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Myths and Misconceptions about 

Eating Disorders



Myths and Misconceptions about 

Eating Disorders

 Only teens get eating disorders

 Most people with eating disorders are underweight

 You can tell how ill a person is by looking at her or him

 Eating disorders are just a phase a lot of girls experience

 Eating disorders are all about control

 Eating disorders are a women’s issue

 People with eating disorders never fully recover – they will always struggle



Truths About Eating Disorders



Nine Truths About Eating Disorders

 Many people with eating disorders look healthy, yet may be extremely ill

 Families are not to blame, and can be the patients’ and providers’ best 

allies in treatment

 An eating disorder diagnosis is a health crisis that disrupts personal and 

family functioning

 Eating disorders are not choices, but seriously biologically influenced 

illnesses

 Eating disorders affect people of all genders, ages, races, ethnicities, body 

shapes and weights, sexual orientations, and socioeconomic statuses

(Academy for Eating Disorders, n.d.)



Nine Truths About Eating Disorders

 Eating disorders carry an increased risk for both suicide and medical 

complications

 Genes and the environment play important roles in the development of 

eating disorders

 Genes alone do not predict who will develop eating disorders

 Full recovery from an eating disorder is possible. Early detection and 

intervention are important.

(Academy for Eating Disorders, n.d.)





Various Presentations of Eating 

Disorders



Various Presentations of Eating 

Disorders

 Anorexia Nervosa

 Bulimia Nervosa

 Binge Eating Disorder

 Other Specified Feeding and Eating Disorders

 Orthorexia

 Diabulimia

 Drunkorexia

 Muscle Dysmorphia



Anorexia Nervosa
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Anorexia Nervosa

 Restriction of energy intake relative to requirements, leading to a 
significantly low body weight in the context of age, sex, developmental 
trajectory, and physical health. 

 Intense fear of gaining weight or of becoming fat, or persistent behavior 
that interfered with weight gain, even though at a significantly low weight.

 Disturbance in the way in which one’s body weight or shape is 
experienced, undue influence of body weight or shape on self-evaluation, 
or persistent lack of recognition of the seriousness of the current low body 
weight. 

 Restricting type or binge-eating/purging type

 Crossover between subtypes is common

(APA, 2013)



Anorexia Nervosa

 Partial Remission

 After full criteria for AN were previously met, Criterion A (low body weight) has 

not been met for a sustained period, but either Criterion B or Criterion C is still met

 Full Remission

 After full criteria for AN were previously met, none of the criteria have been met 

for a sustained period of time

(APA, 2013)



Medical Conditions Associated with 

Anorexia Nervosa

 Amenorrhea

 Vital sign abnormalities

 Loss of bone mineral density (osteopenia or osteoporosis)

 Hypoglycemia

 Delayed gastric emptying

 Cardiac Arrest

(APA, 2013; Gaudiani, 2019)



Features Associated with Anorexia 

Nervosa

 Depressed mood

 Social withdrawal

 Irritability

 Insomnia

 Diminished sex drive

 Preoccupation with food (collecting recipes, hoard food, gastronomic 
voyeurism)

 Concerns about eating in public

 Inflexible thinking

 Feelings of ineffectiveness

 Strong desire to control the environment
(APA, 2013)



Bulimia Nervosa
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Bulimia Nervosa

 Recurrent episodes of binge eating, characterized by

 Eating, in a discrete period of time, an amount of food that is definitely larger 
than what most individuals would eat in a similar period of time under similar 
circumstances

 A sense of lack of control over eating during the episode (e.g., a feeling that one 
cannot stop eating or control what or how much one is eating).

 Recurrent inappropriate compensatory behaviors in order to prevent 
weight gain, such as self-induced vomiting; misuse of laxatives, diuretics, or 
other medications; fasting; or excessive exercise

 The binge eating and inappropriate compensatory behaviors both occur, 
on average, at least once a week for 3 months

(APA, 2013)



Bulimia Nervosa

 Self-evaluation is unduly influenced by body shape and weight

 The disturbance does not occur exclusively during episodes of anorexia 

nervosa

 Partial remission: After full criteria for bulimia nervosa were previously met, 

some, but not all, of the criteria have been met for a sustained period of 

time.

 Full remission: After full criteria for bulimia nervosa were previously met, 

none of the criteria have been met for a sustained period of time.

