Conference
Format:
Live Presentation- no PowerPoint will be used
Date:
January 27, 2018
Time:
2:30pm-4:30pm
CE CREDITS:
2.0 CE credit for 2 hour presentation
Type:
Lecture, interactive with Question and Answer
Training For:
Staff of Hospitals, Medical Centers, Mental Health Clinics: General Medicine Physicians,
Psychiatrists, APRN’s, Psychologists, Counselors, Dietitians, Nurses, Mental Health Technicians
Presenter:
Michael E. Berrett, PhD, CEDS, CEO and Co-founder, Center for Change, Orem, Utah
Presentation Title:
“Treatment and Recovery From Eating Disorders and Related Illness: What’s Love Got to Do
With It!”
Presentation Description:
“This clinical presentation is about the role of “Love” or “loving kindness” in the practice of
psychotherapy, and its role in healing from illness. It has been commonly believed, and often
said in consideration of mental, emotional, addictive, relational, and spiritual illness - that “Love
is the most powerful source of healing in the universe.” Love, accompanied by provision of
structure, clinical skill, and best practice intervention in treatment can change lives for the

better and lead to recovery. Professionals often “tread lightly and carefully” in use of a language
of love within professional practice with clients, and for good reason. It is suggested, however,
that many providers may have gone “too far,” and to the point of neglecting any direct focus on
discussing or directly intervening to fully utilize power of love in their practice. “Love” is
discussed “too little” in clinical graduate programs which provide training of medical providers,
dieticians, and mental health professionals and therapists. This workshop will address the love
which can be healing in mental illness, the ethical and best practice considerations relating to
the concept of love in treatment, The “power of love,” and the influence and impact of such
from a professional provider on the recovery of a client, and the healing influence of both
receiving and giving love on the client and in their trajectory of recovery.

Learning Objectives:
1) List three primary concerns and cautions about the clinicians expression, extension, and
enactment of loving kindness in relationships with clients
2) Explain to other professionals, clients, and client family members, the healing influence
and impact of love in therapeutic alliance and relationship, and in relationships with
family members as well
3) Demonstrate implementation of therapeutic interventions which help clients recognize
and remove ways they reject and refuse love in their lives, and learn to more fully
recognize, accept, receive, and embrace the love of others available in their lives

Content Outline:
1) Introduction to love in psychotherapeutic treatment: Love as active loving kindness
(MacFarlane, 2015; Costin & Broome, 2008)
2) Importance of love in the therapeutic relationship
3) Brief review of similar and differentiated terms (Peck, 1978; Halifax, 2011; Neff, 2011)
4) Ethical guidelines, maintenance of boundaries, and considerations of the individualized
meaning of love in the aftermath of emotional, physical, and sexual abuse (APA, 2017)
5) Research related to love and ‘loving kindness” in the MH and ED field of psychotherapy
(Gilbert & Proctor, 2006)
6) The power, influence, and impact of love for client from provider
7) Ways to extend, express, and act on loving kindness within therapeutic relationships
8) Helping the client understand and make good use of the concept of “love” by helping
them with the following (Berrett, 2002)
a. understand the importance of love in wellness and recovery
b. understand what love is not, and what love is
c. examine learnings about love they received from their care takers growing up
d. retain the good things about what they received/learned about love
e. “let go of” the things they learned about love which are not true, not helpful, or
not within their own internalized values
f. express love more “fully” and “vulnerably” and give what they have to give
(Brown,2015)

9) Helping clients notice, understand, accept, embrace, value, internalize, and utilize love
of provider and significant others towards wellness and recovery from illness
10) Helping clients understand their own love for others, what they have to offer, their
power and influence in other’s lives, the connection of their loving kindness to spiritual
identity, how to give and share their love for the benefit of others (Brown, 2015;
Jampolsky, 1979)
11) Helping clients understand the power of self-love in their lives and to begin to notice,
recognize, accept, embrace, and practice it (Wegscheider-Cruse, 1987; Worth, 2014;
Germer & Neff, 2013)
12) Help clients learn ways to “deepen” loving relationships in their lives (Blackwell, 2012;
Berrett, 2012)

Peer Review Citations:
1. A Return To Love: Reflections on the Principles of a Course of Miracles, Marianne
Williamson, 1972, HarperCollins, New York, 1992
2. Ethical Guidelines for Psychologists, American Psychological Association, 2017
3. Rising Strong: The Reckoning…, Brene Brown, Speigel & Grau, New York, 2015
4. The Road Less Traveled: A New Psychology of Love, Traditional Values and Spiritual
Growth, M. Scott Peck, MD, Simon & Schuster, New York, 1978
5. Spiritual Renewal: A Journey of Faith and Healing, Michael E. Berrett, Randy K. Hardman,
and P. Scott Richards, Self-Published, 2002
6. Guilt is the Teacher, Love is the Lesson, Joan Borysenko, MD, WarnerBooks, New York,
1990
7. Love is Letting go of Fear, Gerald Jampolsky, MD, Celestial Arts, Berkely, CA, 1979
8. Learning to Love Yourself: Finding Your Self-Worth, Sharon Wegscheider-Cruse, Health
Communications Inc., Deerfield Beach, Florida, 1987
9. Own Your Own Worth: A Spiritual journey Through Food Compulsion to Self-Love, Lesley
Worth, Soul Light Publishing, 2014
10. Dear Ashley: A Father’s Reflection and Letters to His Daughter on Life, Love, and Hope,
Don Blackwell, Imbue Publishing, New York, 2012
11. Compassionate Mind Training for People with High Shame and Self-Criticism: Overview
and Pilot Study of a Group Therapy Approach, Paul Gilbert & Sue Proctor, Clinical
Psychology and Psychotherapy,13, 353-379, 2006
12. The Compassionate Instinct, Dacher Keltner, in Greater Good: The Science of a
Meaningful Life.
13. The Precious Necessity of Compassion, Joan Halifax, Journal of Pain and Symptom
Management, Vol 41, No. 1, January 2011

14. Self-Compassion, Self-Esteem, and Well-Being, Kristen D. Neff, Social and Personality
Psychology Compass, 5/1, 1-12, 2011
15. Self Compassion in Clinical Practice, Christopher Germer & Kristen D. Neff, Journal of
Clinical Psychology: In Session, Vol 69 (8), 1-12, 2013
16. Heart to Heart: Loving Kindness, Christine MacFarlane, in Gurze/Salucore Catalog, 2015
17. Loving Kindness, Carolyn Costin & Keesha Broome, Eating Disorders Recovery Today,
Summer 2008, Vol 6, No. 3, Gurze Books 2008
Statement of possible risk: It is possible that participants, as a byproduct of attending this
training, will have an opportunity to look at themselves and apply principles into their own
lives, as well as those they treat. Therefore, there is always potential that participants could
experience a mild degree of emotional discomfort as they look in the emotional mirror in
application of these principles in their own lives.

