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Introduction

Imagine making a new friend that you think will bring positive, healthy contributions to
your life. As your friendship blossoms, they help you feel productive and motivate you to reach
your goals. People begin to recognize these changes and commend you for your
accomplishments. You and your friend become inseparable and you wouldn’t have it any other
way. But eventually, you begin to get the sense that they are not satisfied with your progress.
Their demands become more and more daunting and their expectations seem to become
increasingly unattainable. Spending time with them has taken a noticeable toll on your body.
You live in constant fear of disappointing them and sometimes feel that you will never live up to
their unrealistic standards. They pressure you to only spend time with them and to cut anyone
that has expressed concerns about you out of your life. All of your efforts revolve around seeking
their approval, but it seems like nothing you do is ever good enough for them. They constantly
scrutinize you, which changes the way you view yourself. Your identity has become defined by
your relationship with this person. As you become further and further out of touch with reality,
you begin to develop paranoia and irrational afflictions. You live under their control and their
rules. You feel empty and broken, but cannot escape because you would feel like nothing
without them in your life. If what I have just described to you sounds like an abusive
relationship, that’s because it is. The identity of this “friend” is anorexia nervosa, or “Ana,” the
nickname that many anorexics give to their disorder. It is easy to denounce this sort of
mistreatment when the blame can be placed on another individual. But when this devastating
illness is manifested within you, anorexics experience the plight of constantly being at war with
themselves.

{eve granted @ moon to yank & anchey us,
abody & @ puise
te canyy & filh & emptyy

& tansfoun inte more objects.
There's a sheen inside each body
flinescence on sealed cellophane

& asevap ainless as inside.

- Jina Pure

The Mayo Clinic defines anorexia nervosa as “an eating disorder characterized by an
abnormally low body weight, an intense fear of gaining weight and a distorted perception of
weight.” The disorder is “characterized by deliberate weight loss, induced and sustained by the
patient” (World Health Organization). Anorexic individuals may engage in behaviors for weight
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control such as food restriction, excessive exercise, self-induced vomiting, and use of laxatives
or diuretics. “Today, 8 million Americans suffer from eating disorders and approximately 90
percent of them are young women” (Smink, 2012).

Individuals with anorexia nervosa may suffer medical complications, such as dangerously
low blood pressure, infertility, severe osteoporosis, damage to the kidneys and liver, secondary
endocrine and metabolic changes, disturbances of bodily function, and heart failure (World
Health Organization). It is also common for anorexia nervosa to occur in conjunction with other
mental health conditions such as mood and anxiety disorders, obsessive-compulsive disorder,
and personality disorders as well as alcohol and substance abuse, self-injury, suicidal thoughts,
and suicide attempts. It is estimated that “33-50% of anorexia patients have a comorbid mood
disorder, such as depression,” and “about half of anorexic patients have comorbid anxiety
disorders, including obsessive-compulsive disorder and social phobia” (Ulfvebrand 2015).

The etiology of anorexia nervosa can be attributed to biologic, social, cultural, and
environmental factors. Anorexia nervosa has the highest mortality rate of all psychiatric
disorders, and 1 of 5 people diagnosed will die (Daw, 2011).

The purpose of this research paper is to establish a thorough foundation for understanding
the factors that contribute to the development of anorexia nervosa, provide insight into the
contemporary implications of this disorder in the United States, bring light to the limitations that
have hindered advancements in this field, acquire patient testimonies, explore the current
approach to the treatment of eating disorders, propose a revised treatment model for future
implementation, and highlight areas for future academic studies and research.

“Then Tl deanny of hevizons the blue of heaven controls,
Of gandens, fountaing weeping in alabaster bowls,
Of kisses, of birds singing mowing and ese,

And of all that's mest childlike the Jdyll has to give.
Shall net cause me to lift my forehead fuom my desk;
Fou J shall be abserbed in that exquisitelyy still
Delight of esoking the Spring with my will,

Of wresting a sun from my own heart and in calm
Drawing from my buwing thoughts an atmesphere of balm.”

- Chanles Baudelaire
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Investigating the Complex Etiology of Anorexia Nervosa

Part I: Biologic Factors: Genealogy and Neurobiology

The role of genealogy is critical in predicting one’s susceptibility to developing an eating
disorder. Familial and twin studies have revealed that individuals who have a first-degree relative
with anorexia nervosa are 11 times more likely to develop the disorder than individuals without
this hereditary link. Variations of serotonergic, dopaminergic, and opioidergic genes are involved
with behaviors of body weight control, appetite regulation, and eating pathology. “Molecular
genetics studies have been undertaken to identify alterations in deoxyribonucleic acid sequence
and/or gene expression that may be involved in the pathogenesis of disordered eating behaviors,
symptoms, and related disorders and to uncover potential genetic variants that may contribute to
variability of treatment response” (Trace, 2013). Further analysis of these genealogical attributes
concludes that while eating disorders aggregate in families, lineage alone only accounts for about
50% of one’s liability to anorexia nervosa. The study indicates that complex social and
environmental components also play a significant role in the etiology of eating disorders and
suggests that future research delve further into such factors.

A look into the psychobiology of anorexia nervosa reveals that symptoms and behaviors
of eating pathology are connected to brain chemistry. The interactions between hormones such as
dopamine, serotonin, and cortisol are crucial to understanding altered brain function found within
anorexic women. Positron emission tomography imagery has revealed that individuals with
anorexia were found to have higher levels of dopamine production (Rigaud, 2007). Heightened
levels of dopamine contribute to feelings of anxiety, and consequently, hyperactivity of brain
functioning. Anorexic individuals were also found to have alterations in their serotonergic
system, which affects hunger, impulse control, and mood; as well as increased levels of cortisol,
which results in appetite suppression (Kane, 2013). Acknowledging these hormonal variations is
imperative; as brain hyperactivity may account for one’s preoccupation with weight, and food
restriction may alleviate hormone-induced symptoms of anxiety.

()  [11c] Raclopride PET

This image uses Positron emission

=1 oo aat tomography to compare 5-HT1A and
o MPPF serotonin receptors and
dopamine activity in the brain of a
recovered anorexic woman (RAN) and
an age-matched control woman (CW).
[Source: Frank, G. K, Biological
Psychiatry]
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A 2015 study published in Biological Psychiatry investigated the correlation between
hunger and response to food stimuli in 23 anorexic women and 17 healthy women in order to
better understand cognitive control and decision making. The study incorporated a comparison
between food and monetary reward and each participant’s response to the stimuli. The results
indicated that women diagnosed with anorexia nervosa may have altered brain function related to
“peptides involved in energy balance, such as leptin, insulin, orexin, ghrelin, and peptide Y'Y,
which signals to reward processes, in the service of modulating feeding in response to changes in
energy states” (Wierenga, 2015). Food stimuli served as an effective motivation and reward for
the healthy women in the control group, however women within the anorexia group exhibited
“decreased sensitivity to the motivational drive of hunger” (Wierenga, 2015).

The altered response to reward stimuli explored in this study also incorporates the role of
emotional salience in the subjects. Individuals within the anorexia group, regardless of whether
they were weight-restored or underweight, did not “show the expected association between
ghrelin levels and blood oxygen level-dependent response to visual food cues” (Wierenga,
2015). As compared to the control group of healthy women, the anorexic women “failed to
increase activation of reward valuation circuitry when hungry and showed elevated response in
cognitive control circuitry independent of metabolic state” (Wierenga, 2015). Heightened
inhibitory self-control contributes to the ability to delay reward, which plays a key role in
persistent food restriction. Interestingly enough, appetite suppression was found to produce
anxiety-reduction, whereas food consumption was found to “stimulate dysphoric mood” in
anorexic women. This “disturbed interoceptive awareness of satiety or hunger” and “alteration of
the gustatory processes” in anorexic women provides key insight for understanding the
difference in response to hunger cues (Kane, 2013).