(APA, 2013)



Bulimia Nervosa

 Antecedents to binge-eating

 Negative affect (sad, mad, anxious, guilt, shame, etc…)

 Interpersonal stressors

 Dietary restraint 

 Negative feelings related to weight, body shape, and food

 Boredom

(APA, 2013)



Bulimia Nervosa

 Inappropriate compensatory measures

 Self-induced vomiting

 Laxatives

 Diuretics

 Enemas

 Misusing thyroid medication

 Omitting or reducing insulin doses if diabetic

 Excessive exercise

 Fasting

(APA, 2013; Gaudiani, 2019)



Medical Conditions Associated with 

Bulimia Nervosa

 Menstrual irregularity or amenorrhea in females

 Esophageal tears

 Gastric rupture

 Electrolyte abnormalities (esp. low potassium) – can cause heart to stop

 Cardiac arrhythmias

 Constipation

 Dental damage

 GERD

(APA, 2013; Gaudiani, 2019)



Features Associated with Bulimia 

Nervosa

 Weight concerns

 Low self-esteem

 Depressive symptoms

 Anxiety

 Some have similar temperamental features associated with AN, but are 

also more likely to be risk takers and thrill seekers

(APA, 2013; Gaudiani, 2019)



Binge-Eating Disorder



Binge-Eating Disorder

 Recurrent episodes of binge eating, characterized by

 Eating, in a discrete period of time, an amount of food that is definitely larger than 

what most individuals would eat in a similar period of time under similar circumstances

 A sense of lack of control over eating during the episode (e.g., a feeling that one 

cannot stop eating or control what or how much one is eating).

 The binge eating episodes are associated with three (or more) of the following:

 Eating much more rapidly than usual

 Eating until uncomfortably full

 Eating large amounts of food when not feeling physically hungry

 Eating alone because of feeling embarrassed by how much one is eating

 Feeling disgusted with oneself, depressed, or very guilty afterward            (APA, 2013)



Binge-Eating Disorder

 Marked distress regarding binge eating is present

 The binge eating occurs, on average, at least once a week for 3 months

 The binge eating is not associated with the recurrent use of inappropriate 
compensatory behavior as in bulimia nervosa and does not occur exclusively 
during the course of bulimia nervosa or anorexia nervosa

 Partial remission: After full criteria for binge-eating disorder were previously met, 
binge eating occurs at an average frequency of less than one episode per 
week for a sustained period of time.

 Full remission: After full criteria for binge-eating disorder were previously met, 
none of the criteria have been met for a sustained period of time. 

(APA, 2013)



Binge-Eating Disorder

 Antecedents to binge-eating

 Negative affect (sad, mad, anxious, guilt, shame, etc…)

 Interpersonal stressors

 Dietary restraint

 Negative feelings related to weight, body shape, and food

 Boredom

(APA, 2013)



Medical Conditions Associated with 

Binge-Eating Disorder

 Irritable bowel syndrome

 Fibromyalgia

 Insomnia

 Other medical conditions associated with higher weights

(Javaras et al., 2008)



Features Associated with Binge-Eating 

Disorder

 Impairment in psychosocial  aspects of quality of life (e.g., work, self-

esteem, sex life)

 Shame about eating problems

 Higher rates of depressive disorders

 Higher rates of anxiety disorders

(APA, 2013; Wildes & Marcus, 2010)



Other Specified Feeding and Eating 

Disorders



Other Specified Feeding and Eating 

Disorders

 Symptoms of feeding and eating disorders cause clinically significant distress or 
impairment, but do not meet full criteria for any of the disorders in the 
diagnostic class

 Atypical anorexia nervosa – all criteria for AN met, except that despite significant 
weight loss, person’s weight is within or above normal range

 Bulimia nervosa (of low frequency and/or limited duration) – All criteria for BN met, 
expect that binge eating and purging occur less than once/week and/or less than 3 
months

 Binge-eating disorder (of low frequency and/or limited duration) – All criteria for BED 
met, except that binge eating occurs less than once/week and/or less than 3 months

 Purging disorder – Recurrent purging behaviors to influence weight/shape in the 
absence of binge eating

 Night eating syndrome – Recurrent episodes of night eating (eating after awakening 
from sleep or excessive food consumption after evening meal). Not better explained 
by BED (APA, 2013)





