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UPDATE

Baring Truths About
Women's Bodies

In an effort to counteract the unrealistic and
sometimes harmful portrayal of women in
ads and other media, a pilot project is bring-
ing real-life images and stories of women to
sites across the country. “The Century
Project,” a collection of nude photographs
and personal stories of women from birth to
100 years of age, is now touring the U.S.
The exhibit is designed to counteract media
images of unrealistic female shapes with
real-life images. Women have responded
positively to the exhibit, according to the
authors, and often describe the exhibit as
having a “therapeutic effect” upon their own
body image. As Janet Murray and Stacey
Tatleff-Dunn of the University of Central
Florida reported at this spring’s Academy for
Eating Disorders meeting in Denver, modest
but positive effects occurred after a test
group of 56 undergraduates (41 females and
15 males) viewed the exhibit. After seeing
the exhibit, the men and women rated their
reactions on several dimensions, using a
scale from 1 (changed negatively; unimpor-
tant) to 5 (changed positively; very impor-
tant). After the exhibit, the students’ views
of their own bodies were slightly more posi-
tive. Women reported more positive changes
than did men.
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Treatment Transitions: Improving
Patient Recovery Through
Effective Gollaboration

By Kari B. Wolfe, MS, CPC

Remuda Ranch Center for Anorexia and Bulimia, Inc.

Treating a person with an eating disor-
der can take many years and many cycles
of care before recovery occurs. Research
suggests that the course of illness for
anorexia nervosa may be 7 to 10 years'
and possibly less for bulimia nervosa?.
As professionals, we often see patients
who have re-
ceived treat-
ment, but for
whom  the
continuum of
care has been
broken, leav-
ing us without access to critical informa-
tion. Between 20% and 30% of eating
disorder patients drop out of treatment?.
Due to denial and cognitive impairment
secondary to malnutrition, there are sig-
nificant impediments, including denial
of the severity of illness. Thus, patients
may not fully understand the issues
raised during previous treatments. The
same ground is therefore covered and re-
covered, unnecessarily prolonging the
illness.
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Collaboration to Improve
Recovery
-------- 3 Collaboration across the
o j continuum of care, improved
"""" 5 communication, and syn-
,,,,,,,, 5 ergy of treatment approaches
-------- 6 may improve recovery. Col-
------- 6 laboration and communica-
o ; tion are enhanced when out-
________ 7 | patient providers work to-
....... 8 gether frequently as a team,

Treatment recommendations from
unified teams are difficult for
insurance companies to dispute.

Wickenburg, Arizona

and when inpatient and outpatient pro-
viders have established ties to one an-
other. Shared knowledge, trust and com-
mon language, and the responsiveness
of self-identified colleagues all prove ben-
eficial.

In 2002, our center mailed a treatment
transitions sur-
vey to 100 ran-
domly selected
outpatient eat-
ing disorders
professionals.
Sixty-five per-
cent responded. Their feedback is inte-
grated into the recommendations below.

Team Collaboration

Nearly all our respondents agreed that
severe eating disorders, such as low-
weight anorexia nervosa, are best treated
with a multidisciplinary team, including
a primary care physician, a dietitian, a
psychiatrist, and a psychotherapist. This
approach is believed to be superior for
many reasons, such as medical
comorbidities that pose serious risks, in-
cluding death, and eating disorder com-
plexities that require skills in nutrition
science and psychopharmacology. Un-
complicated bulimia nervosa is an excep-
tion. In our survey, professionals who
were not working with a team neverthe-
less recognized its importance and
wanted to develop one.

Team success requires that all members
have a general knowledge of the other

continued on page 2
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disciplines and that they communicate
regularly. Eating disorder patients often
minimize symptoms, failing to talk about
essential issues. A team is better able to
gain the information necessary to ad-
equately treat patients. Teams’ unified
treatment recommendations are more
effective with families, insurance provid-
ers, and patients.

Developing a treatment team. The
first step in developing a team is finding
professionals who are knowledgeable
about eating disorders or who are will-
ing to learn about them. Here are some
suggestions for those willing to learn: (1)
Send them a copy of the American Psy-
chiatric Association Practice Guidelines. (2)
Suggest they join eating disorders asso-
ciations, such as the Academy for Eating
Disorders. (3) Recommend that they sub-
scribe to relevant journals and attend
relevant conferences. (4) Suggest that
they host a monthly eating disorder con-
sultation group with other professionals.