“Fou I have knowsn them al aheady, known them all—
Have known the evenings, mowings, aftewoons,
9 hase measuned: oub muy life with coffec spoons;
 knnous the veices dying with a dying fall
Boneath the music from o farthey o,
So hou should, I presume?”
The Love Song of 7 Alfred Prufrock: Stanza 0, Lines 49-54.

Functional magnetic resonance imaging allows for a deeper look into “the neural circuitry
of gustatory sensory response, interoception, reward, and executive control” in anorexic women
(Kane, 2013). Anorexia nervosa is a disorder highly associated with ascetic behaviors, especially
in terms of weight and diet control, related to hyperactive executive function within the brain. In
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a 2011 fMRI study, anorexic individuals were found to exhibit heightened response to stimulus
cues, including “increased ventral striatal activity” when presented with perceived positive
stimulus and “increased insula and posterior dorsal caudate” when presented with perceived
negative stimulus as compared to non-anorexic individuals (Vocks, 2011). Such neurological
findings have also been obtained in experiments involving subjects with extreme anxiety. These
studies indicate that anorexic individuals manifest significantly altered cognition within regions
vital to emotional salience, which ultimately “supports the idea that they might suffer from a
fundamentally and physiologically altered sense of self” (Kane, 2013).

This apparent disparity in emotional salience and altered sense of self can help provide
explanation for why those suffering from anorexia continue to restrict food despite emaciation,
fail to recognize the negative health implications of disordered eating, and are reluctant to seek
treatment. Without addressing the inherent pathophysiology responsible for behaviors that drive
disordered eating, treatment for anorexia will continue to lack effectivity.

Hunger condition: Anorexia nervosa:
Anorexia nervosa > controls Satiety condition >
hunger condition

This image displays altered brain response in activations of the right
amygdala (x = 20, y = -16, z = -11) and right inferior temporal gyrus

(x =50,y =-66, z = 0) in participants with anorexia nervosa as compared

to the healthy controls when drinking chocolate milk in the hunger condition.
[Source: Vocks, Journal of Psychiatric Research]

Individuals who develop eating disorders tend to exhibit specific personality traits, which
serve as predisposing factors. These distinct characteristics include “anxiety, negative
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emotionality, inflexibility, harm avoidance, and obsessive behaviors (particularly with order,
exactness, and symmetry). Individuals with anorexia nervosa tend to be perfectionistic, with an
overemphasis on self-imposed standards” (Kane, 2013). These individuals are often highly
motivated and driven. They are the overachievers, straight-A students, determined athletes and
exhibit high levels of self control and self discipline. They also have a profound dissatisfaction
with their own self image and symptoms such as “a lack of insight about being ill” and
“depriving themselves of food despite starvation” (Kane, 2013). The psychology of individuals
with anorexia nervosa have long perplexed scientists, as this disorder would be the only
circumstance in which someone suffering from emaciation would treat their condition with

further food restriction.

“Now my neighbev thuough the wall) playing pians, J imagine, with hev eyes closed.
Wher she stops plajing, she disappecv.
J anv still waiting fov the vight words to explain myself to you.
When theve was nothing left to smoke, J drew on my lips with a per untib they were black.
Ov is this whab it means to be empty: to- make ne sound?
I pressed my mouth to the wall until I'd made o small gray ving.

O magbe empiness s o founof teing,
Magbe 3 ajst iening.”
- Allison Benis White

Part II: Social, Cultural, and Environmental Factors

The elective time for the onset of eating disorders is often seen during the span of
puberty, associated with hormonal and body changes, or in the face of “increasing autonomy
from parents” as seen in the completion of secondary school or transition into adulthood (Cayn,
2017). These disorders tend to develop amidst the presence of significant life stress, often when
an individual is growing into their body or coming of age. Traumatic events such as sexual
abuse, parents’ divorce, bullying, or other undiagnosed underlying mental disorders can serve as
the trigger (Kong, 2009). In other words, there is some sort of kind of void in an individual’s
life, leaving them extremely vulnerable. Because they are unable to take control in this situation,
individuals with an eating disorder tend to cope with these issues by managing their diet and
weight in order to reclaim their power.
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%mﬂe&mmwaﬂt% Jt@mmmmwpwwmw. Yow pray that itlh be down
ansthew pound, ev ancthev ounce ov anything. %shew%atﬁwweﬂkm%ew’wdbim],theumkeﬁmm%w
quémme%mﬁmg&mw%emmww} .fft’ytﬂwmthizq%ewhmmcemg&m.”

- Siika Goodman, feunen ballevina in the Joffrey Ballet

Anorexia nervosa is linked to an innate “struggle for control, a sense of identity,
competence, and effectiveness” because “in the absence of adaptive personal control strategies,
the individual may be driven to enact ritualistic body control as an auxiliary control mechanism
(Froreich, 2016). Anorexic patients essentially fill their respective void by fixating on what
society deems most important: one’s appearance. “Given that many women learn that their worth
is equivalent to their appearance, another manifestation of this appearance-focus could be
women’s decreased self-worth if they do not match up with societal ideals. (Tylka, 2010).
“Cultural norms in the United States dictate the importance of being physically attractive,
especially of being thin” and ““a desire to be beautiful enough from the eyes of society by losing
weight is something that many girls struggle with” (Martin, 2014). Women suffering from an
eating disorder may inherently be seeking acceptance in desperate hopes that they will be valued
and recognized for conforming to rigid social expectations.

However, when people take notice to the weight changes associated with eating
pathology, they tend to overlook the dangers and glamorize the outcome of the disorder.
Anorexia nervosa is often perceived as a “fashionable” or “trendy” illness. This social tendency
may have been established in the 1980s when public knowledge about eating disorders soared.
Eating disorders were “subject to unrelenting publicity through a deluge of articles in the popular
press as well as television news specials and talk shows” (Hoek, 2008). As a consequence, the
public began to directly associate eating disorders such as anorexia nervosa with stardom.
Metaphors attached to anorexia seem to uphold the expressed values of cultural themes such as
achievement, perfection, restraint, and self denial in a culture of plenty (Cooper, 2016).

Clinicians often find that patients take pride in their thinness and remarkably enough, it is
common for family members to express “more approval than disapproval” in the symptomatic
changes generated by the eating disorder through admiration for the patient’s self control or by

29 ¢ 29 ¢

using terms such as “slender,” “neat,” “well-groomed,” and “fashionable” to describe them
(Hoek, 2008). Such glamorization is an extremely problematic factor in the perpetuation of
eating disorders because as the sufferer receives positive social reinforcement, they are more
hesitant to comply with measures necessary for a successful recovery, such as weight restoration,

for fear of losing their newfound admiration.
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A shoe advertisement featured in InStyle magazine, 2014.

“With how sad steps, O Moon, thow climb'sh the skies!
Wwﬁknﬂ%,(mdwithhm&wma/ﬁaw!
What! May it be that esen in heavenly place
CawWaﬁlbw,WmM&thmm:
J vead it in thy looks; thy languished guace
Jo me, that feel the like, thy state descries.
M,wmeﬁﬁeﬂbmﬁip,@/\{om,teﬂbm,
s constant love deemed theve bub want of wit?
Ave beauties theve as proud as heve they be?
‘Detﬂwabweﬂweteﬁeﬂwed, and yeb
Jhose lovers scouv whom thab love doth pessess?
@etﬁe%cawmme} there— ungratefulness?”

- Siv Philip Sidney

The media often comes under fire when seeking to place institutional blame on the
prevalence of eating disorders. Thirty years ago, when eating disorders were first being
recognized as a legitimate psychiatric concern, it was believed that the ideal female body had
become progressively thinner at the same time the average female body had become
progressively heavier. (Herman, 1983). Many researchers argued that the mainstream media
promoted unrealistic beauty standards, thus contributing to the incidence of eating disorders
among women in the United States. In a 2000 interview with PBS, Ruth Striegel-Moore, a
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widely referenced psychologist with research expertise in eating and weight disorders, explains
that society is involved in “the perfection game” in which we are repeatedly exposed to and
ultimately internalize unrealistic standards of beauty in a celebrity culture where the bodies of
models and actresses are considerably thinner than they have ever been in the past.