Orthorexia Nervosa
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Orthorexia Nervosa

 Pathological obsession with healthy food

 Not a formal diagnosis in the DSM-5

 Drive for having optimal health through nutrition

 Restrictive diet and ritualized patterns of eating

 Rigid avoidance of foods thought to be unhealthy/impure

 Compulsive behaviors around food choice and preparation, leading to 

social isolation

 Concerned with quality of food instead of quantity

(Gaudiani, 2019; Koven & Abry, 2015)



Orthorexia Nervosa

 Considerable time spent scrutinizing the source, processing, and packaging 
of foods

 Outside of meals, time is spent researching food and planning future meals

 Guilty feelings or worry after eating “unhealthy” foods

 Sense of self wrapped up in adherence to food rules

 Intolerance to other’s food beliefs or eating patterns

(Gaudiani, 2019; Koven & Abry, 2015)



Medical Conditions Associated with 

Orthorexia Nervosa

 Malnutrition due to imbalanced diet (with or without weight loss)

 Similar medical complications to AN: 

 Osteopenia 

 Anemia

 Bradycardia

 Hyponatremia

 Fatigue

(Gaudiani, 2019; Koven & Abry, 2015)



Features Associated with Orthorexia 

Nervosa

 Impairment in social, academic, or vocations functioning

 Denial of functional impairments

 Worry about imperfection and non-optimal health

 Feeling of moral superiority about food habits

 Perfectionism

 High trait anxiety

 Need to exert control

 Achievement oriented

 Limited insight into condition

 Recurrent, intrusive thoughts about food

 Likely to flaunt eating habits (Gaudiani, 2019; Koven & Abry, 2015)



Diabulimia



Diabulimia

 Eating disorder and type 1 diabetes = ED-DMT1= diabulimia

 DMT1 is autoimmune disease

 Also known as childhood diabetes

 Pancreas attacks itself and stops producing insulin

 Without insulin, glucose stays in the bloodstream and does not enter cells to nourish 
them

 People with DMT1 need to inject themselves with insulin daily

 People with diabulimia skip insulin or decrease dosage to manage or lose 
weight

 Glucose gets trapped in bloodstream and is excreted through urine

 Body cells starve because of lack of glucose

 Body breaks down it’s own tissues in search of glucose              (Gaudiani, 2019)



Medical Complications Associated 

with Diabulimia

 Diabetic Ketoacidosis

 Occurs when body cells have no access to glucose for energy because glucose 

just stays in the bloodstream

 Body breaks down fat and muscle tissue to synthesize glucose

 The byproduct of breakdown of fat and muscle tissue is ketones.

 Ketone buildup leads to extremely acidic blood, which can cause seizure, coma, 

and death

 Requires hospitalization

 Clients need dietitian who is well-versed in treating ED.

(Gaudiani, 2015)



Drunkorexia
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Drunkorexia

 Drunkorexia = restricting calories or purging to avoid weight gain from 

drinking alcohol

 Not a clinical diagnosis in DSM-5

 Individuals who engage in restricting or purging to avoid weight gain 

from drinking alcohol are at risk for developing ED and/or AUD/SUD

(Gaudiani, 2019)



Eating Disorders and Substance Use 

Disorders

 High rate of ED and SUD most likely due to biopsychosocial factors

 Inherited risk for addiction, temperamental traits, personality factors (impulsivity, 
novelty seeking), mood dysregulation, comorbid mental illnesses, environmental 
exposures

 Substances serve as self-medication for anxiety, depression, feelings of 
overwhelm

 Alcohol and substances satisfy novelty seeker’s desire for fun

 Substances can suppress appetite and promote weight loss – nicotine, 
caffeine, cocaine, heroin, amphetamines

 As clients try to address one disorder, the other tends to worsen

 Top residential ED programs are usually best choice for those with comorbid 
SUD (Gaudiani, 2019)



Muscle Dysmorphia
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Muscle Dysmorphia

 Drive for muscularity along with distortions in self-perception

 Compulsive pursuit of muscle building

 Occurs almost exclusively in males

 Individuals see themselves as weaker and smaller than they actually are

 Anxiety about perceived softness, flabbiness, and smallness

 Also known as bigorexia

 Rigidity and anxiety around food and exercise – similar to psychopathology 

of eating disorders

(APA, 2013; Bunnell, 2010; Gaudiani, 2019)