Close communication is often diffi-
cult, given the busy schedules of many
professionals. However, effective com-
munication can be achieved with confi-
dential voice mail and faxes. Letters work
as well, and might be more confidential.
Teams should determine the information
that is relevant to the group. Critical in-
formation may include: changes in medi-
cal status, including weight changes,
problems with follow-up, missing ap-
pointments, and changes in meal plans.
If higher level of care criteria are met, a
conference call is needed to plan for the
transition. One team member can act as
a point person for the team, the family,
and the patient. Appropriate information
releases must be secured at the beginning
of treatment, so providers can discuss
important issues with other members of
the team. When patients fail to cooper-
ate, it may be a sign of therapy-interfer-
ing behavior. In such cases, the therapist
and patient may need to negotiate a
workable solution.

Outpatient-to-Inpatient Transitions

Our survey indicated that profession-
als recognize level of care needs accord-
ing to the severity of illness.* Treatment
failures, including treating patients un-
successfully for an extended time, may

also indicate the need for a higher level
of care in order to handle patient resis-
tance and provider countertransference.

Managing change. Outpatient provid-
ers have the major responsibility for
coordinating the patient’s care and for
assessing their levels of care. To manage
changes, outpatient providers must
know that patients may need higher
levels of care from professionals in their
region. Therapeutic rapport can be piv-
otal when convincing a family or patient
that a higher level is necessary. Transi-
tional teleconferencing prior to and
after a higher-level admission can ease
concerns and build confidence. Outpa-
tient providers have a great deal of influ-
ence with insurance companies and
recommendations from united teams are
difficult to dispute. Experts can also help
educate insurance companies about
industry standards for appropriate lev-
els of care with eating disorders.

Because eating disorder patients are
often reticent, a telephone call to gather
information about the patient is essen-
tial for the inpatient providers before a
treatment plan can be formulated. An
agreement should be made between in-
patient and outpatient providers regard-
ing communication during the inpatient
stay.

During longer lengths of stay, it is stan-
dard practice for outpatient therapists to
disengage from therapy with their pa-
tients so that patients may switch to a
new treatment setting and develop trust
with the new treatment team. However,
it is optimal for inpatient and outpatient
providers to communicate at least twice
during the patient’s stay, to keep outpa-
tient providers abreast of patient progress
and to help with interventions if the
patient begins to talk about leaving in-
patient treatment prematurely. For
shorter lengths of stay, good judgment
will be needed to help both groups de-
cide the outpatient provider’s degree of
disengagement.

Inpatients may say that the outpatient
providers were not helpful to them. This
may simply mean that such patients are
displeased with the recommendation for
a higher care level and the outpatient
provider(s) who made it.

Inpatient-to-Outpatient Transitions
A teleconference prior to discharge is
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essential. This conference should include
the patient. Treatment progress and is-
sues to address in the lower level of care
should be discussed and agreed upon.
There may also be times when the inpa-
tient team may need to communicate
information to the outpatient treatment
team that would not be said in the same
way with the patient present. For patients
with more severe illness or those who
have been inpatients for a longer time,
transitional care or “step-down” pro-
grams may be indicated for one to three
months. These patients benefit from the
structure of such programs, which enable
them to practice new skills and to gain
confidence while facing typical stressors
of everyday life. Once patients are ready
to return to outpatient care, inpatient/
transitional providers should coordinate
this hands-off with their outpatient col-
leagues by scheduling appointments for
the patient during the first week follow-
ing discharge.

All pertinent medical records should
be forwarded to the appropriate outpa-
tient providers, preferably prior to the
first appointment with that provider.
Inpatient treatment centers have a
wealth of information available to the
outpatient providers, often including
psychological testing results and family
therapy notes that are sometimes diffi-
cult to gather on an outpatient basis.
According to those surveyed, most out-
patient providers want clear and specific
treatment recommendations from inpa-
tient providers. They also believe that the
discharge plan should contain specific
criteria for readmission, such as body
weight or other indicators of relapse.

Outpatient providers want to know the
specific interventions and program con-
tent of the inpatient facility in order to
continue with similar language, tools,
and skill building. This helps the patient
to internalize the inpatient experience.
Inpatient and outpatient treatment goals
should be discussed and aligned as much
as possible. This also sends a congruent
message to patients, and less time will
be wasted on therapy-interfering be-
haviors such as splitting between pro-
viders.

A patient’s own manual. During in-
patient discharge planning, it's helpful
for the patient to create a “User’s
Manual” to share with the follow-up
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treatment providers. In the manual, the
patient writes down behaviors, events,
and perceptions that might cause trouble
in the future. These are often called Red
Flag Warning Signs®. Involved families
can also be alerted by the patient to these
warning signs of relapse.

