access. Studies 

show that individuals from racial and ethnic minority backgrounds, par$cularly 

Black, La$nx, and Indigenous popula$ons, are less likely to be diagnosed with EDs 

despite experiencing similar or greater rates of disordered ea$ng behaviors 

(Moreno et al., 2023). Addi$onally, LGBTQIA+ youth are at elevated risk, olen due 

to iden$ty-related stressors, minority stress, and higher exposure to body image 
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pressures. For clinicians, understanding these dispari$es is cri$cal to equitable 

prac$ce. It requires a deliberate shil toward culturally competent care, which 

includes the use of culturally sensi$ve screening tools, culturally responsive 

psychoeduca$on, and partnership with community leaders and organiza$ons. 

Psychological and Behavioral Features 

While each ea$ng disorder has dis$nct diagnos$c criteria, several features are 

common across the spectrum. These include a preoccupa$on with body image, 

fear of weight gain, rigid thinking around food and exercise, and significant 

psychological distress related to ea$ng. Restric$on, bingeing, purging, and 

compensatory behaviors olen serve as maladap$ve coping strategies for deeper 

emo$onal issues such as trauma, low self-esteem, or difficulty regula$ng affect. 

Emo$onally, many individuals with EDs experience chronic anxiety, perfec$onism, 

shame, and a sense of internal emp$ness. Cogni$ve distor$ons—such as black-

and-white thinking and catastrophizing—further reinforce disordered ea$ng 

cycles. Understanding these paoerns is cri$cal to effec$ve interven$on, 

par$cularly as most evidence-based therapies target these cogni$ve-emo$onal 

dynamics. 

Comorbidity and Psychological Complexity 

Ea$ng disorders rarely exist in isola$on. They olen co-occur with mood and 

anxiety disorders, post-trauma$c stress disorder (PTSD), obsessive-compulsive 

disorder (OCD), and personality disorders, par$cularly borderline and avoidant 

types. The co-occurrence of EDs and substance use disorders also complicates 

treatment and heightens risk for poor outcomes (Aea et al., 2023). 
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This comorbidity poses diagnos$c and treatment challenges. For instance, 

dis$nguishing between ED-related perfec$onism and OCD compulsions may affect 

the chosen treatment modality. Similarly, trauma histories may necessitate 

trauma-informed care models that differ significantly from standard CBT-based 

approaches. Psychologists must therefore be equipped to conduct 

comprehensive, differen$al assessments and formulate personalized, mul$modal 

treatment plans in collabora$on with medical professionals, die$$ans, and family 

systems. 

Training, Cultural Competence, and Clinical Implica$ons 

APA’s Mul$cultural Guidelines (2019) urge psychologists to integrate intersec$onal 

awareness into all aspects of prac$ce. This includes acknowledging how systems 

of oppression (e.g., racism, sizeism, heteronorma$vity) shape ED experiences and 

treatment outcomes. Clinical training must move beyond general “cultural 

sensi$vity” to cul$vate deeper cultural humility, including the ability to work with 

interpreters, use culturally validated tools, and recognize the role of historical 

trauma in pa$ent narra$ves (Clauss-Ehlers et al., 2019). 

Psychologists must also ensure that their treatment environments reflect 

inclusivity. This may include visual cues (e.g., body-posi$ve imagery), inclusive 

intake forms, and staff training on inclusive language. As research con$nues to 

demonstrate, such changes significantly enhance engagement and outcomes for 

diverse popula$ons. 
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Sec$on 2: Diagnos$c Criteria and Symptomatology of 
Ea$ng Disorders (DSM-5-TR) 

Introduc$on 

The accurate diagnosis of ea$ng disorders (EDs) is both an art and a science. With 

evolving understandings of psychopathology, sociocultural pressures, and trauma-

informed care, clinicians must be equipped with not only precise diagnos$c tools 

but also a nuanced awareness of how symptoms may manifest differently across 

iden$$es, cultures, and body types. The DSM-5-TR, released by the American 

Psychiatric Associa$on in 2022, represents the most up-to-date taxonomy for 

categorizing ea$ng disorders. This sec$on offers an in-depth review of five major 

ea$ng disorder diagnoses—Anorexia Nervosa (AN), Bulimia Nervosa (BN), Binge-

Ea$ng Disorder (BED), Avoidant/Restric$ve Food Intake Disorder (ARFID), and 

Other Specified Feeding or Ea$ng Disorder (OSFED)—emphasizing 

symptomatology, cross-cultural presenta$on, and ethical challenges that arise in 

clinical diagnosis. 

Anorexia Nervosa (AN) 

Anorexia Nervosa is characterized by persistent restric$on of energy intake 

leading to significantly low body weight, an intense fear of gaining weight or 

becoming fat, and a disturbance in self-perceived weight or shape. The DSM-5-TR 

dis$nguishes between two subtypes: the restric$ng type, where weight loss is 

accomplished primarily through die$ng, fas$ng, or excessive exercise; and the 

binge-ea$ng/purging type, where the individual engages in recurrent episodes of 

binge ea$ng or purging behaviors (American Psychiatric Associa$on, 2022). 
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From a symptomatological perspec$ve, AN is associated with severe body image 

distor$on, denial of the seriousness of low body weight, ritualis$c ea$ng 

behaviors, and olen high levels of perfec$onism and control. However, not all 

individuals with AN appear underweight, a reality addressed in the diagnosis of 

Atypical Anorexia Nervosa, a subtype under OSFED. This has crucial implica$ons, 

especially as individuals in larger bodies are frequently underdiagnosed due to 

weight bias in medical and mental health seengs (Sharpe, 2024). 

Ethically, clinicians must navigate complex issues of informed consent, especially 

in adolescents or adults with severely compromised physical health who may 

resist treatment. Further, cultural beliefs around thinness, modesty, and body 

ideals can affect symptom disclosure. In some Asian and La$nx cultures, for 

instance, food refusal may be explained through spiritual or familial frameworks 

rather than weight control (Birgegård et al., 2023). 

Bulimia Nervosa (BN) 

Bulimia Nervosa is defined by recurrent episodes of binge ea$ng followed by 

inappropriate compensatory behaviors to prevent weight gain, such as vomi$ng, 

misuse of laxa$ves, diure$cs, fas$ng, or excessive exercise. These behaviors must 

occur, on average, at least once a week for three months. Individuals with BN 

typically maintain a body weight at or above normal levels, which olen delays 

diagnosis and interven$on (Fakhrou et al., 2024). 

The hallmark of BN lies in the cycle of bingeing and purging, olen linked to 

emo$onal dysregula$on, impulsivity, and shame. Binge episodes are described as 

ea$ng an objec$vely large amount of food in a discrete period, accompanied by a 

sense of loss of control. Following this, individuals may feel guilt, disgust, or 

anxiety, promp$ng compensatory ac$ons. 
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From a cultural perspec$ve, BN has been historically under-iden$fied in non-white 

popula$ons due to biases in diagnos$c training and a narrow understanding of 

what bingeing "looks like." Black and La$nx individuals, for example, may present 

with emo$onal ea$ng or compensatory fas$ng prac$ces that go unrecognized in 

clinical seengs unless providers use culturally validated instruments (Hay et al., 

2023). 

Ethically, assessment for BN requires sensi$vity around the use of screening tools 

that may pathologize cultural ea$ng norms or behaviors without adequate 

context. Addi$onally, clinicians must be alert to co-occurring substance use or self-

harm behaviors, which are more prevalent among individuals with BN than those 

with AN or BED. 

Binge-Ea$ng Disorder (BED) 

Recognized as a formal diagnosis only in DSM-5, BED involves recurrent episodes 

of binge ea$ng without the regular use of inappropriate compensatory behaviors. 

Binge ea$ng is associated with ea$ng more rapidly than normal, ea$ng un$l 

uncomfortably full, ea$ng large amounts of food when not physically hungry, 

ea$ng alone due to embarrassment, and experiencing distress, disgust, or 

depression alerward. 

BED is the most prevalent ea$ng disorder in the general popula$on and is highly 

comorbid with mood and anxiety disorders. It is also dispropor$onately diagnosed 

in individuals with higher body weights. While this recogni$on has increased 

visibility, it has also opened the door to weight-based s$gma in treatment seengs 

where the disorder is erroneously reduced to a “weight issue” rather than a 

complex mental health condi$on. 

Ethically, psychologists must avoid reinforcing societal an$-fat bias in their 

approach to BED. It is unethical to frame weight loss as the primary treatment 
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goal unless medically necessary and collabora$vely decided upon by the pa$ent. 

Culturally, the experience of BED may intersect with food scarcity, cultural food 

rituals, or shame surrounding appe$te in collec$vist communi$es, all of which 

require careful, nonjudgmental explora$on in therapy (Kenny, 2023). 

Avoidant/Restric$ve Food Intake Disorder (ARFID) 

ARFID is a rela$vely new diagnosis introduced in DSM-5 and refined in DSM-5-TR. 

It is characterized by a persistent failure to meet appropriate nutri$onal and 

energy needs, not due to body image concerns. This can lead to significant weight 

loss, nutri$onal deficiency, dependence on enteral feeding or supplements, and 

marked interference with psychosocial func$oning. 

ARFID is olen seen in children but can persist into or emerge during adulthood. 

Unlike AN or BN, the mo$va$on is typically not weight-related. Instead, it may 

stem from sensory sensi$vi$es, a fear of choking or vomi$ng, or general 

disinterest in food. Individuals with au$sm spectrum disorder, anxiety disorders, 

or sensory processing issues are at increased risk. 

Culturally, ARFID may be misunderstood or mistaken for culturally norma$ve picky 

ea$ng, especially in immigrant households where children reject unfamiliar or 

tradi$onal foods. Clinicians must differen$ate between cultural food prac$ces and 

pathological restric$on, which olen involves func$onal impairment and 

nutri$onal deficiency. Ethical challenges include ensuring that interven$ons 

respect family foodways while addressing life-threatening malnutri$on or social 

impairments (Bourne, 2025). 
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Other Specified Feeding or Ea$ng Disorder (OSFED) 

OSFED encompasses clinically significant ea$ng disturbances that do not meet the 

full criteria for AN, BN, BED, or ARFID but s$ll cause significant distress and 

impairment. Common presenta$ons include atypical anorexia nervosa, purging 

disorder, night ea$ng syndrome, and subthreshold forms of other disorders. 

The inclusion of OSFED highlights the DSM-5-TR’s aoempt to acknowledge the 

diverse and evolving nature of disordered ea$ng. However, OSFED has olen been 

misperceived as a “less serious” diagnosis, which can undermine access to 

treatment. Research now affirms that OSFED is associated with similar levels of 

psychological distress, suicidality, and func$onal impairment as threshold EDs 

(Birgegård et al., 2023). 

Ethically, psychologists must challenge the minimiza$on of OSFED presenta$ons, 

ensuring parity in care regardless of label. Clinicians should also apply culturally 

and developmentally adapted measures to assess for distress, as symptoms may 

not align neatly with Westernized criteria. For instance, in Muslim communi$es 

where fas$ng has religious importance, clinicians must dis$nguish between 

spiritually mo$vated ea$ng paoerns and pathological restric$on. 

Ethical, Cultural, and Diagnos$c Considera$ons 

Diagnos$c assessment for ea$ng disorders must occur within a framework that 

integrates cultural humility, trauma sensi$vity, and ethical rigor. APA’s 2017 

Mul$cultural Guidelines stress the need for psychologists to assess not just 

symptoms, but the context in which they arise. Misdiagnosis olen occurs when 

clinicians impose dominant cultural narra$ves about food, weight, or body image 

onto pa$ents whose reali$es differ. 
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It is unethical to rely on BMI alone as a marker for pathology, and clinicians must 

cri$cally evaluate tools like the EDE-Q and EAT-26, which may lack cross-cultural 

validity. Psychologists should also use inclusive language, offer interpreter 

services, and seek supervision when working with popula$ons outside their scope 

of familiarity. 

Conclusion 

Understanding the DSM-5-TR diagnos$c criteria and symptomatology for ea$ng 

disorders is a founda$onal competency for psychologists. Yet, accurate diagnosis is 

not merely a maoer of criteria matching. It requires clinical judgment informed by 

ethical awareness, cultural knowledge, and humility in the face of complexity. By 

staying grounded in the evidence and sensi$ve to diverse expressions of distress, 

psychologists can offer more accurate diagnoses, reduce harm, and ensure a more 

equitable path to recovery for all clients. 

Sec$on 3: Differen$a$ng Between Primary Ea$ng 
Disorders and Disordered Ea$ng Behaviors 

Introduc$on 

Dis$nguishing between clinically diagnosable ea$ng disorders and disordered 

ea$ng behaviors is essen$al for effec$ve treatment planning, early interven$on, 

and ethical psychological care. While ea$ng disorders such as anorexia nervosa 

(AN), bulimia nervosa (BN), and binge-ea$ng disorder (BED) are clearly defined in 

the DSM-5-TR, disordered ea$ng encompasses a broader array of problema$c 

behaviors that do not meet full diagnos$c criteria. These include chronic die$ng, 

fas$ng, body checking, and emo$onal ea$ng, which may s$ll result in significant 
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psychological distress or serve as precursors to full-blown disorders. This sec$on 

examines the con$nuum of ea$ng pathology through the lenses of 

psychopathology, culture, iden$ty, and ethics—clarifying the boundary between 

maladap$ve but subclinical behaviors and clinically impairing disorders. 

Understanding the Spectrum: From Disordered Ea$ng to Diagnosis 

Disordered ea$ng refers to a variety of irregular ea$ng behaviors that may not 

warrant a clinical diagnosis. These behaviors can include skipping meals, engaging 

in fad diets, yo-yo die$ng, rigid food rules, exercise compulsion, and emo$onally 

driven ea$ng paoerns. Although such behaviors may not meet DSM-5-TR criteria, 

they are olen accompanied by distress, func$onal impairment, and heightened 

risk of transi$oning into a clinical ea$ng disorder (Kazdin et al., 2017). 

In contrast, a primary ea$ng disorder is marked by sustained paoerns of behavior 

and thought consistent with DSM criteria, resul$ng in significant physical, 

psychological, or social impairment. Importantly, the presence of weight and 

shape concerns, emo$onal distress, and maladap$ve coping mechanisms are 

common across the spectrum—but disorders differ in the intensity, dura$on, 

rigidity, and impact of these paoerns. 

For example, a college student who skips meals during stressful exam weeks and 

feels occasional guilt may be exhibi$ng disordered ea$ng. However, a student 

who persistently restricts caloric intake, expresses fear of weight gain, and meets 

low BMI thresholds over months may meet the criteria for anorexia nervosa. 

Diagnos$c Criteria: What Makes a Disorder "Primary"? 

Primary ea$ng disorders—AN, BN, BED, ARFID, and OSFED—share common 

diagnos$c features outlined in the DSM-5-TR (APA, 2022). These include: 
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• Persistent disturbance in ea$ng or ea$ng-related behavior 

• Significant impairment in physical health or psychosocial func$oning 

• A paoern las$ng at least several weeks (depending on the specific 

diagnosis) 

• Distress associated with ea$ng, weight, or shape 

• Rigid, repe$$ve behavior with liole flexibility or adaptability 

Disordered ea$ng, on the other hand, lacks these rigid criteria. While distress and 

maladap$ve thoughts may be present, the behaviors are olen episodic, 

situa$onal, or context-driven—such as fas$ng before events or excessive ea$ng 

during holidays. S$ll, clinicians must remain vigilant, as such behaviors can 

escalate, par$cularly when influenced by psychological vulnerabili$es or 

environmental stressors. 

The Role of Culture and Iden$ty 

Cultural beliefs surrounding food, body ideals, and health behaviors significantly 

shape both disordered ea$ng and ea$ng disorders. In many collec$vist cultures, 

for example, food is a central part of iden$ty and family cohesion. A client’s 

refusal to eat tradi$onal foods may reflect underlying distress about iden$ty, 

assimila$on, or trauma rather than body image issues alone (Rodgers et al., 2018). 

Mislabeling these behaviors as ea$ng disorders can lead to over-pathologizing 

culturally norma$ve prac$ces. 

Conversely, failure to recognize disordered ea$ng in minori$zed popula$ons olen 

stems from stereotypes that ea$ng disorders only affect thin, white, affluent 

women. Studies have shown that Black women, La$nx individuals, and LGBTQIA+ 

youth olen experience delays in diagnosis due to provider bias and lack of 
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culturally validated assessment tools (Cheng et al., 2019). Therefore, cultural and 

individual context must be incorporated into both diagnosis and treatment 

planning. 

Preven$on and Early Interven$on 

Dis$nguishing between primary ea$ng disorders and disordered ea$ng allows for 

targeted preven$on efforts. Individuals exhibi$ng subclinical paoerns may benefit 

from interven$ons such as: 

• Psychoeduca$on about body image and media literacy 

• Mindful ea$ng prac$ces 

• Cogni$ve restructuring to challenge die$ng myths 

• Building emo$onal regula$on skills 

These early interven$ons, olen overlooked in primary care or educa$onal 

seengs, can prevent progression into more severe disorders and reduce long-

term treatment costs. 

Conclusion 

The differen$a$on between disordered ea$ng and primary ea$ng disorders is 

more than a diagnos$c task—it is a clinical, ethical, and cultural impera$ve. 

Psychologists must be equipped to recognize when disordered behaviors reflect 

broader mental health challenges, iden$ty conflicts, or sociocultural distress. 

Through culturally informed assessment, cri$cal ethical awareness, and evidence-

based screening, clinicians can make accurate diagnoses and provide responsive, 

individualized care. Doing so is not only essen$al for treatment efficacy—it is a 

commitment to equity, jus$ce, and professional integrity. 
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Sec$on 4: Risk Factors and E$ology of Ea$ng 
Disorders 

Introduc$on 

Understanding the e$ology and risk factors of ea$ng disorders is crucial for 

psychologists, not only to diagnose and treat these complex condi$ons but also to 

implement preven$on strategies and inform ethical, culturally sensi$ve care. 

Ea$ng disorders such as anorexia nervosa, bulimia nervosa, binge-ea$ng disorder, 

ARFID, and OSFED arise from a mul$factorial interplay of gene$c vulnerability, 

neurobiological regula$on, psychological traits, trauma exposure, and 

sociocultural influences. These risk factors interact uniquely in each individual, 

leading to varied symptom presenta$ons and treatment needs. This sec$on 

explores these diverse e$ological contributors and examines how comorbidi$es, 

iden$ty, and cultural context shape clinical understanding and interven$on. 