Muscle Dysmorphia

 Focus is on being lean and  muscular instead of being thin

 Over-exercise can be culturally valued for men

 Subset of bodybuilders have this

 Food and fluid intake patterns required for bodybuilders around 
competitions cause food cravings and physiological starved state

 Higher risk of using anabolic steroids

(APA, 2013; Bunnell, 2010; Gaudiani, 2019)



Common Characteristics of People 

with Eating Disorders

 Preoccupation with food

 Dichotomous thinking about food

 Maladaptive coping mechanisms

 Alexithymia – inability to identify/describe emotions

 Poor interoceptive awareness





Development and Maintenance of 

Eating Disorders



Development and Maintenance of 

Eating Disorders

Predisposing Factors Precipitating Factors Perpetuating Factors

Garner & Garfinkle (as cited in Davis & Olmsted, 1992)
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Restriction
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Compensatory 
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Loss of 
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normally



Minnesota Semi-Starvation Study



Minnesota Semi-Starvation Study

 Seminal starvation study by Ancel Keys in 1944-1945

 36 psychologically healthy men participated and lost ~25% body weight

 During 24 week semi-starvation period, participants ate approx. 1550 
kcals/day and walked 22 miles/week

 Depression, anxiety, preoccupation w/food, ritualistic eating bx, binge 
eating bx, isolation, social withdrawal, decreased sex drive, excessive 
coffee consumption, excessive gum chewing

 Rehabilitation period (12 weeks) – 2200 – 3600 kcals/day

 Unrestricted rehabilitation (8 weeks) – men ate freely and often between 
5000 – 11000 kcals/day

(Kalm & Semba, 2005)



Minnesota Semi-Starvation Study





Treatment for Eating Disorders



Treatment Team



Treatment Team

 Client

 Family members, especially parents and spouses

 Therapist

 Dietitian 

 Primary Care Physician

 Psychiatrist

 All members ideally ED-informed



Assessment



Assessment

 Weight, eating, and diet history

 What they eat on a typical day

 What is current weight and weight goals

 How often is client weighing himself/herself?

 What was weight/eating like as a child?

 What are the different ways they’ve tried to lose weight. Why does client think 
these ways have worked or not?

 What is an example of a good eating day/bad eating day?

 What are goals regarding recovery? – these may be different from 
therapist’s goals

(Costin, 2007)



Assessment

 What are they doing with food that they would like to stop doing?

 What can’t they do with food that they would like to be able to do?

 What do other people want them to do or stop doing?

 What thoughts, feelings, behaviors interfere with having the life they’d like to 
have?

 How eating disorder behaviors and body image interfere with life (e.g., skipping 
school, social isolation, difficulty concentrating, etc…)

 How much time is spent thinking about food, exercising, purging, reading about 
weight loss, or worrying about body?

 How does all of this affect relationships, work, school, social life?

(Costin, 2007)



Assessment

 Purging behaviors

 Hiding/hording food

 Gastronomic voyeurism (food porn)

 Information about menstrual cycles for female clients – at what age did 

periods begin, are they regular, have they stopped and at what weight, 

how long has she been without a period, does she take hormone 

replacement medication

 Psychiatric history – anxiety, depression, PTSD, obsessive-compulsive 

disorder

(Costin, 2007)



Assessment

 Abuse or neglect

 Did they feel safe as children, with whom they felt safe, and why

 What has client done in past to address problem and why these attempts 

did not work

 Suicidal ideation and self-injury behavior

 Alcohol and substance use

 They will NOT tell you things if you do not ask specific questions

(Costin, 2007)



Interventions



Interventions

 Nutrition education and counseling

 Mindful or Intuitive Eating

 Mindfulness/grounding

 Experiential eating

 Family Based Treatment

 Metaphor

 Cognitive Behavioral Therapy

 Dialectical Behavior Therapy

 Narrative Therapy

 Body Image Work

 Expressive interventions



Nutrition Education and Counseling

 Registered Dietitian provides 

 Education on client’s nutritional needs

 How ED behaviors affect mood

 Perpetuating factors of EDs

 Cycle of restricting and binging

 Meal plans at first

 Food logs with food eaten, time, feelings, thoughts, and any behaviors 

used



Mindful or Intuitive Eating

 Helps clients identify hunger and satiety levels

 Moves from meal plan to eating according to internal cues

 Increasing pleasure and satisfaction from eating

 Making peace with food

 Coping with emotions without using food

 Body respect

(Tribole & Resch, 2012)



What is Normal Eating?