Conference
Format:
Live Presentation
Date:
January 27, 2018
Time:
10:15am11:45am
CE CREDITS:
1.5 CE credit for 1.5 hour presentation
Type:
Lecture, interactive with Question and Answer
Training For:
Staff of Hospitals, Medical Centers, Mental Health Clinics: General Medicine Physicians,
Psychiatrists, APRN’s, Psychologists, Counselors, Dietitians, Nurses, Mental Health Technicians
Presenter:
Ann E. Goebel-Fabbri, BA, MA, Ph.D
Presentation Title:
Prevention and Recovery from Eating Disorders in Type 1 Diabetes
Presentation Description:
Eating disorders in type 1 diabetes (T1DM) are rarely understood or recognized outside the
T1DM patient and medical community – and often not even there. Despite this reality, girls and
women with T1DM are close to 2.5 times more likely to develop eating disorders than those
without diabetes. Eating disorders in T1DM are associated with severe medical consequences at
a younger age and shorter duration of T1DM.

Eating disorders in T1DM include anorexia nervosa, bulimia nervosa, and other specified
feeding and eating disorder (OSFED). T1DM often involves a uniquely dangerous symptom;
insulin restriction as a means of calorie purging. Not all people with T1DM and eating disorders
restrict insulin; however the large majority of research in this area focuses on this particular
eating disorder symptom. The media and lay public use the term “Diabulimia,” when referring
to an eating disorder involving insulin restriction. When necessary insulin doses are skipped or
under-dosed, blood glucose levels rise and the body attempts to excrete that glucose in the
urine and thereby loses or purges calories. Insulin restriction can lead to rapid and dramatic
weight loss but also increases the risk of both acute and long-term T1DM complications and
even an increased risk of death.
Research has not yet definitively identified factors that increase eating disorder risk at diabetes
diagnosis or throughout the duration of T1DM. Most importantly, even less is understood about
effective treatments for eating disorders in the context of T1DM. Treatment guidelines have
been created based on expert clinical experience, but as of yet only small-scale studies have
examined best practices and treatment effectiveness.
Learning from women with T1DM who have recovered from an eating disorder, provides the
opportunity to understand what may have led to the emergence of the eating disorder, what
maintained it, and what was integral to recovery. This kind of information about recovery
potentially fills a large gap in our clinical understanding. It may also help provide healthcare
professionals with ideas about how to attempt to prevent eating disorders in the context of
T1DM and perhaps even how to best treat them.

Learning Objectives:
1. Describe what T1DM is, how it is treated, and how insulin restriction functions as a
calorie purge symptom.
2. Able to discuss the literature on prevalence, medical risks, and treatment
recommendations as well as a model of ED-DMT1.
3. List two effective and ineffective ways to manage people with eating disorders and type
1 diabetes in their treatment and recovery.
Learn from a cohort of recovered
women about what was effective and ineffective in their treatment and recovery.
Content Outline:
I.
Type 1 Diabetes 101
a. What is T1DM?
b. What is insulin?
c. What is the current standard of care for T1DM?
d. What are medical complications of the disease and how can they be prevented?
Citations: Peters & Laffel (Eds.), 2013. Type 1 Diabetes Sourcebook. American Diabetes
Assoc/JDRF.
The Diabetes Control and Complications Trial Research Group. (1993). New England Jnl of
Medicine 329:977-986.

II.

Eating Disorders in T1DM
a. Anorexia, Bulimia, OSFED and T1DM
Citation: Diagnostic and Statistical Manual of Mental Disorders – 5th Ed. (2013). American
Psychiatric Publishing.
b. Insulin restriction as a calorie purge
Citation: Peters & Laffel (Eds.), 2013. Type 1 Diabetes Sourcebook. American Diabetes
Assoc/JDRF.
c. “Diabulimia”
d. Theorized connections and statistics
Citations: Goebel-Fabbri et al. (2002). Treatments in Endocrinology, 1 (3): 155-162.
Jones et al. (2000). British Medical Journal 320:1563-1566.
Polonsky et al. (1994). Diabetes Care 17:1178-1185.
Rydall et al. (1997). New England Jrnl of Medicine. 336:1849-1854.
Goebel-Fabbri et al. (2008). Diabetes Care 31:415-419.
III.

Treatment
a. Review of the treatment literature
Citations: Takii et al. (2003). Journal of Psychosomatic Research, 55:349-356.
Custal et al. (2014). BMC Psychiatry, 14:140.
Dickens et al. (2015). Eating Disorders, 23(2):134-143.
Colton et al. (2015). European Eating Disorders Review, 23:312-317.
b. Model for eating disorder development in T1DM
Citation: Goebel-Fabbri et al. (2002). Treatments in Endocrinology, 1 (3), 155-162.
c. Potential treatment adaptations
IV.
Qualitative research with recovered women
Citation: Goebel-Fabbri, 2017. Prevention and Recovery from Eating Disorders in Type 1
Diabetes. Routledge Press.
V.
Learning from the experts about recommendations for treatment
Citation: Goebel-Fabbri, 2017. Prevention and Recovery from Eating Disorders in Type 1
Diabetes. Routledge Press.
Peer Review Citations:
1. Colton PA, Olmsted MP, Daneman D, Farquhar JC, Wong H, Muskat S, Rodin GM: Eating
disorders in girls and women with type 1 diabetes: A longitudinal study of prevalence,
onset, remission, and recurrence. Diabetes Care 38(7):1212-1217, 2015