Gene$c and Biological Contribu$ons 

Gene$c heritability plays a significant role in the development of ea$ng disorders. 

Twin and family studies es$mate that the heritability of anorexia nervosa may be 

as high as 50–60%, with similar though slightly lower es$mates for bulimia 

nervosa and binge-ea$ng disorder. Genome-wide associa$on studies (GWAS) have 

iden$fied poten$al gene$c loci associated with metabolic regula$on, anxiety 

traits, and reward processing—sugges$ng that the biological underpinnings of 

ea$ng disorders are not purely psychiatric but also involve soma$c processes, 

par$cularly in anorexia (Watson et al., 2019). 

Neurobiological research highlights disrup$ons in the reward circuitry of the brain, 

especially the dopaminergic pathways involved in pleasure and mo$va$on. For 
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example, individuals with AN olen experience reduced reward sensi$vity to food 

s$muli, whereas those with BED and BN may show heightened reward responses 

during binge episodes. Addi$onally, neuroimaging studies point to abnormali$es 

in the insula, anterior cingulate cortex, and hypothalamus—regions responsible 

for interocep$on, sa$ety, and emo$on regula$on. These insights support a model 

of dysregulated appe$te and emo$on processing as central to ED 

pathophysiology. 

Trauma and Psychological Vulnerability 

Trauma is a well-established risk factor, par$cularly in cases involving emo$onal, 

sexual, or physical abuse. Research shows a strong associa$on between childhood 

trauma and the development of EDs, especially bulimia nervosa and binge-ea$ng 

disorder. Trauma can influence the onset of ea$ng disorders through mechanisms 

like dissocia$on, body dissa$sfac$on, and emo$on numbing. Individuals who have 

experienced early trauma may use food-related behaviors as coping strategies to 

manage overwhelming emo$ons or regain control over their environment 

(Brewerton, 2016). 

Psychological vulnerabili$es olen co-occur with trauma and include 

perfec$onism, obsessive-compulsive traits, neuro$cism, low self-esteem, and 

emo$onal dysregula$on. Perfec$onism—especially socially prescribed 

perfec$onism—has been closely linked with anorexia nervosa and bulimia. 

Individuals with rigid cogni$ve styles may use dietary restric$on or purging as a 

way to aoain a perceived ideal or exert control. Emo$onal dysregula$on, on the 

other hand, is commonly seen in binge-ea$ng disorder and bulimia, where food 

becomes a means of soothing or avoiding intense affec$ve states. 
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Comorbid Mental Health Condi$ons 

Ea$ng disorders rarely occur in isola$on. High rates of comorbidity are observed 

with major depressive disorder, generalized anxiety disorder, obsessive-

compulsive disorder (OCD), post-trauma$c stress disorder (PTSD), and various 

personality disorders—especially borderline and avoidant types. 

• PTSD: Trauma$zed individuals may experience body-focused flashbacks, 

dissocia$on, or shame that drives disordered ea$ng paoerns, par$cularly in 

bulimia and BED. 

• OCD: Many individuals with AN or BN show rigid rou$nes, compulsive 

exercise, and obsessive food rituals resembling OCD symptomatology. 

• Depression: Feelings of worthlessness, anhedonia, and low energy can 

reinforce food restric$on or binge episodes. 

• Personality disorders: Features such as impulsivity (in BPD) or excessive 

control (in OCPD) may influence the type and trajectory of an ea$ng 

disorder. 

Ethically, psychologists must differen$ate between ED symptoms and comorbid 

traits to guide appropriate treatment. Failure to address underlying PTSD or mood 

symptoms may result in ineffec$ve or even harmful interven$ons. Differen$al 

diagnosis is crucial, as the presence of comorbidi$es olen necessitates integrated 

or modified treatment protocols. 

Conclusion 

The e$ology of ea$ng disorders is mul$faceted, involving an interplay of biological 

vulnerability, psychological predisposi$on, trauma history, and sociocultural 

context. These disorders cannot be fully understood—or ethically treated—
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without accoun$ng for the complexity and individuality of each person’s 

experience. As psychologists, we are charged with the responsibility not only to 

understand these risk factors but to apply that understanding with cultural 

humility, ethical integrity, and evidence-based care. 

Sec$on 5: Psychological Factors and Comorbid 
Mental Health Condi$ons in Ea$ng Disorders 

Introduc$on 

Ea$ng disorders (EDs) are not simply about food—they are psychological illnesses 

deeply rooted in issues of iden$ty, control, emo$on regula$on, trauma, and 

cogni$on. Behind the observable symptoms of food restric$on, bingeing, or 

purging lie intricate mental health mechanisms and emo$onal struggles. 

Understanding the psychological underpinnings of ea$ng disorders—such as 

perfec$onism, need for control, and emo$onal dysregula$on—is crucial for 

effec$ve assessment and treatment. Equally important is recognizing the high 

prevalence of comorbid mental health condi$ons, including anxiety disorders, 

depression, PTSD, OCD, and personality disorders. These co-occurring condi$ons 

olen influence the onset, maintenance, and treatment of ea$ng disorders and 

demand an integra$ve, person-centered approach grounded in ethical and 

culturally responsive care. 

Perfec$onism and Control: Cogni$ve and Personality Founda$ons 

Among the most frequently observed personality traits in individuals with ea$ng 

disorders is perfec$onism. Par$cularly in those with anorexia nervosa and bulimia 

nervosa, perfec$onism manifests as an inflexible drive to meet excessively high 
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standards—olen in appearance, academics, or athle$cs. Research differen$ates 

between self-oriented perfec$onism (internally imposed demands) and socially 

prescribed perfec$onism (perceived expecta$ons from others), both of which are 

risk factors for disordered ea$ng. These perfec$onis$c tendencies are not merely 

cogni$ve distor$ons but are embedded in the individual's iden$ty, contribu$ng to 

a sense of worth derived from performance or compliance with idealized 

standards (Bardone-Cone et al., 2018). 

Closely related to perfec$onism is the need for control. For many individuals with 

ea$ng disorders, controlling food intake and body size becomes a coping 

mechanism in response to environments where they feel helpless, invalidated, or 

chao$c. Restric$on, bingeing, or purging may serve as symbolic means of 

regaining mastery over an otherwise uncontrollable world. This is par$cularly 

evident in adolescents experiencing transi$ons, familial instability, or trauma—

contexts where control over the body may provide an illusion of agency. 

Emo$onal Dysregula$on and Coping Deficits 

Emo$onal dysregula$on is another core psychological component of ea$ng 

disorders. Many individuals with EDs have difficulty iden$fying, expressing, or 

tolera$ng emo$onal states. This alexithymia—the inability to recognize and 

verbalize emo$onal experiences—olen leads to externalizing emo$onal pain 

through food behaviors. For instance, binge-ea$ng may serve to numb 

overwhelming sadness or anxiety, while food restric$on may become a way to 

"shut down" feelings en$rely. 

Dialec$cal Behavior Therapy (DBT) research supports the view that ED behaviors 

serve emo$on-regula$on func$ons, especially in individuals with co-occurring 

borderline personality disorder or trauma histories (Safer et al., 2009). Emo$on 

regula$on skills deficits have been shown to predict ED severity and persistence, 
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sugges$ng that interven$ons must focus not only on food-related behavior but on 

helping clients build tolerance for emo$onal distress. 

Comorbidity with Anxiety and Depressive Disorders 

Comorbid anxiety disorders are extremely common in ED popula$ons. 

Generalized anxiety disorder (GAD), panic disorder, and social anxiety disorder 

frequently precede or co-occur with ea$ng disorders, contribu$ng to a cycle of 

avoidance, rigidity, and maladap$ve behaviors. For example, a person with social 

anxiety may restrict food intake to conform to beauty standards, avoid public 

ea$ng, or suppress anxiety through compulsive exercise. 

Depression is another widespread comorbidity. Up to 70% of individuals with EDs 

meet criteria for major depressive disorder at some point during their illness. 

Symptoms of low self-worth, anhedonia, hopelessness, and suicidal idea$on can 

exacerbate disordered ea$ng and vice versa. Depression may follow the 

development of an ED due to social withdrawal, malnutri$on, or shame—or it 

may precede the ED as part of a larger mood dysregula$on paoern. 

When both ED and mood symptoms are present, ethical care requires accurate 

assessment and priori$za$on. For example, severe malnutri$on in anorexia can 

produce depressive-like symptoms (e.g., low mood, cogni$ve slowing), which may 

resolve with nutri$onal rehabilita$on alone. Thus, psychologists must consider 

physiological and psychological interac$ons when diagnosing comorbidity. 

Obsessive-Compulsive Disorder and Compulsivity 

Obsessive-compulsive disorder (OCD) shares substan$al overlap with anorexia and 

bulimia, especially in the form of rigid thinking, compulsive rituals, and fear-based 

avoidance. In anorexia, obsessions may revolve around weight gain, "unclean" 

25



foods, or the "correct" $ming of meals. Compulsions olen include calorie 

coun$ng, exercise, or food rituals that must be performed precisely or repeatedly. 

These behaviors provide temporary relief from anxiety, reinforcing the OCD-ED 

cycle. 

Neuroimaging research suggests that both EDs and OCD involve dysfunc$on in 

cor$co-striatal circuits—areas of the brain responsible for habit forma$on, 

decision-making, and impulse control. This neurological overlap par$ally explains 

why SSRIs and cogni$ve-behavioral strategies used in OCD may also benefit ED 

pa$ents. 

Clinically, it's vital to differen$ate between ED behaviors and comorbid OCD 

symptoms. While both involve rigidity, the mo$va$onal drivers differ: OCD-related 

rituals may be about contamina$on or morality, while ED behaviors olen focus on 

control, appearance, or weight-related fears. Misdiagnosis can lead to subop$mal 

treatment. 

Post-Trauma$c Stress Disorder (PTSD) and Trauma-Related 
Pathology 

A large subset of individuals with ea$ng disorders have a history of trauma, and 

many meet criteria for post-trauma$c stress disorder (PTSD). Trauma$c 

experiences—especially those involving sexual abuse, emo$onal neglect, or 

violence—are strongly associated with the development of bulimia nervosa and 

binge-ea$ng disorder. In these cases, disordered ea$ng becomes a coping strategy 

to manage dysphoria, numbness, or intrusive trauma-related symptoms. 

PTSD can also complicate treatment. For example, body image work in ED therapy 

may trigger flashbacks in clients with a history of body-based trauma. Likewise, 

food restric$on or purging may serve as reenactments of self-harm or methods of 

dissocia$on. Thus, trauma-informed care is essen$al. This includes collabora$on 
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with trauma specialists, adapta$on of exposure work, and the use of grounding 

techniques in therapy. 

Ethically, trauma histories must be approached with care, consent, and 

aounement. Psychologists must never pressure clients to disclose trauma 

prematurely and must integrate trauma recovery work only when the client is 

emo$onally stable enough to engage. 

Personality Disorders and Trait Vulnerabili$es 

Certain personality disorders—and associated traits—commonly co-occur with 

EDs, especially in complex or treatment-resistant cases. Borderline personality 

disorder (BPD) is olen seen in clients with bulimia or binge-ea$ng disorder. 

Impulsivity, affec$ve instability, iden$ty diffusion, and interpersonal chaos in BPD 

mirror the emo$onal vola$lity and behavioral dysregula$on seen in EDs. 

Obsessive-compulsive personality disorder (OCPD) traits are frequently observed 

in restric$ve-type anorexia. These individuals may present as rigid, perfec$onis$c, 

highly moralis$c, and preoccupied with rules. Unlike OCD, OCPD traits are ego-

syntonic—meaning the client sees them as integral to their iden$ty and olen 

resists change. 

Clinically, recognizing personality vulnerabili$es is essen$al for long-term planning 

and predic$ng treatment response. DBT and schema therapy have shown efficacy 

for ED clients with BPD traits, while mo$va$onal interviewing may help those with 

OCPD traits move toward cogni$ve flexibility and recovery. 

Conclusion 

Ea$ng disorders are mul$faceted psychological condi$ons fueled by 

perfec$onism, emo$onal avoidance, and underlying psychiatric vulnerabili$es. 
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The presence of comorbid mental health disorders further complicates their 

presenta$on and treatment. A comprehensive understanding of these 

psychological and diagnos$c dimensions is cri$cal to accurate assessment, 

effec$ve interven$on, and ethical care. Psychologists must remain grounded in 

the latest evidence, culturally competent prac$ces, and person-centered values to 

ensure las$ng recovery for clients naviga$ng these challenging condi$ons. 

Sec$on 6: The Intersec$on of Ea$ng Disorders 

Introduc$on 

Comorbidity is the rule rather than the excep$on in ea$ng disorders. Most 

individuals presen$ng with an ea$ng disorder (ED) will also meet diagnos$c 

criteria for one or more addi$onal psychiatric condi$ons, including anxiety 

disorders, major depressive disorder, obsessive-compulsive disorder (OCD), post-

trauma$c stress disorder (PTSD), and various personality disorders. These 

comorbidi$es shape the onset, maintenance, and severity of ED symptoms and 

are olen predic$ve of treatment outcomes. This sec$on provides a 

comprehensive understanding of these intersec$ons, emphasizing ethical 

considera$ons, trauma-informed prac$ce, and culturally competent care. 

Comorbidity with Anxiety Disorders 

Anxiety disorders—especially generalized anxiety disorder (GAD), social anxiety 

disorder, and panic disorder—are common precursors to and co-occurring 

diagnoses in individuals with EDs. Research indicates that anxiety disorders olen 

emerge during childhood or early adolescence and may increase vulnerability to 

ea$ng pathology through mechanisms such as heightened threat sensi$vity, 

intolerance of uncertainty, and perfec$onis$c coping (Kaye et al., 2020). For 
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instance, individuals with GAD may fixate on controlling food intake as a way to 

manage pervasive anxiety, while those with social anxiety may develop intense 

fear of ea$ng in public or being judged for their appearance. 

From a treatment perspec$ve, this intersec$on calls for integrated approaches 

that address both ea$ng behaviors and underlying anxiety processes. Cogni$ve-

behavioral therapy (CBT) techniques for anxiety—such as exposure and response 

preven$on—can be adapted to challenge food-related fears and body image 

distress. 

Major Depressive Disorder (MDD) and Ea$ng Disorders 

Depression is perhaps the most frequently observed comorbidity in EDs. Studies 

suggest that up to 70% of individuals with anorexia nervosa or bulimia nervosa 

experience a depressive episode during the course of their illness. Symptoms of 

anhedonia, low self-worth, guilt, and suicidal idea$on are par$cularly prevalent in 

individuals with restric$ve-type EDs (S$ce et al., 2013). In some cases, depressive 

symptoms predate the ED and contribute to its onset. In others, malnutri$on or 

the psychosocial consequences of the ED (e.g., isola$on, shame) can result in 

secondary depression. 

Clinically, it's crucial to differen$ate between primary depression and depression 

caused by starva$on. A full assessment of affec$ve symptoms, appe$te, sleep, 

and cogni$ve func$on—especially aler nutri$onal stabiliza$on—can clarify 

diagnosis and treatment targets. Ethically, clinicians must monitor suicide risk 

con$nuously, especially in individuals with severe restric$on or chronic binge–

purge cycles, as these popula$ons have elevated rates of suicidal behavior 

(Levinson et al., 2020). 
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Obsessive-Compulsive Disorder (OCD) 

EDs and OCD share significant cogni$ve and behavioral overlap, including 

obsessional thinking, rigid rules, and compulsive behaviors. Individuals with 

anorexia nervosa olen display OCD-like symptoms related to meal planning, 

weighing, and cleanliness. In bulimia and BED, obsessions about guilt or 

“undoing” food consump$on can drive purging or fas$ng behaviors. 

Neurobiologically, shared abnormali$es in the cor$co-striatal-thalamo-cor$cal 

circuits have been implicated in both OCD and EDs, sugges$ng common pathways 

of cogni$ve rigidity and behavioral reinforcement. 

Therapeu$c strategies effec$ve for OCD—such as exposure and response 

preven$on (ERP)—can be adapted to help clients confront feared foods, reduce 

ritualis$c behaviors, and tolerate body image anxiety. The ethical impera$ve in 

these cases is to avoid over-pathologizing culturally informed rituals (e.g., religious 

fas$ng) and to clarify the mo$va$onal drivers of behavior during assessment. 

PTSD and Trauma 

A growing body of evidence points to trauma, par$cularly complex trauma, as a 

significant contributor to the development and chronicity of ea$ng disorders. 

PTSD is most commonly linked to binge-ea$ng disorder and bulimia nervosa, 

though it also appears in restric$ve EDs. Trauma$c experiences—such as sexual 

abuse, emo$onal neglect, and bullying—can contribute to dissocia$on from the 

body, nega$ve self-image, and maladap$ve coping strategies involving food and 

body control (Brewerton, 2016). 

Many clients use bingeing or purging to regulate trauma-driven affect, escape 

intrusive thoughts, or punish themselves. Trauma-informed care, including phase-

based treatment models, is essen$al. Therapists must be trained in grounding, 

pacing, and $trated exposure techniques. Ethical prac$ce requires that trauma 
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work be consented to, paced, and contextualized within a safe therapeu$c 

rela$onship. 

Personality Disorders 

The rela$onship between ea$ng disorders and personality disorders (PDs)—

par$cularly borderline personality disorder (BPD), obsessive-compulsive 

personality disorder (OCPD), and avoidant PD—is well-documented. One study 

found that individuals with BPD were four $mes more likely to have mul$ple Axis I 

disorders, including ea$ng disorders (Zanarini et al., 2018). Clients with BPD olen 

present with impulsivity, affec$ve instability, and iden$ty confusion, all of which 

can intensify ED symptoms. 

In contrast, clients with OCPD may display rigidity, perfec$onism, and need for 

control, leading to more restric$ve EDs. Recognizing these paoerns is crucial for 

treatment planning, as certain evidence-based interven$ons—like Dialec$cal 

Behavior Therapy (DBT) for BPD and mo$va$onal interviewing for OCPD traits—

are more effec$ve than generic ED treatments alone. 