 Going to the table hungry and leaving satisfied

 Flexible

 Intentional thought given to nutrition, but not being restrictive and missing 

out on enjoyable food

 Sometimes overeating and sometimes undereating

 Trusting your body to make up for “mistakes” in eating

 Varies in response to hunger, schedule, proximity to food, feelings

(Satter, 2018)



Mindfulness/Grounding

 4-square breathing

 Paced breathing (longer exhale)

 5-4-3-2-1 

 Observe/describe/participate

 “Let yourself come into the room fully. What do you notice?”

 Increasing interoceptive awareness

 Notice your heart rate, notice your breathing

 “how do you experience this in your body?”

 Self-compassion meditations

 May I be happy, healthy, may my body be at peace, may I be at peace with my 
body



Experiential Eating

 Therapists cannot delegate all discussions about food and weight to 

dietitians

 Eating in session is opportunity to explore thoughts and feelings in the 

moment with clients

 Individual or group therapy

 Have clients create list of fear foods that they restrict or eat when binging

 Break foods down into groups of increasing difficulty

 Use mindful or intuitive eating principles

 Encourage client to practice eating fear foods between sessions

(Eating Disorder Therapy LA, 2012) 



Experiential Eating

 Mindfulness activity (notice heartbeat, breathing) to increase interoceptive 
awareness

 Discuss thoughts/feelings – differentiate between “ED thoughts” and 
healthy self thoughts

 Discuss that this is one meal/snack out of the 35-42 they will have in the 
entire week

 Ideas for groups

 Party foods – chips & dip, pizza, appetizers

 Mock holiday dinner

 Birthday cake

 Picnic foods

 Halloween candy



Family Based Treatment

 Most effective intervention for children and adolescents with AN

 Best with individuals under 18 with short duration of illness (< 3 years)

 Manualized treatment

 9-12 months

 Treatment team = therapist, medical doctor, parents/caregivers

 3 phases

 First phase – parents/caregivers regain control of feeding their child, provide constant 
meal support

 Second phase – gradually reduce meal monitoring and child makes age-appropriate 
choices for food/exercise

 Third phase – parents help child return to normal adolescent development

(Couturier, Isserlin, & Lock, 2010; Henderson et al., 2014; Lock & Fitzpatrick, 2007)



Metaphor

 Anita Johnston log metaphor

 Eating disorder is not just a problem, it is an attempted solution

 The eating disorder is Voldemort

 Eating disorder is Voldemort

 Person with eating disorder is Harry Potter

 Family/friends are Ron

 Treatment providers are Hermione

 Killing horcruxes

 Connection between Harry and Voldemort

(Johnston, 1996; Katz, 2018)



Cognitive Behavioral Therapy

 Explore fantasy of weight loss “When I lose weight, I’ll be happier; when I’m 

thinner, I’ll find a partner; When I weigh xx pounds, I’ll be comfortable.”

 Help client identify thought distortions and reframe

 Challenge dichotomous thinking

 “What does fat feel like to you?” “What does fat mean?”

 Cost Benefit Analysis 

 Costs and benefits of continuing ED behavior and costs and benefits of 

discontinuing ED behavior

 Insight into what client needs to strengthen for full recovery (e.g., sense of 

identity, sense of mastery, friendships) and what perpetuates behaviors



Cost Benefit Analysis

Benefits Costs

Using ED 

behaviors

• Feel like I’m good at it 

• I can control my body

• I’m used to it

• Distraction

• Numb

• Health problems

• Irritable

• Isolation/Loneliness

• Shame

• I’m tired of it

• Anxious I’ll get caught purging

Not using 

ED 

behaviors

• Go out with friends more

• Have more time to work on 

homework

• Not keeping track of 

everything I eat

• More mind space

• Be more open to dating

• Have more time to write

• I don’t know what I’m doing

• It is unknown

• Feel my feelings more intensely

• I’ll probably gain weight

• I lose identity as the girl who 

lost weight

• I feel like I’m doing something 

wrong if I’m not hungry



Dialectical Behavior Therapy

 Mindfulness

 Distress tolerance

 Emotion regulation

 Interpersonal effectiveness

 Clients learn skills to communicate with voice instead of communicate through 

body/eating disorder behavior



Narrative Therapy

 Eating disorder self vs. healthy self

 Learn from eating disorder self – why it developed and what functions it serves

 Goal is not to get rid of ED-self, but to have healthy self take over jobs that ED self has 
been doing (e.g., regulating emotions, sense of mastery)