2. Goebel-Fabbri AE, Anderson B, Fikkan J, Franko DL, Pearson K, Weinger K: Improvement
and emergence of insulin restriction in women with Type 1 Diabetes. Diabetes Care
34:545 - 550, 2011
3. Goebel-Fabbri AE, Fikkan J, Franko DL, Pearson K, Anderson BJ, Weinger K: Insulin
restriction and associated morbidity and mortality in women with type 1 diabetes.
Diabetes Care 31:415-419, 2008
4. Goebel-Fabbri, AE, Polonsky, W, Uplinger, N, Gerkin, S, Mangham, D, Moxness, R,
Taylor, D, Parkin, C: Outpatient management of eating disorders in type 1 diabetes.
Diabetes Spectrum 22 (3):147-152, 2009
5. Jones JM, Lawson ML, Daneman D, Olmsted MP, Rodin G: Eating disorders in adolescent
females with and without type 1 diabetes: cross sectional study. British Medical Journal
320:1563-1566, 2000
Statement of possible risk: It is possible that participants, as a byproduct of attending this
training, will have an opportunity to look at themselves and apply principles into their own
lives, as well as those they treat. Therefore, there is always potential that participants could
experience a mild degree of emotional discomfort as they look in the emotional mirror in
application of these principles in their own lives.

Conference
Format:
Live Presentation
Date:
January 27, 2018
Time:
8:30am-10:00am
CE CREDITS:
1.5 CE credit for 1.5 hour presentation
Type:
Lecture, interactive with Question and Answer
Training For:
Staff of Hospitals, Medical Centers, Mental Health Clinics: General Medicine Physicians,
Psychiatrists, APRN’s, Psychologists, Counselors, Dietitians, Nurses, Mental Health Technicians
Presenter:
Nicole Hawkins, PhD, CEDS & Melissa Taylor LMFT CEDS
Presentation Title:
“The Current Status of Suicide and Eating Disorders: What Clinicians Need to Know”
Presentation Description:
Eating disorders have the highest mortality rate of any mental illness. The mortality rate is
related to medical complications from the disorder and a significant percentage is due to
suicide. Suicidal behavior has emerged as an issue of critical concern in the treatment of eating
disorders over the past decade. This presentation will discuss the trends in suicide rates in this
country and the also discuss the current research with eating disorder patients and suicide. This
presentation will also focus on assessment of suicide when working with individuals with eating

disorders. Participants will learn how to assess a specific patient according to the patient’s own
particular baseline for suicidal ideation as well as assessing the patient in comparison to other
patients in their current practice. These two types of assessment help the clinician make a more
effective decision on immediate treatment intervention when meeting with a patient presenting
with suicidal ideation. All clinicians who are treating patients with eating disorder patients
must be well versed in the serious risk of suicidal behavior and of suicide in this population and
this presentation will assist clinicians if feeling more competent in assessment and
documentation.

Learning Objectives:
1. Recite the current statistics related to suicide in this country
2. Describe the relationship between eating disorders and suicide and why this population
is at a higher risk
3. Able to describe an assessment and able to document the eating disorder and suicide
behaviors.
Content Outline:
A. Eating disorders have the highest mortality rate of any mental illness (Pisetsky et al.
2013)
1. Suicidal behavior has emerged as an issue of critical concern in the treatment of
eating disorders over the past decade (Arcelus, J. et al. 2011).
2. This presentation will discuss the trends in suicide rates in this country and the also
discuss the current research with eating disorder patients and suicide.
B. This presentation will also focus on assessment of suicide when working with individuals
with eating disorders.
1. Participants will learn how to assess a specific patient according to the patient’s own
particular baseline for suicidal ideation as well as assessing the patient in comparison
to other patients in their current practice.
2. These two types of assessment help the clinician make a more effective decision on
immediate treatment intervention when meeting with a patient presenting with
suicidal ideation.
C. All clinicians who are treating patients with eating disorder patients must be well versed
in the serious risk of suicidal behavior and of suicide in this population and this
presentation will assist clinicians if feeling more competent in assessment and
documentation (Stein et al., 2004).

Peer Review Citations:

1. Arcelus, J., Mitchell, A.J., Wales, J. & Nielsen, S. (2011). Mortality rates in patients with
anorexia nervosa and other eating disorders: A meta-analysis of 36 studies. Arch Gen
Psychiatry, 68, 724-731.
2. Dancyger, I.F. & Fornari, V.M. (2005). A review of eating disorders and suicide risk in
adolescence. The Scientific World Journal, 5, 1-10.
3. Pisetsky, E.M., Thornton, L.M., Lichtenstein, P. & Pedersen, N.L. (2013). Suicide attempts
in women with eating disorders. Journal of Abnormal Psychology, 122, 1042-1056.
4. Pompili, M., Girardi, P., Tatarelli, G., Ruberto, A. & Tatarelli, R. (2006). Suicide and
attempted suicide in eating disorders, obesity and weight-image concern. Eating
Behaviors, 7, 384-394.
5. Stein, D., Lilenfeld, L.R., Wildman, P.C., & Marcus, M.D. (2004). Attempted suicide and
self-injury in patients diagnosed with eating disorders. Comprehensive Psychiatry, 45,
447-451.
Statement of possible risk: It is possible that participants, as a byproduct of attending this
training, will have an opportunity to look at themselves and apply principles into their own
lives, as well as those they treat. Therefore, there is always potential that participants could
experience a mild degree of emotional discomfort as they look in the emotional mirror in
application of these principles in their own lives.

Conference
Format:
Live Presentation
Date:
January 26, 2018
Time:
8:30am-10:30am
CE CREDITS:
2.0 CE credit for 2 hour presentation
Type:
Lecture, interactive with Question and Answer
Training For:
Staff of Hospitals, Medical Centers, Mental Health Clinics: General Medicine Physicians,
Psychiatrists, APRN’s, Psychologists, Counselors, Dietitians, Nurses, Mental Health Technicians
Presenter:
Jessica Setnick, MS, RD, LD, CEDRD
Presentation Title:
“The Anthropology of Eating”
Presentation Description:
Why do two patients with the same eating disorder respond differently to treatment? Because
they don’t have the same disease.
Diagnostic criteria put them in a category by their symptoms but without considering the
underlying cause. It’s time to replace this outdated model with a system based on how people
actually recover – by getting treated for the source of the disorder itself, not just by trying to

change their behavior. Like anthropology, which studies human development over time, this
new model takes a person’s whole developmental history into account, setting the stage for a
much more accurate and effective assessment and treatment path.
Learning Objectives:
1. Explain the purpose of diagnostic criteria for eating disorders and state how they fail to
fulfill their purpose.
2. Describe the differences between dysfunctional eating based in biology, addiction, acute
or chronic traumatic stress, and environmental learned behavior.
3. Create an appropriate treatment plan for an individual with an eating disorder based on
the origins of dysfunctional eating behavior.
Content Outline:
I. Basis of diagnostic criteria for eating disorders
a. Current criteria
b. Purpose of Diagnostic and Statistical Manual of Mental Disorders (1)
c.
Failings of the current criteria
II. Origins of Dysfunctional Eating Behavior Model
a. Definition of dysfunctional eating behavior (DEB) and eating-related behavior
b. Biology-based DEB (2)
c.
Addiction-related DEB (3,4)
d. Chronic and Traumatic Stress-related DEB (5)
e.
Environmental and Learned Behavior-based DEB
III. Application of the ODEB Model in the treatment setting
IV. Question and answer period

