Psychiatry—Eating Disorders
Eating disorders are not primary illnesses, but behavioral syndromes that develop in individuals who manifest a broad spectrum of psychological, biological, and sociocultural characteristics.  Important to recognize the sociophysiological complications, medical complications, and the recognition of comorbid diagnoses.  A thorough history, including eating behavior and body image, a psychiatric assessment, and a complete medical evaluation are essential for the successful treatment of eating disorders.  Bother anorexia and bulimia nervosa are highly secretive disorders; must have high index of suspicion.  Clinicians generally agree that the unrelenting pursuit of thinness manifests an underlying psychological struggle to maintain a sense of personal autonomy and self-control.
Anorexia Nervosa


Anorexia nervosa is characterized by the following:

1) Severe restriction of food intake – severely reduce caloric intake and avoidance of carbohydrates and fats
2) Refusal to maintain body weight at a normal level due to intense fear of becoming fat despite being seriously underweight, gross distortion of body image and unrelenting pursuit of thinness.

3) Exercise incessantly – hyperactive even when emaciated
4) A subset of patients engage in periodic binge-eating and self-induced vomiting (see Bulimia S/S)
US Incidence and Prevalence

1) Disease affects about 1% of females

2) Males comprise 10-50% of cases

3) Usually occurs in adolescents or young adults but can occur at any age
Causes

1) Seroternergic dysregulation commonly implicated

2) Thought to be genetic and emotional 
Risk Factors

1) Perfectionist personality, compulsivity

2) Body dissatisfaction and low self-esteem

3) Achievement pressure; high self-expectations

4) Acceptance of the culturally condoned ideal of slimness
5) Ambivalence about dependence/independence

6) Stress – school, relationship, tight schedules
7) Early puberty, diabetes

8) History of sexual abuse is equivalent to other psychiatric patient populations
Associated Conditions

1) 50-75% have major depression or dysthymia 
2) Social phobia

3) 10-13% have OCD
4) Anxiety disorders

5) Substance abuse disorder

6) Borderline/avoidant personality disorder
History

1) Insidious onset – may be stress related
2) Claim to feel fat even when emaciated

3) Preoccupation with body size and weight

4) Elaborate food preparation, eating rituals

5) Food portions carefully measured
6) Personal mistrust that they will eat themselves fat
7) Amenorrhea, oligomenorrhea – shutting down HPA axis 
8) Sexual disinterest and social isolation
9) Low self-esteem

10) Cognitive impairment, sleep disturbances

11) History of excessive exercise
12) Abdominal pain, n/v, constipation

13) Dehydration
Physical Exam – usually due to weight loss and proportional to degree of malnutrition.  Body hibernates and gets a functional hypothyroidism to conserve energy

1) Osteoporosis due to low estrogen levels – leads to stress fractures in pathological bone
2) Cracked, dry skin; sparse scalp hair

3) Fine, downy lanugo hair – occurs on extremities, face, and trunk
4) Growth arrest if pre-menarche

5) Decreased pain sensitivity

6) Hypotension and bradycardia

7) Cold intolerance and hypothermia
8) Peripheral edema – due to decrease in albumin and oncotic pressure
9) Prolonged gastric emptying – decreased gastrocolic reflex
10) Hypotension, bradycardia, arrhythmias
Diagnosis
1) A weight loss of at least 15% of the baseline or ideal body weight PLUS physical signs of anorexia related to weight loss, malnutrition, and stress

2) Other lab abnormalities – abnormal vasopressin and cortisol secretion, pre-pubertal levels of FSH, LH, diminished response to GnRH, and post-menopausal estrogen levels

3) Measure percent body fat and bone density (DEXA)

4) Psychological screening, symptom assessment scale (EAT, EDI, SCANS)
Treatment – Initial goal geared toward weight restoration, behavioral approach to provide positive and negative reinforcement, plus feedback about progress and problems encountered