Thus, in sociocultural theory, the development of eating disorders can be linked to the
constant pressure for individuals to conform to the unrealistic internalized beauty standards in
order to feel validated and accepted. Researchers have been investigating the consequences that
such media exposure has one’s self-image for decades. When individuals do not measure up to
the aesthetic ideals, body image concerns are subsequently evoked. These “internalizing
symptoms may correlate with body dissatisfaction due to the sense of inadequacy experienced by
adolescents with negative body image” (Marengo, 2018).

ethic fom wek site to- bedy and fuom the pursuit of virtue to- the pursuit of beauty as commeodity fetishism. Being
‘M{}made’hmgwewwaxgw&eénq‘madeem’”
- MXM,WMAMWWWW%MSW

The weight loss and diet industry has mastered the art of exploiting these perceived
inadequacies and insecurities for profit. The current Marketdata Enterprises report reveals that
this industry now accounts for $66 billion per year in the United States, up 10% from 2010.
Farcical advertisements dominate billboards, magazines, radio and television commercials, and
social media endorsements with “cure-all” products promising to get you “bikini-body ready,”
give you “quick and easy weight loss,” or “remove inches from your hips.” While many
Americans have become immune to the saturation of these advertisements, with companies such
as Weight Watchers and Nutrisystem monopolizing the marketing industry every January, this
normalization of diet culture prompts widespread preoccupation with body weight and size.

Dieting when not overweight is often the first symptom of an eating disorder, with “35% of
participants progressing to pathological dieting or full-syndrome eating disorders” (Haltom,
2018). In a 2017 study, approximately two-thirds of adolescent girls reported that their mother
dieted or frequently discussed weight (Balantekin, 2017). Growing up in an environment where
adults are fixated on weight or constantly trying to change their bodies can ultimately shape a
child’s perception and relationship with their own body. The presence of maternal dieting is a
strong predictor of the development of eating pathology, which yielded“greater use of unhealthy
and extreme weight control behaviors in the girls” (Balantekin, 2017). Alarming statistics reveal
that “42% of 1st-3rd grade girls want to be thinner, 81% of 10-year-old girls are afraid of being
fat, 46% of 9 to 11 year olds are often on diets, and 35-57% of adolescent girls engage in crash
dieting, fasting, taking diet pills or laxatives, and self-induced vomiting” (Haltom, 2018).
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Since the dawn of the digital age, social media has evolved into an integral aspect of the
daily lives of millions and has the potential to affect adolescent perceptions and self-esteem.
Because this remains a relatively new phenomena, limited research is available into the
relationship between social media and eating disorders. A June 2018 study on the impact of
social media use examined the popular photo-sharing apps Facebook, Instagram, and Snapchat in
order to assess their influence on body image. The study found that users participated in peer
appearance-related feedback and as a result, also engaged in subconscious body comparison. The
study ultimately found that social media use “impacted body dissatisfaction through
social—cognitive processes of social comparison and body surveillance,” and thus “indirectly
increased body dissatisfaction and disordered eating behaviors in young women” (Saunders,
2018). These links remained robust across all three platforms and remain consistent with the
sociocultural model of disordered eating.
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An Alternative Perspective: The Changing Climate Surrounding Female Beauty Standards

At the beginning of my research journey, I had the preconceived notion that the
development of eating disorders was on the rise among young women in the United States and
that sociocultural factors were directly to blame. There is a lot of misinformation surrounding
this topic, accompanied by misleading and outdated statistics. Authors are still relying on
information from the 1970s and 1980s, and I found it extremely challenging to find eating
disorder studies conducted within the past 10 years. Activists tend to look at the obvious factor,
which is that the public is constantly exposed to unrealistic standards of beauty and that women
are expected to live up to them. They perpetuate this narrative that women become anorexic
because of the pressure to look like the size zero supermodels in magazines. With such logical
fallacies, wouldn’t this indicate that all women who desire to be beautiful must be underweight?
Results from the 2017 National Health and Nutrition Examination Survey indicate that only
1.4% of U.S. women are underweight (CDC). The overall incidence of anorexia nervosa in the
United States has remained stable in past decades (Smink, 2012).
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This graph portrays the reported incidence of anorexia nervosa in the United States
over the past 9 decades, beginning in 1930. [Source: Smink}

The basis of my perspective has shifted more to the counterargument over the course of
my research journey. Given that hereditary accounts for at least 50% of one’s susceptibility to
developing an eating disorder, the distinct link to comorbid mental disorders, the role of
neurobiology, and the correlation with specific personality traits; the etiology of anorexia
nervosa appears to be largely biologic. Researchers in this field have not advanced beyond the
era of Karen Carpenter and Princess Diana of Wales in studying the trends of eating disorders.
Contributing factors and diagnostic criteria remain largely subjective. The failure to standardize
information and develop a concise medical approach to eating disorders could very well be the
reason why treatment options remain exceedingly limited in comparison to other psychiatric
disorders. Knowledge of the biological science behind eating disorders is critical, and further
research into the complex neurobiology has the potential to provide the foundation for the
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development of medicinal therapy. New insights and updated studies in this field are imperative
for comprehensive understanding and advancements moving forward.

“Then I1h dhean of honizons the blue of easen contisls,
Of gandens,fountains weeping in labastoy bouts
Of kisses, of binds singing mewning and eve,

And of all that's mest childlike the Jdylb has te gise.
The tumult ab my windows vainly vaging goteique
Shall net cause me to lift my forehead from my desk;
Fou J shall be abssvbed in thab exquisitely sill

Deligtofeoking the Sping it my il
Qﬁwmﬁngwmﬁmwmhwwmmm
ﬁ)wumgﬁwmw&mm&qﬁwugﬁ&maﬂ«mpmoﬁﬁa&w”
- Chanles Baudelaire

The climate surrounding female beauty standards in the United States has evolved
dramatically in the past decade. Many companies have responded to the increasing size of the
average American woman by tailoring to the diversity of body size through marketing
campaigns, a phenomenon unheard of even twenty years ago. Brands such as American Eagle
and Dove have launched movements promoting body positivity and acceptance by vowing to not
photoshop their models. Plus-size clothing lines have become available at stores such as Forever
21 and Nordstrom. By allowing women of all shapes and sizes to have representation in these
industries, this progressive approach is essentially redefining the landscape of beauty ideals in
the media. Such movements could serve a promising future in promoting body positivity and
inclusion, thus lessening the pressure on women to be thin in order to be considered beautiful.
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The plus-size modeling industry has become increasingly prevalent in the United States

over the past decade. There has even been a steady incline in the representation of plus-size
models in the high fashion realm, with the number of these models featured on the runway
during New York Fashion Week growing each year. In 2015, model Robyn Lawley, size 12,

became the first plus-size model to be featured in an editorial for Sports Illustrated magazine

(Clayton, 2017).

In May of 2017, France’s Ministry of Social Affairs and Health passed new regulations to

combat eating disorders and prevent further “promotion of beauty ideals that are inaccessible.”

Minister Marisol Touraine released a statement saying, “Exposing young people to normative

and unrealistic images of bodies leads to a sense of self-depreciation and poor self-esteem that
can impact health-related behavior.” The new law mandates all models working in the European

Union and the European Economic Area undergo a medical examination attesting “their general
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physical well-being” and that their BMI does not denote them as excessively underweight. It also
requires that publishers disclose “photographie retouchée” (similar to the Surgeon General’s
Warning in the USA) on any image in which the model’s appearance has been manipulated,
retouched, or photoshopped. It also imposes fines of up to 75,000 euros and six months of
jail-time for employers who do not comply with these regulations. Similar regulations have been
proposed for the United States, and activists in support of such principles have launched online
campaigns, gaining thousands of supporters.

-
o BTN
R 4

Example of a photoshop disclosure. Source: Pixelz Blog

“Shall I part my haiv behind? Do J dare to eab a peach?
I shall wear white flannel housers, and walk upon the beach.
J havse heard the mevmaids singing, each to each.