In our survey, one outpatient profes-
sional wrote, “...follow-up communica-
tion prior to discharge is the most essen-
tial piece.” Patients should be aware that
collaboration exists and that outpatient
providers expect their return on a spe-
cific date.

Getting Patients Back Into Treatment

Although most providers agree that
communication and complementary
approaches to care are essential, it is un-
fortunate that when patients fail to fol-
low through with outpatient appoint-
ments, many healthcare professionals,
inpatient and outpatient, do not try to
bring patients back into treatment. Pa-
tients may need help with their motiva-
tion to change. We cannot assume that
patients who reach a particular level of
motivation at one point in treatment will
maintain this level of motivation®.
Changes in environment or relation-
ships, along with fear, can affect patients,
even those with the best intentions.

We urge providers to make a commit-
ment to improve the recovery process for
eating disorder patients and to try to go
the extra mile when patients don't fol-
low through. Preventing relapse and
keeping patients in treatment can save
lives.
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BMI and Diet Groups

A higher-than-normal body mass index,
or BMI, has been identified as a risk fac-
tor for shortened lifespan and develop-
ment of diabetes, heart disease, and some
cancers. Cancer researchers at Oxford
University have expanded upon this to
make a connection between BMI and
specific eating patterns (Int ] Obesity 2003;
27:728).

Dr. Elizabeth Spencer and her col-
leagues compared the BMIs of 37,875
healthy men and women aged 20 to 97
years who are participating in the Euro-
pean Prospective Investigation Into Can-
cer and Nutrition (EPIC-Oxford), a long-
term, ongoing study of lifestyle and di-
etary factors. The participants were clas-
sified in one of four groups of eating pat-
terns, according to their main dietary
preferences: as meat-eaters, fish-eaters,
vegetarians, or vegans (people who
choose to eat no meat, fish, eggs, or dairy
foods).

Meat-eaters had highest BMls

The mean overall BMI (kg/m?) was
23.81 for men and 23.05 for women.
There were considerable differences in
mean BMI among the four diet groups.
The fish-eaters and vegetarians had lower
mean BMIs than the meat-eaters, but had
higher mean BMIs than the vegans.
Mean (unadjusted) BMI was highest
among meat-eaters, at 29.49 for men and
23.69 among women, and lowest among
vegans, at 22.34 for men and 21.75
among women.

Among men 5’11” tall, meat-eaters
were a mean of 13 Ib heavier than vegans.
For a woman 5’6", the corresponding
difference in mean BMI represented a
difference in weight of about 11 Ib be-
tween vegans and meat-eaters. Eating a
diet of high protein and low fiber was
the factor most strongly associated with
low BML



Family Therapy for the Teen with Bulimia Nervosa

A three-phase approach using family-
based treatment may be a helpful option
for adolescents with bulimia nervosa
(BN), according to an ongoing study at
the University of Chicago (Am ] Psycho-
therapy 2003;57:237).

Still uncharted territory

Although much information is avail-
able about the causes and treatment op-
tions for adults with BN, much less is
known about effective treatment for ado-
lescents diagnosed with BN. For example,
although cognitive behavioral therapy
(CBT) and interpersonal therapy (ITP)
have been helpful for adults, no clinical
trials of CBT or IPT have yet been de-
signed for teens.

Dr. Daniel LeGrange and colleagues at
the University of Chicago have had good
preliminary results with a family therapy
approach for adolescents with BN.

There are several strong arguments for
including the family in treatment of
teens with BN, according to the research-
ers. For example, information about BN
can be shared with the parents and their
child, and issues about meals and the
impact of the eating disorder on family
relationships can be addressed. Addition-
ally, the intrinsic denial of the alarming
nature of bulimic symptoms makes
many teens incapable of appreciating
how serious the disorder may be. This
makes it necessary for the parents to be-
come involved to make certain that the
teen gets adequate treatment.

A manualized approach for BN

Based on an earlier manual developed
for family treatment for anorexia nervosa
(AN), the researchers developed a manual
for BN that reflects three clearly defined
phases of treatment. Whereas in AN the
first and main focus of treatment is em-
powering the parents to succeed in
refeeding their starving daughter or son,
the treatment focus for adolescents with
BN is helping parents help their son or
daughter regain control over eating and
preventing the child from turning to
binge-eating and purging. Just as in AN,
it is only after the eating disorder has
been successfully addressed that parents
can hand control over eating back to
their child.