1) If possible, admit to specialized eating disorders unit
2) Monitor vitals, cardiac function, watch for edema, rapid weight gain (fluid overload)
3) Bedrest with supervised meals
4) Stepwise gradual increase in calories consumed and in activity
5) Involve patient in establishing target weight and eating routines
6) Weight daily at first, then 3x per week
7) Achieve 1-2 pound per week weight gain
Hospitalize if:

1) Weight <75% normal than height and age
2) Marked orthostatic hypotension

3) Bradycardia <40; tachycardia >100

4) Unable to sustain core body temperature of 98.6
5) Suicidal ideation

6) No response to outpatient therapy

Other Info

1) Focus on overall indices of health, rather than weight gain alone

2) Challenge feat on uncontrolled weight gain

3) When initial weight gain achieved, consider cognitive-behavioral therapy

Medicate for symptoms relief – not used as sole or primary treatment

1) Fluoxetine (Prozac) – relieves symptoms and helps prevent relapse after weight gain

2) Olanzapine – diminish anxiety and core symptoms

3) Ondansetron (SHT-3 antagonist) – used in case reports; insufficient data available

4) Estrogen will not be effective due to loss of adipose tissue
5) Psyllium (Metamucil) to prevent constipation 
6) Therapeutic vitamin-mineral supplement
Precautions

1) Multi-system complications from disease can cause problems with drugs

Complications

1) Hypophosphatemia can generate short runs of ventricular tachycardia

2) Potassium depletion

3) Vomiting and laxative abuse may cause sudden death

4) Nitrogen depletion, exhaustion, collapse

5) Cardiomyopathy, CHF

6) Delayed gastric emptying, necrotizing colitis

7) Convulsions, peripheral neuropathy, osteoporosis, bone loss

8) Too rapid initial weight gain (refeeding edema) can cause fluid retention

9) Infertility, perinatal complications
Prognosis

1) About 40% completely recover; 30% are improved and 20% remain chronically ill.

2) Indicators of favorable prognosis – good level of psychosocial adjustment, early age at onset, less extreme weight loss, and less denial of illness at presentation

3) Indicators of poor prognosis – poor level of psychosocial adjustment, low socioeconomic status, extreme weight loss, repeated hospitalization, failed treatment, disordered relationships, greater denial of illness, and the presence of comorbid bulimia, vomiting, and laxative abuse

4) Patients often become depressed after they recover.
Bulimia Nervosa


Bulimia nervosa is a chronic, episodic binge-eating disorder of uncontrolled consumption of large amounts of food with extreme compensatory attempts to control weight.  Also have concerns with functional body weight and shape.  Perform this through the following:
Purging – self-induced vomiting, laxatives, diuretics
Non-purging – subsequent sharply restricted diet and/or vigorous exercise

Patients are aware of disordered eating habits and distinguish eating binges from simple overeating.  Patients are usually not hungry during binging and ignore satiety.  Binges usually preceded by depressive moods in which patient feels sad, lonely, empty, isolated or by anxiety states with overwhelming tension.  These feelings are usually relieved during binges, but afterward patients report a return of depressive mood with self-criticism and feelings of guilt.  Binges usually occur in secret.  They may last from a few minutes to 1-2 hours.  Most binges are spontaneous, but some may be planned.  Frequency of binges ranges from occasional (2-3x/month) to many times a day.  Quantity of food will vary and they will usually eat soft junk-food that will be vomited easily.  Self-induced vomiting is very common but is not essential for diagnosis.  Some patients maintain normal weight by alternating binges with long periods of fasting and excessive exercise.  Laxative abuse is commonly associated with bulimia.
US Incidence and Prevalence

1) Disease affects about 2% of females – higher among university women

2) Female >male (5:1)

3) Occurs mostly in adolescents and young adults

4) Can occur at any age – the cause is thought to be largely emotional

5) Moderate genetic influence
Risk Factors – have more risky behavior
1) Depression, obsessionality, impulsivity, low self-esteem