Peer Review Citations:
1.
American Psychiatric Association. The Diagnostic and Statistical Manual of Mental Disorders, 5 th
ed. Arlington, VA. 2013.
2.
Calkin CV, Carandang CG. Certain Eating Disorders May Be a Neuropsychiatric Manifestation of
PANDAS: Case Report. J Can Acad Child Adolesc Psychiatry. 2007 Aug; 16(3): 132–135.
3.
Schultea EM, Grilo CM, Gearhardt AN. Shared and unique mechanisms underlying binge eating
disorder and addictive disorders. Clin Psychology Rev. 2016 Mar; 44: 125-139.
4.
McAleavey K. Ten years of treating eating disorders: what have we learned? A personal
perspective on the application of 12-step and wellness programs. Adv Mind Body Med. 2008
Summer;23(2):18-26.
5.
Fink K, Ross CA. Adverse Childhood Events in a Post-Bariatric Surgery Psychiatric Inpatient Sample.
Obes Surg. 2017.

Statement of possible risk: It is possible that participants, as a byproduct of attending this
training, will have an opportunity to look at themselves and apply principles into their own
lives, as well as those they treat. Therefore, there is always potential that participants could
experience a mild degree of emotional discomfort as they look in the emotional mirror in
application of these principles in their own lives.

Conference
Format:
Live Presentation
Date:
January 27, 2018
Time:
12:45pm-2:15pm
CE CREDITS:
1.5 CE credit for 1.5 hour presentation
Type:
Lecture, interactive with Question and Answer
Training For:
Staff of Hospitals, Medical Centers, Mental Health Clinics: General Medicine Physicians,
Psychiatrists, APRN’s, Psychologists, Counselors, Dietitians, Nurses, Mental Health Technicians
Presenter:
Reba Sloan, MPH, LRD, FAED
Presentation Title:
“From Disordered to Ordered … What is “Normal” Eating? : Equipping Our Patients/Clients for
the Journey”
Presentation Description:
Eating disorder treatment professionals across all disciplines need to be prepared to equip
patients with knowledge, insight and strategies to live out a recovered life in a social-cultural
climate that is hostile to all that recovering from an eating disorder embodies. This presentation
highlights the challenges presented to our patients who are in a strong place of recovery, yet are
confronted everyday with messages and images that are counterintuitive to all they have

achieved in their pursuit of freedom from their eating disorder. Normal eating, having a
balanced relationship with activity, body appreciation and not engaging in any form of dietary
restraint is counter-cultural. Rather than encouraging our patients to avoid “triggering”
situations, this presentation will demonstrate the need to fortify our patients for the battle to
maintain recovery. Practice and research based techniques will be explored that will equip our
patients for the journey towards a normalized, peaceful mindset regarding food/eating issues.
As normalization occurs, patients are more likely to embrace the principles of Intuitive Eating
and HAES®, thus insuring a more secure, full eating disorder recovery.
Learning Objectives:
1) List at least 3 barriers to an eating disorder patient achieving a normalized relationship
to food, eating, activity and body image issues.
2) Describe the importance of thoroughly addressing prevalent social-cultural messages
(bio pedagogies) that constantly bombard our patients/clients as an essential part of
treatment.
3) Describe how the stepping stone process of normalizing one’s relationship with
food/eating issues lays the foundation for the possible incorporation of Intuitive Eating
principles for a fuller recovery.
Content Outline:
The Evolution of this Presentation:
1. Professional insight gleaned from treating eating disorders & disordered eating
for nearly 30 years. I have averaged ~ 35 clients/week.
2. Personal experience
3. Experiences as a Certified Intuitive Eating Counselor
4. Research and training
Eating Disorders/Chronic Dieting Destroy a Normalized Relationship with Food, Eating,
Activity, & Body Image
1. Nutrition rehabilitation is the first step towards normalizing client’s relationship
with food/eating issues.
(Scribner & Graves, 2009)
2. Weight restoration can be an essential part of nutrition rehabilitation.
American Psychiatric Association. (2006). Practice guidelines for treatment of patients with
eating disorders. (3rd ed.). Arlington, VA: American Psychiatric Publishing, Inc.
Initial Nutrition Therapy is not “Normalizing”
It is foundational & necessary.
3. Medicalized – whether FBT, exchanges, tube feedings, or other protocols.
Restrictions on exercise/activity.
4. Chronic dieting/eating disorder behaviors and thoughts prohibit the adoption of
intuitive eating principles.
From disordered eating to eating disorder to ???

The journey to “becoming well” from an ED (Beth McGilley, PhD concept) is not a clearly
marked path. What are the stepping stones to possibly being able to embrace IE?
I propose that “normalization” work is a vital precursor.
Intuitive Eating Principles Described by Tribole and Resch:
Tribole, M.S., R.D., E, Resch, M.S., R.D., E. (2012). Intuitive Eating (Newly Revised and
Updated). New York, N.Y.: St. Martin’s Press.