Conclusion 

The intersec$on of ea$ng disorders with other psychiatric condi$ons is complex 

and mul$factorial. Understanding these rela$onships is essen$al for accurate 

diagnosis, effec$ve treatment, and ethical, individualized care. Clinicians must 

embrace a trauma-informed, culturally humble approach that accounts for 

iden$ty, history, and context while drawing on evidence-based modali$es tailored 

to comorbid presenta$ons. 
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Sec$on 7: Considera$ons for Differen$al Diagnosis 
and Treatment Planning; Evidence-Based 
Psychological Interven$ons 

Introduc$on 

Differen$al diagnosis and individualized treatment planning form the cornerstone 

of effec$ve ea$ng disorder (ED) interven$on. Due to overlapping symptomatology 

and frequent comorbidi$es, clinicians face the challenge of dis$nguishing 

between primary ea$ng disorders and related condi$ons, such as mood disorders, 

OCD, trauma responses, and personality pathology. This sec$on addresses 

differen$al diagnos$c strategies and outlines evidence-based psychological 

interven$ons, including CBT-E, DBT, FBT, and ACT, highligh$ng ethical and 

culturally informed applica$ons. 

Differen$al Diagnosis: Clinical and Ethical Frameworks 

Differen$al diagnosis involves evalua$ng overlapping symptoms and determining 

the primary disorder driving the client's distress and impairment. For example, 

food restric$on may be present in both anorexia nervosa and obsessive-

compulsive disorder, but the mo$va$on differs: AN involves weight and shape 

concerns, whereas OCD may reflect contamina$on fears. Similarly, bingeing can 

occur in BED, BN, and BPD, but only in BED is it the central diagnos$c feature. 

Clinicians must also account for cultural, developmental, and medical factors that 

influence symptom presenta$on. An adolescent from a collec$vist culture may 

avoid ea$ng as a form of protest or autonomy asser$on—not necessarily due to 

fear of weight gain. Similarly, disordered ea$ng in neurodivergent clients may 

arise from sensory sensi$vi$es rather than body image concerns. 
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From an ethical standpoint, misdiagnosis can lead to inappropriate treatment and 

harm. APA guidelines emphasize competency, cultural responsiveness, and 

nonmaleficence. Comprehensive assessment—including medical evalua$on, 

structured interviews, and collateral input—is essen$al to minimize diagnos$c 

error. 

Evidence-Based Psychological Interven$ons 

Cogni&ve Behavioral Therapy for Ea&ng Disorders (CBT-E) 

CBT-E is the most empirically supported individual therapy for adults with 

anorexia, bulimia, and BED. It addresses dysfunc$onal beliefs about food, weight, 

and self-worth through behavioral experiments, cogni$ve restructuring, and 

exposure. CBT-E is transdiagnos$c and adaptable to varying symptom 

presenta$ons (Fairburn et al., 2008). 

Ethically, it’s cri$cal to avoid reinforcing fat-phobic or perfec$onis$c ideals in CBT 

work. Clinicians should avoid overemphasis on weight as a marker of “success” 

and must tailor interven$ons to clients’ cultural values and personal goals. 

Dialec&cal Behavior Therapy (DBT) 

Originally developed for BPD, DBT is par$cularly effec$ve for ED clients with 

emo$on regula$on difficul$es, impulsivity, and self-harm. DBT modules in distress 

tolerance, emo$on regula$on, and interpersonal effec$veness help reduce 

bingeing, purging, and self-injury. 

DBT’s nonjudgmental stance aligns with ethical prac$ce by valida$ng clients’ 

distress without condoning maladap$ve behaviors. It is especially helpful for 

LGBTQ+ clients or those with trauma histories who may have experienced 

invalida$on. 
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Family-Based Therapy (FBT) 

FBT is the first-line treatment for adolescents with anorexia and is increasingly 

used for other EDs. FBT externalizes the illness, empowering parents to take an 

ac$ve role in refeeding and symptom interrup$on. 

Culturally, this can be adapted to involve extended family members or culturally 

significant caregivers. Ethical prac$ce involves informed consent from both 

parents and adolescents, age-appropriate psychoeduca$on, and non-blaming 

frameworks. 

Acceptance and Commitment Therapy (ACT) 

ACT targets experien$al avoidance and cogni$ve fusion by helping clients commit 

to values-driven behavior rather than symptom control. It is useful in chronic or 

treatment-resistant EDs and for clients who resonate less with tradi$onal CBT 

models. 

ACT’s emphasis on values, acceptance, and mindfulness aligns well with culturally 

diverse clients who may view distress through a spiritual or collec$vist lens. 

Integra$ng Assessment and Interven$on 

Effec$ve treatment planning requires valid, culturally adapted tools such as: 

• Ea$ng Disorder Examina$on Ques$onnaire (EDE-Q) 

• Ea$ng Aetudes Test (EAT-26) 

• SCOFF ques$onnaire 

Mul$disciplinary collabora$on is also essen$al. Psychologists must work with 

medical doctors, die$$ans, and psychiatrists to address the biopsychosocial needs 
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of clients. Shared decision-making, respect for autonomy, and documenta$on of 

clinical ra$onale are ethical impera$ves. 

Conclusion 

Differen$al diagnosis and evidence-based interven$on are cornerstones of ethical, 

effec$ve care in the treatment of ea$ng disorders. By understanding overlapping 

condi$ons, applying nuanced assessment strategies, and integra$ng mul$ple 

evidence-based modali$es, psychologists can design tailored treatment plans that 

respect the whole person—mind, body, culture, and context. 

Sec$on 8: Applica$on of Cogni$ve Behavioral 
Therapy for Ea$ng Disorders (CBT-E) in Individual and 
Group Therapy 

Introduc$on 

Cogni$ve Behavioral Therapy–Enhanced (CBT-E) is widely regarded as one of the 

most effec$ve psychological treatments for ea$ng disorders. Developed by Dr. 

Christopher Fairburn and colleagues, CBT-E represents a transdiagnos$c model 

designed to treat a wide spectrum of ea$ng disorders including anorexia nervosa, 

bulimia nervosa, binge-ea$ng disorder, and other specified feeding or ea$ng 

disorders (OSFED). Unlike earlier models of CBT that targeted bulimia nervosa 

exclusively, CBT-E adapts the principles of cogni$ve and behavioral theory to 

address the shared psychological mechanisms underlying various ea$ng disorders. 

The core premise is that the overvalua$on of weight, shape, and ea$ng control 

drives and maintains disordered behaviors across diagnos$c categories. CBT-E has 

a strong empirical founda$on and is endorsed by both the Na$onal Ins$tute for 
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Health and Care Excellence (NICE) and the American Psychological Associa$on as a 

first-line treatment for ea$ng disorders in adults and an emerging op$on for 

adolescents. 

Theore$cal Founda$ons of CBT-E 

CBT-E is designed as a modular and individualized treatment approach that flexibly 

responds to the client's unique maintaining mechanisms and clinical context. The 

therapy typically follows a four-stage model delivered over 20 to 40 sessions, 

depending on the severity and chronicity of the disorder. The treatment begins 

with an intensive focus on engagement and psychoeduca$on, establishing a 

strong therapeu$c alliance and demys$fying the mechanisms that sustain ea$ng 

pathology. Clients are introduced to structured ea$ng paoerns and begin 

monitoring their behaviors and thoughts in real $me. This stage olen includes 

collabora$ve weighing, regular meal scheduling, and the use of food and thought 

diaries. Monitoring not only serves as an interven$on tool but also facilitates 

cogni$ve insight into the paoerns linking mood, environment, and ea$ng 

behavior. 

As treatment progresses, CBT-E targets specific cogni$ve distor$ons and 

maladap$ve behaviors. One of the most salient features of the model is its focus 

on dismantling dietary restraint and the internal rules that govern food intake. 

Clients are supported in challenging rigid beliefs such as "I must not eat aler 6 

PM" or "ea$ng bread will make me gain weight." These beliefs are deconstructed 

through cogni$ve restructuring and real-life behavioral experiments. Another key 

component involves addressing body image dissa$sfac$on through techniques 

such as mirror exposure, cogni$ve defusion, and the modifica$on of body-

checking behaviors. In clients who present with broader maintaining mechanisms, 
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including perfec$onism, low self-esteem, or interpersonal difficul$es, the 

therapist can incorporate op$onal modules tailored to these issues. 

Individual Therapy Applica$on 

In individual therapy, CBT-E is highly structured and therapist-led, emphasizing 

clarity, accountability, and specificity. Sessions are typically scheduled weekly and 

follow a collabora$ve agenda. Therapists act as both educators and change 

agents, helping clients understand the func$onal purpose of their symptoms while 

also suppor$ng behavioral risk-taking. Therapy concludes with a relapse 

preven$on phase that includes iden$fica$on of early warning signs, coping plans 

for high-risk situa$ons, and the consolida$on of skills that promote long-term 

recovery. Therapists guide clients through future-based scenarios to help them 

maintain gains post-treatment, reinforcing their autonomy and capacity for self-

management. 

Group Therapy Adapta$on 

Group-based CBT-E has emerged as a valuable adapta$on, par$cularly in par$al 

hospitaliza$on programs (PHPs), intensive outpa$ent programs (IOPs), and 

university counseling centers. Group CBT-E offers several benefits including social 

modeling, peer accountability, and normaliza$on of shared experiences. In group 

seengs, core CBT-E principles are retained, but interven$ons are modified to 

promote group engagement and cohesion. Group leaders facilitate discussion 

around topics such as emo$on regula$on, diet mentality, values clarifica$on, and 

self-cri$cism. Group-based behavioral experiments may include shared meals, fear 

food exposures, or body image workshops. Group therapy also allows for role-

play, skill rehearsal, and reflec$on that enrich cogni$ve restructuring work. 
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While group CBT-E holds promise, its implementa$on must be handled with 

clinical sensi$vity and ethical rigor. Not all individuals are appropriate for group 

therapy—clients with severe trauma histories, social phobia, or significant 

interpersonal difficul$es may experience distress in group seengs or become 

triggered by others' disclosures. Clinicians must conduct thorough pre-group 

screening and provide clear psychoeduca$on about group rules, confiden$ality, 

and mutual respect. It is also vital to monitor for intra-group comparison, 

symptom contagion, or compe$$ve dynamics, especially around weight loss or 

meal compliance. Therapists must model neutrality, redirect unhelpful 

conversa$ons, and ensure the safety and therapeu$c benefit of all par$cipants. 

Cultural and Individual Diversity Considera$ons 

Cultural responsiveness is a cri$cal aspect of CBT-E implementa$on. Ea$ng 

disorders manifest differently across sociocultural contexts, and standardized 

protocols must be adapted to account for these varia$ons. For instance, the 

overvalua$on of thinness may not be the central issue for clients from cultures 

that associate food with family obliga$on, religious prac$ce, or economic survival. 

Therapists must avoid imposing Western body ideals or diagnos$c assump$ons 

and instead explore what the ea$ng behavior symbolizes within the client’s 

specific sociocultural framework. Language modifica$ons, incorpora$on of 

cultural values, and the inclusion of culturally relevant metaphors enhance 

engagement and reduce resistance. Clinicians should also challenge their own 

implicit biases, par$cularly when working with clients in larger bodies, clients of 

color, or gender-diverse popula$ons, who are olen misdiagnosed or dismissed in 

ea$ng disorder care due to prevailing stereotypes. 
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Ethical Considera$ons 

Ethical prac$ce within CBT-E demands a commitment to informed consent, client 

autonomy, and beneficence. Therapists must explain the ra$onale for treatment 

strategies such as regular weighing or food exposure in ways that are transparent 

and collabora$ve. They should obtain explicit consent before engaging in body 

image work, mirror exposure, or other poten$ally distressing exercises. 

Addi$onally, therapists must remain alert to the risks of iatrogenic harm—for 

example, using rigid meal plans without regard for cultural or medical dietary 

needs. Ethical dilemmas may also arise when working with adolescents, especially 

in cases where parents request weight goals or control over treatment processes. 

Naviga$ng these challenges requires a balance of clinical judgment, cultural 

humility, and ethical clarity. 

Conclusion 

In conclusion, CBT-E stands as a founda$onal interven$on in modern ea$ng 

disorder treatment. Its structured yet adaptable framework allows for the 

treatment of diverse clinical presenta$ons, while its emphasis on collabora$ve 

engagement, behavioral experimenta$on, and cogni$ve transforma$on aligns 

with best prac$ces in psychological care. When applied thoughpully in both 

individual and group seengs—and when enriched with ethical sensi$vity and 

cultural responsiveness—CBT-E not only reduces symptoms but also fosters 

sustainable recovery, resilience, and psychological growth. It equips clients with 

the tools to reclaim their autonomy from the ea$ng disorder and rebuild a life 

anchored in values, nourishment, and wholeness. 
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Sec$on 9: Dialec$cal Behavior Therapy (DBT) for 
Emo$on Regula$on and Impulse Control in 
Adolescent Ea$ng Disorder Pa$ents 

Introduc$on 

Dialec$cal Behavior Therapy (DBT), developed by Dr. Marsha Linehan in the 1990s, 

was originally designed to treat chronically suicidal individuals diagnosed with 

borderline personality disorder. However, over the past two decades, DBT has 

evolved into a robust and widely validated treatment for a range of disorders 

characterized by emo$onal dysregula$on, impulsivity, and interpersonal 

instability. Among its most impacpul adapta$ons has been its applica$on in the 

treatment of adolescents with ea$ng disorders—par$cularly bulimia nervosa, 

binge-ea$ng disorder, and the binge–purge subtype of anorexia nervosa. DBT is 

now regarded as a vital tool in trea$ng adolescent clients who exhibit high levels 

of affec$ve instability, impulsive ea$ng behaviors, and co-occurring self-harm or 

suicidality. This sec$on provides an in-depth explora$on of DBT’s principles, 

therapeu$c framework, adolescent-specific applica$ons, clinical implementa$on, 

ethical issues, and cultural considera$ons. 

Theore$cal Framework and Core Concepts 

At the heart of DBT lies the biosocial theory, which posits that emo$onal 

dysregula$on results from the interac$on between biologically based vulnerability 

and an invalida$ng social environment. Adolescents with EDs who fit the DBT 

profile olen exhibit a heightened sensi$vity to emo$onal s$muli, delayed return 

to emo$onal baseline, and difficul$es in iden$fying and expressing emo$ons. This 

internal chaos olen leads to impulsive behaviors such as binge-ea$ng, purging, 
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food restric$on, and self-injury as aoempts to regulate distress or achieve a sense 

of control. 

DBT conceptualizes ea$ng disorder symptoms in this popula$on not as irra$onal 

or merely maladap$ve, but as learned responses to emo$onal pain. For example, 

binge ea$ng might momentarily alleviate emo$onal numbness, while purging may 

offer temporary relief from anxiety. DBT helps adolescents replace these 

behaviors with healthier emo$on regula$on strategies, developing the skills 

necessary to navigate the challenges of adolescence without resor$ng to harmful 

coping mechanisms. 

Clinical Implementa$on of DBT in Adolescent ED Treatment 

DBT for adolescents (DBT-A) typically includes four components: individual 

therapy, group skills training (usually with family), phone coaching for in-the-

moment support, and consulta$on teams for therapists. The standard treatment 

protocol is 16 to 24 weeks, with the flexibility to extend based on clinical need. 

The skills taught in DBT are organized into four modules: mindfulness, distress 

tolerance, emo$on regula$on, and interpersonal effec$veness. In adolescent DBT, 

a filh module— “walking the middle path”—is olen added to help caregivers and 

adolescents resolve common family conflicts and increase dialec$cal thinking. 

Individual therapy focuses on behavioral chain analyses, a powerful technique 

that iden$fies the triggers, vulnerabili$es, thoughts, emo$ons, and consequences 

associated with an ED behavior (e.g., a binge-purge episode). Therapists use this 

analysis to iden$fy skill deficits and implement correc$ve strategies. For example, 

if an adolescent reports binge-ea$ng aler an argument with a parent, the 

therapist may help the client understand that the behavior was a response to 

emo$onal invalida$on and introduce skills such as checking the facts or prac$cing 

opposite ac$on to address the distress in future situa$ons. 
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Group skills training, olen conducted with family members present, serves to 

teach DBT skills in a didac$c and experien$al manner. Adolescents learn to 

tolerate discomfort (e.g., urges to restrict or purge) through distress tolerance 

skills like “TIPP” (temperature, intense exercise, paced breathing, and progressive 

muscle relaxa$on), while parents learn valida$on techniques and how to reinforce 

skill use at home. Family par$cipa$on is essen$al in DBT-A as parents are taught 

to model dialec$cal thinking, avoid invalida$on, and support the adolescent in 

using DBT skills during moments of emo$onal escala$on. 

Phone coaching allows adolescents to reach out to therapists between sessions 

for real-$me support in applying DBT skills. This feature is par$cularly important 

for managing urges to engage in ED behaviors or self-injury. For example, an 

adolescent may call their therapist when feeling an urge to purge aler a high-

calorie meal, and the therapist can coach them through distress tolerance or self-

soothing techniques. 

Adolescent-Specific Considera$ons 

The adolescent developmental period introduces unique clinical complexi$es that 

DBT addresses head-on. Adolescents are naviga$ng iden$ty forma$on, increasing 

autonomy, social pressures, and emo$onal intensity—all of which can exacerbate 

ED symptoms. DBT’s structured, skills-based format aligns well with the 

developmental task of self-regula$on. In prac$ce, DBT fosters emo$onal literacy, 

impulse control, and rela$onal competence, while also aoending to the family 

system in which the adolescent is embedded. 

One notable challenge in this age group is the coexistence of mul$ple risk 

behaviors such as cueng, substance use, or sexual risk-taking. DBT’s treatment 

hierarchy priori$zes life-threatening behaviors first (e.g., suicidality, severe 

restric$on), followed by therapy-interfering behaviors, and then quality-of-life-
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interfering behaviors like disordered ea$ng. This allows therapists to remain 

focused and effec$ve, even in the face of complex comorbidi$es. 

Mo$va$onal issues are also more prominent in adolescents. Many young clients 

are treatment-resistant or ambivalent about change. DBT addresses this through 

its dialec$cal stance: accep$ng the adolescent as they are while also encouraging 

movement toward change. Therapists balance valida$on with change strategies, 

allowing adolescents to feel seen while s$ll being challenged. 

Cultural and Individual Diversity Considera$ons 

DBT’s flexibility makes it uniquely suited to mul$cultural adapta$on. The 

mindfulness component of DBT draws from Eastern tradi$ons and can be adapted 

to suit clients from spiritual or collec$vist cultures who value soma$c and 

rela$onal awareness. When working with adolescents from marginalized 

backgrounds—including LGBTQ+ youth, racial and ethnic minori$es, or those in 

larger bodies—clinicians must tailor interven$ons to reflect these clients’ lived 

reali$es. 