J do not think that they will sing to me.”

7. S. Eliob

The Dental Implications of Eating Disorders

Because I am pursuing a career in dental hygiene, I hope to apply my knowledge in the
field of eating disorders to better treat patients with these conditions and educate other dental
professionals based on these findings.

There are many intraoral conditions that can be linked to disordered eating, most notably,
dental erosion. Because the mouth is often considered a window into the overall health of a
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patient, a dental hygienist can play a pivotal role in identifying clinical signs of an eating
disorder in an undiagnosed patient. By asking non threatening questions about dietary habits,
at-home oral hygiene care combined with the assessment of common medical side effects found
in patients with eating disorders such as decreased heart rate, temperature, and blood pressure; a
dental hygienist can better evaluate the patient’s wellbeing. Clinicians should be able to
recognize signs of eating disorders, be aware of the treatment options available for eating
disorders in the community, and be equipped with referral resources.

In a study of 71 female patients with an eating disorder that engaged in purging
behaviors, 86% of the subjects exhibited dental erosion (Otsu). A dental hygienist can
recommend ways to reduce the effects of frequent vomiting, as exposing teeth to acids results in
structural loss. Such methods include the incorporation of high fluoride toothpaste and mouth
rinse into the patient’s daily routine, application of topical fluoride at each appointment, and
more frequent recare intervals. The hygienist can also educate the patient on effective brushing
techniques and methods to remove acid from interproximal spaces. Given this opportunity, they
could also inform the patient of harmful effects of frequent vomiting to the tooth structure, which
could serve as motivation to cut back on self-induced purging.

Individuals with eating disorders often express more dental fear. A dental hygienist can
make the patient feel more comfortable through effective communication techniques. By taking
the extra time to explain the rationale for each procedure and inform the patient of what is
occurring throughout the appointment, the dental hygienist can help alleviate the stress of patient
uncertainty. Because patients with eating disorders often suffer from other psychological
illnesses such as anxiety and depression, they are often hesitant to schedule and attend regular
dental appointments. They may also neglect at-home oral hygiene practice due to lack of
motivation or guidance. The dental hygienist can work to make the appointments flow as
smoothly as possible by providing the patient with peace of mind and a sense of security in
reassuring them that they are safe and doing a positive thing for their health and wellbeing. In
reducing patient fear, a dental hygienist can nurture a more positive relationship between an
eating disordered individual and their health care provider by encouraging them to develop better
habits for their overall health and wellbeing.

“Heants with one purpose alone
Tnough summev and wintev seem
Enchanted to a stone
Jo touble the living steam.

%hwethatcemwﬁwmﬂhewad,
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From cloud to tumbling cloud,
Minude by minutothey change:
A shadetw of cloud on the sheam
Chw«»ge&mum&%mmute/

A howe-hoof slides on the brim,
And a howe plashes within it;
And, hens to- mosv-cocks call;
Minute to minute they lise;
The stone’s in the midst of all.”

0. B. Yeats

Patient Case Studies

I reached out to various individuals in the community for interviews to explore the
personal experiences of those diagnosed with eating disorders as well as gather feedback and
suggestions for developing an ideal treatment model. I felt that I needed to gather such
information first-hand to create a unique approach. My focus was on four young women in New
York City in the summer of 2018. I established contact with these patients in my dental clinic, at
the residential treatment facility I visited, and by networking with individuals who have friends
and family members with eating disorders. The true names and details regarding these patients
have been disguised to protect their privacy and confidentiality of medical information.

Patient 1.

Bella is a 20 year old woman that has been diagnosed with anorexia. When asked when
she developed the eating disorder, she describes that her family taught her to cut food into very
small pieces, chew slowly and to take her time eating, drink water in between bites to fill
stomach up faster. She admits that she has been counting calories since she was 12 years old. She
began noticing how skinny the other girls she played sports with were when she was in middle
school, and as an early bloomer, she felt like an outcast. She thinks back to a health class in
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middle school where it all clicked: the day she learned about the Nutrition Facts label and calorie
counting. Since that day, she has maintained an extensive journal, logging everything she eats
every day along with the “macros” for each item.

Bella has also been diagnosed with manic depressive disorder, known more commonly as
bipolar disorder. She explains that her anorexia stems from her desire to maintain control, and
that managing her diet and weight allows her to be in charge of her life. Bella describes that she
often experiences urges to eat food that she deems “off-limits” and caves in in the moment, only
to punish herself by purging and self harming afterward. “I just feel worthless and out of control
whenever that happens. Looking back on those times....that’s how I know I have a problem,” she
says. She says that her eating disorder and manic depressive disorder make it next-to impossible
to be in any healthy relationship. Bella explains that whenever her her past boyfriends have
expressed concern for her weight or strange eating habits, she has automatically become
defensive. She says, “Anyone who expresses any concern just seems to become the enemy. My
initial response is to defend my disorder. Maintaining an eating disorder is more than just a diet.
It’s an all-consuming ordeal, almost like a full time job. Except I never take a day off.”

She is currently undergoing treatment at a residential eating disorder facility, as mandated
by her parents.

Patient I1.

Phoebe is a 15 year old girl that was diagnosed with anorexia nervosa when she was 10
years old. In the past year, her weight has changed drastically from 100 pounds down to just 65
pounds. She remembers being obsessive about her weight for the majority of her life, weighing
herself up to a dozen times per day. She would decide whether or not each day would be a good
day based entirely upon the number on the scale. When asked if she directly correlated her self
worth with her weight, she answered ‘yes’ without hesitation. Phoebe says that her father forced
her to go to counseling after she lost a third of her body weight. However, she admits to not
being honest with the psychiatrists because she does not want to undergo treatment. She also
says her father is constantly pressuring her to eat “normal” food and gets upset when she refuses.

Phoebe maintains social media accounts dedicated to her eating disorders. She describes
how she follows “thinspiration” pages and ultra-thin models or celebrities to keep her motivated
on days where she struggles to maintain her drive to consume as few calories as possible. She
also admits to picking up on habits such as smoking cigarettes to suppress her appetite and taking
laxatives on days where she feels she has eaten too much. She explains that being thin is
constantly on her mind, describing her disorder as giving her “tunnel vision.” She says that in the
end, she is aware of the damage she is doing to her body, but anything is better than gaining
weight and being fat so she is easily able to overlook the consequences.
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She has no plans to seek treatment at the moment and dismisses the adverse
consequences of her disorder. However, she admits to feeling guilty for the worry that she causes
her mother.

Patient I11.

Alexis is a 24 year old nurse and identical twin that has recently been diagnosed with
anorexia. She explains the internal sense of competition she has always felt with her twin sister.
Alexis admits that she feels like her sister has her life together more than she does and that
people like her twin sister more than they like her. Her sister currently weighs about 15 pounds
more than her, and Alexis confesses that her biggest fear is being “fatter” than her sister. Alexis
describes that the first thing she notices about any woman when she first meets them is how fat
or thin they are. She always has the desire to be the thinnest woman in the room, because she
directly associates being thin with being beautiful.

Alexis also struggles with anxiety, notably social anxiety. She explains that having
anorexia nervosa makes it difficult to do things that normal 20-year olds do. “In college,
everyone thought I was really weird because I didn’t eat at the dining hall and I didn’t drink
alcohol because I didn’t want the extra calories,” she says. Alexis distanced herself from her
closest friends in order to keep her diet and exercise regimen a secret. She admits to having
almost a compulsion with knowing exactly how many calories she’s taking in, and that she they
hates going to restaurants because she becomes fixated on the fact that it’s impossible for her to
know how the food was prepared. She says, “I just sit there wondering if they cooked the food in
oil or butter and how many calories that would add. Or if I order a drink I’m always paranoid
that the waiter might have given me regular soda instead of the diet that I ordered. Anything
cooked is a risk, so if I go to a restaurant I have to stick with salad or something raw, because
that’s the only thing that’s safe.’

She currently attends regular counselling sessions with a psychiatrist and goes to weekly
support group meetings.