Reject the diet mentality
Honor your hunger
Make peace with food
Challenge the food police
Respect your fullness
Discover the satisfaction factor

(IE principles continued)
 Honor your feelings without food
 Respect your body
 Exercise-feel the difference
 Honor your health
IE and ED Recovery has been Combined with Success at CFC!
During a 2 year pilot study starting in 2008, 120 women were introduced to IE as part of their
recovery work.
(Richards, Crowton, Berrett, Smith & Passmore, 2017)
Summary of the Process
 Patients begin learning about principles of intuitive eating soon after being admitted to
treatment, however, do not receive permission to begin practicing until they exhibit a
clear readiness to do so.
 Initial priorities include medical stabilization, weight restoration, symptom
management, normalizing dietary intake, and accurately assessing portion size and
hunger-fullness cues are the first priorities before the pt. can move into intuitive eating.
 Eat 100% of your portioned plate
 Summary of the Process
 Choose menu items within guidelines and eat 100% of the portioned plate.
 Patients are allowed to choose menu items in accordance with intuitive eating principles
and choose what portion of a mean or snack to complete.
 One-on-one consultation with RD 1 time/wk. Weekly nutrition classes were also held
where the topic was related to intuitive eating.
 Opportunities for weekly cooking classes, Friday night snack times, meal pass outings for
lunch or dinner with CFC RD at nearby restaurant.
Result Summary of Pilot Study
 Preliminary evidence suggests that intuitive eating behaviors and attitudes can be
taught and learned in an inpatient and residential eating disorder treatment program.

This is within the context of a highly structured program with residents being closely
monitored by medical, psychological and nutritional professionals.
 Intuitive eating may facilitate greater trust with one’s body, particularly in individuals
with anorexia nervosa.
 Patients with bulimia nervosa showed rapid progress in ability to eat intuitively when
binge/purging cycles were not permitted and intuitive eating principles were
implemented.
 IE is interwoven with all treatment modalities.
 Some pts. may struggle with IE to a greater extent.
 IE helps to introduce a more flexible mindset to pts.
Barriers to IE in OP Treatment
 Chronic dieters and long-term ED clients have lost connections to hunger/satiety signals.
 Clients are used to being “contained” by diets, bio pedagogies, exchanges, parents and
their ED. THE FOOD POLICE!
 Rejecting the diet mentality is often the higher mountain to climb.
 Many do not recall a time when their relationship with food, eating, activity, or body
image was “normal”.
 The adoption of body hatred and self-loathing that can come after years of living in a
dieting culture or sub-culture (ballet, modeling, gymnastics, etc.) Self-care/trust of
oneself is destroyed.
ED Pts./clients Temperament/Personality Traits as a Barrier
A literature review demonstrates that there is a consensus from both practitioners and
researchers that there is a high prevalence of personality disorders among ED patients.
Because there are often indistinct differences between normal and abnormal personality, the
exact prevalence is unclear. Rates ranged from 21% to 97%.
Sansone, R.A., Levitt, J.L. (eds) Personality and Eating Disorders. New York: Taylor & Francis
Group. 2006: (p14).
 Perfectionistic – “OCDishness”
 Dichotomous thinking is prevalent among chronic dieters and ED pts. All or nothing.
 Breaking out of OCDish rules, patterns, habits and thinking have to be addressed in
order to “put out the entire forest fire” – A Reba-ism often quoted by the lovely
recovery activist & author, Jenni Schaefer!
 If we prescribe to the research connecting genetics/EDs, some may never be able to
fully integrate IE as part of their recovery.
 Social/Cultural Factors Must Be Acknowledged
 “Thus, when nutritional rehabilitation is used as a therapeutic tool, rather than restoring
food culture (i.e. the set of food representations and practices learned and shared by
the members of a particular social group), it involves an enculturation in dietetic
normalization largely devoid of the sociocultural functions attributed to food .”
Arnaiz, M. G. (2009). Learning to Eat: Establishing Dietetic Normality in the Treatment of Eating
Disorders. Food, Culture and Society: An International Journal of Multidisciplinary
Research12(2), 191-215. doi: 10.2752/175174409x400738
Muddying the Waters of “Normal Eating” Definition
Complications in ED Recovery

Dissatisfaction with Body and Fear of Food:
A Social Illness
“An Eating Disorder: not a “genetic mutation” that has swept the globe” (Maine & Kelly,2005)
ED treatment must address food/eating/diet/”fitness” culture –positive, negative or neutral. If
we do not consider our client’s individual milieu in treatment, we do them a great injustice.
 Redefining “Normal Eating” with Clients
 Origins of usage of the term “bio pedagogies”
 Began with discussions of how the “war on obesity” promoted fear mongering, false
science and body hatred.
 Many authors have discussed how this hyper-focus on fighting obesity has created these
forms of “disciplinary practices” that are presented as mores and values. How we must
live. (Harwood p.15)
Bio pedagogy – “Humans are the only animals that are subject to cultural evolution” (Kovac,
2013)
 We are highly influenced by cultural norms and values.
 Research has demonstrated the impact that our cultural/societal norms have on
perceptions re: food, eating, drive for thinness, etc. (Keel, Fortney 2013)
 Bio pedagogies – Compilation of information, instructions, directives (Leahy,2009)
 How to live
 How to feel about our bodies, food, exercise.
 How to be healthy & fulfilled (Harwood 2010)
 How to avoid harm
 How to achieve recovery, wellness
”Normal Eating is Counter-Cultural: Embodied Experiences of Eating Disorder Recovery”
(LaMarre, Rice,2015)
Current Examples of Bio Pedagogy
Real life examples will be revealed and the possible negative impact on our patients journey to
“normal” eating will be examined.
IE principles and meal plans can become versions of bio pedagogies.
Pts./clients are often overwhelmed by the prospect of entering into IE. The authors of IE make
it clear that for some, it could be years of recovery work prior to readiness for IE.
Meal plans, exchanges can become “law” for some clients. Just another version of restriction.
All issues to be dealt with in treatment.
University of North Carolina Study
 Research presented by Cynthia Bulik, PhD @ AED conference in 2008
 65% of American women between 25 – 45 years of age report having disordered eating
behavior.
 75% report having some unhealthy thoughts.
Retrieved October2, 2017 from www.sciencedaily.com/releases 2008