4

Phase 1. Regulating food intake (ses-
sions 1-10). In the first phase, treatment
is almost entirely focused on the eating
disorder, in order to enable parents to
help their child to regulate eating and
stop purging. A family meal with the
therapist early in treatment starts the pro-
cess of parental involvement, and lets the
therapist directly observe the family’s in-
teractions to eating. The therapist helps
parents relieve their guilt, so they stop
thinking that they caused the eating
problem. The emphasis is on the posi-
tive aspects of parenting. Families are en-
couraged to work out for themselves how
best to stabilize the bulimic child’s eat-
ing. The initial session also helps edu-
cate the family about the nature and
challenge of treating bulimia, especially
the secretiveness and shame associated
with binge eating and purging.

Phase 2. Negotiating a new pattern
of relationships (sessions 11-17). The
second phase can begin once the patient
has agreed to her parents’ demands that
she normalize food intake and abstain
from binge eating and purging, and
when the therapist detects a change in
the mood of the family (e.g., relief after
taking charge of the problem). Although
symptoms are the center of discussions,
regular, stress-free meals are now encour-
aged. This second phase also marks the
return of control over eating to the ado-
lescent. Parents monitor eating but al-
low the teen to make her own food
choices. Other family issues can now be
brought forward for review.

Phase 3. Adolescent issues and ter-
mination (sessions 18-20). Once the
patient maintains a stable weight and
binge/purge symptoms have disap-
peared, the therapist and family work to
establish a healthy adolescent or young
adult relationship with the parents. In
this relationship, the illness is not the
center of attention. This stage also in-
volves working toward increased per-
sonal autonomy for the adolescent, more
appropriate family boundaries, and ad-
dressing the need for independence.

According to the authors, their
manualized treatment approach is still
in the preliminary stages, but family
therapy for adolescents with BN may
enable patients to recover without pro-

tracted outpatient treatment or hospital
admission.

Racial Teasing and Its
Effect on Body Image
Among South Asian-
American Women

Acculturation and loss of ethnic identity
have been proposed as risk factors for
eating and body image disturbances
among women of color. Now two re-
searchers have added another risk factor:
being teased about racial or ethnic fea-
tures (Int ] Eat Disord 2003; 34:142).

Drs. Dana Sahi Iyer and Nick Haslam
report that women from South Asian
backgrounds have been overlooked in
studies of minority women and eating
disorders. This is unfortunate because
these women are culturally, economi-
cally, and historically distinct from
women in other ethnic groups and have
markedly different cultural practices,
including arranged marriages and re-
ligion.

What is racial teasing?

In typical childhood teasing, the com-
ments are directed at children thought
to be different or who are disliked. In
contrast, “racial teasing” focuses on the
target’s ethnically distinct attributes. In
a 1988 study by Kelly and Cohn, racial
teasing was the most prevalent form of
teasing among 10- to 17-year-olds in
England. Both forms can have long-last-
ing and detrimental effects upon the tar-
get child. Researchers have shown the
connection between being teased and
development of aggressiveness, depres-
sion, low self-esteem, eating problems
and body image dissatisfaction

Racial teasing might also adversely af-
fect body image because it selects appear-
ance-related features. By drawing hurt-
ful attention to their distinct features,
racial teasing might lead minority
women to adopt the beauty norms of the
dominant culture, misidentify with their
host culture, and experience identity
problems, distress and self-denigration,
all of which can promote eating and
body image problems.
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The study

Participants in this study included 122
American undergraduate women (mean
age: 20.6 years) of South Asian descent
who were recruited from 5 states. Most
(89%) were Asian Indian-Americans and
most came from affluent families (67%
had family incomes above $60,000 per
year). All the women completed seven
self-report questionnaires and a demo-
graphic information sheet

Results

In this group, only a history of hurtful
racial teasing, but not acculturation or
loss of ethnic identity, was associated
with disturbed eating behavior and body
image dissatisfaction. Racial teasing,
which was reported by 86% of the
women, was not correlated with ethnic
identification, and only weakly corre-
lated with acculturation.

Associations are still unclear

Just how and why racial teasing is as-
sociated with disturbed body image and
disordered eating is still unclear. The au-
thors hypothesize that being teased
about visible signs of being ethnically dif-
ferent might make some girls dissatisfied
with their appearance, and they may
then turn to disordered eating in an at-
tempt to change it. Another possibility
is that racial teasing may create or deepen
a sense of not belonging in the surround-
ing culture.