Family dynamics also differ significantly across cultural groups. In collec$vist 

cultures, for instance, it may be more appropriate to include extended family 

members or spiritual leaders in family work. Therapists must be prepared to 

assess the cultural fit of family par$cipa$on and to remain flexible in structuring 

sessions around familial norms and beliefs. 

Clinical Effec$veness and Outcomes 

DBT has demonstrated strong empirical support in trea$ng adolescents with 

ea$ng disorders who also present with suicidality, non-suicidal self-injury (NSSI), 

or significant mood lability. Studies have shown reduc$ons in binge/purge 
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frequency, improvements in emo$onal regula$on, and enhanced interpersonal 

func$oning following DBT-A. Furthermore, family involvement in DBT has been 

shown to reduce caregiver stress, improve parent–adolescent communica$on, 

and enhance treatment adherence. Though DBT is not tradi$onally a weight-

restora$on model, it has been effec$ve in reducing behaviors that impede medical 

stabiliza$on and in preparing clients for addi$onal care modali$es, such as FBT or 

nutri$onal counseling. 

Conclusion 

DBT provides a powerful, structured, and evidence-based interven$on for 

adolescents with ea$ng disorders marked by emo$onal dysregula$on and 

impulsivity. Its integra$on of mindfulness, valida$on, skills training, and behavioral 

change aligns well with the needs of treatment-resistant or high-risk adolescents. 

Through its structured components and commitment to cultural and ethical 

sensi$vity, DBT fosters resilience, insight, and behavioral stabiliza$on. When used 

in conjunc$on with nutri$onal rehabilita$on and medical monitoring, DBT can 

play a transforma$ve role in helping adolescents interrupt dangerous behaviors 

and move toward a life of greater emo$onal flexibility, rela$onal integrity, and 

psychological wellness. 
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Sec$on 10: Family-Based Therapy (FBT) for 
Adolescent Clients and the Role of Caregivers in 
Treatment 

Introduc$on 

Family-Based Therapy (FBT), commonly referred to as the Maudsley approach, has 

emerged as the leading evidence-based treatment for adolescents with anorexia 

nervosa and is increasingly applied to bulimia nervosa and avoidant/restric$ve 

food intake disorder (ARFID). FBT departs significantly from tradi$onal 

psychodynamic or individually focused approaches by asser$ng that families are 

not to blame for the development of the ea$ng disorder, and that parents and 

caregivers are essen$al resources in their adolescent’s recovery. This method 

emphasizes swil behavioral interven$on over extended explora$on of e$ology 

and centers nutri$onal rehabilita$on as the first and most urgent step toward 

recovery. Over the past 15 years, FBT has reshaped clinical paradigms for trea$ng 

adolescent ea$ng disorders and has been endorsed by numerous organiza$ons, 

including the American Psychiatric Associa$on and the Academy for Ea$ng 

Disorders, as the gold standard of care for early-onset anorexia nervosa. 

Theore$cal Founda$ons and Philosophy of FBT 

FBT is grounded in several core assump$ons. First, the primary therapeu$c agent 

is the family unit, rather than the individual adolescent. Second, the ea$ng 

disorder is viewed as a biopsychosocial illness that takes control of the 

adolescent’s brain and behavior. Third, it is understood that adolescents in the 

grip of an ea$ng disorder cannot be expected to make ra$onal decisions about 

food, weight, or health, due to the ego-syntonic nature of the illness and the 

45



neurological effects of starva$on. These principles lead to the central tenet of FBT: 

that parents must temporarily take control of their adolescent’s ea$ng in a 

structured and non-blaming manner to restore physical health and set the stage 

for psychological healing. 

FBT also emphasizes the importance of externalizing the ea$ng disorder—viewing 

it as a separate en$ty from the adolescent (e.g., “This is not your daughter 

refusing food, this is the illness speaking”). This helps reduce parent–child conflict 

and shame, redirec$ng anger or anxiety away from the child and toward the 

disorder itself. This framing also empowers families to work collabora$vely against 

a common adversary. 

Role of Caregivers and Family Members 

In FBT, caregivers are seen as central to recovery—not passive supports, but ac$ve 

agents of change. This can include parents, guardians, step-parents, grandparents, 

or any primary caregivers involved in daily life. The treatment is structured to 

empower caregivers, reinforcing their intui$ve capacity to protect and nourish 

their adolescent even when they feel powerless in the face of the illness. The 

therapist's role is to bolster this confidence, not supplant it. 

Caregivers are taught how to recognize subtle symptoms of ED behavior (such as 

small por$on manipula$on, meal avoidance, or excessive exercise), respond with 

consistent boundaries, and maintain a united front. They are also supported in 

managing their own emo$onal reac$ons—including guilt, fear, and frustra$on—

through valida$on and psychoeduca$on. When caregivers become anxious or 

permissive, the illness may exploit these paoerns; thus, FBT teaches them to 

remain firm, calm, and compassionate. 

It is important to note that in families with complex dynamics, such as high 

conflict, divorce, or previous trauma, FBT may need modifica$on. In these cases, 
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therapists may work with co-parents individually, include extended family, or bring 

in adjunct family therapy to address rela$onal strain that interferes with effec$ve 

teamwork. 

Cultural and Individual Diversity Considera$ons 

FBT’s core principles are adaptable across cultures but require inten$onal 

modifica$on to align with family values, structure, and worldview. In collec$vist 

cultures, for instance, extended family members such as grandparents or uncles 

may play key caregiving roles and must be included in treatment planning. In 

religious communi$es, fas$ng rituals or modesty prac$ces may intersect with ED 

symptoms and should be explored with cultural sensi$vity. Therapists must avoid 

imposing Western ideals of individualism or autonomy and instead ground 

treatment in the family’s cultural strengths. 

Ethical Considera$ons in FBT 

FBT presents unique ethical challenges, par$cularly around adolescent autonomy, 

informed consent, and power dynamics. Because FBT requires caregivers to 

override the adolescent’s choices around food and daily func$oning, it must be 

introduced carefully, with transparency and collabora$on. Adolescents should be 

informed that their caregivers will temporarily take charge in service of their 

health and that their autonomy will be restored as they recover. Therapists must 

maintain a neutral, non-colluding posi$on, avoiding alliances with either parents 

or adolescents. 
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Conclusion 

Family-Based Therapy is a deeply collabora$ve, structured, and behaviorally 

grounded treatment that mobilizes the family system to intervene directly in the 

cycle of disordered ea$ng. When implemented with clinical precision, cultural 

humility, and ethical integrity, FBT can transform the treatment experience for 

both adolescents and their caregivers. It empowers families to reclaim their 

caregiving roles, rebuild trust, and restore health to adolescents whose 

development has been derailed by the ea$ng disorder. In doing so, it not only 

treats symptoms but reweaves the social fabric that supports long-term recovery. 

Sec$on 11: Integra$ng Acceptance and Commitment 
Therapy (ACT) and Other Therapies in Ea$ng Disorder 
Treatment 

Introduc$on 

Third-wave behavioral therapies represent a significant evolu$on in the treatment 

of psychological disorders, including ea$ng disorders (EDs). Unlike tradi$onal 

cogni$ve-behavioral therapies that focus primarily on symptom reduc$on through 

cogni$ve restructuring and behavioral change, third-wave approaches emphasize 

processes such as mindfulness, acceptance, values-based ac$on, and self-

compassion. These therapies are especially valuable when trea$ng clients with 

chronic, treatment-resistant, shame-driven, or iden$ty-related ea$ng disorders. 

Acceptance and Commitment Therapy (ACT) is the most empirically supported 

among third-wave interven$ons for EDs, but complementary models—including 

Compassion-Focused Therapy (CFT) and Mindfulness-Based Cogni$ve Therapy 

(MBCT)—also offer clinically rich pathways to recovery. This sec$on explores how 
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these approaches can be effec$vely integrated into ea$ng disorder care and how 

they align with ethical, developmental, and cultural best prac$ces. 

Theore$cal Founda$ons of ACT and Therapies 

Acceptance and Commitment Therapy (ACT), developed by Steven Hayes and 

colleagues, is grounded in Rela$onal Frame Theory, a contextual behavioral 

science that explains how language and cogni$on contribute to psychological 

suffering. In the case of EDs, clients olen become entangled in rigid cogni$ve 

narra$ves such as “I must be thin to be loved,” “I am disgus$ng if I eat too much,” 

or “I can’t feel my emo$ons—it’s dangerous.” ACT helps clients step back from 

these beliefs through a process called cogni$ve defusion, allowing them to 

recognize thoughts as transient mental events rather than literal truths. 

The central goal of ACT is to foster psychological flexibility—the capacity to act in 

accordance with one’s values even in the presence of distressing thoughts or 

feelings. This stands in stark contrast to control-based strategies like restric$on or 

purging, which aim to eliminate discomfort but ul$mately entrench suffering. ACT 

introduces six core processes: acceptance, cogni$ve defusion, contact with the 

present moment, self-as-context, values, and commioed ac$on. These processes 

allow clients to explore a life beyond the ea$ng disorder, where values—not fear 

or shame—guide behavior. 

Compassion-Focused Therapy (CFT), developed by Paul Gilbert, targets shame, 

self-cri$cism, and emo$onal avoidance, which are olen central to the 

maintenance of EDs. CFT posits that many clients with EDs operate within an 

overac$vated threat system, which results in heightened self-monitoring, self-

punishment, and social withdrawal. By developing the soothing system through 

self-compassion exercises, imagery work, and emo$on regula$on, CFT helps 

clients cul$vate a sense of safety within themselves. 
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Mindfulness-Based Cogni$ve Therapy (MBCT), originally created for preven$ng 

relapse in depression, is increasingly applied in ED care, especially in clients prone 

to rumina$on, emo$onal suppression, or autopilot behavior. MBCT teaches clients 

to no$ce bodily cues, urges, and emo$ons with a nonjudgmental stance, thereby 

reducing impulsive ea$ng behaviors and increasing interocep$ve awareness. 

Clinical Applica$on in Ea$ng Disorder Treatment 

Third-wave therapies are par$cularly effec$ve when clients have chronic illness 

courses, ambivalence toward recovery, or comorbid anxiety, depression, PTSD, or 

trauma-related dissocia$on. These models are well suited for clients who have 

previously failed to engage in tradi$onal CBT or who report high levels of 

internalized s$gma, iden$ty confusion, or emo$onal avoidance. 

In clinical prac$ce, ACT can be used across all stages of ED recovery. In early 

treatment, ACT helps clients develop willingness to experience discomfort, 

par$cularly as they reintroduce feared foods or face body image distress. Instead 

of aoemp$ng to change thoughts like “I feel huge,” clients are taught to 

acknowledge such thoughts without ac$ng on them. This approach is especially 

useful for clients who struggle with thought suppression, rigidity, or perfec$onism. 

Later in treatment, ACT helps clients rebuild life purpose and meaning, especially 

aler the acute symptoms have subsided. Therapists facilitate values clarifica$on 

exercises, where clients explore domains such as rela$onships, spirituality, 

crea$vity, and health—not defined by thinness or food rules but by freely chosen 

goals. This values-oriented work helps protect against relapse by increasing 

commitment to a life worth living. 

CFT, when integrated into therapy, is effec$ve for addressing toxic shame, self-

loathing, and puni$ve inner voices that commonly persist even aler behavioral 

symptoms subside. This is par$cularly beneficial for clients with a history of 
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trauma or aoachment wounds. CFT helps clients construct a compassionate inner 

dialogue using exercises such as compassionate leoer wri$ng, safe place imagery, 

and soothing rhythm breathing. 

MBCT prac$ces such as body scanning, urge surfing, and anchor breathing 

support clients in increasing tolerance of uncomfortable bodily sensa$ons, hunger 

cues, or urges to act compulsively. Clients learn to “sit with” discomfort, observe it 

non-reac$vely, and choose mindful, values-consistent ac$ons. These techniques 

can be integrated into daily recovery prac$ces and are especially useful in group 

or intensive outpa$ent seengs. 

Conclusion 

Third-wave therapies such as ACT, CFT, and MBCT offer rich, flexible, and 

compassionate frameworks for trea$ng ea$ng disorders. They align well with 

diverse cultural and developmental contexts and provide essen$al tools for clients 

naviga$ng chronic symptoms, ambivalence, and shame. These models honor the 

full humanity of clients by shiling the focus from control to connec$on, from 

perfec$onism to purpose, and from fear to freedom. When delivered ethically and 

adap$vely, third-wave therapies can transform the treatment of ea$ng disorders 

from mere symptom management into a profound journey of personal growth 

and value-driven living. 
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Sec$on 12: Psychological Assessment Tools for Ea$ng 
Disorders 

Introduc$on 

Psychological assessment plays a cri$cal role in the iden$fica$on, diagnosis, 

treatment planning, and outcome monitoring of ea$ng disorders (EDs). Because 

ea$ng disorders olen present with secrecy, shame, and denial, especially in early 

stages, validated screening and diagnos$c tools provide clinicians with essen$al 

insights that may not emerge through interview alone. This sec$on provides an in-

depth explora$on of the most widely used and research-supported assessment 

instruments for ea$ng disorders—including the Ea$ng Disorder Examina$on 

Ques$onnaire (EDE-Q), Ea$ng Aetudes Test (EAT-26), and the SCOFF 

ques$onnaire—as well as newer and specialized measures. It also covers their 

applica$on in clinical prac$ce, psychometric proper$es, ethical use, and cultural 

sensi$vity. 

Importance of Psychological Assessment in Ea$ng Disorder Care 

Assessment in ea$ng disorder treatment serves mul$ple purposes: screening for 

at-risk individuals, confirming clinical diagnoses based on DSM-5-TR criteria, 

evalua$ng symptom severity, measuring treatment progress, and assessing 

comorbid condi$ons such as depression, anxiety, and trauma. Standardized 

assessment allows for evidence-based treatment planning, facilita$ng appropriate 

level-of-care decisions and interprofessional collabora$on. Furthermore, 

psychological measures enhance client insight and engagement by providing 

tangible data that can be tracked over $me. 
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Importantly, assessment should not replace clinical judgment but rather inform it. 

Many individuals with ea$ng disorders may minimize or conceal symptoms due to 

s$gma or ambivalence. Clinicians must use a combina$on of structured tools and 

sensi$ve interviewing to elicit an accurate clinical picture. Tools must also be 

interpreted within cultural, medical, and developmental contexts, avoiding 

overreliance on rigid cutoffs or metrics such as body mass index (BMI), which can 

obscure severity in non-underweight presenta$ons. 

The Ea$ng Disorder Examina$on Ques$onnaire (EDE-Q) 

The EDE-Q is a self-report version of the Ea$ng Disorder Examina$on (EDE), a 

semi-structured interview developed by Fairburn and Cooper. The EDE-Q assesses 

cogni$ve and behavioral symptoms of ea$ng disorders over the past 28 days, 

covering four subscales: Restraint, Ea$ng Concern, Shape Concern, and Weight 

Concern. It also includes items on frequency of binge ea$ng, purging, excessive 

exercise, and laxa$ve use. 

The EDE-Q is widely used in both research and clinical seengs due to its strong 

psychometric proper$es and ease of administra$on. Its clinical u$lity lies in 

iden$fying symptom paoerns, tracking change across $me, and targe$ng 

treatment interven$ons based on specific subscale eleva$ons. For example, high 

Shape and Weight Concern scores may suggest the need for body image 

interven$ons, while high Restraint scores may call for dietary normaliza$on 

strategies. 

However, the EDE-Q is subject to limita$ons, including its reliance on self-report 

and the influence of underrepor$ng or denial. It also requires careful 

interpreta$on across gender iden$$es and cultural groups, as body image 

concerns and ea$ng aetudes vary widely. For clients with low literacy or cogni$ve 

difficul$es, the full EDE interview may be more appropriate. 
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The Ea$ng Adtudes Test (EAT-26) 

The EAT-26 is a widely used screening tool designed to iden$fy symptoms and 

concerns characteris$c of ea$ng disorders, par$cularly anorexia nervosa. It 

includes three subscales: Die$ng, Bulimia and Food Preoccupa$on, and Oral 

Control. A score of 20 or higher is typically used as a cutoff for further clinical 

evalua$on, although this threshold should not be used as a diagnos$c marker. 

The EAT-26 is par$cularly useful in community, school, and primary care seengs 

due to its brevity and scalability. It has demonstrated good sensi$vity and 

specificity, though its original valida$on focused largely on white, female, 

cisgender popula$ons, which has raised concerns about its cultural applicability. 

The EAT-26 is less useful for assessing binge ea$ng disorder or ARFID, as it 

emphasizes restric$ve behaviors and body image distor$on. Addi$onally, it may 

miss muscle dysmorphia or orthorexia presenta$ons more common in males and 

athletes. Clinicians should interpret EAT-26 results alongside a full clinical 

interview and explore non-die$ng mo$ves for food restric$on (e.g., religious 

fas$ng, GI symptoms, sensory sensi$vity). 

The SCOFF Ques$onnaire 

The SCOFF ques$onnaire is a five-item screening tool developed in the UK to 

rapidly detect the presence of ea$ng disorders in medical and primary care 

seengs. Each yes/no ques$on corresponds to a hallmark symptom of anorexia or 

bulimia. An acronym, SCOFF stands for: 

• Sick (Do you make yourself sick because you feel uncomfortably full?) 

• Control (Do you worry you have lost control over how much you eat?) 
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• One stone (Have you recently lost more than one stone [14 lbs] in a 3-

month period?) 

• Fat (Do you believe yourself to be fat when others say you are too thin?) 

• Food (Would you say food dominates your life?) 

A score of two or more posi$ve answers typically warrants further assessment. 

The SCOFF is valued for its speed, simplicity, and high sensi$vity, especially in non-

specialist seengs. However, its simplicity can also lead to false posi$ves and low 

specificity. Furthermore, its design is heavily influenced by restric$ve ED profiles 

and may not detect ARFID or BED. Cultural adapta$ons are necessary when 

applying the tool in popula$ons unfamiliar with UK measurements (e.g., "stone") 

or where body image ideals differ. 