Pondering the Prevalence
“Disordered eating and eating disorders that are characterized by serious dysfunctional
responses to hunger and satiety signals are considered commonplace” (Actually applauded,
envied, and rewarded)
(Crow, Peterson, 2007)
 What is “disordered eating”?
 When one’s relationship with food/eating becomes imbalanced
 Following irrational rules (often based on guilt or shame) regarding food and eating
 A disconnect from internal hunger/full/satisfied cues
 Eating patterns that results in “artificial” weight loss or gain
 What contributes to disordered eating?
 Environmental triggers that confuse hunger signals
 Using eating or not eating consistently over a period of time to cope with emotional
triggers
 Mixed social-cultural messages
 Unrealistic weight or size goals that require one to adhere to irrational food/eating
and/or exercise beliefs
 When does disordered eating become an eating disorder?
 There is no clearly defined crossover point
 Many of those suffering from disordered eating would fit diagnostic criterion of OSFED
(Formerly EDNOS)
 Disordered eating can rob one of peace of mind and quality of life …even if there is not a
technical diagnosis of an “eating disorder”
Do current ED treatment efforts leave “recovered” clients with disordered eating/diet
mentality residue?
 Don’t settle for “check mark recovery”.
 Help clients understand that true recovery entails fighting against the prevailing diet
mentality … including subtle forms.
 There is a difference between being affected by a thought and controlled by the
thought.
Living a life recovered from an ED can seem “counter-cultural”.
The Truth Channel vs. ED/Disordered Eating/Diet Mentality Channel
 Where to begin?
 Ask clients how they would define ”normal” eating? (how, why, when, what)
 Explore social-cultural, familial impact on client’s relationship with food, eating, exercise
& body image.
 Acknowledge the challenges i.e.(crazy culture, tendencies to engage in social
comparison, deluge of information).
 Help clients define level of body/self distrust.
 Important Counter-Cultural Message!
 Dieting/dietary restraint is not benign.
 Make a case against dietary restraint

 Discuss findings of the Ancel Keys study on semi-starvation.
 The US Federal Trade commission suggests that diets have a 98% failure rate.
 Casualties of dieting, including contribution to eating disorders. Spark that lights the fire.
 Dieting is a strong contributor to wt. gain (Mann, et al, 2007 , 220 -223)
What is “normal eating”?
 Eating that does not cause chaos in your thoughts or behaviors with food
 A relationship with food and eating that is not guilt or shame based …no labeling of food
as “good” or “bad”
 Thoughtful, connected … but not obsessive
 Satisfying and enjoyable
 Flexible …and occasionally “disordered”!!
 Helping clients move towards normalized eating
 Visualize a hammer and chisel like process … no bull dozing involved.
 Embrace the truth that there is no perfect way to pursue health or recovery.
 Examine and be willing to challenge irrational beliefs that are influencing your feelings
and behavior with eating/activity & body image. (CBT)
G. Waller, H. Cordery, E Corstorphine, H. Hinrichsen,,R. Lawson, V.Mountford, and K Russell,
Cognitive Behavioral Therapy for Eating Disorders: A Comprehensive Treatment Guide (New
York: Cambridge University Press 2007
Helping clients normalize eating while considering their nutrition is art!
 Letting go of extremes
 Going for a “healthy” average
 Variety, balance, moderation (AND definition)
 Refer them to research & findings from reputable sources. The Academy for Nutrition
and Dietetics, The American Heart Association, The National Cancer Institute, etc.
No rules and no mixed messages!!!!!!!!
Present HAES®
 Weight Inclusivity
 Health Enhancement
 Respectful Care
 Eating for Well-being
 Life-Enhancing Movement
The Association for Size Diversity and Health
 An Overview of The “Bolder Model”
 The origins of the concepts were presented to encourage a collaboration between
researchers, practitioners, and ED activists.
Maine, M., Hartman-McGilley, B., & Bunnell, D. W. (2010). Treatment of eating disorders:
Bridging the research-practice gap. New York, NY: Elsevier Inc. p - 480
Motivation for Change
 One can be comfortable in prison. Use MI techniques to assist pt. in identifying what
looks appealing outside of the prison bars.
 Present challenging ED/diet mentality fears as conquering phobias. Fear of flying
analogy.

 Identify enticing PSFAs - www.rebasloannutrition.com
 Cultivating Motivation
 Pro vs. Con list
 Journaling (example)
 Reading appropriate recovery blogs, books, and articles.
 Recovery oriented podcasts
Interventions to assist clients challenge the eating disorder/diet mentality
 Write down at least 2 beliefs that influence your behaviors and feelings re:
1. Food
2. Eating
3. Weight
4. Your own body
Evaluating beliefs
 Is the belief based on objective fact and truth?
 How did you arrive at the belief?
 Does it enhance your emotional, physical, spiritual and mental well-being?
 Does the belief cause chaos in your life?
 Living in the “middle ground”
 Continue to examine and work to change faulty beliefs
 Legalize all foods
 Eat foods that satisfy and nourish
 Work on your “style of eating” in order to stay connected w/ your body’s signals
 Think variety, balance and moderation
 Be realistic and practical
 Wading into IE
 Present the IE as a possible 2 year process.
 Discuss barriers to IE in OP setting.
 Combine CBT interventions when needed
 Be willing to place IE on hold if recovery gets shaky.
 Go to www.jennischaefer.com for “normal eating” chart.
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Statement of possible risk: It is possible that participants, as a byproduct of attending this
training, will have an opportunity to look at themselves and apply principles into their own
lives, as well as those they treat. Therefore, there is always potential that participants could
experience a mild degree of emotional discomfort as they look in the emotional mirror in
application of these principles in their own lives.
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Presentation Description:
This presentation is designed to help clinicians recognize the significant link between ED and exercise, as well
as identify the beneficial/detrimental impact that exercise may have on their ED patient’s recovery journey.
Additionally, this presentation will offer therapeutic approaches the clinician may utilize to process and
promote a balanced approach to activity for health and wellness.
Outline:
1) Objective 1:
Benefits of Exercise:


Exercise is a powerful tool for healthy living – it improves muscle tone, bone strength, and overall
heart function



Exercise is often designated as an important component of mental health and wellness due to the
homeostatic “reset” benefits attributable to physical activity
Excessive exercise is not a marker of most mental disorders; rather, sedentary lifestyle is more
indicative of most mental disorders – hence, the encouragement to increase physical exercise is
appropriate
Excessive exercise IS a significant marker of eating disorders and may, therefore, have the opposite
effects desired




The Peanut Butter Effect:
Peanut butter has been identified as one of the primary nutritional supplements to alleviate starvation in
suffering areas of the world. It is truly a life-saver! Unless you are Allergic to Peanuts!
Similarly, exercise may be a life-saver for many individuals – unless you are addicted!
Normal Populations, exercise may be:
 Good for your heart
 Good for your mood
 Good for your muscles
 Good for your bones