The results of the study strongly sup-
port the role of racial teasing in disor-
dered eating behavior and body image
problems. This indicated that racial teas-
ing might be an important but neglected
factor in eating and body image distur-
bance among minority women.

Researchers and theorists interested in
studying eating disturbances among eth-
nic minorities may need to look beyond
women’s relations to the dominant cul-
ture and their culture of origin. If a his-
tory of being cruelly taunted about one’s
ethnic appearance is associated with eat-
ing and body image disturbances, then
it may be the majority culture’s response
to the minority individual, not just her
accommodation to it or estrangement
from her own ethnic origins, that plays
a role in the development of these dis-
turbances.
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The Psychology of Bulimia
Nervosa: A cognitive perspective
(By Myra Cooper, PhD. Oxford University
Press; 2003. 337 pages, $49.50)

Although $49.50 may seem a lot to spend
on a paperback book, this informative re-
view and synthesis nicely delivers what it
promises—a very scholarly introduction to
psychological aspects of bulimia nervosa,
primarily cognitive theoretical and treatment
approaches. | suspect that it developed from
an advanced seminar for psychology gradu-
ate students at Oxford. For someone new
to the field, this book will provide an excel-
lent way to step into the current scene. For
those who’ve been in the field for a while,
this book offers a careful review, and con-
tains interesting discussions from which
even veterans can learn something new.

At the very outset, | was grabbed by the
historical introduction, in which Dr. Cooper
resurrects “kynorexia” (a term from antig-
uity and the Middle Ages referring to “insa-
tiable hunger like that of a dog”) and “bu-
limia emetica,” from Cullen’s 1780s classi-
fication of three types of bulimia, in which
vomiting followed excessive eating.

Next, after a detailed review of the status
and controversies concerning nosology and
key clinical features, Dr. Cooper turns to her
main focus, thorough discussions of psycho-
logical issues. In each area, she presents
and critiques the evidence, pointing out dif-
ficulties in interpretation, gaps in knowledge,
the need for future research, and treatment
implications. She begins with internal states

BOOK REVIEW

and their cognitive associations, involving
self-esteem, body image, impulsivity, sexu-
ality and perfectionism. Then, she turns to
external and developmental factors, includ-
ing abuse, attachment, emotional regula-
tion, development of the self, family issues,
life events, coping, and social support.

There are reviews of epidemiology, cul-
tural issues, and a brief but helpful survey
of non-cognitive psychological theories, in-
cluding psychodynamic (ego-psychology,
object relations, self-psychology and rela-
tional theories), sociocultural, feminist, fam-
ily/systems, and behavioral theories.

When we finally get to cognitive theories,
about halfway through the book, we’ve been
well prepared for an in-depth discussion.
Her review of the basic assumptions offered
by major theorists in the field is focused and
edifying — Garner and Bemis; Fairburn;
Young; Vitousek and Hollon; Guidano and
Liotti; Cooper et al, etc. She then addresses
some of the newer ideas in cognitive theory,
associating cognition with attention and
memory, cognitive-affective interactions;
and others.

The final sections perceptively analyze
treatments based on these various psycho-
logical models. | particularly appreciated
the discussions of outcomes, future issues
in systems of care (such as self-help,
manualized care, and stepped care), new
topics on the horizon such as schema-fo-
cused theory and therapy, and an exami-
nation of what might actually be the effec-
tive elements in treatment.

—J.Y.

BMI and Length of Disease Predict Bone

Turnover in AN

Long-term anorexia nervosa (AN) and a
low body mass index (BMI) lead to a
breakdown of the essential balance of
bone formation and resorption (European
J Clin Nutr 2003; 57:1262), according to
the results of a recent case-controlled
study. University of Bonn scientists dis-
covered this pattern after evaluating 51
women with AN and 51 control subjects
matched for age, sex, and height.

AN patients had lower BMIs, lower fat
mass, lower fat-free mass, and lower
muscle mass than women in the control
group. In addition, serum levels of
osteocalcin (a marker of bone formation)
were lower, and serum levels of C-

telopeptide (CTx, a marker of bone re-
sorption) were higher in patients than
in controls. Finally, a ratio of these two
markers, which provides an index reflect-
ing the balance of bone formation and
remodeling, was elevated among patients
but not controls. The AN patients had
enhanced serum calcium and cortisol
levels, and reduced serum levels of sev-
eral hormones, including thyroid hor-
mones, insulin, and leptin.