Addi$onal Assessment Tools 

In addi$on to the above, several other tools are commonly used to assess ea$ng 

pathology and related variables: 

• The Binge Ea$ng Scale (BES) assesses severity of binge-ea$ng behaviors 

and is helpful for differen$a$ng between overea$ng and clinically 

significant binge episodes. 

• The Body Shape Ques$onnaire (BSQ) and Mul$dimensional Body-Self 

Rela$ons Ques$onnaire (MBSRQ) explore body dissa$sfac$on and 

appearance evalua$on, offering insights for body image interven$ons. 

• The Ea$ng Disorder Inventory-3 (EDI-3) provides a mul$dimensional 

assessment of psychological traits associated with EDs, including 

interocep$ve deficits, perfec$onism, and interpersonal distrust. 
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• The Clinical Impairment Assessment (CIA) measures psychosocial 

func$oning and quality of life in clients with EDs, helping clinicians assess 

func$onal impairment beyond behavioral symptoms. 

Sec$on 13: The Role of Clinical Psychologists in 
Mul$disciplinary Sedngs 

Introduc$on 

The treatment of ea$ng disorders demands a mul$disciplinary approach, as these 

illnesses span the psychological, nutri$onal, and medical domains. Clinical 

psychologists play a central role in such teams, not only by delivering evidence-

based psychotherapy but also by providing psychological assessments, 

coordina$ng care, advoca$ng for pa$ent needs, and helping navigate the complex 

interface of mental and physical health. This sec$on explores the essen$al 

func$ons of clinical psychologists within mul$disciplinary teams (MDTs), the 

nature of interprofessional collabora$on, and the medical and ethical 

considera$ons involved in the comprehensive care of ea$ng disorder pa$ents. It 

emphasizes a systems-oriented, collabora$ve framework that integrates 

psychological exper$se with the specialized knowledge of die$$ans, psychiatrists, 

and primary care or hospital-based physicians. 

The Central Role of Psychologists in ED Care 

Clinical psychologists are olen the first point of contact for individuals seeking 

treatment for ea$ng disorders or are referred by pediatricians, school counselors, 

or concerned family members. Their ini$al responsibili$es include conduc$ng a 

comprehensive psychological assessment, establishing diagnos$c clarity using 
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DSM-5-TR criteria, evalua$ng for co-occurring condi$ons such as anxiety, 

depression, PTSD, or obsessive-compulsive disorder, and determining the 

appropriate level of care (e.g., outpa$ent, IOP, PHP, residen$al, or inpa$ent). 

Psychologists must be adept at using standardized assessment tools (e.g., EDE-Q, 

EAT-26, CIA) and must synthesize findings into formula$ons that inform 

individualized treatment plans. 

In treatment delivery, psychologists implement evidence-based psychotherapies 

such as CBT-E, FBT, DBT, or ACT, depending on the client’s diagnosis, age, symptom 

severity, and developmental needs. Psychologists also serve as coordinators of 

care, engaging in regular case conferencing and chart reviews with medical and 

nutri$onal professionals. Their ability to track behavioral progress, emo$onal 

regula$on, and cogni$ve change posi$ons them as the team member best 

equipped to monitor mo$va$on for recovery, readiness for transi$ons between 

care levels, and psychological risk factors such as suicidality or trauma triggers. 

Collabora$ng with Die$$ans: Nutri$onal Restora$on and 
Behavioral Integra$on 

Registered die$$ans (RDs) play an essen$al and complementary role in the 

treatment of ea$ng disorders, focusing on nutri$onal rehabilita$on, meal 

planning, and re-establishing normalized ea$ng paoerns. Collabora$on between 

psychologists and RDs is cri$cal for reinforcing therapy goals, addressing food 

fears, and ensuring consistency between nutri$onal and psychological 

interven$ons. 

Clinical psychologists must work closely with die$$ans to understand food-related 

exposures, body image distress, and client resistance. For instance, if a client is 

engaging in secre$ve binge ea$ng while repor$ng full compliance to the RD, the 

psychologist may detect avoidance through therapy and bring this to the 
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die$$an’s aoen$on. Conversely, the RD may observe caloric restric$on or 

macronutrient fears that have not yet been addressed in therapy and 

communicate these paoerns to the psychologist. 

It is ethically impera$ve that psychologists respect the scope of prac$ce of the 

die$$an—avoiding meal plan crea$on or nutri$onal counseling—and instead 

provide psychological support for behavioral change. This includes helping clients 

tolerate distress during food challenges, explore perfec$onism around ea$ng, or 

reduce cogni$ve distor$ons related to caloric intake or “clean ea$ng.” Weekly 

coordina$on mee$ngs or shared documenta$on systems enhance this 

rela$onship and reduce treatment fragmenta$on. 

Collabora$ng with Psychiatrists: Managing Medica$on, 
Comorbidi$es, and Psychiatric Risk 

Psychiatrists are vital members of ea$ng disorder treatment teams, par$cularly in 

complex cases involving comorbid psychiatric condi$ons, psychotropic medica$on 

management, or risk assessment for suicidality and self-harm. Given that ea$ng 

disorders olen co-occur with mood disorders, anxiety disorders, and personality 

disorders, clinical psychologists must engage in close consulta$on with 

psychiatrists to ensure that mental health symptoms are properly managed in 

parallel with psychotherapy. 

While medica$on is not the frontline treatment for most ea$ng disorders, SSRIs 

(e.g., fluoxe$ne) may be indicated for bulimia nervosa and depression, 

an$psycho$cs (e.g., olanzapine) may be cau$ously used in severe anorexia 

nervosa to reduce obsessive thoughts, and mood stabilizers may be used in co-

occurring bipolar disorder. Psychologists must inform psychiatrists of emo$onal 

paoerns, dissocia$on, and treatment resistance that may not emerge during brief 

medica$on checks. 
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Coordina$on also becomes cri$cal when addressing treatment interference 

caused by side effects or when naviga$ng client ambivalence toward 

pharmacological treatment. Psychologists olen serve as the liaison between the 

psychiatrist and client, using mo$va$onal interviewing to increase medica$on 

adherence or addressing fears about weight gain or s$gma associated with 

psychiatric care. 

Collabora$ng with Medical Professionals: Monitoring Physical 
Health and Safety 

Given the medical risks associated with ea$ng disorders—including electrolyte 

imbalance, cardiac arrhythmias, amenorrhea, osteoporosis, and gastrointes$nal 

dysfunc$on—collabora$on with primary care physicians, endocrinologists, and 

inpa$ent medical staff is essen$al. Clinical psychologists must remain informed 

about clients' vital signs, lab results, weight stability, and any red flags indica$ng 

medical instability. 

Psychologists are not licensed to interpret lab results or prescribe interven$ons 

but must recognize when to advocate for higher levels of care. For example, a 

psychologist may need to ini$ate hospitaliza$on when a client is bradycardic, 

hypotensive, or severely malnourished. Early collabora$on with medical providers 

ensures that the team is prepared for acute medical deteriora$on and prevents 

fragmenta$on during transi$ons in care. 

Ethically, psychologists must uphold the principle of nonmaleficence by deferring 

to medical professionals on physical health decisions while con$nuing to provide 

emo$onal containment and therapeu$c presence. In some cases, they may 

par$cipate in interdisciplinary rounds or communicate with pediatricians to 

educate families on the medical seriousness of an ED diagnosis. 
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Ethical Considera$ons in Mul$disciplinary Collabora$on 

Collabora$ve treatment introduces unique ethical responsibili$es. First, clear role 

delinea$on must be established to avoid boundary viola$ons, duplica$on of 

services, or contradictory messaging. Each team member should understand the 

limits of their exper$se, and regular case conferences should be used to clarify 

responsibili$es and share clinical observa$ons. 

Second, confiden$ality must be maintained within legal and ethical bounds. 

Clients should be informed at intake that informa$on will be shared within the 

treatment team to coordinate care. Informed consent should specify what 

informa$on will be disclosed, to whom, and for what purposes. In the case of 

minors, psychologists must balance legal requirements for parental access with 

the adolescent’s right to privacy, especially regarding topics like suicidality, sexual 

iden$ty, or trauma. 

Third, ethical treatment planning must consider the least restric$ve level of care 

while balancing safety and effec$veness. Clinical psychologists must use 

empirically supported indicators—such as the APA Guidelines for Level of Care 

Determina$on for Ea$ng Disorders—to determine when a client should be 

stepped up or down in care. Collabora$ve advocacy becomes essen$al when 

insurance barriers, systemic inequi$es, or caregiver disagreement impede access 

to needed treatment. 

Conclusion 

The treatment of ea$ng disorders requires integrated, ethically sound 

collabora$on among clinical psychologists, die$$ans, psychiatrists, and medical 

professionals. Psychologists serve not only as expert providers of evidence-based 

psychotherapy but also as system navigators, team communicators, and client 

advocates. Their ability to bridge psychological, medical, and nutri$onal care 
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enhances treatment cohesion, safety, and outcome efficacy. When prac$ced with 

cultural humility, ethical precision, and interdisciplinary respect, mul$disciplinary 

teamwork becomes a model for comprehensive, human-centered care that 

addresses the full complexity of ea$ng disorders. 

Sec$on 14: Recognizing Red Flags for Medical 
Instability and When to Refer for Higher Levels of 
Care 

Introduc$on 

Ea$ng disorders are not only severe psychiatric condi$ons but also life-

threatening medical illnesses with complex physiological consequences. Despite 

being olen viewed through a psychological lens, the soma$c complica$ons of 

disorders like anorexia nervosa, bulimia nervosa, and ARFID can lead to sudden 

cardiac events, mul$-organ failure, and death. Therefore, it is impera$ve that 

clinical psychologists—who are frequently the first to engage with pa$ents—

develop competence in iden$fying signs of medical instability and understand 

when to ini$ate referrals to higher levels of care such as inpa$ent medical 

stabiliza$on, residen$al treatment, or intensive outpa$ent programs (IOPs). This 

sec$on provides a thorough overview of the medical warning signs of 

decompensa$on, outlines levels of care, and offers guidance on ethical, clinical, 

and collabora$ve referral processes. 

Understanding Medical Instability in Ea$ng Disorders 

Medical instability refers to the compromise of essen$al physiological systems due 

to malnutri$on, electrolyte imbalance, or disordered ea$ng behaviors. These 
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condi$ons can be decep$ve in presenta$on. For example, pa$ents with anorexia 

nervosa may appear func$onal, alert, and ar$culate—even while their vital signs 

indicate profound instability. Similarly, individuals with bulimia may appear of 

average weight or overweight, masking the internal damage caused by purging, 

diure$c use, or binge ea$ng. 

Medical red flags include: 

• Cardiac abnormali$es: bradycardia (heart rate < 50 bpm in adults, < 45 bpm 

in adolescents), orthosta$c hypotension (≥20 mmHg drop in systolic BP or 

≥10 mmHg in diastolic BP when standing), and arrhythmias. 

• Severe electrolyte disturbances: par$cularly hypokalemia (low potassium), 

hypophosphatemia, and hyponatremia, which may result from purging, 

laxa$ve abuse, or refeeding syndrome. 

• Amenorrhea or delayed puberty in adolescents, indica$ng hypothalamic 

suppression. 

• Low body temperature (hypothermia), especially <96°F (35.5°C), and 

hypoglycemia. 

• Fain$ng, dizziness, or seizures. 

• Rapid weight loss: >15% of body weight within 3 months or BMI < 15 in 

adults. 

• Inability to maintain hydra$on or nutri$on orally, despite outpa$ent 

support. 

• Psychiatric instability such as suicidal idea$on, self-harm, severe depression, 

or psychosis. 
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These symptoms, par$cularly in combina$on, olen necessitate hospitaliza$on for 

medical stabiliza$on or referral to a residen$al ea$ng disorder facility capable of 

24-hour medical monitoring. 

Levels of Care: Indica$ons and Referral Timing 

The American Psychiatric Associa$on and the Academy for Ea$ng Disorders 

recommend a stepped care model based on severity, medical risk, psychiatric 

comorbidity, and func$onal impairment. Psychologists must be familiar with the 

following levels of care and their referral thresholds: 

1. Outpa$ent Care: 
Clients are medically stable, ea$ng with some consistency, and can func$on 

in school or work seengs. Psychotherapy, nutri$onal counseling, and 

medical monitoring occur weekly or biweekly. 

2. Intensive Outpa$ent Program (IOP): 
Clients aoend structured meals and group therapy 3–5 days a week for 3–4 

hours/day. Appropriate for those with moderate symptom severity but who 

are medically stable. 

3. Par$al Hospitaliza$on Program (PHP): 
Clients par$cipate in programming for 6–10 hours/day, 5–7 days/week. 

PHPs offer close medical monitoring, supervised meals, and intensive 

psychotherapy, and are ideal for those who are medically stable but require 

full-day support. 

4. Residen$al Treatment: 
Clients live on site in a 24-hour therapeu$c seeng, with mul$disciplinary 

teams providing full psychiatric, nutri$onal, and behavioral support. This is 
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indicated for individuals who are medically stable but unable to interrupt 

behaviors or func$on in less structured environments. 

5. Inpa$ent Hospitaliza$on: 
Necessary when a client is medically unstable, at risk of cardiac arrest, 

electrolyte derangement, severe bradycardia, or organ failure. This level 

includes refeeding protocols and 24/7 telemetry and nursing. 

Psychologists are olen the first to detect early warning signs—such as treatment 

resistance, drama$c weight loss, emo$onal decompensa$on, or hiding behaviors

—and should not delay referrals. Wai$ng un$l clients “look” sick enough can 

result in catastrophic outcomes. 

The Psychologist’s Role in Referral and Advocacy 

Psychologists must assess not only the client’s psychological readiness for 

treatment but also their medical safety in outpa$ent seengs. This requires 

regular collabora$on with physicians, die$$ans, and some$mes school or family 

systems. Key referral responsibili$es include: 

• Iden$fying medical instability or psychiatric decompensa$on that exceeds 

outpa$ent scope. 

• Coordina$ng with the client’s primary care physician or pediatrician for 

medical clearance and labs. 

• Consul$ng with higher-level programs to determine fit and availability. 

• Suppor$ng the client and family in naviga$ng insurance or logis$cal barriers 

to admission. 

• Preparing the client emo$onally for transi$ons and addressing resistance or 

ambivalence. 
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Ethically, psychologists must document red flags clearly, communicate urgency 

with both clients and providers, and avoid enabling con$nued deteriora$on by 

maintaining a “wait-and-see” approach when the clinical picture is urgent. 

Medical Collabora$on and Treatment Transi$ons 

Once a referral is made, clinical psychologists should remain involved in the 

con$nuity of care. In inpa$ent or residen$al programs, this may involve sharing 

treatment history, psychological formula$on, and risk factors with admieng 

teams. Aler discharge, the psychologist may resume care as the outpa$ent 

provider or assist in alercare planning. 

Effec$ve treatment transi$ons require prepara$on and psychoeduca$on, 

especially for adolescents and families. Explaining that hospitaliza$on is not a 

failure but a safety measure helps reduce shame and resistance. Psychologists can 

also offer brief check-ins or therapy “bridging” during waitlists to maintain 

support un$l admission. 

In mul$cultural contexts, discussions about hospitaliza$on or residen$al care 

must be approached with cultural humility and transparency. Some families may 

fear ins$tu$onaliza$on due to systemic distrust or cultural s$gma. Psychologists 

must honor these perspec$ves while clearly explaining the medical necessity and 

available safeguards. 

Conclusion 

The $mely iden$fica$on of medical instability and referral to higher levels of care 

is a core responsibility of clinical psychologists working with ea$ng disorders. 

While psychologists may not provide direct medical treatment, their vigilance in 

recognizing red flags—combined with interdisciplinary coordina$on—can be life-
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saving. By grounding referrals in ethical prac$ce, cultural responsiveness, and 

clinical rigor, psychologists not only protect client safety but help restore health, 

dignity, and hope for recovery. 

Sec$on 15: Naviga$ng the Ethical Challenges of 
Trea$ng Ea$ng Disorders 

Introduc$on 

The treatment of ea$ng disorders presents some of the most complex ethical 

challenges in mental health prac$ce. These condi$ons olen involve ego-syntonic 

symptoms, severe medical risk, developmental factors, and high levels of denial or 

resistance. Psychologists working with ea$ng disorders must skillfully navigate the 

ethical terrain of informed consent, confiden$ality, and, in some cases, 

involuntary treatment. This complexity is heightened in vulnerable popula$ons 

such as minors, individuals with co-occurring psychiatric disorders, and those from 

marginalized communi$es. Guided by the APA Ethical Principles of Psychologists 

and Code of Conduct (2017) and the APA Con$nuing Educa$on Standards, this 

sec$on explores the key ethical domains relevant to ea$ng disorder care and 

provides best prac$ces for ethically sound and culturally responsive interven$on. 

The Ethical Framework: APA Principles and Standards 

The APA Code of Ethics serves as the founda$onal guide for all psychological 

prac$ce, with five overarching principles: 

1. Beneficence and Nonmaleficence – Psychologists strive to benefit those 

they serve while taking care to do no harm. 
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2. Fidelity and Responsibility – Professionals are responsible to their clients, 

colleagues, and the public. 

3. Integrity – Honesty and transparency in professional roles are essen$al. 

4. Jus$ce – Psychologists recognize that fairness and jus$ce en$tle all persons 

to access and benefit from psychological services. 

5. Respect for People’s Rights and Dignity – This includes honoring autonomy, 

privacy, and cultural context. 

These principles are opera$onalized through enforceable standards, such as: 

• Standard 3.10: Informed Consent 

• Standard 4.01–4.05: Privacy and Confiden$ality 

• Standard 10.01–10.10: Therapy Rela$onships and Termina$on 

• Standard 1.04–1.06: Avoiding Harm, Misuse of Influence, and Resolving 

Ethical Conflicts 

Informed Consent and Decisional Capacity in Ea$ng Disorders 

Informed consent is a dynamic process, not a one-$me signature. In the context of 

ea$ng disorders—par$cularly in adolescents or medically compromised adults—

obtaining meaningful consent requires careful evalua$on of decisional capacity. 

Clients with anorexia nervosa, for example, may deny illness despite life-

threatening emacia$on or cardiac compromise. In such cases, the psychologist 

must assess whether the client can: 

• Understand the nature and purpose of treatment. 

• Appreciate the consequences of refusing care. 
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• Reason logically about op$ons. 

• Communicate a choice consistently. 