Patient I'V.

Sydney is a 30 year old single mother that admits to joining the military for weight
control purposes. She says, “I’ve had an eating disorder my entire life, and I think once the time
came for me to live on my own, I didn’t trust myself. I needed some sort of structure, or external
accountability to maintain what I considered a healthy lifestyle.” However, once she left the air
force, she no longer committed to the vigorous exercise regimen and began to gain a little bit of
weight. During her most restrictive dieting, she limited her calories to under 200 per day, which
is 10 percent of the recommended daily caloric intake for the normal, healthy adult. She suffers
from both anorexia and bulimia nervosa.
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She remembers first being concerned about her weight when she was as young as 6 years
old. Her classmates in elementary school often teased her for being “pudgy” and she describes in
detail an incident in which her mother took her to the doctor as a child for strep throat, and he
told her mother that she needed to lose weight. Since that day, she has always been
self-conscious and concerned about her weight. She admits to using diuretics to lose weight, and
has been hospitalized multiple times in the past as a result.

Sydney has recently admitted herself into an eating disorder treatment center, for fear that
her unhealthy relationship with food will rub off on her daughter.

“WWe sab quown quiet ab the name of love;
e saus the last embers of daylight die,
Andb i the bembling blue-green of the sky
A moon, wouv as if it had been a shell
Washed by time's watexs as they vose and fell
About the stars and buke in days and) yeans
9 had @ theught fo ns ene’s bub you ears:
Thab you were beautiful, and thab J sheve
To love yow i the old) high way of love;
Thabib had all seemed happy, and yeb we'd guswn
As weany-heanted as tha hollow mosn”

- Carl Sandbung

The Current Residential Eating Disorder Treatment Facility

Treatment centers for eating disorders were a rare commodity in the United States prior
to the last decade. An ideal system for treating anorexia nervosa would be from a
multidisciplinary approach. Patients with anorexia nervosa have more than just physical
symptoms of illness from being underweight. They also struggle with emotional and
psychological problems. The treatment of eating disorders must include the collaboration of
specialists such as psychotherapists, physicians, nurses, family counselors, and nutritionists in
order to be effective. Even so, nearly 50% of all individuals with an eating disorder will relapse
following their treatment in a facility (Couturier, 2012).
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To look into the options for the treatment of eating disorder, I decided to investigate the
practices within a residential eating disorder treatment facility. Because I personally know a
current resident, I was able to get a tour and speak with some of the patients and employees. I
discovered that patients in such facilities are typically severely underweight and have usually
been mandatorily admitted by a medical professional or concerned loved one. These treatment
centers are staffed with full-time professionals such as nutritionists, chefs, psychiatrists, 24/7
nurses, and body image specialists. Patients are put on a strict schedule and must be accounted
for at all times. They are required to eat 3 supervised meals a day in addition to nutritional
supplements with the rest of the admitted patients. They must attend group therapy sessions as
well as individual meetings with their psychiatrist and recovery coach. There are strict rules in
place at the facility, such as no discussion about weight, calories, diet, or exercise.

Nurses are responsible for conducting daily weigh-ins on a scale that does not display the
number and for taking the patient’s vitals, as individuals with eating disorders are likely to suffer
medical complications with potential to affect the cardiovascular, neurologic, endocrine,
metabolic, dermatologic, reproductive, gastrointestinal, hematologic, pulmonary, and ophthalmic
systems of the body. Patty, one of the live-in nurses, informed me that many of the residents
have been previously hospitalized or faced with the severe, life-threatening consequences of their
eating disorder. She explained that patients are often reluctant to comply with the policies of
facility because they are still clinging to the impulses of their disorder. “The first week or so is
always the hardest for them to adapt to. A lot of them are still in denial that they even have a
problem” she said.

On the afternoon that I visited the facility, I was able to eat lunch with the residents.
During meals, patients are not allowed to bring any bags or jackets into the dining room and are
not given a napkin, to prevent them from hiding food. They are encouraged to use the restroom
beforehand, as no one is permitted to leave the table once the food is served. The residents are
not informed of what they will be eating ahead of time, and many become preoccupied
wondering what they will have to eat. The full-time staff sit with the patients in order to
supervise, provide support, and enforce the rules. However, the staff are not required to eat with
the patients.

The chefs served grilled cheese sandwiches made with white bread and American cheese,
tomato soup presumably out of a can, and to the dismay of many of the residents, tater tots. All
beverages served at meals must be caloric, the typical lunch drink being milk. Many of the
patients engaged in behaviors of avoidance when it came to eating their lunches, such as
examining their food, picking, chewing very slowly, or rambling to put off the task at hand.
Despite their attempts, I am informed that these patients are merely delaying the inevitable, as
they must conform to the 30-minute time limit they have to finish their meal and are not allowed
to leave the table until their plate and glass are empty. If they refuse to finish their meal, they are
required to be tube fed. The patients are strictly monitored post-meal as well, to ensure that they
do not engage in purging behaviors.
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I spoke with a the residents during lunch-time about how they felt, and many expressed
discontent surrounding the food served at the facility. They wished there were healthier options
available or that they had more choice in what they ate. The facility attempts to serve “normal”
meals that the patients will be exposed to once they complete their treatment at the facility in
hopes that they will be acclimated to the social aspects of food culture, such as not being overly
picky, as it is unrealistic to be able to constantly dictate what you are eating.

I have many concerns regarding the eating disorder treatment facility I visited. I picked
up on the lack of trust or bond between the patients and staff right away. The staff appeared to be
more concerned with enforcing protocol than with patient wellbeing. Behind closed doors, the
residents harbor multiple conspiracy theories. For starters, since the staff members often do not
eat meals with the residents, the patients believe that the food they are being served must be
intentionally prepared to be even more “fattening,” with the chefs adding extra butter, creams,
oils, and sugars to sneak in extra calories. And since the staff are clearly not the ones there to
gain weight, they don’t eat it. While this sounds like classic paranoia to me, I believe that the
residents do bring up a good point. Because the patients are members of a community of
individuals diagnosed with eating disorders, they appear to feed off of each other's habits, but not
literally. By having the staff eat meals with the patients, the staff are in more of a position to be
role models and give the patients the sense that they are there to support them in every aspect of
their recovery. This promotes the patients to develop trust and a bond with the perceived
enforcers who, at the end of the day, are really just there to help them get better.

I also believe it would be helpful for the facility to serve healthier food to reduce patient
anxiety. New patients are just thrown into an entirely new environment and set up to have a
breakdown. When you present them with food that they have built up all of these delusions
around for years of their lives, it is really unrealistic to expect them to eat it. To them, it’s almost
like a punishment. This approach only continues to make food the enemy. If the only effective
way to get patients to eat is the looming threat of being tube fed, this is extremely problematic.
Patients with eating disorders need time to be able to adjust to eating the foods that they have a
phobia of and need support, not threats, in order to ultimately break down their afflictions.

Based on my research, I have come to the conclusion that successful recovery from an
eating disorder cannot be measured by a single benchmark. I was curious as to how exactly the
staff determine when a patient is ready to leave the facility, so I spoke with the specialists on
site: the patients’ eating disorder recovery coach and their physician. The recovery coach
described how each of the patient’s caregivers in the facility chart developments in their
individual case throughout treatment. Before a patient is allowed to leave the facility, all of the
specialists come together for a meeting and must agree that the individual has made sufficient
progress and is prepared to live life outside of medical supervision. “We have to make sure they
are healthy enough and that we are not setting them up to relapse once they walk out those
doors,” she says. I asked what exactly “healthy enough” meant and to help answer my question,
the physician pulled out a laminated copy of the BMI scale from a drawer in the examination
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room. He explained that the range for a healthy body mass index is between 18.5 and 25 and that
while the goals set for individual patients varies on a case by case basis, the facility strives to
have each patient up to around a 19.5 BMI by the time they complete their treatment. He informs
me that, “Getting the patients to successfully return to a healthy weight significantly reduces the
risk of medical complications once they leave the facility.”