BMI and duration of disease were in-
dependent predictors of the CTx/
osteocalcin ratio in the patients with AN.
Use of oral contraceptives had no effect
upon the ratio in patients or controls.



Weight ‘Cutting’ Waning Among

College Wrestlers

Five years ago, after three collegiate wres-
tlers died while trying to “cut,” or lose,
weight, the National Collegiate Athletic
Association (NCAA) developed new rules
designed to curb extreme weight loss ef-
forts among college wrestlers. The new
rules added 6 Ib to every weight class,
moved weigh-ins closer to the start of
each competition, and established a
minimum wrestling weight based on
body fat composition at the beginning
of the season. In addition, each wrestler
had 3 months to meet his competitive
weight.

The NCAA’s weight-control rules seem
to have had a slight but positive effect
upon extreme weight measures among
collegiate wrestlers, according to the re-
sults of a recent survey (Int ] Sport Exerc
Metab 2003; 13:29). Drs. Robert A.
Opplinger, Suzanne A. Nelson-Steen and
James R. Scott of Iowa City, IA, conducted
a survey among 47 Division [, II, and III
schools to determine if the rules had
made an impact upon harmful weight-
cutting methods. The results were based
on the extent of weight loss, informa-
tion on weight-cutting methods, and
assessment of eating behaviors elated to
standard criteria for bulimia nervosa.

Results: Some Improvement Seen

From the 741 survey responses they
received, the authors determined that the
most weight lost during the season was
5.3 kg, or 6.9%, of body weight. Weekly
weight losses averaged 4.3% of body
weight. The most common methods
used for taking off pounds included
gradual loss through dieting (27.6%), and
increased levels of exercise (75.2%). Un-
fortunately, the authors found that some
of the old extreme weight loss methods
were still being used by wrestlers: 55%
fasted, 28% used saunas to steam weight
off, and 28% used rubber/plastic suits to
sweat off pounds. Five of the 741 wres-
tlers who responded met the criteria for
bulimia nervosa.

Coaches and fellow wrestlers were
credited with changing harmful weight-
loss practices, and 40% of the wrestlers
said they were influenced by the NCAA
rules. Compared with high school stu-

dents, the collegiate wrestlers still showed
more extreme weight control behaviors,
but less extreme measures than were
common among collegiate wrestlers dur-
ing the 1980s.

Why do wrestlers use extreme methods
to lose weight?

According to the American College
of Sports Medicine, athletes often believe
that losing weight will improve their
chances of winning. Ironically, weight-
cutting may impair their performance
and endanger their health. The combi-
nation of food restriction and fluid dep-
rivation creates an adverse physiologic
effect on the body, often leaving the
wrestler too weak to compete. Wrestlers
also may justify their choice of weight
class with the belief that they need to
lose excess body fat. However, studies
show that in the off-season, high school
wrestlers have body fat levels in the 8%
to 11% range, well below that of their
peers, who average 15% body fat. In the
wrestling season, wrestlers typically have
body fat levels of 6% to 7%.

Dehydration caused by sweating in a
sauna or rubber suit, use of laxatives, and
forced vomiting contribute to loss of elec-
trolytes as well as water. Wrestlers hope
to replenish body fluids, electrolytes and
glycogen in the brief time between
weigh-ins and the competition. How-
ever, replenishing body fluids may take
24 to 48 hours, muscle glycogen replen-
ishment may take 72 hours, and replac-
inglean tissue may take even longer. The
American College of Sports Medicine rec-
ommends that male athletes 16 years and
younger with body fat below 7% and
those over 16 with a body fat lower than
5% get medical clearance before they are
allowed to compete.

The NCAA and the American College
of Sports Medicine both urge greater co-
operation among coaches, exercise sci-
entists, physicians, dietitians, and wres-
tlers to use research and education to
determine the best medically sound sys-
tem for selecting a weight class. Their
hope is that harmful weight loss meth-
ods will one day be a thing of the past
among collegiate wrestlers.

Making Connections
Between Anger and
Eating Disorders

The connection between overt and sup-
pressed anger and disordered eating has
been the focus of research for some time.
Recently researchers in London and Scot-
land compared two groups of women to
determine if facets of anger are related
to an individual’s core beliefs.

The two groups included women who
met DSM-1V criteria for eating disorders
and a control group. The authors also
hoped to learn whether levels of differ-
ent types of anger differ across individual
eating disorder diagnoses and behaviors
(Int ] Eat Disord 2003; 34:118).