2) Achievement pressure; high self-expectations

3) Acceptance of the culturally condoned ideal of slimness
4) Ambivalence about dependence/independence

5) Stress – multiple responsibilities, tight schedules, competition

6) Weight dissatisfaction, perceived overweight
7) Environment that stresses thinness or physical fitness

8) Difficulty resolving conflict, expressing negative emotions

9) Poor impulse control, alcohol misuse

10) Family history of substance abuse, eating disorder, obesity, depression
Associated Conditions

1) Major depression and dysthymia

2) Bipolar disorder

3) OCD
4) Social phobia, anxiety disorders

5) Schizophrenic disorder

6) Substance abuse disorder

7) Borderline personality disorder

8) Kleptomania
History

1) Patients alternate between purging and non-purging

2) Onset may be stress related

3) Vomiting may be effortless

4) May be average weight or even somewhat obese

5) Frequent fluctuations in weight, deny that there is a problem, preoccupation with weight control

6) Food collection

7) Diet pill, diuretic, laxative, ipecac and thyroid medication abuse; vigorous exercise, running, aerobics

8) Depressed mood and self-depreciation following the binges

9) Relief and increased ability to concentrate following the purges
Physical Exam

1) Abdominal pain is the most common symptom – due to GERD
2) Asymptomatic, non-inflammatory parotid swelling, eroded tooth enamel and cavities

3) Pneumomediastinum

4) Scars and abrasions of the MCP
5) Soft palate and periorbital petechiae

6) Edema of the hands and feet, syncope and seizures

7) Cardiomyopathy and muscle weakness (ipecac abuse)

8) Gastric dilatation, infarction and perforation of the stomach, acute pancreatitis
Diagnosis

1) ECG

2) Gastric motility

3) Thyroid, liver, and renal function

4) Drug screen

5) Psychological screening – Eating Attitudes Test, BULIT, SCANS, EDI
Treatment – hospitalize if patient is suicidal, if there is a lab or ECG evidence of marked electrolyte imbalance, marked dehydration or if there has been no response to outpatient therapy

1) Most can be managed as outpatients
2) If possible, admit to eating disorders unit or unit with structured eating disorders program

3) Supervised meals and bathroom privileges – no access to the bathroom for 2 hours after meals

4) Monitor electrolytes, weight, physical activity, assess psychological state and nutritional status

5) Identify the precipitants of binging and develop alternatives for purging
6) Nutritional education, relaxation techniques, cognitive-behavioral therapy

7) Involve patient in establishing target goals and use self-monitoring techniques such as food diary
Medications

1) SSRIs – fluoxetine (Prozac), fluvoxamine (Luvox) are effective in reducing symptoms with relatively few side effects.  High dose treatment often needed

2) MAO-I – Phenelzine (Nardil) for patients with atypical depression

3) To prevent relapse, keep patient on anti-depressant for about 1 year
Complications

1) Suicide

2) Drugs and alcohol abuse

3) Potassium depletion

4) Cardiac arrhythmia

5) Cardiac arrest

6) When vomiting is excessive, dehydration and electrolyte imbalances can result in medical emergencies.  Deaths from gastric dilatation and rupture have been reported
Prognosis

1) Most patients continue to binge/purge, but do so less often

2) 30-50% relapse rate per year for several years

3) Patients with personality disorders have a generally poor prognosis

4) Impulsive patients may engage in stealing, suicide gestures, substance abuse, promiscuity
DSM-IV Diagnostic Criteria for Eating Disorders
Anorexia Nervosa
1) Refusal to maintain body weight at or above a minimally normal weight for age and height (weight loss leading to maintenance of body weight <85% of that expected; or failure to make expected weight gain during period of growth with body weight <85% of expected)