This approach struck me as rather problematic, given that BMI and a number on the scale
do not necessarily indicate overall health status and certainly do not determine successful
recovery from an eating disorder; especially in this scenario in which many patients are resistant
to gaining weight throughout their time at the facility. Weight is always subject to change once a
patient is no longer under the careful supervision of the staff, and if a patient’s weight is the only
thing that has changed in the recovery process, it will likely change again post-treatment.
Because each patient's weight is kept a secret from them during their time at the facility, they
have essentially aided in making that number even more taboo. It almost initiates a forbidden
fruit effect in the sense that by hiding it from the patients, it makes them fixate on it even more.
Inherently, the first thing an individual with a history of an eating disorder that knows they have
gained weight will be inclined to do once returning home is step on the scale. Given that many
patients base their self worth on that number alone, this scenario is essentially a recipe for
disaster.

While the physician may have oversimplified the weight-oriented approach to
benchmarks in recovery for my understanding, his approach aligns with many experts in the field
because the immediate medical priority is often to help a severely underweight individual gain
weight to avert further adverse complications. Timothy Walsh, founder of the Eating Disorders
Research Unit at New York State Psychiatric Institute emphasizes this approach in a 2017 article
for the International Journal of Eating Disorders titled, “The Need for Consistent Outcome
Measures in Eating Disorder Treatment Programs: A Proposal for the Field.” Walsh writes,
“There is ample evidence that the lower the weight, the greater the risk of death and medical
complication” (Attia, 2017). His approach, which has become protocol in many facilities for
treating eating disorders, uses an individual’s weight alone as an index of how their recovery
from anorexia is progressing. This approach is problematic, because anorexic patients have
possessed a phobia of gaining weight throughout the entire course of their illness. If the way to
recovery is to give in to the one thing that they fear the most, they are inevitably going to resist
treatment. This could be a contributing factor that gives eating disorders the reputation of the one
of the most difficult psychiatric illnesses disorders to treat.

Statistically, nearly half of all eating disorder patients relapse within the first year of
recovery. | believe it is important to keep in mind that many of the patients were admitted to this
facility because their disorders spun dangerously out of control in the real world. While a patient
may appear to have made progress in the facility that they have become accustomed to for
months or even years, this feat does not guarantee their success in the real world that they have
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been sheltered from. Once they leave the bubble of the facility, they must inevitably face the
struggles, realities, and triggers of life that drove them to disordered eating in the first place. If
they do not know how to confront these stresses outside of the facility, their habits may resurface
and they are at an even greater risk of reverting back to their disorder.

Because eating disorders fall into the broader realm of psychiatric conditions rather than
just physical illness, a more complex approach is needed in order to ensure that an individual is
truly capable of functioning outside of the sheltered bubble that they have existed in throughout
the course of their treatment. They must be prepared to confront struggles in the real world and
master coping mechanisms to help them manage difficult situations.

“One day when J was depressed, the wind came to tell me that he
alse down
A&Mﬁaiww&w, movwe than once J have wished he would take me
ow his wings to another land,
J would like hin to cheev me up like colored ballosns at: childven’s parties.”
Juan Canlos Galeanc

Proposal: A Revised Treatment Model for Anorexia Nervosa

I believe that a successful multidisciplinary program would heal the mind, body, and
spirit of an anorexic individual to promote recovery maintained throughout a lifetime. While I do
agree that a residential facility is necessary for severe cases, the foundation of these treatment
centers is in desperate need of a makeover. It is important for patients to feel that they have a say
in the care they receive to ensure that they do not lose their independence. Experts in the field
agree that the goal of life after treatment is that patients should be able to live a healthy life, free
from disorder, and be able to function in the world without being thrown into relapse. I have
designed a revision to the current model of practice within the residential eating disorder
treatment facility based on the research I have conducted and my interviews with anorexic
patients that would satisfy the physical, emotional, and spiritual needs of patients.

The residential treatment facility would require a team of experts, including a nutritionist,
psychiatrist, nurses, a recovery coach, physician, activity coordinator, trainer, chef, and body
image specialist. Patients would still have daily vital checks and weigh-ins, but these numbers
would not be hidden from them. It is important for the patient’s recovery to be a two-way street
and for them to be fully present and aware of every aspect along the way. Patients would meet
individually with their psychiatrist and recovery coach every day to ensure that their emotional
needs are satisfied throughout recovery.

Family counselling sessions would also be encouraged, as eating disorders often strain
interpersonal relationships. It is important for family members to understand the extent of what
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the patient is going through so that they can be empathetic and know how to provide appropriate
support. Residents need to be assured that they will be welcomed back with open arms once they
complete their treatment at the facility. Patients would be encouraged to invite friends and family
members to the facility to ensure that they do not lose touch with their lives outside of the
treatment center. The visitors would be allowed to attend meals and participate in activities with
the patients.

The facility would host daily group counselling sessions with all of the residents to
establish a sense of community and support system. These meetings would allow residents to
vote on daily activities or meal options and also provide the opportunity for guest speakers.
Former patients would be invited back for community meetings to speak to their experience,
provide advice for the current patients, and update them on how they are maintaining their
progress outside of the facility. The treatment center would also implement a mentoring program
for former patients to advocate for current patients in their recovery journey.

The activity coordinator would help arrange daily group events for the patients, such as
art therapy, book groups, volunteering opportunities, exercise classes, excursions outside of the
facility, and events in conjunction with body image repair. Daily activities are important for the
patients, as they can serve as positive distraction from the internal struggles they are
experiencing during recovery at the facility. Patients would also be encouraged to keep a
personal journal as an outlet for their thoughts and to help keep track of their progress in their
personal recovery journeys. The trainer would offer various fitness and recreational classes to
reinvent the patients’ perception of exercise. Exercise should not be prohibited, as seen in
existing treatment models, because it offers therapeutic benefits and is necessary for the patients
in repairing their relationships with their bodies.

The conventional approach to exercise during recovery from eating disorders places
restrictions on time and intensity in attempt to prevent the patient from burning too many
calories. Many residential eating disorder treatment facilities ban exercise altogether and experts
argue that physical activity alters hormonal secretion and energy expenditure, which can impede
weight restoration. Given that eating disorders are often characterized by excessive exercising as
a mechanism for weight control, there are currently no existing treatment models that advocate
for frequent or vigorous exercise during recovery. While exercise can result in weight loss, it
also increases the release of ghrelin, an appetite stimulator, and decreases levels of leptin, which
slows the metabolism. This process becomes exasperated when an individual is underweight or
not taking in enough calories, but activities such as weight lifting can actually increase body
weight and mass. Therefore, certain forms of exercise can fit into the treatment model for eating
disorders, so long as the patient is replenishing the amount of calories that are burned.

Incorporating some forms of exercise into the treatment plan for eating disorder recovery
can help repair a patient’s relationship with their body as well as boost their self esteem and
confidence. During weight restoration, anorexic patients struggle to love and accept their
changing bodies because of their loyalty to the thin ideal and absolute fear of becoming too
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heavy. Exercise can build both physical and mental strength for patients by serving as an outlet
for repressed emotions and a healthy coping mechanism for the life stresses that they will
inevitably have to confront in their lives after treatment.

My treatment model would encourage patients to start with light exercise such as yoga,
walking, skating, or tai chi and work their way up to moderate exercise such as weight lifting,
rock climbing, and team sports. This treatment plan would implement nutritional supplements to
replenish calories and prevent adverse effects to a patient’s weight and metabolism. Although
vigorous cardiovascular exercise yields numerous health benefits by increasing bone density,
boosting immune system, and reducing the impact of mood disorders; the caloric expenditure
and risk for further weight reduction is ultimately too great to fit into a treatment plan for
significantly underweight patients. Exercise limitations have also proven beneficial in patients
that fuel their eating disorder by over exercising, as these individuals have become so dependent
on this behavior to make themselves feel that they are in control. Deviating from intense exercise
allows these patients the setting to distance themselves from their disorder and confront the
subsequent psychological effects of abandoning their regimented routine that they would
previously never dare go without.