If decisional capacity is impaired, consent may need to be obtained from a legal 

guardian, with con$nued efforts to include the client in decision-making. Assent, 

though not legally binding, is ethically desirable and developmentally appropriate, 

especially with minors. 

Psychologists must provide clear, jargon-free explana$ons of the treatment plan, 

poten$al risks, expected benefits, and alterna$ves. This is especially important in 

mul$disciplinary seengs where medical risks (e.g., refeeding syndrome, weight 

gain, or tube feeding) intersect with psychological distress. Consent must also 

cover data sharing across treatment team members, especially in PHP, IOP, or 

residen$al seengs. 

Confiden$ality in Ea$ng Disorder Treatment 

Confiden$ality is the cornerstone of psychological care but presents unique 

tensions in the context of ea$ng disorders. Clients may disclose dangerous 

behaviors (e.g., daily purging, water loading, compulsive exercise) while refusing 

to involve family or medical providers. Psychologists must balance the ethical 

principle of autonomy with duty to protect, especially when clients are at risk of 

imminent harm due to medical deteriora$on. 

The APA Code allows for limited breaches of confiden$ality (Standard 4.05) when 

disclosure is mandated by law or necessary to prevent serious harm. This includes: 

• Suicidality or self-injury. 

• Medical instability (e.g., bradycardia, syncope, purging with hypokalemia). 

• Child or elder abuse. 
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• Court-ordered evalua$ons. 

In such situa$ons, psychologists should first aoempt to obtain voluntary consent 

for disclosure and explain what informa$on will be shared and with whom. Even 

when breaching confiden$ality is jus$fied, it should be done minimally and 

respecpully, focusing only on what is needed for safety and coordina$on. 

Working with minors adds complexity. In many jurisdic$ons, parents have the 

legal right to access their child's medical records. However, APA ethics support 

limited confiden$ality for adolescents to foster therapeu$c trust, par$cularly 

around sensi$ve issues such as body image, sexuality, and trauma. Psychologists 

must clarify confiden$ality limits during informed consent and revisit them as 

treatment progresses. 

Involuntary Treatment and Ethical Jus$fica$on 

Involuntary hospitaliza$on or forced feeding is a last-resort measure olen used in 

cases of life-threatening anorexia nervosa when the pa$ent refuses treatment. 

Such decisions are ethically fraught, implica$ng both autonomy and 

nonmaleficence. In these cases, psychologists must determine whether the 

pa$ent is incapable of making informed decisions and whether there is a clear and 

immediate threat to life. 

Involuntary care can be ini$ated under civil commitment laws, which vary by 

jurisdic$on. In most cases, the psychologist ini$ates an evalua$on or pe$$on, and 

a physician or judge determines eligibility for deten$on. Ethical considera$ons 

include: 

• Exhaus$ng all voluntary op$ons first. 

• Documen$ng the basis for concern (e.g., lab abnormali$es, vital sign 

instability, suicidal idea$on). 
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• Involving the client in decisions as much as possible. 

• Ensuring that involuntary care is $me-limited and directed toward 

stabiliza$on, not long-term behavior change. 

Some clients may retrospec$vely appreciate life-saving interven$ons, while others 

may experience trauma, loss of trust, or legal conflict. Psychologists must process 

these experiences in therapy, validate the client’s feelings, and dis$nguish 

between protec$ng life and controlling autonomy. 

Addressing Countertransference, Bias, and Moral Distress 

Trea$ng ea$ng disorders can evoke powerful countertransference in clinicians. 

Feelings of helplessness, frustra$on, protec$veness, or even admira$on for the 

client’s control can interfere with objec$ve decision-making. Ethical prac$ce 

requires supervision, consulta$on, and self-reflec$on to manage these dynamics. 

Moral distress may arise when systemic barriers (e.g., insurance refusal, program 

inaccessibility, family resistance) prevent ethical care. Psychologists should 

advocate for the client’s rights, document care barriers, and consider ethics 

consulta$ons in ins$tu$onal seengs. They should also par$cipate in systemic 

change efforts, such as suppor$ng policy reforms to expand ea$ng disorder 

coverage or developing inclusive treatment programs. 

Conclusion 

Naviga$ng the ethical landscape of ea$ng disorder treatment requires clinical 

acumen, legal knowledge, cultural humility, and a deep commitment to client 

dignity. Informed consent, confiden$ality, and the judicious use of involuntary 

care are not just legal obliga$ons—they are rela$onal acts that shape the recovery 

process. Psychologists must be prepared to walk the line between autonomy and 
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safety, advocacy and accountability, compassion and clarity. When ethical 

decisions are made with transparency, respect, and collabora$on, clients are more 

likely to trust the process—and themselves. 

Sec$on 16: Addressing Personal Biases and S$gma in 
Clinical Prac$ce to Foster a Suppor$ve Therapeu$c 
Environment 

Introduc$on 

Ea$ng disorders exist not in a vacuum but within a sociocultural landscape that is 

heavily influenced by appearance-based norms, fatphobia, racism, gender 

oppression, ableism, and mental health s$gma. These societal forces do not stop 

at the clinic door—they olen shape the percep$ons, assump$ons, and behaviors 

of even the most well-inten$oned healthcare providers. As such, clinical 

psychologists must ac$vely examine how their implicit biases and internalized 

beliefs may contribute to diagnos$c errors, invalida$on, or the perpetua$on of 

s$gma in the therapeu$c seeng. This sec$on explores how biases around body 

size, race, gender, sexuality, disability, and mental illness can influence care for 

individuals with ea$ng disorders, and provides ac$onable strategies for cul$va$ng 

an inclusive and affirming therapeu$c environment. 

Understanding the Nature of Bias in Ea$ng Disorder Treatment 

Bias can be explicit or implicit, conscious or unconscious. In clinical seengs, bias 

olen presents subtly—in the form of microaggressions, misdiagnoses, or unequal 

access to care. For example, a clinician may unconsciously dismiss binge ea$ng 

behaviors in a higher-weight Black woman as "overea$ng" rather than recognizing 
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them as part of a clinical disorder. Alterna$vely, a thin white adolescent may be 

rapidly diagnosed and referred for inpa$ent treatment based on visual cues alone, 

despite showing less overall risk than another client. 

These dispari$es are not accidental. Decades of research have shown that ea$ng 

disorder diagnosis and treatment access is deeply shaped by stereotype-based 

assump$ons, par$cularly the long-held (and false) belief that ea$ng disorders 

primarily affect thin, white, cisgender, affluent females. As a result, transgender 

youth, BIPOC clients, men, people with disabili$es, and individuals in larger bodies 

are olen underdiagnosed, misdiagnosed, or excluded from treatment altogether. 

Psychologists must acknowledge that our field has historically colluded with 

systems of appearance-based oppression—both through the use of BMI-centric 

diagnos$cs and through uncri$cal reinforcement of weight loss as a therapeu$c 

goal. Failing to examine these structural influences risks retrauma$zing clients, 

eroding trust, and furthering their aliena$on from care. 

Weight Bias in Clinical Sedngs 

Weight s$gma—defined as nega$ve aetudes, beliefs, and behaviors toward 

individuals based on body size—is pervasive in healthcare and psychology. 

Research shows that clinicians, including psychologists, olen endorse an$-fat 

aetudes, some$mes viewing clients in larger bodies as less mo$vated, 

noncompliant, or personally responsible for their condi$on. These biases can 

manifest in language (e.g., "noncompliant with weight goals"), assump$ons about 

health (e.g., equa$ng higher weight with poor diet or sedentary behavior), or 

diagnos$c overshadowing (e.g., aoribu$ng all symptoms to weight rather than 

psychological distress). 

Weight bias in ea$ng disorder treatment is par$cularly dangerous. A client who 

purges daily but has a BMI over 25 may be told they don’t meet criteria for 
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anorexia, despite engaging in life-threatening behaviors. Alterna$vely, clients 

recovering from restric$on may be pressured to lose weight once they reach the 

“normal” range, even if they remain psychologically compromised. These clinical 

decisions reflect an$-fat cultural norms, not evidence-based care. 

Crea$ng a weight-inclusive environment means challenging these assump$ons at 

every level. Therapists should avoid using BMI categories as diagnos$c shortcuts, 

refrain from moralizing food choices, and eliminate fatphobic language from both 

documenta$on and dialogue. Embracing the principles of Health at Every Size 

(HAES), intui$ve ea$ng, and body libera$on can help guide more equitable, 

person-centered care. 

Addressing Racism, Cultural Stereotypes, and Health Dispari$es 

Racial and ethnic minori$es are less likely to be screened for ea$ng disorders, less 

likely to be referred for specialty care, and less likely to receive culturally adapted 

interven$ons. Black adolescents, for example, are 50% more likely than white 

peers to engage in bulimic behaviors but are significantly less likely to be 

iden$fied or treated. This gap is fueled in part by provider assump$ons that ea$ng 

disorders are "white problems" and that body dissa$sfac$on is less relevant in 

communi$es of color. 

Psychologists must confront the Eurocentric body ideals and diagnos$c 

frameworks embedded in many treatment models. For instance, the 

overvalua$on of thinness may not be the central feature of distress in all cultural 

contexts. In some cultures, food restric$on may reflect religious fas$ng, 

community norms, or socioeconomic reali$es. In others, body ideals may center 

muscularity or curviness, rather than thinness. Failing to account for these 

nuances risks pathologizing culturally congruent behaviors or missing disorder-

consistent distress. 
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Ethical prac$ce demands that clinicians assess body image, ea$ng behaviors, and 

iden$ty-based distress within the client’s cultural framework. This includes using 

culturally validated assessment tools, offering transla$on or interpreta$on 

services when needed, and recognizing the impact of racism, colonialism, and 

intergenera$onal trauma on ea$ng and body rela$onships. 

Crea$ng a Suppor$ve and Inclusive Therapeu$c Environment 

Addressing bias is not a one-$me act—it is an ongoing ethical responsibility. 

Clinical psychologists must cul$vate self-awareness, engage in lifelong cultural 

humility, and remain open to feedback from clients and communi$es. Strategies 

include: 

• Seeking supervision and consulta$on around iden$ty-based 

countertransference. 

• Par$cipa$ng in con$nuing educa$on on an$-oppressive prac$ce and equity. 

• Reflec$ng regularly on one’s own privileges, biases, and blind spots. 

• Modifying treatment goals, interven$ons, and language to reflect each 

client’s lived experience. 

Crea$ng a suppor$ve environment also means transforming physical and symbolic 

aspects of care. This includes offering chairs and medical equipment that 

accommodate larger bodies, displaying inclusive signage, and ensuring that intake 

forms, therapy content, and educa$onal materials are free from s$gma$zing 

assump$ons. 
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Conclusion 

The therapeu$c space should be one of safety, affirma$on, and radical empathy—

par$cularly for those whose bodies, iden$$es, and experiences have been 

pathologized or erased. Clinical psychologists must confront their own biases and 

work to dismantle the systemic s$gma that permeates ea$ng disorder treatment. 

By doing so, they become more than clinicians—they become advocates for 

jus$ce, dignity, and true healing. 

Sec$on 17: Cultural and Individual Diversity in Ea$ng 
Disorder Treatment 

Introduc$on 

Ea$ng disorders have historically been understood and treated through a 

predominantly white, Western, cisgender, thin-centric lens. This framing has 

contributed to the underdiagnosis, misdiagnosis, and undertreatment of 

individuals from diverse cultural, racial, ethnic, gender, socioeconomic, and ability 

backgrounds. In recent years, the American Psychological Associa$on (APA), along 

with a growing body of clinicians and researchers, has called for a paradigm shil

—one that places diversity, equity, and inclusion (DEI) at the center of ethical and 

effec$ve ea$ng disorder care. 

The APA’s Mul$cultural Guidelines (2017) define mul$cultural competence as a 

“developmental process” requiring psychologists to consider the intersec$onal 

iden$ty of individuals, ins$tu$onal oppression, historical trauma, and structural 

inequi$es. Trea$ng ea$ng disorders through a culturally humble and inclusive lens 

is not op$onal—it is an ethical impera$ve (APA, 2017). This sec$on provides a 

robust framework for understanding and addressing relevant cultural and 
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individual diversity concerns in ea$ng disorder treatment, and offers strategies for 

integra$ng DEI principles in assessment, diagnosis, therapeu$c alliance, and 

treatment planning. 

Cultural and Sociopoli$cal Contexts of Ea$ng Disorders 

Tradi$onal models of ea$ng disorder pathology olen locate distress within the 

individual, overlooking how sociocultural systems contribute to body 

dissa$sfac$on and disordered ea$ng. However, research consistently shows that 

racism, fatphobia, gender-based oppression, an$-immigrant bias, and 

socioeconomic inequality all play significant roles in shaping ea$ng behaviors and 

body image. 

For example, Black women in the U.S. experience unique pressures around body 

size, olen naviga$ng cultural ideals that differ from the Eurocentric thin ideal 

while simultaneously facing hypersexualiza$on and systemic racism. Similarly, 

LGBTQ+ youth may engage in disordered ea$ng as a means of coping with gender 

dysphoria, social rejec$on, or efforts to conform to rigid appearance norms. For 

Indigenous communi$es, intergenera$onal trauma, food insecurity, and colonial 

narra$ves around "discipline" and "control" over the body may influence 

disordered paoerns that don’t align with DSM-based symptom presenta$ons. 

Thus, psychologists must contextualize disordered ea$ng within each client’s 

historical, cultural, and community narra$ve, recognizing that oppression and 

resistance both shape body rela$onships. This requires a move away from 

universalist assump$ons and toward culturally grounded formula$ons that 

explore how clients have come to understand food, body, and self-worth in their 

specific social context. 
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Barriers to Access and Representa$on in Ea$ng Disorder Care 

Historically, research and treatment have centered on white, cisgender, affluent, 

and female bodies, olen excluding others from both scien$fic inquiry and clinical 

care. A consequence of this bias is that many marginalized individuals are 

screened less frequently, diagnosed later, and referred to lower levels of care—

even when presen$ng with high acuity symptoms (Cheng et al., 2019). 

For example: 

• La$nx and Asian clients are less likely to meet DSM diagnos$c criteria even 

when presen$ng with significant distress, due to culturally incongruent 

symptom expression. 

• Transgender clients report high rates of disordered ea$ng but are olen 

excluded from gendered treatment environments that misalign with their 

iden$ty. 

• Clients in larger bodies olen experience weight s$gma, leading to 

dismissive medical care and invalida$on in ED treatment seengs. 

Psychologists must address these dispari$es by cri$quing and adap$ng standard 

tools, advoca$ng for inclusive policies, and providing affirming, iden$ty-

responsive care. It is not enough to be non-biased; clinicians must be proac$vely 

inclusive, ensuring that all clients feel safe, seen, and valued. 

Key DEI Components for Clinical Applica$on 

Diversity 

Diversity in ea$ng disorder treatment refers to recognizing and honoring the 

intersec$onality of each client's iden$ty—including race, ethnicity, gender 
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iden$ty, sexual orienta$on, age, religion, socioeconomic status, neurodiversity, 

and disability status. Psychologists must inquire about these dimensions early and 

integrate them into case formula$on. For instance, a client’s food rituals may be 

$ed to cultural or religious prac$ce, while their rela$onship to thinness may be 

influenced by genera$onal trauma or survival strategies within systemic 

oppression. 

Equity 

Equity goes beyond equality by addressing systemic barriers that prevent clients 

from accessing appropriate care. Psychologists should: 

• Challenge BMI-based criteria that exclude higher-weight clients from care. 

• Advocate for insurance coverage of culturally competent treatment. 

• Recognize how zip code, immigra$on status, and educa$on level impact 

access to nutri$on and therapy. 

Equity also involves flexibility in treatment models—adap$ng evidence-based 

protocols to match clients' lived reali$es, rather than expec$ng rigid adherence to 

Eurocentric norms. 

Inclusion 

Inclusion ensures that clients from marginalized backgrounds experience 

psychological safety and are able to par$cipate fully in their care. This involves: 

• Using inclusive language and pronouns. 

• Offering materials and group programming that reflect diverse experiences. 

• Employing staff and supervisors with shared lived experience or cultural 

knowledge. 
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Inclusion also means decolonizing treatment approaches, incorpora$ng non-

Western healing tradi$ons (with cultural humility), and being willing to challenge 

tradi$onal models when they don’t fit a client’s worldview. 

Conclusion 

Addressing cultural and individual diversity in ea$ng disorder treatment is a 

clinical, ethical, and moral impera$ve. The task of dismantling systemic bias and 

building inclusive care is ongoing, complex, and deeply rewarding. When 

psychologists engage with DEI as core competencies—not op$onal add-ons—they 

not only enhance treatment outcomes, but also restore dignity and jus$ce to 

those who have been historically excluded from healing. 

Sec$on 18: Future Direc$ons in Ea$ng Disorder 
Treatment 
Ea$ng disorders are among the most psychologically complex and medically 

dangerous psychiatric condi$ons, requiring clinicians to work at the intersec$on of 

psychopathology, neurobiology, sociocultural influence, and iden$ty development. 

Over the course of this training, we have explored the diagnos$c landscape 

(DSM-5-TR), primary and subthreshold presenta$ons, evidence-based treatments, 

psychological comorbidi$es, trauma intersec$ons, diversity considera$ons, ethical 

dilemmas, and collabora$ve care pathways. 

One of the most important takeaways is that effec$ve ea$ng disorder treatment 

demands more than protocol mastery—it requires cultural humility, ethical clarity, 

systemic literacy, and a deep apprecia$on for individual complexity. Psychologists 

must cul$vate these competencies to ensure they are not merely delivering care, 

79



but doing so in a way that is inclusive, safe, trauma-informed, and iden$ty-

affirming (APA, 2017). 

This course has also emphasized that ea$ng disorders do not discriminate—they 

affect individuals across all gender iden$$es, races, ethnici$es, body sizes, 

socioeconomic statuses, sexual orienta$ons, and neurotypes. Yet, access to 

diagnosis, treatment, and recovery resources remains unequally distributed. 

Psychologists are uniquely posi$oned to interrupt these dispari$es through 

clinical prac$ce, advocacy, and scholarly contribu$ons. 

The Evolving Landscape of Ea$ng Disorder Research and 
Treatment 

The field of ea$ng disorder research has grown significantly in recent years. 