2) Intense fear of gaining weight or becoming fat, even though underweight
3) Disturbance in way in which one’s body weight or shape is experience, undue influence of body weight or shape on self-evaluation, or denial of seriousness of current low body weight
4) In post-menarche females, amenorrhea
Specify Type

1) Restricting type – during current episode of anorexia nervosa, person has not regularly engaged in binge-eating or purging behavior (self-induced vomiting or the misuse of laxative, diuretics, or enemas)

2) Binge-eating/purging type – during current episode of anorexia nervosa, person has regularly engaged in binge-eating or purging behavior (self-induced vomiting or the misuse of laxatives, diuretics, or enemas)

Bulimia Nervosa

1) Recurrent episodes of binge eating characterized by both of the following: a) eating in a discrete period of time (within any 2-hour period), amount of food that is definitely larger than most people would eat during similar time and under similar circumstances b) sense of lack of control over eating during the episode (feeling that one cannot stop eating or control what or how much one is eating)

2) Recurrent inappropriate compensatory behavior to prevent weight gain – self-induced vomiting, misuse of laxatives, diuretics, enemas, or other medications, fasting, or excessive exercise
3) Binge eating and inappropriate compensatory behaviors occurs about 2x/week x 3 months
4) Self-evaluation is unduly influenced by body shape and weight
5) The disturbance does not occur exclusively during episodes of anorexia nervosa
Specify Type

1) Purging type – during episode of bulimia, person has regularly engaged in self-induced vomiting or misuse of laxative, diuretics, or enemas

2) Non-purging type – during current episode of bulimia, person has used other inappropriate compensatory behaviors, such as fasting or excessive exercise, but none of the above
Obesity


Obesity is the state of excess adipose tissue mass.  Although often viewed as increased body weight, this need not be the case.  Lean but very muscular individuals may be overweight without having increased adiposity.  Most prevalent nutritional disorder among children and adolescents in the United States.  Major impacts include effects of BP, respiratory function, liver dysfunction, insulin resistance, increased lipids and atherosclerosis, sleep apnea, orthopedic disorders, emotional/psychological well-being, social adaptation, and educational performance
Diagnosis

1) Most widely used method – Body mass index (BMI) = weight (kg)/height (m2).  BMI >30 is the threshold for obesity
2) Other approached to quantifying obesity include anthropometry (skin-fold thickness) 
3) Short stature or a reduced rate of linear growth in a child suggests the possibility of GH deficiency, hypothyroidism, cortisol excess, and pseudohypoparathyroidism.
Clues Suggesting Hormonal Etiology for Childhood Obesity

1) Weight gain out of character for the family

2) Obesity in a short child, progressive weight gain without a comparable increase in linear growth

3) Dry skin, constipation, intolerance to cold, and fatigability 

4) History of CNS damage – trauma, hemorrhage, infection, radiation, seizures

5) Accumulation of fat in neck and trunk but not in the arms or legs

6) Inappropriate sexual development at an early age

7) Treatment with certain drugs or medications
Labs

1) Fasting glucose and lipid panels

2) Thyroid, GH, and adrenal function tests

Treatment

1) Encourage exercise and physical activity

2) Nutritional counseling and reduced fat diet

3) Bariatric surgery for morbidly obese

OTHER EATING DISORDERS

Kulver-Bucy Syndrome


Kulver-Bucy syndrome is bilateral amygdala destruction with emotional-behavioral changes:

1) Emotional blunting – flat affect; may not respond appropriately to stimuli

2) Hyperphagia – extreme weight gain without strictly monitored diet; tendency to compulsively place inedible objects in their mouths

3) Inappropriate sexual behavior – fail to publicly observe social sexual morays and there may be an increase in their sexual activity

4) Visual agnosia (psychic blindness) – cannot visually recognize an object
Prader-Willi Syndrome

Prader-Willi syndrome is a congenital disorder of unknown etiology (chromosome 13) characterized by mental retardation, muscular hypotonia, obesity, short stature, and hypogonadism.