The facility would encourage patients to continue their spiritual and religious practices
throughout their treatment. Patients would be allowed to leave the facility to attend their
respective worship sessions, and the facility would accomodate and incorporate a patient’s
religious or spiritual needs appropriately throughout a patient’s time in treatment.

As for the approach to meals, patients would have the opportunity to prepare meals
together to serve as a bonding experience with the intent of reinventing their relationship with
food. The nutritionist would ensure that each meal fulfills the caloric requirements for the
individual needs of the patients. A more wholesome approach to food is necessary. Rather than
just serving stereotypical foods for weight gain such as pizza and hamburgers, meals should
promote body recovery while also offering nutritional benefits. Foods such as granola, cheese,
peanut butter, whole grain pasta, protein-rich meats, beans, milk products, and eggs can be
incorporated into a healthy diet and also provide calories for weight gain. If the meals fall short
or the patient cannot finish their food, a nutritional supplement would be offered to ensure that
the patient is consuming enough calories while also receiving the vitamins and protein they need.
The treatment facility would also offer opportunities for the patients to eat at restaurants, with the
intent of gradually acclimating the patients to the social aspects of food culture.

In terms of nutrition rehabilitation, experts often approach food solely as a mechanism for
weight restoration, thus the more food the better and the more caloric the better. Weight
restoration alone is deemed the single most important factor for eating disorder recovery in
current literature and treatment models often equate it with recovery, overlooking underlying
emotional and psychological factors. Forced weight restoration has proven problematic in
anorexic patients that harbor a phobia of gaining weight and confronting their “fear foods.” By
nature, eating disorders manufacture unhealthy and problematic relationships with food that can
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follow patients for the rest of their lives. Although weight restoration is vital for a patient’s
overall health in recovering from an eating disorder, it is equally important to address a patient’s
overall perception and understanding of the role of food in their lives. Health care providers
should maintain the rhetoric that food is necessary to nourish patients’ bodies and provide them
with nutrients and energy so that they lead a healthy life.

Patients suffering from eating disorders are notorious for limiting their dietary intake and
counting calories to control their weight. The anorexic women in my case studies admitted to
being preoccupied with food and partaking in behaviors such as banning entire food groups from
their diet and memorizing nutrition facts labels. Individuals with eating disorders are very aware
of what they are eating and have harmful preconceived notions and habits surrounding the
climate of food. Thus, meal plans for eating disorder recovery must be carefully constructed.
While standard nutrition stresses the importance of eating foods such as leafy greens and lean
protein, anorexic patients may require a different approach to meet their unique needs. My
treatment model would slowly reintroduce “fear foods” into a patient’s diet, while combining
them with familiar foods that they are already comfortable with and have become accustomed to
eating.

In combination with nutritional counseling, the ideal treatment model would allow
patients to make choices and have a voice in their dietary needs. Rather than banning low calorie
foods, as seen in the standard treatment approach, patients would be allowed to eat them as long
as they fit into a balanced meal that fulfills a patient’s individual caloric needs. As patients adjust
to eating more caloric meals and are progressing with their weight restoration, my treatment
model would allow for the patients to have more independence in order to ensure that they feel
they are in control of their recovery and are capable of managing their own nutritional needs
outside of the treatment facility.

These revisions to the current treatment model for eating disorders may have the potential
to yield higher success rates in recovery and prevent the incidence of relapse.

Sample Meal, Exercise, and Dental Hygiene Plan
This regimen was developed in collaboration with Alexis.
Morning Exercise: Stretching and 60-minute Tai chi group class

Breakfast

*,

L (4

» Bagel with choice of peanut butter or cream cheese
Choice of fruit

» Hard boiled egg

% Yogurt

% Glass of dairy, soy, coconut, or rice milk

o

S

o,

L X4

L)
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Snack

0.
*o*

Nutritional “bliss balls”(dates, walnuts, protein powder, honey almond butter, and
coconut flakes prepared in a food processor)
% Carrot sticks with hummus dip

Lunch
% Whole wheat pasta with alfredo sauce, spinach, mushrooms, and grilled chicken
% Side of kale salad: nuts, seeds, cranberries, orange segments, and crumbled feta
Snack
% Assorted fruit smoothie with protein powder and chia seeds
Dinner

< Baked salmon
% Sweet potato
% Choice of rice, couscous, or quinoa

Evening Exercise: 45-minute group kickboxing class
Dental Hygiene Instructions

Please brush gently using the Modified Stillman technique (indicated for recession and
sensitivity) as demonstrated with a soft-bristled toothbrush and high fluoride toothpaste
for at least 2 minutes after each meal. At night, use the C-shaped flossing technique and
floss picks for posterior areas and rinse with a high fluoride mouth rinse before bed.

%WW%WWWPWWMWMWWW,
WMWWMWWMWWW%MWWWWWWWWWW
lived, faithfully o hidden life, and vest in unsisited tombs.”
—Gemgeﬁﬂwt)x&ddﬁemwwh

Crawford 29



References

Adwoa A. Afful & Rose Ricciardelli (2015). Shaping the Online Fat Acceptance
Movement: Talking About Body Image and Beauty Standards, Journal of Gender
Studies, 24:4, 453-472, doi: 10.1080/09589236.2015.1028523

Attia, E., Marcus, M. D., Walsh, B. T., & Guarda, A. S. (2017). The need for consistent
outcome measures in eating disorder treatment programs: A proposal for the field.
International Journal of Eating Disorders, 50(3), 231-234. doi:10.1002/eat.22665

Balantekin, K. N., Hayes, J. F., Sheinbein, D. H., Kolko, R. P., Stein, R. I., Saelens, B.
E.,
Wilfley, D. E. (2017). Patterns of Eating Disorder Pathology are Associated with
Weight Change in Family-Based Behavioral Obesity Treatment. Obesity (Silver
Spring, Md.), 25(12), 2115-2122. http://doi.org/10.1002/0by.22028

Cayn D, Pham-Scottez A, Corcos M. (2017). Eating Disorders and the Concept of
Affective Dependence. Acta Psychopathol 3:2.

Clayton, R., Ridgway, J. (2017) Is plus size equal? The positive impact of average and
plus-sized media fashion models on women’s cognitive resource allocation, social
comparisons, and body satisfaction, Communication Monographs, 84:3, 406-422,
DOI: 10.1080/03637751.2017.1332770

Cooper, Z., Allen, E., Bailey-Straebler, S., Basden, S., Murphy, R., O’Connor, M. E., &
Fairburn, C. G. (2016). Predictors and Moderators of Response to Enhanced
Cognitive Behaviour Therapy and Interpersonal Psychotherapy for the Treatment
of Eating Disorders. Behaviour Research and Therapy, 84, 9-13.
doi:10.1016/j.brat.2016.07.002

Couturier, J., Kimber, M., Jack, S., Niccols, A., Blyderveen, S. V., & Mcvey, G. (2012).
Understanding the Uptake of Family-Based Treatment for Adolescents with

Anorexia Nervosa: Therapist Perspectives. International Journal of Eating
Disorders,46(2), 177-188. doi:10.1002/eat.22049

Daw, J. (2001). Eating Disorders on the Rise. American Psychological Association,
32(9), 21. doi:10.1037/€303952004-027f

Crawford 30



Fitzsimmons-Craft, E. E., Bardone-Cone, A. M., Bulik, C. M., Wonderlich, S. A.,
Crosby,
R. D., & Engel, S. G. (2014). Examining an Elaborated Sociocultural Model of
Disordered Eating Among College Women: The Roles of Social Comparison and
Body Surveillance. Body Image, 11(4), 488—500.
http://doi.org/10.1016/j.bodyim.2014.07.012

Frank, G. K., Bailer, U. F., Henry, S. E., Drevets, W., Meltzer, C. C., Price, J. C,, . ..
Kaye, W. H. (2005). Increased Dopamine D2/D3 Receptor Binding After
Recovery from Anorexia Nervosa Measured by Positron Emission Tomography
and [11C]Raclopride. Biological Psychiatry, 58(11), 908-912.
doi:10.1016/j.biopsych.2005.05.003

Friedman, V. (2017). “A New Age in French — Modeling.” The New York Times.
Retrieved from
https://www.nytimes.com/2017/05/08/fashion/france-laws-thin-models.html

Froreich, F. V., Vartanian, L. R., Grisham, J. R., & Touyz, S. W. (2016). Dimensions of
control and their relation to disordered eating behaviours and
obsessive-compulsive symptoms. Journal of Eating Disorders, 4, 14.
http://doi.org/10.1186/s40337-016-0104-4

Haltom, C. E. (2018). Understanding Teen Eating Disorders: Warning Signs, Treatment
Options, and Stories of Courage (1st ed.). New York, NY: Routledge.