In ED Populations, exercise may be:
 Detrimental to your heart
 Avoidance for engaging mood
 Detrimental to your muscles
 Detrimental to your bones

Normative Exercise Patterns:



As exercise increases, nutritional intake increases to facilitate energy production – This is the
athlete model
As nutritional intake increases, exercise increases to facilitate weight management – This is the
general population model

Exercise Patterns in ED:



As exercise increases, nutritional intake decreases in an extreme effort to lose weight and avoid body
sensation – This is the Anorexia model
As nutrition increases, exercise decreases or is non-existent in an extreme effort to avoid body
sensation and mood engagement – This is the Binge Eating Disorder model

What is Exercise Addiction?
May be referred to as:
 Exercise Addiction (EA)
 Exercise Dependence (ExD)
 Compulsive Exercise (CE)
 Obligatory Exercise (ObE)
 Anorexia Athletica (AnA)
 Activity Anorexia (AcA)
 Obsessive Exercise (OsE)
Exercise Addiction Measurements:




Exercise Dependence Scale
Compulsive Exercise Test

2) Objective 2:
Which comes first – ED or EA?




Incidence of ED in female athletes has been found to be as high as 60%
Teachers and coaches are often crucial in the onset of exercise addiction – their approval position
replaces parents; this may be due to poor family dynamics
Adolescents with ED participate more in individual sports than adolescents suffering from any other
psychiatric disorder

Exercise and ED:






Exercise is often frenetic in nature:
o “toxicomaniac” level of physical hyperactivity
Top 3 activities engaged with ED:
o Running/walking
o Cycling
o Swimming
Peripheral neuropathy that accompanies malnutrition raises the perceived pain threshold
Patients may state that they use exercise for mood improvement; in reality, exercise is more
accurately identified as an avoidance technique

3) Objective 3:
Many in the ED treatment community tend to avoid discussion or outsource the issue of healthy exercise to
their client’s personal trainers. That approach can be problematic; most trainers know a lot about physical
fitness but have little understanding of the cognitive and emotional connection between exercise and physical
fitness.
Yoga is a good place to start:




Helps the individual stay mindfully attached to the present
Encourages individual to stay connected to body sensation
Improves body responsiveness as well as body awareness
Mindless vs Mindful Activities
 Repetitive action
 Ability to “zone out”
 Habitual routine
 Rigid pace
 Continuous activity







Variety of action
Requires constant awareness
Unique patterns and styles
Variable pace
Ebb and flow

Embrace the Concept of Leisure Activity vs. Competitive Perfection





In the ED population, there is a lack of leisure activity regarding movement and exercise; exercise is
considered a “chore”
Social avoidance is common in AN, and difficulties in social adaptation have been observed
particularly in leisure activities
Help patients explore their attachment/aversion to various types of activities

Encourage Writing Assignments






Exercise as an addiction
Exercise as an avoidance behavior
Obsessive/compulsive exercising
The relationship between body image and exercise
The relationship between depression or anxiety and exercise

Don’t let The Thing become The Thing






I love to run
Running alleviates my tension and stress
If I don’t run one day, I feel guilty
This creates tension and stress
I must run more the next day to alleviate the tension and stress caused by not running… Hmmm…

The Mind/Body/Spirit Connection





Main goal of exercise in therapy is not to “tone” or “work out”; main goal is to reconnect the
mental and physical
Activities that trigger the primary fear responses of “flight or fight” should be limited in favor of
other movement activities, due to the effects of anxiety-related hyperactivity on the hippocampus
Focus on psychological benefits of exercise lead to a reduced risk of ED
Focus on physical benefits of exercise may, in fact, increase risk of ED

Things to watch for:







Hyperactivity should be recognized as a core psychopathology of AN
Exercise avoidance/aversion should be recognized as a psychopathology of BED
Significantly repetitive activities may be a sign of obsessive-compulsive issues
Significantly repetitive activities lead to mind/body disconnect
Solitary activities are more likely to lead to ED (98% of ED patients primarily engage in solitary
exercise)
Timing of exercise:
o Exercise before a meal = food as a reward
o Exercise after a meal = exercise as a punishment

Keys for Success



Change vocabulary
Engage in awareness




Reconnect to play
Incorporate Ebb and Flow

It’s not what we do, but why we do what we do that leads to a vibrant life!
Learning Objectives:
1. Describe Exercise Addiction
2. List the signs and symptoms of Exercise Addiction in the ED population
3. Explain the Therapeutic Approaches to Exercise in the ED population
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Statement of possible risk: It is possible that participants, as a byproduct of attending this training, will have
an opportunity to look at themselves and apply principles into their own lives, as well as those they treat.
Therefore, there is always potential that participants could experience a mild degree of emotional discomfort
as they look in the emotional mirror in application of these principles in their own lives.
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Presentation Title:
“Bridging Gaps: Blending the Best of Relational-Cultural Theory, Attachment Theory,
Neuroscience, & Clinical Wisdom “
Presentation Description:
Bridging the gaps of psychotherapy is also a way of describing how to best marry the art and
science of therapeutic practice. In this plenary, two clinicians who’ve integrated evidence based
treatments with practice based evidence throughout their 35+ year clinical careers will provide
an overview of how Relational Cultural Theory (RCT), attachment theory, neuroscience and
clinical wisdom all provide windows into the effective and soulful practice of psychotherapy.

Following a review of the extant eating disorder treatment literature, gaps in populations
studied and served, such as those within the LGBTQ+ communities, males, and midlife women
will be illuminated. An integrated approach to eating disorder treatment, informed by principles
of RCT, neuroscience and attachment theory will be described, and old and new therapeutic
frontiers will be culled for their current clinical utility (relevance?). Finally, the shared wisdom
imparted through and inspired within the sacred therapeutic relationship will be enlivened
through an exploration of healing mantras.