 Externalizing problem (Ed, Ana, Mia) helps clients separate identity from eating 
disorder

 Helps clients understand ambivalence is normal part of change

 Journal before using behaviors – identify ED-self thoughts vs. healthy self 
thoughts

 Dialogue with ED-self and healthy self

 Life Without Ed book by Jenni Schaefer

(Costin, 2007, Schaefer & Rutledge, 2004)



Body Image Work

 Body tracing

 Mirror work

 Use only when client knows ahead of time

 Help client ground before and after

 Have client look in mirror and describe what they see (don’t give feedback)

 Turn mirror around and process the experiences – what it was like, how it felt, 

what was difficult/not difficult

 Work towards being neutral about body



Expressive Interventions

 Expressive writing

 Letter to ED

 Letter to your body

 Letter from your body to you

 Art

 Creating artwork from sick clothes

 Worst ED day/good day in recovery

 Meaning making from the items that tend to keep clients stuck in their ED



Recovery



Markers of Recovery

 Medically stable – vital signs, cardiac functioning

 Stable weight

 Intuitive eating – flexible approach to eating – mostly to promote nutrition, 

but also allows “fun” foods

 Ability to identify, describe, and express emotions in a healthy way

 Has healthy boundaries – uses voice as voice instead of body

 Identity not wrapped up in weight, ED, appearance

 Approach exercise in a healthy and flexible way (time off when 

sick/injured, exercise for joy/pleasure)

 Live according to deeply held values



Size and Weight Bias



Size and Weight Bias



Size and Weight Bias

 Assumption that people in larger bodies have negative attributes (e.g., laziness, lack of 
willpower)

 Assumption that higher body weight = less healthy

 Larger body sizes are pathologized

 Individuals in larger sized bodies tend to get sub-par medical care and their medical 
concerns are attributed to weight

 U.S. culture promotes idea that thin = good, healthy, successful, attractive

 Addressing size and weight bias as a social justice issue can be helpful

 Ask clients what words they use when discussing size – people in larger bodies, higher 
weight individuals, fat

 Avoid using “obese” or “overweight” as they medicalize body size

(Gaudiani, 2019)



Size and Weight Bias

 Role bias plays in ED treatment

 Not assessing for EDs in people in larger bodies

 Reassuring clients that they won’t get fat (implies there is something wrong with being 

fat)

 Encouraging clients who struggle with restrictive-type EDs to not go over meal plan 

(think about met in semi-starvation study)

 Not having a physical environment that is appropriate for people of all sizes

 Not being aware of or addressing your own implicit attitudes about weight and size

 Continuing to diet or restrict eating in an attempt to change body shape/size

 Implicit attitudes test https://implicit.harvard.edu/implicit/takeatest.html

 Several tests, including one that will help you determine level of weight bias

https://implicit.harvard.edu/implicit/takeatest.html


Size and Weight Bias

 Addressing size and weight bias as a social justice issue can be helpful

 Ask clients what words they use when discussing size – people in larger 

bodies, higher weight individuals, fat

 Avoid using “obese” or “overweight” as they medicalize body size

(Gaudiani, 2019)



Health at Every Size



Health at Every Size

 Model that emerged from anti-diet and fat acceptance communities in late 1980s and 
early 1990s

 Celebrates body diversity

 Honors differences in size, age, race, ethnicity, gender, dis-ability, sexual orientation, 
religion, class, and other attributes

 Challenges scientific and cultural assumptions

 Values body knowledge and people’s lived experiences

 Find joy in moving one’s body and being physically active

 Eating in a flexible and attuned manner that values pleasure and honors internal cues of 
hunger, satiety, and appetite, while respecting the social conditions that frame eating 
options.