Advances in neuroimaging, gene$cs, and psychoneuroendocrinology have 

highlighted the biological substrates of ea$ng disorders, reinforcing the view that 

these are brain-based illnesses influenced by sociocultural forces, not lifestyle 

choices or superficial concerns (Kaye et al., 2020). Simultaneously, the expansion 

of trauma-informed care, body diversity models, and weight-neutral frameworks 

is shiling clinical paradigms toward more holis$c, inclusive treatment. 

Future treatment direc$ons are also emphasizing early interven$on and 

preven$on. Studies show that intervening within three years of symptom onset 

significantly improves prognosis (Le Grange & Lock, 2015). Psychologists should 

therefore strengthen partnerships with schools, pediatricians, college health 

systems, and athle$c departments to catch symptoms earlier. 

Digital health is another major innova$on. Telehealth and app-based interven$ons 

have become widespread post-COVID-19, and studies indicate that virtual CBT-E, 

DBT, and FBT can be effec$ve when implemented with fidelity (Linardon et al., 

2021). However, digital care raises new ethical concerns—such as data privacy, 
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crisis management at a distance, and technology access equity—which must be 

addressed through ongoing policy development. 

Addi$onally, co-design models—where clients and marginalized communi$es help 

shape treatment programs—are emerging as best prac$ce. Including lived 

experience voices ensures that care is more relevant, less s$gma$zing, and more 

responsive to community needs (Con$ et al., 2021). 

Ethical and Professional Impera$ves for the Future 

Ethical challenges will con$nue to evolve alongside changes in society, health 

policy, and technology. Psychologists must remain grounded in APA's Ethical 

Principles and Code of Conduct (2017) and stay current with mul$cultural and DEI 

standards. This includes: 

• Ensuring informed consent is accessible, linguis$cally appropriate, and 

developmentally aouned. 

• Protec$ng confiden$ality in digital environments. 

• Advoca$ng for access to care, especially for underinsured or marginalized 

popula$ons. 

• Avoiding the use of weight-based metrics (e.g., BMI cutoffs) as the sole 

criteria for diagnosis or referral (Puhl & Suh, 2015). 

There is also a growing call for psychologists to become change agents beyond the 

therapy room—par$cipa$ng in policy development, research transla$on, public 

health campaigns, and the training of future clinicians. 
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Conclusion 

In sum, the future of ea$ng disorder treatment lies in an integrated, equitable, 

and compassionate approach—one that honors science, ethics, iden$ty, and 

human dignity. Psychologists who embody these values will not only reduce 

suffering but will become stewards of a more just and inclusive future for mental 

health care. Let this course not be a conclusion, but a founda$on—a star$ng point 

for your con$nued growth as a clinician, advocate, and agent of recovery. 

82



References  

Agras, W. S., & Robinson, A. H. (2008). The role of the medical prac$$oner in the 

treatment of ea$ng disorders. Medical Clinics of North America, 92(1), 61–73. 

hops://doi.org/10.1016/j.mcna.2007.10.003 

 

American Psychiatric Associa$on. (2022). Diagnos9c and Sta9s9cal Manual of 

Mental Disorders (5th ed., text rev.; DSM-5-TR). American Psychiatric Publishing. 

 

American Psychiatric Associa$on. (2023). Prac9ce guideline for the treatment of 

pa9ents with ea9ng disorders (4th ed.). hops://www.psychiatry.org/psychiatrists/

prac$ce/clinical-prac$ce-guidelines 

 

American Psychological Associa$on. (2015). Guidelines for psychological prac9ce 

with transgender and gender nonconforming people. hops://www.apa.org/

prac$ce/guidelines/transgender.pdf 

 

American Psychological Associa$on. (2017). Ethical principles of psychologists and 

code of conduct. hops://www.apa.org/ethics/code 

 

American Psychological Associa$on. (2017). Mul9cultural guidelines: An ecological 

approach to context, iden9ty, and intersec9onality. hops://www.apa.org/about/

policy/mul$cultural-guidelines 

 

American Psychological Associa$on. (2019). APA guidelines for con9nuing 

educa9on in psychology. hops://www.apa.org/ed/sponsor/resources/ce-cp-

guidelines.pdf 

 

Aea, E., Crone, C., & Fochtmann, L. J. (2023). Prac$ce guideline for the treatment 

83

https://doi.org/10.1016/j.mcna.2007.10.003
https://doi.org/10.1016/j.mcna.2007.10.003
https://www.psychiatry.org/psychiatrists/practice/clinical-practice-guidelines
https://www.psychiatry.org/psychiatrists/practice/clinical-practice-guidelines
https://www.psychiatry.org/psychiatrists/practice/clinical-practice-guidelines
https://www.apa.org/practice/guidelines/transgender.pdf
https://www.apa.org/practice/guidelines/transgender.pdf
https://www.apa.org/practice/guidelines/transgender.pdf
https://www.apa.org/ethics/code
https://www.apa.org/ethics/code
https://www.apa.org/about/policy/multicultural-guidelines
https://www.apa.org/about/policy/multicultural-guidelines
https://www.apa.org/about/policy/multicultural-guidelines
https://www.apa.org/ed/sponsor/resources/ce-cp-guidelines.pdf
https://www.apa.org/ed/sponsor/resources/ce-cp-guidelines.pdf
https://www.apa.org/ed/sponsor/resources/ce-cp-guidelines.pdf


of pa$ents with ea$ng disorders. American Journal of Psychiatry. hops://

psychiatryonline.org/doi/full/10.1176/appi.ajp.23180001 

 

Baer, R. A. (Ed.). (2006). Mindfulness-based treatment approaches: Clinician’s 

guide to evidence base and applica9ons. Academic Press. 

 

Bardone-Cone, A. M., Hunt, R. A., & Watson, H. J. (2018). An overview of 

conceptualiza$ons of ea$ng disorder recovery, recent findings, and future 

direc$ons. Current Psychiatry Reports, 20(9), 79. hops://doi.org/10.1007/

s11920-018-0932-9 

 

Birgegård, A., Man$lla, E. F., Breithaupt, L. E., & Borg, S. (2023). Reframing atypical 

anorexia nervosa as “Restric$ve Ea$ng Disorder.” Ea9ng Behaviors, 49, 101760. 

hops://doi.org/10.1016/j.eatbeh.2023.101760 

 

Bourne, L. (2025). Towards an evidence base for clinical prac9ce in ARFID: A mul9-

method inves9ga9on [Doctoral disserta$on, University College London]. hops://

discovery.ucl.ac.uk/id/eprint/10204299/ 

 

Brewerton, T. D. (2016). An overview of trauma-informed care and prac$ce for 

ea$ng disorders. Journal of Clinical Psychology, 72(11), 1076–1086. hops://

doi.org/10.1002/jclp.22374 

 

Burneoe, C. B., Luzier, J. L., et al. (2022). A systema$c review of sociodemographic 

repor$ng in ea$ng disorder treatment trials. Interna9onal Journal of Ea9ng 

Disorders, 55(6), 719–730. hops://doi.org/10.1002/eat.23699 

 

Cheng, H. L., Perko, V. L., Fuller-Marashi, L., Gau, J. M., & S$ce, E. (2019). Ethnic 

and gender dispari$es in disordered ea$ng behaviors among U.S. college 

84

https://psychiatryonline.org/doi/full/10.1176/appi.ajp.23180001
https://psychiatryonline.org/doi/full/10.1176/appi.ajp.23180001
https://psychiatryonline.org/doi/full/10.1176/appi.ajp.23180001
https://doi.org/10.1007/s11920-018-0932-9
https://doi.org/10.1007/s11920-018-0932-9
https://doi.org/10.1007/s11920-018-0932-9
https://doi.org/10.1016/j.eatbeh.2023.101760
https://doi.org/10.1016/j.eatbeh.2023.101760
https://discovery.ucl.ac.uk/id/eprint/10204299/
https://discovery.ucl.ac.uk/id/eprint/10204299/
https://discovery.ucl.ac.uk/id/eprint/10204299/
https://doi.org/10.1002/jclp.22374
https://doi.org/10.1002/jclp.22374
https://doi.org/10.1002/jclp.22374
https://doi.org/10.1002/eat.23699
https://doi.org/10.1002/eat.23699


students: Findings from the Healthy Minds Study. Journal of Counseling 

Psychology, 66(3), 294–303. hops://doi.org/10.1037/cou0000326 

 

Cheng, Z. H., Perko, V. L., Fuller-Marashi, L., Gau, J. M., & S$ce, E. (2019). Ethnic 

differences in ea$ng disorder prevalence, risk factors, and predic$ve effects of risk 

factors among young women. Ea9ng Behaviors, 34, 101299. hops://doi.org/

10.1016/j.eatbeh.2019.101299 

 

Clauss-Ehlers, C. S., Chiriboga, D. A., & Hunter, S. J. (2019). APA Mul$cultural 

Guidelines execu$ve summary. American Psychologist, 74(9), 1027–1038. hops://

www.drccnyc.com/s/APA-Mul$cultural-Guidelines-Execu$ve-Summary.pdf 

 

Con$, J., Rhodes, P., Adams, D., & Campbell, L. (2021). Co-produc$on in ea$ng 

disorder services: A systema$c review and meta-synthesis. European Ea9ng 

Disorders Review, 29(6), 885–902. hops://doi.org/10.1002/erv.2854 

 

Cooper, Z., & Fairburn, C. G. (1987). The Ea$ng Disorder Examina$on: A semi-

structured interview for the assessment of the specific psychopathology of ea$ng 

disorders. Interna9onal Journal of Ea9ng Disorders, 6(1), 1–8. 

 

Cooper, Z., Bailey-Straebler, S., & Fairburn, C. G. (2016). Dissemina$on and 

implementa$on of psychological treatments for ea$ng disorders. Behaviour 

Research and Therapy, 88, 94–106. hops://doi.org/10.1016/j.brat.2016.10.004 

 

Couturier, J., Kimber, M., & Szatmari, P. (2013). Efficacy of family-based treatment 

for adolescents with ea$ng disorders: A systema$c review and meta-analysis. 

Interna9onal Journal of Ea9ng Disorders, 46(1), 3–11. hops://doi.org/10.1002/

eat.22042 

 

85

https://doi.org/10.1037/cou0000326
https://doi.org/10.1037/cou0000326
https://doi.org/10.1016/j.eatbeh.2019.101299
https://doi.org/10.1016/j.eatbeh.2019.101299
https://doi.org/10.1016/j.eatbeh.2019.101299
https://www.drccnyc.com/s/APA-Multicultural-Guidelines-Executive-Summary.pdf
https://www.drccnyc.com/s/APA-Multicultural-Guidelines-Executive-Summary.pdf
https://www.drccnyc.com/s/APA-Multicultural-Guidelines-Executive-Summary.pdf
https://www.drccnyc.com/s/APA-Multicultural-Guidelines-Executive-Summary.pdf
https://doi.org/10.1002/erv.2854
https://doi.org/10.1002/erv.2854
https://doi.org/10.1016/j.brat.2016.10.004
https://doi.org/10.1016/j.brat.2016.10.004
https://doi.org/10.1002/eat.22042
https://doi.org/10.1002/eat.22042
https://doi.org/10.1002/eat.22042


Dahlenburg, S. C., Gleaves, D. H., & Hutchinson, A. D. (2020). A systema$c review 

of the rela$onship between perfec$onism and ea$ng disorders. Ea9ng and 

Weight Disorders, 25(2), 337–351. hops://doi.org/10.1007/s40519-019-00667-6 

 

Donini, L. M., Barrada, J. R., Barthels, F., Dunn, T. M., & Brytek-Matera, A. (2022). 

Consensus on the defini$on and diagnos$c criteria for orthorexia nervosa: A 

Delphi study. Ea9ng and Weight Disorders, 27(5), 1535–1553. hops://doi.org/

10.1007/s40519-022-01512-5 

 

Fairburn, C. G. (2008). Cogni9ve behavior therapy and ea9ng disorders. Guilford 

Press. 

 

Fairburn, C. G., Cooper, Z., & Shafran, R. (2003). Cogni$ve behaviour therapy for 

ea$ng disorders: A “transdiagnos$c” theory and treatment. Behaviour Research 

and Therapy, 41(5), 509–528. hops://doi.org/10.1016/S0005-7967(02)00088-8 

 

Fakhrou, A., Avincola, G., & Farruggio, G. (2024). Virtual reality as an innova$ve 

tool for ea$ng disorders psychological treatment. Health Psychology Open. 

hops://www.ncbi.nlm.nih.gov/pmc/ar$cles/PMC11610927/ 

 

Garner, D. M., Olmsted, M. P., & Polivy, J. (1983). Development and valida$on of a 

mul$dimensional ea$ng disorder inventory for anorexia nervosa and bulimia. 

Interna9onal Journal of Ea9ng Disorders, 2(2), 15–34. 

 

Gaudiani, J. L. (2018). Sick enough: A guide to the medical complica9ons of ea9ng 

disorders. Routledge. 

Hay, P., Rankin, R., Ramjan, L., & Con$, J. (2023). Current approaches in the 

recogni$on and management of ea$ng disorders. Medical Journal of Australia, 

86

https://doi.org/10.1007/s40519-019-00667-6
https://doi.org/10.1007/s40519-019-00667-6
https://doi.org/10.1007/s40519-022-01512-5
https://doi.org/10.1007/s40519-022-01512-5
https://doi.org/10.1007/s40519-022-01512-5
https://doi.org/10.1016/S0005-7967(02)00088-8
https://doi.org/10.1016/S0005-7967(02)00088-8
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC11610927/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC11610927/


219(3), 120–127. hops://www.mja.com.au/system/files/issues/219_03/

mja252008.pdf 

 

Hayes, S. C., Strosahl, K. D., & Wilson, K. G. (2016). Acceptance and commitment 

therapy: The process and prac9ce of mindful change (2nd ed.). Guilford Press. 

 

Hughes, E. K., Le Grange, D., Court, A., Yeo, M., & Sawyer, S. M. (2014). Parent-

focused treatment for adolescent anorexia nervosa: A study of treatment efficacy 

and durability. Journal of Child Psychology and Psychiatry, 55(11), 1252–1260. 

hops://doi.org/10.1111/jcpp.12251 

 

Ivanova, I., Pugh, M., & Lyne, K. (2022). The efficacy of third-wave psychological 

therapies for ea$ng disorders: A systema$c review and meta-analysis. Clinical 

Psychology Review, 92, 102116. hops://doi.org/10.1016/j.cpr.2022.102116 

 

Juarascio, A. S., Forman, E. M., & Herbert, J. D. (2010). Acceptance and 

commitment therapy versus cogni$ve therapy for the treatment of comorbid 

ea$ng pathology. Behavior Modifica9on, 34(2), 175–190. hops://doi.org/

10.1177/0145445510363472 

 

Kazdin, A. E., Fitzsimmons-Cral, E. E., & Wilfley, D. E. (2017). Addressing cri$cal 

gaps in the treatment of ea$ng disorders. Interna9onal Journal of Ea9ng 

Disorders, 50(3), 170–189. hops://doi.org/10.1002/eat.22670 

 

Kelly, A. C., & Carter, J. C. (2013). Self-compassion and fear of self-compassion in 

ea$ng disorders. Ea9ng Behaviors, 14(1), 33–36. hops://doi.org/10.1016/

j.eatbeh.2012.10.001 

 

Kenny, T. E. (2023). RecoverED: Toward a person-centered ecological model of 

87

https://www.mja.com.au/system/files/issues/219_03/mja252008.pdf
https://www.mja.com.au/system/files/issues/219_03/mja252008.pdf
https://www.mja.com.au/system/files/issues/219_03/mja252008.pdf
https://doi.org/10.1111/jcpp.12251
https://doi.org/10.1111/jcpp.12251
https://doi.org/10.1016/j.cpr.2022.102116
https://doi.org/10.1016/j.cpr.2022.102116
https://doi.org/10.1177/0145445510363472
https://doi.org/10.1177/0145445510363472
https://doi.org/10.1177/0145445510363472
https://doi.org/10.1002/eat.22670
https://doi.org/10.1002/eat.22670
https://doi.org/10.1016/j.eatbeh.2012.10.001
https://doi.org/10.1016/j.eatbeh.2012.10.001
https://doi.org/10.1016/j.eatbeh.2012.10.001


ea9ng disorder recovery [Doctoral disserta$on, University of Guelph]. hops://

atrium.lib.uoguelph.ca/handle/10214/27513 

 

Le Grange, D., Lock, J., Accurso, E. C., Agras, W. S., & Bryson, S. W. (2014). Early 

weight gain predicts outcome in two treatments for adolescent anorexia nervosa. 

Interna9onal Journal of Ea9ng Disorders, 47(2), 124–129. hops://doi.org/

10.1002/eat.22221 

 

Le Grange, D., & Lock, J. (2015). Family-based treatment of ea$ng disorders. 

Interna9onal Journal of Ea9ng Disorders, 48(3), 354–357. hops://doi.org/

10.1002/eat.22360 

 

Le Grange, D., & Lock, J. (2007). Trea$ng bulimia in adolescents: A family-based 

approach. Interna9onal Journal of Ea9ng Disorders, 40(8), 654–657. hops://

doi.org/10.1002/eat.20429 

 

Levine, M. P., & Smolak, L. (2020). The preven9on of ea9ng problems and ea9ng 

disorders: Theories, research, and applica9ons. Routledge. hops://

www.taylorfrancis.com/books/mono/10.4324/9781315401065 

 

Linardon, J., Shaoe, A., Rosato, J., & Fuller-Tyszkiewicz, M. (2021). Efficacy of a 

smartphone app in reducing binge ea$ng and other ea$ng disorder symptoms in 

women with bulimia nervosa and binge ea$ng disorder: A randomized controlled 

trial. European Ea9ng Disorders Review, 29(5), 726–739. hops://doi.org/10.1002/

erv.2836 

 

Linardon, J., Wade, T. D., de la Piedad Garcia, X., & Brennan, L. (2017). The efficacy 

of cogni$ve-behavioral therapy for ea$ng disorders: A systema$c review and 

meta-analysis. Journal of Consul9ng and Clinical Psychology, 85(11), 1080–1094. 