The study group included 20 women
with anorexia nervosa of the restricting
subtype, 39 with anorexia nervosa of the
bulimic subtype, 68 with bulimia
nervosa, and 13 with binge eating disor-
der. The 50 women volunteers in the
control group were all undergraduates
and none had a history of eating disor-
ders. All the women filled out two self-
report questionnaires that measure an-
ger levels (State-Trait Anger Expression
Inventory) and unhealthy core beliefs
(Young’s Schema Questionnaire).

Higher anger levels reported in those
with eating disorders

The study results showed that women
with eating disorders had higher levels
of state anger and anger suppression than
did the control group, particularly when
the eating disorder diagnosis included
bulimic symptoms. Different aspects of
anger were associated with specific
bulimic behaviors. If women used binge-
eating or vomiting, they had signifi-
cantly higher levels of trait anger. In con-
trast, women who exercised excessively
had significantly higher state anger
scores. Those who used laxatives had sig-
nificantly greater levels of suppressed
anger than did the control group.

Suppressed anger was characteristic of
bulimic patients

In contrast to earlier studies, this study
suggests that suppressing anger is char-
acteristic of patients who use bulimic
behaviors. The study also reiterates re-
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search showing that bulimic attitudes are
associated with anger suppression rather
than with externally directed anger.

The authors note that it may be useful
to examine anger as a multifaceted prob-
lem. They hypothesize that bulimic be-
haviors serve different emotional func-
tions, and can be divided between the
elements of anger that are influenced by
“fast-acting” behaviors, such as binge
eating, vomiting, and exercise, and those
influenced by “slow-acting” behaviors,
such as laxative abuse.

These findings suggest that high lev-
els of state anger, trait anger, and anger
suppression may need to be addressed
during therapy. Treatment approaches
may help patients replace emotion-fo-
cused coping strategies with a more adap-
tive problem-focused approach.

Among women without eating disor-
ders, bulimic attitudes and behaviors
have been specifically correlated with
state anger and anger suppression, rather
than with trait anger. This suggests that
binge eating and vomiting behaviors
may serve different functions with regard
to anger. In an earlier study by Drs. R/J.
Mulligan and G. Waller, of the Univer-
sity of London, Southampton, bulimic
attitudes and behaviors appeared to re-
duce immediate anger states, particularly
when the individual had a strong ten-
dency to avoid expressing anger (Int] Eat
Disord 2000; 248:446).

Amenorrhea and
Weight Criteria for AN
Are Questioned

Currently, the diagnostic criteria for an-
orexia nervosa (AN) include amenorrhea
and weight loss to below “healthy
weight.” Results of a recent study at the
University of lowa have challenged the
usefulness and validity of these criteria
(Acta Psychiatr Scand 2003;108:175).
Drs. T. L. Watson and Arnold E.
Andersen compared the records of two
groups of women. The first met current
International Statistical Classification of
Diseases and Related Health Problems,
10* revision (ICD-10) and DSM-IV crite-
ria for AN. The second group met the
essential psychopathological criteria for
AN and used significant self-starvation,
but did not have either amenorrhea or
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weight loss below 85% of healthy weight.
The researchers used retrospective exami-
nation of the medical charts of 588 pa-
tients consecutively admitted to an in-
patient treatment program. All the di-
agnoses conformed to ICD-10 and DSM-
IV criteria.

Few differences noted

Of the 588 admissions, 297 females
had some form of AN: 77.4% (230 of
297) met the current criteria, while
22.6% (67 of 297) with core psychopa-
thology and self-starvation were classi-
tied as having eating disorders not oth-
erwise specified, or were put into an
“atypical” category because of some
menstrual function or being above 85%
of healthy weight. There were few sig-
nificant differences in demographics,
history of illness, treatment response,
psychopathology, or bone density.

The authors concluded that amenor-
rhea may not be a useful diagnostic cri-
terion for AN. Also, using a criterion of a
weight below 85% of healthy weight
needs to be better defined.

Hidden Costs:
Caregivers and Girls
with Eating Disorders

Although there is widespread informa-
tion about the overall cost of treating a
person with an eating disorder, until re-
cently there was little data about the
physical, emotional, and financial cost
to a family member caring for a girl with
anorexia, bulimia, or an eating disorder
not otherwise specified (EDNOS). In an
ongoing study, Cheryl A. Dellasega, of
Penn State University, and Margaret
Marino, Middletown, PA, are exploring
the impact of care-giving for a girl with
an eating disorder.

