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-Welcome Back.  I hope everyone had a great holiday.  

-A few admin details:

-Re: Dec 10 Lecture on Alcoholism, Dr. H reviewed the lecture and there are no corrections to be made.

-Dr. H also said we are responsible for the entire chapter on alcoholism.

-Re: Courseware on sexual abuse, Dr. H said we are not responsible for it on Module 5 exams but it is important for our future and will be testable on year-end OSCE.

TOPIC:
EATING DISORDERS

REQUIRED READING:  Text Chapter 19 (pages 169-172)

-The two main eating disorders are:

1. Anorexia Nervosa: is characterized by refusal to maintain a minimally normal body weight, an excessive fear of gaining weight, disturbances in body image, and in females, amenorrhea. This disturbance is not related to any known physical disorder.  In order to keep weight down, anorexics refuse to eat, may take laxatives, often exercise excessively, and/or may engage in binge-purge eating (Bulimia).  Anorexia affects approximately 1% of young women and a smaller percentage of young men.  

2. Bulimia Nervosa involves episodic binge eating and inappropriate compensatory methods to prevent weight gain. Individuals with Bulimia are typically aware of the abnormality of their binge eating and fear they will be unable to stop eating, frequently displaying a depressed mood and self-deprecating thoughts after a binge.  Bulimia affects 2-3% of young women and .2% of young men.  

-There are physical and psychological characteristics that help distinguish between the two disorders. With Bulimia you do not have to necessarily see an altered body weight. Whereas in those suffering from Anorexia, there is an obvious change in body weight.   In addition, Anorexics suffer from a tremendous fear of getting fat, they have a tremendous pre-occupation with food and getting fat and they exercise excessively.

-Dr. H believes that Anorexia involves a very significant cognitive distortion to the point of becoming a psychotic illness.  The level of perceptual disturbance is quite severe.

-Dr. H went on to say that there is evidence that the medication Haldol (which is an anti-psychotic drug) has recently been found to be helpful in the treatment of anorexia.

-There are certain personality types that correlate highly with eating disorders.  There is a high correlation between obsessive-compulsive behaviour and anorexia and impulsive behaviour and bulimias.

-Disturbed family dynamics is another factor that contributes to the development of these disorders.  This does not necessarily mean that there has to be a trauma, like abuse etc.  

-Complicating features (potential dangers- health effects):

-Starving to death.  The morbidity rate for anorexia is about 25%, which is quite high. This means that a lot of people who have this illness die from it.

-Therefore it is very important to recognize these disorders in the early stages.

-It is also important to recognize these disorders early for successful treatment of these illnesses.

In the early phase the individual will have decreased nutritional sustenance, which leads to loss of cognitive function.  From a clinical point of view, increased cognitive dysfunction and distortion will lead to increased difficulty in relating to the patient. It will become increasingly difficult to build a relationship with the patient as time passes.  Because the patients thought processes are adversely affected their ability to reason through what you are telling them will decrease.   Their ability to make sense of what is being told to them decreases.  Therefore it will become increasingly difficult to treat them as their illness worsens.

-From a practical perspective we must recognize the warning signs:


-Negative associations with food.


-Weight loss beyond what is reasonable.

-Typically the onset of these illnesses is following a significant diet/exercise regime that starts off normally and then gets out of hand.

-Therefore we need to talk to our patients about appropriate dieting, the importance of nutrition and health.

-The challenge is that our societies’ social standards on appearance are not normal.  We are also constantly bombarded with images, with television shows discussing dieting, obesity, activity levels etc. (The endless infomercials selling crappy workout machines) 

-Is dieting normal or abnormal?  Statistically, dieting is normal. More people diet than don’t.  This is how distorted our society is with respect to weight.

-What is the best way to approach a patient about the issue of body weight, weight gain/loss and dieting?  

-Optimal set point body weight.  This is the weight where it takes considerable effort to lose or gain weight.

-There is a point at which a person should be responding to cues of satiation. (Knowing that they are full).  

-The problem with diets is that the person learns to ignore the cues of satiation. They are ignoring the physiological and cognitive cues that go along with knowing when they are appropriately full.  This is the main reason why diets don’t work. It is because they are doing the opposite of what the individual needs to maintain an ideal weight. The individual needs to be able to respond appropriately physiologically and cognitively to the cues of satiation.  The point of feeling full is the point where you should stop eating and you eat to the point of feeling full.