88

https://atrium.lib.uoguelph.ca/handle/10214/27513
https://atrium.lib.uoguelph.ca/handle/10214/27513
https://atrium.lib.uoguelph.ca/handle/10214/27513
https://doi.org/10.1002/eat.22221
https://doi.org/10.1002/eat.22221
https://doi.org/10.1002/eat.22221
https://doi.org/10.1002/eat.22360
https://doi.org/10.1002/eat.22360
https://doi.org/10.1002/eat.22360
https://doi.org/10.1002/eat.20429
https://doi.org/10.1002/eat.20429
https://doi.org/10.1002/eat.20429
https://www.taylorfrancis.com/books/mono/10.4324/9781315401065
https://www.taylorfrancis.com/books/mono/10.4324/9781315401065
https://www.taylorfrancis.com/books/mono/10.4324/9781315401065
https://www.taylorfrancis.com/books/mono/10.4324/9781315401065
https://doi.org/10.1002/erv.2836
https://doi.org/10.1002/erv.2836
https://doi.org/10.1002/erv.2836
https://doi.org/10.1037/ccp0000245


hops://doi.org/10.1037/ccp0000245 

 

Lock, J., & Le Grange, D. (2015). Treatment manual for anorexia nervosa: A family-

based approach (2nd ed.). Guilford Press. 

 

Loeb, K. L., Le Grange, D., & Lock, J. (2016). What the evidence reveals about 

family-based treatment for adolescent ea$ng disorders: A narra$ve review. 

Journal of Ea9ng Disorders, 4, 28. hops://doi.org/10.1186/s40337-016-0119-3 

 

Luoma, J. B., Hayes, S. C., & Walser, R. D. (2017). Learning ACT: An acceptance and 

commitment therapy skills-training manual for therapists. New Harbinger 

Publica$ons. 

 

Maguire, S., Le Grange, D., Surgenor, L. J., Marks, P., & Lacey, H. (2008). Outcome 

of a collabora$ve care approach for adolescents with ea$ng disorders. Australian 

& New Zealand Journal of Psychiatry, 42(6), 472–479. hops://doi.org/

10.1080/00048670802050584 

 

Maoar, L., Huas, C., Duclos, J., Apfel, A., Godart, N., & the EVHAN Group. (2011). 

Rela$onship between malnutri$on and depression or anxiety in anorexia nervosa: 

A cri$cal review of the literature. Journal of Affec9ve Disorders, 132(3), 311–318. 

hops://doi.org/10.1016/j.jad.2011.02.009 

 

Mehler, P. S., & Brown, C. (2015). Anorexia nervosa – medical complica$ons. 

Journal of Ea9ng Disorders, 3, 11. hops://doi.org/10.1186/s40337-015-0040-8 

 

Mond, J. M., Hay, P. J., Rodgers, B., Owen, C., & Beumont, P. J. V. (2004). Validity of 

the EDE-Q in screening for ea$ng disorders in community samples. Behavior 

Research and Therapy, 42(5), 551–567. hops://doi.org/10.1016/

89

https://doi.org/10.1037/ccp0000245
https://doi.org/10.1186/s40337-016-0119-3
https://doi.org/10.1186/s40337-016-0119-3
https://doi.org/10.1080/00048670802050584
https://doi.org/10.1080/00048670802050584
https://doi.org/10.1080/00048670802050584
https://doi.org/10.1016/j.jad.2011.02.009
https://doi.org/10.1016/j.jad.2011.02.009
https://doi.org/10.1186/s40337-015-0040-8
https://doi.org/10.1186/s40337-015-0040-8
https://doi.org/10.1016/S0005-7967(03)00161-X
https://doi.org/10.1016/S0005-7967(03)00161-X


S0005-7967(03)00161-X 

 

Morgan, J. F., Reid, F., & Lacey, J. H. (1999). The SCOFF ques$onnaire: A new 

screening tool for ea$ng disorders. Western Journal of Medicine, 172(3), 164–165. 

 

Moreno, R., Buckelew, S. M., & Accurso, E. C. (2023). Dispari$es in access to ea$ng 

disorders treatment for youth of color. Journal of Ea9ng Disorders. hops://

link.springer.com/ar$cle/10.1186/s40337-022-00730-7 

 

Morris, J., Simpson, A. V., & Schoen, E. G. (2015). Family involvement, ethical 

considera$ons, and pa$ent autonomy in the treatment of ea$ng disorders. 

Journal of Clinical Psychology in Medical Se_ngs, 22, 28–36. hops://doi.org/

10.1007/s10880-015-9423-z 

 

Murray, S. B., Loeb, K. L., & Le Grange, D. (2016). Treatment outcomes for anorexia 

nervosa: A systema$c review and meta-analysis of the past 40 years. Journal of 

the American Academy of Child and Adolescent Psychiatry, 55(4), 292–299. 

hops://doi.org/10.1016/j.jaac.2016.01.001 

 

Na$onal Ea$ng Disorders Associa$on. (2018). Ea9ng disorders: A guide to medical 

care. hops://www.na$onalea$ngdisorders.org/medical-care-standards 

 

Pike, K. M., & Dunne, P. E. (2015). The rise of ea$ng disorders in Asia. Journal of 

Ea9ng Disorders, 3, 33. hops://link.springer.com/ar$cle/10.1186/

s40337-015-0070-2 

 

Puhl, R. M., & Suh, Y. (2015). S$gma and ea$ng and weight disorders. Current 

Psychiatry Reports, 17(3), 552. hops://doi.org/10.1007/s11920-015-0552-6 

 

90

https://doi.org/10.1016/S0005-7967(03)00161-X
https://link.springer.com/article/10.1186/s40337-022-00730-7
https://link.springer.com/article/10.1186/s40337-022-00730-7
https://link.springer.com/article/10.1186/s40337-022-00730-7
https://doi.org/10.1007/s10880-015-9423-z
https://doi.org/10.1007/s10880-015-9423-z
https://doi.org/10.1007/s10880-015-9423-z
https://doi.org/10.1016/j.jaac.2016.01.001
https://doi.org/10.1016/j.jaac.2016.01.001
https://link.springer.com/article/10.1186/s40337-015-0070-2
https://link.springer.com/article/10.1186/s40337-015-0070-2
https://link.springer.com/article/10.1186/s40337-015-0070-2
https://doi.org/10.1007/s11920-015-0552-6
https://doi.org/10.1007/s11920-015-0552-6


Redgrave, G. W., Coughlin, J. W., Schreyer, C. C., et al. (2015). Medical 

complica$ons associated with anorexia nervosa and bulimia. Ea9ng Disorders, 

23(4), 317–333. hops://doi.org/10.1080/10640266.2015.1049112 

 

Rodgers, R. F., Berry, R., & Franko, D. L. (2018). Ea$ng disorders in ethnic 

minori$es: An update. Current Psychiatry Reports, 20(10), 90. hops://doi.org/

10.1007/s11920-018-0938-3 

 

Safer, D. L., Telch, C. F., & Chen, E. Y. (2009). Dialec9cal behavior therapy for binge 

ea9ng and bulimia. Guilford Press. 

 

Sharpe, S. L. (2024). A lived experience proposal for the co-occurring diagnosis of 

ARFID and other ea$ng disorders. Journal of Ea9ng Disorders, 12(1), 1–11. hops://

link.springer.com/ar$cle/10.1186/s40337-024-01073-1 

 

Simpson, C. C., & Mazzeo, S. E. (2017). Aetudes toward ea$ng disorders and body 

image in transgender and gender nonconforming adults. Body Image, 21, 25–29. 

hops://doi.org/10.1016/j.bodyim.2017.02.008 

 

Smolak, L., & Levine, M. P. (2015). The Wiley handbook of ea9ng disorders. Wiley-

Blackwell. 

 

S$ce, E., Mar$, C. N., & Rohde, P. (2013). Prevalence, incidence, and impairment 

of DSM-5 ea$ng disorders. Journal of Abnormal Psychology, 122(2), 445–457. 

hops://doi.org/10.1037/a0030679 

 

Treasure, J., Schmidt, U., & Macdonald, P. (2020). Mul$disciplinary care for ea$ng 

disorders. In A. Hay (Ed.), Current Approaches to Ea9ng Disorders (pp. 137–154). 

Springer. 

91

https://doi.org/10.1080/10640266.2015.1049112
https://doi.org/10.1080/10640266.2015.1049112
https://doi.org/10.1007/s11920-018-0938-3
https://doi.org/10.1007/s11920-018-0938-3
https://doi.org/10.1007/s11920-018-0938-3
https://link.springer.com/article/10.1186/s40337-024-01073-1
https://link.springer.com/article/10.1186/s40337-024-01073-1
https://link.springer.com/article/10.1186/s40337-024-01073-1
https://doi.org/10.1016/j.bodyim.2017.02.008
https://doi.org/10.1016/j.bodyim.2017.02.008
https://doi.org/10.1037/a0030679
https://doi.org/10.1037/a0030679


Tylka, T. L., Annunziato, R. A., Burgard, D., Daníelsdóer, S., Shuman, E., & Davis, C. 

(2014). The weight-inclusive versus weight-norma$ve approach to health: 

Evalua$ng the evidence for priori$zing well-being over weight loss. Journal of 

Obesity, 2014, 983495. hops://doi.org/10.1155/2014/983495 

 

Wallin, U., & Holmer, R. (2015). Implemen$ng family-based therapy in a public 

health seeng. Journal of Ea9ng Disorders, 3, 39. hops://doi.org/10.1186/

s40337-015-0074-3 

 

Watson, H. J., Yilmaz, Z., Thornton, L. M., et al. (2019). Genome-wide associa$on 

study iden$fies eight risk loci and implicates metabo-psychiatric origins for 

anorexia nervosa. Nature Gene9cs, 51(8), 1207–1214. hops://doi.org/10.1038/

s41588-019-0439-2 

 

Whisenhunt, B. L., Williamson, D. A., Netemeyer, R., & Womble, L. (2006). Ethical 

issues in the treatment of ea$ng disorders. Ea9ng Disorders, 14(2), 121–138. 

hops://doi.org/10.1080/10640260500536388 

 

Wilson, G. T., Grilo, C. M., & Vitousek, K. M. (2007). Psychological treatment of 

ea$ng disorders. American Psychologist, 62(3), 199–216. hops://doi.org/

10.1037/0003-066X.62.3.199 

 

Yilmaz, Z., Hardaway, J. A., & Bulik, C. M. (2015). Gene$cs and epigene$cs of 

ea$ng disorders. Advances in Genomics and Gene9cs, 5, 131–150. hops://doi.org/

10.2147/AGG.S55776 

 

Zanarini, M. C., Frankenburg, F. R., Reich, D. B., & Fitzmaurice, G. (2018). The 

associa$on between comorbid axis I disorders and prospec$ve psychosocial 

func$oning. American Journal of Psychiatry, 175(2), 106–112. hops://doi.org/

92

https://doi.org/10.1155/2014/983495
https://doi.org/10.1155/2014/983495
https://doi.org/10.1186/s40337-015-0074-3
https://doi.org/10.1186/s40337-015-0074-3
https://doi.org/10.1186/s40337-015-0074-3
https://doi.org/10.1038/s41588-019-0439-2
https://doi.org/10.1038/s41588-019-0439-2
https://doi.org/10.1038/s41588-019-0439-2
https://doi.org/10.1080/10640260500536388
https://doi.org/10.1080/10640260500536388
https://doi.org/10.1037/0003-066X.62.3.199
https://doi.org/10.1037/0003-066X.62.3.199
https://doi.org/10.1037/0003-066X.62.3.199
https://doi.org/10.2147/AGG.S55776
https://doi.org/10.2147/AGG.S55776
https://doi.org/10.2147/AGG.S55776
https://doi.org/10.1176/appi.ajp.2017.17030298
https://doi.org/10.1176/appi.ajp.2017.17030298


10.1176/appi.ajp.2017.17030298 

 

Zucker, N. L., Losh, M., Bulik, C. M., LaBar, K. S., Piven, J., & Pelphrey, K. A. (2007). 

Anorexia nervosa and au$sm spectrum disorders: Shared cogni$ve-affec$ve 

impairments. Interna9onal Journal of Ea9ng Disorders, 40(6), 528–539. 

93

https://doi.org/10.1176/appi.ajp.2017.17030298


The material contained herein was created by EdCompass, LLC ("EdCompass") for the purpose of 
preparing users for course examinations on websites owned by EdCompass, and is intended for use 
only by users for those exams. The material is owned or licensed by EdCompass and is protected 

under the copyright laws of the United States and under applicable international treaties and 
conventions. Copyright 2025 EdCompass. All rights reserved. Any reproduction, retransmission, or 

republication of all or part of this material is expressly prohibited, unless specifically authorized by 
EdCompass in writing. 


	Section 1: Comprehensive Overview of Eating Disorders
	Introduction
	Definition and Scope of Eating Disorders
	Epidemiological Trends and Cultural Considerations
	Psychological and Behavioral Features
	Comorbidity and Psychological Complexity
	Training, Cultural Competence, and Clinical Implications

	Section 2: Diagnostic Criteria and Symptomatology of Eating Disorders (DSM-5-TR)
	Introduction
	Anorexia Nervosa (AN)
	Bulimia Nervosa (BN)
	Binge-Eating Disorder (BED)
	Avoidant/Restrictive Food Intake Disorder (ARFID)
	Other Specified Feeding or Eating Disorder (OSFED)
	Ethical, Cultural, and Diagnostic Considerations
	Conclusion

	Section 3: Differentiating Between Primary Eating Disorders and Disordered Eating Behaviors
	Introduction
	Understanding the Spectrum: From Disordered Eating to Diagnosis
	Diagnostic Criteria: What Makes a Disorder "Primary"?
	The Role of Culture and Identity
	Prevention and Early Intervention
	Conclusion

	Section 4: Risk Factors and Etiology of Eating Disorders
	Introduction
	Genetic and Biological Contributions
	Trauma and Psychological Vulnerability
	Comorbid Mental Health Conditions
	Conclusion

	Section 5: Psychological Factors and Comorbid Mental Health Conditions in Eating Disorders
	Introduction
	Perfectionism and Control: Cognitive and Personality Foundations
	Emotional Dysregulation and Coping Deficits
	Comorbidity with Anxiety and Depressive Disorders
	Obsessive-Compulsive Disorder and Compulsivity
	Post-Traumatic Stress Disorder (PTSD) and Trauma-Related Pathology
	Personality Disorders and Trait Vulnerabilities
	Conclusion

	Section 6: The Intersection of Eating Disorders
	Introduction
	Comorbidity with Anxiety Disorders
	Major Depressive Disorder (MDD) and Eating Disorders
	Obsessive-Compulsive Disorder (OCD)
	PTSD and Trauma
	Personality Disorders
	Conclusion

	Section 7: Considerations for Differential Diagnosis and Treatment Planning; Evidence-Based Psychological Interventions
	Introduction
	Differential Diagnosis: Clinical and Ethical Frameworks
	Evidence-Based Psychological Interventions
	Cognitive Behavioral Therapy for Eating Disorders (CBT-E)
	Dialectical Behavior Therapy (DBT)
	Family-Based Therapy (FBT)
	Acceptance and Commitment Therapy (ACT)

	Integrating Assessment and Intervention
	Conclusion

	Section 8: Application of Cognitive Behavioral Therapy for Eating Disorders (CBT-E) in Individual and Group Therapy
	Introduction
	Theoretical Foundations of CBT-E
	Individual Therapy Application
	Group Therapy Adaptation
	Cultural and Individual Diversity Considerations
	Ethical Considerations
	Conclusion

	Section 9: Dialectical Behavior Therapy (DBT) for Emotion Regulation and Impulse Control in Adolescent Eating Disorder Patients
	Introduction
	Theoretical Framework and Core Concepts
	Clinical Implementation of DBT in Adolescent ED Treatment
	Adolescent-Specific Considerations
	Cultural and Individual Diversity Considerations
	Clinical Effectiveness and Outcomes
	Conclusion

	Section 10: Family-Based Therapy (FBT) for Adolescent Clients and the Role of Caregivers in Treatment
	Introduction
	Theoretical Foundations and Philosophy of FBT
	Role of Caregivers and Family Members
	Cultural and Individual Diversity Considerations
	Ethical Considerations in FBT
	Conclusion

	Section 11: Integrating Acceptance and Commitment Therapy (ACT) and Other Therapies in Eating Disorder Treatment
	Introduction
	Theoretical Foundations of ACT and Therapies
	Clinical Application in Eating Disorder Treatment
	Conclusion

	Section 12: Psychological Assessment Tools for Eating Disorders
	Introduction
	Importance of Psychological Assessment in Eating Disorder Care
	The Eating Disorder Examination Questionnaire (EDE-Q)
	The Eating Attitudes Test (EAT-26)
	The SCOFF Questionnaire
	Additional Assessment Tools

	Section 13: The Role of Clinical Psychologists in Multidisciplinary Settings
	Introduction
	The Central Role of Psychologists in ED Care
	Collaborating with Dietitians: Nutritional Restoration and Behavioral Integration
	Collaborating with Psychiatrists: Managing Medication, Comorbidities, and Psychiatric Risk
	Collaborating with Medical Professionals: Monitoring Physical Health and Safety
	Ethical Considerations in Multidisciplinary Collaboration
	Conclusion

	Section 14: Recognizing Red Flags for Medical Instability and When to Refer for Higher Levels of Care
	Introduction
	Understanding Medical Instability in Eating Disorders
	Levels of Care: Indications and Referral Timing
	The Psychologist’s Role in Referral and Advocacy
	Medical Collaboration and Treatment Transitions
	Conclusion

	Section 15: Navigating the Ethical Challenges of Treating Eating Disorders
	Introduction
	The Ethical Framework: APA Principles and Standards
	Informed Consent and Decisional Capacity in Eating Disorders
	Confidentiality in Eating Disorder Treatment
	Involuntary Treatment and Ethical Justification
	Addressing Countertransference, Bias, and Moral Distress
	Conclusion

	Section 16: Addressing Personal Biases and Stigma in Clinical Practice to Foster a Supportive Therapeutic Environment
	Introduction
	Understanding the Nature of Bias in Eating Disorder Treatment
	Weight Bias in Clinical Settings
	Addressing Racism, Cultural Stereotypes, and Health Disparities
	Creating a Supportive and Inclusive Therapeutic Environment
	Conclusion

	Section 17: Cultural and Individual Diversity in Eating Disorder Treatment
	Introduction
	Cultural and Sociopolitical Contexts of Eating Disorders
	Barriers to Access and Representation in Eating Disorder Care
	Key DEI Components for Clinical Application
	Diversity
	Equity
	Inclusion

	Conclusion

	Section 18: Future Directions in Eating Disorder Treatment
	The Evolving Landscape of Eating Disorder Research and Treatment
	Ethical and Professional Imperatives for the Future
	Conclusion

	References