The researchers used the Caregiving In-
formation Form, a questionnaire they de-
veloped that contains 30 questions de-
signed to assess stressors related to car-
ing for an ill family member. Question-
naires were mailed out to 153 volunteers
recruited through organizations and re-
ferred by therapists specialized in the
treatment of eating disorders. Most of the
caregivers who responded were middle-
aged, married, female professionals car-
ing for a young woman aged 20 (patients

ranged in age from 12 to 44 years). The
authors note that their study is ongoing,
and thus far 29 questionnaires (13%)
have been returned.

Most of the daughters have anorexia
nervosa and have been ill for nearly 6
years. The main stressor the researchers
have identified thus far is the mothers’
fear their daughters may die. Most of the
mothers have had significant decreases
in both physical and mental health since
their daughters developed an eating dis-
order.

The caregivers reported spending an
average of $112 per week (range $0-$850)
on care for their daughters related to their
eating disorders. They also reported miss-
ing nearly a day of work per month be-
cause of their caregiving responsibilities.
Dellasega and Marino reported their find-
ings at the Academy for Eating Disorders
meeting in Denver this spring.

Measuring Gastric
Complaints

Patients with eating disorders may com-
plain of a variety of gastrointestinal
symptoms, sometimes in an effort to jus-
tify reduced food intake and vomiting.
According to Italian gastroenterologists,
tests show that some of these patients
have valid complaints.

When 18 patients with anorexia
nervosa, 10 with bulimia nervosa, and
16 healthy volunteers underwent
electrogastroscopy and/or gastric empty-
ing scintigraphy, the test results revealed
that those with bulimia had significantly
different gastric electrical system patterns
and different gastric emptying times than
those with anorexia or control subjects.
Patients with anorexia nervosa and the
control subjects had similar gastric emp-
tying times and similar gastric electrical
patterns.

The researchers, who did the testing
at Bambino Gesu Hospital in Rome, theo-
rize that the significantly longer gastric
emptying times and greater gastric ac-
tivity reported among bulimic patients,
in contrast to normal patterns among
anorexic patients, may be due to the
longer length of illness among patients
with BN. It is still unclear whether these
changes in gastric function were a cause
of, or a consequence of, eating disorders.
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QUESTIONS & ANSWERS

Vegetarianism: Does It Contribute
to Eating Disorders?

We work with adolescent women

and have noticed an increasing
number who are professing various forms
of vegetarianism. Does vegetarianism
predispose girls or young women to eat-
ing disorders? (A.D., Chicago)

Your question is actually quite in-

volved. First, there are numerous
cultural complexities to vegetarianism.
Although I'm unaware of research spe-
cifically addressing this issue, my over-
all sense is that vegetarianism does not
predispose to eating disorders among cul-
tural subgroups that subscribe to veg-
etarianism as a whole, for example
among some Hindus, Jains, Sihks, Sev-
enth Day Adventists or individual fami-
lies, where it’s generally practiced by
most family members in conjunction
with various philosophical and health
beliefs. More interesting to me is
whether “spontaneous vegetarianism”
among young women indicates an el-
evated risk of eating disorders. Here, too,
the question is complicated because
many young women identify with con-
temporary peer groups in which vegetari-
anism is becoming increasingly promi-
nent for philosophical and/or health rea-
sons. Clearly, vegetarians may be as
healthy, if not healthier, than non-veg-
etarians.

That being said, a recent survey of
143 college women conducted at Cal
Poly, San Luis Obispo, CA, revealed that
median EAT scores (Eating Attitudes Test)

Nibbles by Hunter

“The only place I'd agree to gain weight is in my fingernails.”

among the 30 self-reported vegetarians
were significantly higher than among the
113 non-vegetarians, and that 38% of
vegetarians had EAT scores greater than
30 (indicating eating disorder risk), com-
pared to only 8% of non-vegetarians. Of
note, 23 of these “vegetarians” were ac-
tually “semi-vegetarians”, at least willing
to consume chicken and/or fish but no
red meat. The rest were lacto-ovo-veg-
etarian; there were no strict vegans in this
sample. Nearly 19% of the vegetarians
chose vegetarianism for weight control
purposes in the first place, and this may
skew the results. (Klopp SA et al, ] Am
Dietetic Association 2003;103:745 )

For clinicians, the important point
is to assess the origins and intentions of
vegetarianism, and to see how much the
patient’s initial goal in changing eating
behavior was primarily to restrict calo-
ries and food choices. But, remember,
vegetables are good for you, and you
should all eat your vegetables.

—J.Y.
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