-a successful  diet must include:

·  Nutrition,

·  Exercise and

·  Encouraging the individual to respond to the cues of satiation.

-These cues must be used to determine optimal body weight. 

-Early detection of potential problem- if the patient has lost the sense of what makes them full.

-There are other cues that people respond to with respect to weight gain/loss.  These are external cues. 


-Calorie count


-Carb count


-Personal weight


-External positive reinforcement (Other people’s comments on individuals weight loss)-especially for anorexics.


-Timing of eating.

-When a person starts relying on external cues in order to determine their weight the person becomes prone to developing and eating disorder. The person is starting down an unhealthy path.

-The common features of eating disorders:

1.  Responding to external cues.

2. Pre-occupation with weight.

3. Pre-occupation with physical appearance.

-These features are common to both dieters and those with eating disorders.

-People with Bulimia are easier to work with because bulimics recognize that they have a problem and they want to get help to change.  Anorexics are more difficult to work with because Anorexics do not recognize there is a problem and they do not wish to change.  Anorexics become deceitful. They lie to others as well as to themselves.  They will go to extreme lengths to resist gaining weight.

-High risk groups:

· Teenage girls

· Dancers

· Gymnasts

· Extreme athletes

· University aged women

· Atypical in male population but there are men who have these illnesses.

-Handout: Physical and Psychological Characteristics and Treatment of Anorexia Nervosa and Bulimia Nervosa.

-Anorexia: 

-Under Psychological characteristics – These people tend to be high achievers, good performers, and good all around people.  These are the one’s that will surprise you because they seem to be the perfect kid.

-In terms of treatment – The primary tx is restoring nutrition and as much body weight as possible.  Need to restore physiological health. Then provide psychotherapy, family therapy etc.

-Bulimia:

-It is important for the patient to be vocal about their problem because their body weight may not change.  The doctor can easily miss it. 

-Video

-patient claimed that she didn’t have a weight problem.  She only complained about a few pounds.  She also stated that she felt she could control it through diet and exercise.  

-patient’s weight does not change much.

-binge and purge 3-4x/wk.  

-She went away for the summer with some friends and she said she felt good about herself. She stopped binging and purging.   She didn’t consciously think about not binging and purging during that time. When she came home she got back into binging and purging.

-She eats way beyond being full.  She purges because if she doesn’t she would have a weight problem because she consumes so much.

-Bulimics can consume up to 15000 calories in one sitting.

-To be diagnosable it should be occurring 3-4x/wk for 3-4 months.  However, anyone who is expressing symptoms but less frequently still needs help.

Prime MD

Diagnostic Criteria
Treatment Implications

Bulimia Nervosa: Binge eating an average of twice a week for at least 3 months, with compensatory vomiting, use of laxatives, fasting, or excessive exercise to avoid weight gain.  A binge is defines as eating within a 2-hour period what others would regard as an unusually large amount of food, accompanied by the sense of being unable to control what or how much is eaten.
Consider referral to a mental health professional or facility that specializes in the treatment of eating disorders, or referral to a self-help group.  Antidepressant medications in another treatment option.  .

Binge Eating Disorder:  The same as Bulimia Nervosa but without the regular use of vomiting, laxatives, fasting, or excessive exercise to compensate for the binge eating.  Usually, individuals with this disorder are overweight and often have a long history of markedly unstable weight because of repeated but unsuccessful efforts to lose weight.  This category appears in DSM-IV as an example of Eating Disorder NOS. 
Referral to a weight loss program or self-help group may be useful.  Some patients may require referral to a mental health professional or facility that specializes in the treatment of eating disorders.  

Management and Treatment

As with substance use disorders, early intervention is essential in increasing the efficacy of treatment and similar principles apply (see page 4). The immediate goal of treatment is to get the anorectic to gain sufficient weight to avoid medical complications or death.  Behavioural interventions typically involve making rewards (television, visitors, music) contingent on eating.  While such treatments have been successful in producing short-term weight gains, interventions (behavioural, psychodynamic and medical) the success with respect to long-term maintenance of such gains is variable.