Hesse-Biber, S., Leavy, P., Quinn, C. E., & Zoino, J. (2006). The Mass Marketing of
Disordered Eating and Eating Disorders: The Social Psychology of Women,
Thinness and Culture. Women'’s Studies International Forum, 29(2), 208-224.
doi:10.1016/j.wsif.2006.03.007

Hoek, H. W., Treasure, J., & Katzman, M. (2008). Neurobiology in the treatment of
eating disorders. Chichester: Wiley.

Hudson, J. 1., Hiripi, E., Pope, H. G., & Kessler, R. C. (2007). The Prevalence and
Correlates of Eating Disorders in the National Comorbidity Survey Replication.
Biological Psychiatry, 61(3), 348-358.

Kane, W. H., Wierenga C. E., Bailer, U. F., A. N., Simmons, A. N., & Bischoff-Grethe,
A. (2013). “Nothing Tastes as Good as Skinny Feels: the Neurobiology of

Crawford 31



Anorexia Nervosa.” Trends in Neurosciences, Volume 36 (Issue 2), pp. 110-120.
https://doi.org/10.1016/}.tins.2013.01.003

Kong, S. and Bernstein, K. (2009), Childhood trauma as a predictor of eating
psychopathology and its mediating variables in patients with eating disorders.
Journal of Clinical Nursing, 18: 1897-1907.
doi:10.1111/j.1365-2702.2008.02740.x

Levine, Michael P., Smolak, Linda. (2016) The Role of Protective Factors in the
Prevention of Negative Body Image and Disordered Eating, Eating Disorders,
24:1, 39-46, doi: 10.1080/10640266.2015.1113826

Lock, J., & Grange, D. L. (2015). Treatment Manual for Anorexia Nervosa: A
Family-Based Approach (2nd ed.). New York: Guilford Press.

Marketdata Enterprises. (2017). The U.S. Weight Loss & Diet Control Market (14th ed.).
Market Research Study. Retrieved from
https://www.marketdataenterprises.com/wp-content/uploads/2014/01/Diet-Market
-2017-TOC-1.pdf

Martin, M. C., & Gentry, J. W. (2013). Stuck in the Model Trap: The Effects of Beautiful
Models in Ads on Female Pre-Adolescents and Adolescents. Journal of
Advertising, 26(2), 19-33. doi:10.1080/00913367.1997.10673520

Mayo Clinic. (2018). Anorexia nervosa. Retrieved from
https://www.mayoclinic.org/diseases-conditions/anorexia-nervosa/symptoms-caus
es/syc-20353591

Mclean, S. A., Wertheim, E. H., Masters, J., & Paxton, S. J. (2017). A Pilot Evaluation of
a Social Media Literacy Intervention to Reduce Risk Factors for Eating Disorders.
International Journal of Eating Disorders, 50(7), 847-851. doi:10.1002/eat.22708

Mingoia, J., Hutchinson, A.D., Wilson, C., & Gleaves, D.H. (2017). The Relationship
between Social Networking Site Use and the Internalization of a Thin Ideal in
Females: A Meta-Analytic Review. Front. Psychol..

Otsu, M., Hamura, A., Ishikawa, Y., Karibe, H., Ichijyo, T., & Yoshinaga, Y. (2014).

Factors affecting the dental erosion severity of patients with eating disorders.
Biopsychosocial Medicine, 8, 25. http://doi.org/10.1186/1751-0759-8-25

Crawford 32



Pounders, K. (2018). Are Portrayals of Female Beauty In Advertising Finally Changing?
Journal of Advertising Research, 58(2), 133-137. doi:10.2501/jar-2018-021

Rigaud, D., Verges, B., Colas-Linhart, N., Petiet, A., Moukkaddem, M., Wymelbeke, V.
V., & Brondel, L. (2007). Hormonal and Psychological Factors Linked to the
Increased Thermic Effect of Food in Malnourished Fasting Anorexia Nervosa.
The Journal of Clinical Endocrinology & Metabolism, 92(5), 1623-1629.
doi:10.1210/jc.2006-1319

Saunders, J. F., & Eaton, A. A. (2018). Snaps, Selfies, and Shares: How Three Popular
Social Media Platforms Contribute to the Sociocultural Model of Disordered
Eating Among Young Women. Cyberpsychology, Behavior, and Social
Networking, 21(6), 343-354. doi:10.1089/cyber.2017.0713

Smink, F. R. E., van Hoeken, D., & Hoek, H. W. (2012). Epidemiology of Eating
Disorders: Incidence, Prevalence and Mortality Rates. Current Psychiatry
Reports, 14(4), 406—414. http://doi.org/10.1007/s11920-012-0282-y

Smith, A. R., Joiner, T. E. and Dodd, D. R. (2014), Examining implicit attitudes toward
emaciation and thinness in anorexia nervosa. International Journal of Eating
Disorders, 47: 138-147. doi:10.1002/eat.22210

Spettigue, W., & Henderson, K. A. (2004). “Eating Disorders and the Role of the Media.”
The Canadian Child and Adolescent Psychiatry Review, 13(1), 16—19. Retrieved
from https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2533817/

Trace, S. E., Baker, J. H., Pefias-Lledo, E., & Bulik, C. M. (2013). The Genetics of
Eating
Disorders. Annual Review of Clinical Psychology, 9, 589-620.

Tylka, T. L., & Sabik, N. J. (2010). Integrating Social Comparison Theory and
Self-Esteem within Objectification Theory to Predict Women’s Disordered
Eating.
Sex Roles, 63(1-2), 18-31. d0i:10.1007/s11199-010-9785-3

Ulfvebrand, S., Birgegard, A., Norring, C., Hogdahl, L., & von Hausswolff-Juhlin, Y.
(2015). Psychiatric Comorbidity in Women and Men with Eating Disorders
Results from a Large Clinical Database. Psychiatry Research, 230(2), 294-299.

Crawford 33



Vocks, S. Herpertz, S., Rosenberger, C., Senf, W., & Gizewski, E. R. (2011). “Effects of
Gustatory Stimulation on Brain Activity During Hunger and Satiety in Females
with Restricting-type Anorexia Nervosa: An fMRI Study.” Journal of Psychiatric

Research, Volume 45 (Issue 3), pp 395-403.
https://doi.org/10.1016/j.jpsychires.2010.07.012

Vries, D. A., Peter, J., Graaf, H. D., & Nikken, P. (2015). Adolescents’ Social Network
Site Use, Peer Appearance-Related Feedback, and Body Dissatisfaction: Testing a
Mediation Model. Journal of Youth and Adolescence, 45(1), 211-224.

doi:10.1007/s10964-015-0266-4

Wierenga, Christina E., Bischoff-Grethe, A. James Melrose, Zoe Irvine; et al. (2015).
Hunger Does Not Motivate Reward in Women Remitted from Anorexia Nervosa.

Biological Psychiatry, Volume 77 (Issue 7), pp 642-652.
https://doi.org/10.1016/j.biopsych.2014.09.024

World Health Organization. (2018). The ICD-10 classification of mental and behavioural
disorders: Behavioural syndromes associated with physiological disturbances

and physical factors (Chapter V).

Crawford 34