 Used by many eating disorder dietitians

(Bacon, 2019; Burgard, 2010; Gaudiani, 2019)





Resources for Clinicians

 Eating Disorder and Obesity Certificate program at NIU 

https://chhs.niu.edu/health-

studies/programs/nutrition/certificate/index.shtml

 International Association of Eating Disorders Professionals 

http://www.iaedp.com/

 National Association of Anorexia Nervosa and Associated Disorders 

conference

http://www.anad.org/

 Renfrew Center (annual conference) http://renfrewcenter.com/renfrew-

center-foundation/renfrew-conference

https://chhs.niu.edu/health-studies/programs/nutrition/certificate/index.shtml
http://www.iaedp.com/
http://www.anad.org/
http://renfrewcenter.com/renfrew-center-foundation/renfrew-conference


Resources for Clinicians

 Books

 Treatment Manual for Anorexia Nervosa: A Family-Based Approach by James 
Lock & Daniel Le Grange

 The Treatment of Eating Disorders: A Clinical Handbook Edited by Carlos M. Grilo
& James E. Mitchell

 Treatment of Eating Disorders: Bridging the Research-Practice Gap Edited by 
Margo Maine, Beth Hartman McGilley & Douglas W. Bunnell

 Eating Disorders and Obesity: A Comprehensive Handbook Edited by Kelly D. 
Brownell & B. Timothy Walsh

 The Eating Disorders Sourcebook 3rd Edition by Carolyn Costin

 Sick Enough: A Guide to the Medical Complications of Eating Disorders by 
Jennifer Gaudiani



Resources for Clinicians

 Books that can be used with clients:

 Intuitive Eating by Evelyn Tribole & Elyse Resch

 The Intuitive Eating Workbook by Tribole & Resch

 Eat What You Love, Love What You Eat for Binge Eating by Michelle May

 8 Keys to Recovery from an Eating Disorder by Carolyn Costin & Gwen Schubert 

Grabb

 8 Keys to Recovery from an Eating Disorder Workbook by Costin & Schubert 

Grabb

 Eating in the Light of the Moon by Anita Johnston

 8 Keys to Safe Trauma Recovery by Babette Rothschild



Resources for Clinicians and Clients

 Books

 Life Without Ed by Jenni Schaefer with Thom Rutledge

 Living with Your Body & Other Things you Hate by Emily Sandoz & Troy DuFrene

 Befriending Your Body by Ann Saffi Biasetti

 Restoring Our Bodies; Reclaiming Our Lives Edited by Aimee Liu

 When Food is Love: Exploring the Relationship Between Eating and Intimacy by 

Geneen Roth

 Feeding the Hungry Heart: The Experience of Emotional Eating by Geneen Roth

 Life Beyond Your Eating Disorder by Johanna S. Kandel



Resources for Clinicians and Clients

 Podcasts

 ED Matters: Healthy Conversations About Eating Disorders

 Real Health Radio

 The Eating Disorders Recovery Podcast with Tabitha Farrar

 The Eating Disorders Recovery Podcast with Dr. Janean Anderson



Resources for Clients

 ANAD (National Association for Anorexia Nervosa and Associated 
Disorders) https://anad.org/

 Helpline

 Support Groups

 Grocery Buddies

 Recovery Mentors

 NEDA (National Eating Disorders Association) 
https://www.nationaleatingdisorders.org/

 Helpline

 Information

 Treatment finder

https://anad.org/
https://www.nationaleatingdisorders.org/


Resources for Family Members

 Books

 When Your Teen has an Eating Disorder: Practical Strategies to Help Your Teen 

Recover From Anorexia, Bulimia & Binge Eating by Lauren Muhlmeim

 Surviving an Eating Disorder: Strategies for Family and Friends 3rd Edition by 

Michele Siegel, Judith Brisman, & Margot Weinshel

 Podcasts

 New Plates: Eating Disorders and Parents

 Websites

 FEAST - Families Empowered And Supporting Treatment for Eating Disorders 

https://www.feast-ed.org/

https://www.feast-ed.org/


Resources for Improving Mindfulness 

and Self-Compassion

 Books

 The Places that Scare You by Pema Chödrön

 When Things Fall Apart by Pema Chödrön

 The Mindful Path to Self-Compassion by Christopher Germer

 The Mindful Self-Compassion Workbook by Kristen Neff & Christopher Germer

 Radical Acceptance by Tara Brach

 Wherever You Go There You Are by Jon Kabat-Zinn



Epilogue
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