Learning Objectives:
1. Describe the evidence based treatment approaches to eating disorders, as well as the gaps in
this literature as it applies to those within the LGBTQ+ community, males and midlife woman.
2. Explain the integrated approach to eating disorder therapy that borrows from principles of
relational cultural therapy, neuroscience and attachment theory.
3. Describe one healing mantra that can be applied within the therapeutic context to help both
the therapist and the client at times of impasse, conflict and/or hopelessness.
Content Outline:
The research-practice gap and why we need to address it
Bridging the research-practice gap- Treatment efficacy
 AHRQ report-DHHS, 2006- a comprehensive evidence-based report on the effectiveness
of treatment for eating disorders (Evidence Report/Technology Assessment, Number
135: Management of Eating Disorders, AHRQ Publication 06-E010, Rockville,
MD),included research from 1980 to 2005 in all languages.
 Concluded:The literature on the treatment of all eating disorders is“of highly variable
quality,”


Keel & Brown. Int J Eat Disord. 2010;43(3):195-204 - Review of 26 studies on outcome
of ED between 2004- 2009
 “Recent follow-up studies of RCTs have not provided strong support for the influence of
treatment on outcome a year or more following intake.”
 Best prognostic indicators:
 AN- severity and duration of AN
 BN severity of psychiatric comorbidity
 BED and EDNOS- interpersonal factors
 70% of ED-NOS recover over time, with the best outcomes observed for individuals with
high social support
Evidence-Based Treatment for Anorexia
 No 1st line evidence based tx (pharmacological or psychotherapeutic)
 FBT has promise AGRAS 2010



But… samples have been small, overall data is mixed, maybe contra-indicated for many,
no proven effectiveness with low weight patients, or with late teens or adults
Evidence-Based Treatment for Bulimia
 Prozac approved for BN , although other antidepressants also have value in decreasing
binging and purging
 CBT more effective than meds
 IPT more effective than CBT at longer term follow up
 CBT is considered the optimal treatment but Only 25-35% of BN treated w CBT recover
AGRAS 2010
Evidence-Based Treatment for BED
 both CBT and IPT are effective at follow up- but IPT had lower drop out rate. Tx did not
affect weight.
 Topamax and similar drugs have reduced binge-eating and weight
 CBT and IPT should be considered 1st line and meds second
 Guided Self help can be 1st line followed by CBT and IPT - AGRAS (2010)
“If the only tool you have is a hammer, you treat everything like a nail.”-Maslow
HOPE SPRINGS ETERNAL
• At 9 year follow-up, 31% with AN and 68% with BN recovered
• At 22 year follow-up, 63% with AN and 68% with BN recovered
• Half of those with AN who had not recovered at 9 years progressed to recovery at 22
years Eddy et al., J Clinical Psychiatry, 2016
Research doesn’t match clinical practice
 Comorbidity
 The realities of the recovery process
 APA factors affecting outcome
EDNOS (now OSFED) is the forgotten step-child
Biopsychosocial Approach- Nature Needs Nurture
 The limits of biogenetic theories
 Genes? The Heritable Environment? Epigenetics?
Diversity—Hidden Faces- The Changing Face of Eating Disorders
 Now occur across age, gender, sexual orientation, race, ethnicity, ability, class, culture,
and place
 Meta-analysis of 98 studies- no significant differences in body dissatisfaction between
Caucasian, Hispanic, and Asian women in the US (Grabe and Hyde, 2006)
 Lifetime prevalence of eating disorders in US- comparable rates across Latino, Black
American, & non-Latino Caucasians (Marques, Alegria, Becker et al, 2011)
 Latino women share similar risk factors, symptoms, prevalence of eating disorders with
white European American women, but are less likely to report dieting and eating issues
and less likely to seek treatment (Cachelin, Gil-Rivas, & Vela (2014)
 African-American women demonstrate equal frequency of abnormal eating attitudes
and behaviors (Pumareiga, et al. 1994; Becky Thompson, A Hunger So Wide and So Deep,
1996; Stephanie Covington Armstrong, Not All Black Girls Know How to Eat, 2009)

Gender
 Underdiagnosis and treatment of men with ED.
 Hudson, Hiripi, Pope, and Kessler (2007) data from a large national survey of psychiatric
comorbidity: Nearly one-quarter of diagnosable cases of eating pathology occurred in
males.
LGBTQ and Eating Disorders
 Elevated rates of binge-eating and purging by vomiting or laxative abuse was found for
both males and females who identified as gay, lesbian, bisexual or “mostly heterosexual”
in comparison to their heterosexual peers.
 Black and Latino LGBs have at least as high a prevalence of eating disorders as white
LGBs
 Transgender youth are 4x more likely to have an eating disorder (self-reported)
 Transgender students elevated rates eating disorders and compensatory behaviors
compared to any cisgender group
Diemer et al 2015, .jadohealth.2015.03.003. Epub 2015 Apr 28.
Transgender and Eating Disorders
 Transgender youth are 4x more likely to have an eating disorder (self-reported)
 Transgender students elevated rates eating disorders and compensatory behaviors
compared to any cisgender group Diemer et al 2015, .jadohealth.2015.03.003. Epub
2015 Apr 28.
AGE
 Does not immunize women from body image preoccupation and weight concerns
 Disordered eating and a fear of aging go hand-in hand for many women (Lewis &
Cachelin, 2001).
 Women aged 61 to 92, asked what bothered them most about their bodies, identify
weight as the greatest concern (Clarke, 2002).
The state of women’s health today
 A study of US women aged 50 and older-13.3% report eating disorder symptoms
 12.4% have breast cancer
Eating disorders occur across the lifespan UK Community Sample
 Lifetime Prevalence- 15.3% of Midlife Women!
 OSFED most prevalent (7.64%)
 Prevalence in past year -3.6% with OSFED most prevalent and BED most prevalent of fullthreshold ED
 Patterns suggest high interpersonal sensitivity and “shared environmental risk across
the ED diagnostic spectrum, independent of full/sub-threshold symptoms.”
 Only 27.4% sought help or received any treatment for the ED Micali et l., BMC Medicine
(2017) 15:12. DOI 10.1186/s12916-016-0766-4
ED recovery at 22 year follow-up
 At 9 year follow-up, 31% with AN and 68% with BN recovered
 At 22 year follow-up, 63% with AN and 68% with BN recovered
 Half of those with AN who had not recovered at 9 years progressed to recovery at 22
years! Eddy et al., J Clinical Psychiatry, 2016

Heart of the Matter
 “…the heart is itself a sensory organ with its own nervous system that processes
information, learns, remembers, and makes decisions independent of the brain.”
(Berrett, Richards, & Hardman, 2010)
 Importance of the therapeutic relationship is the 1st principle of APA’s psychiatric
management treatment guidelines (APA, 2006)
 The relationship challenges the client’s reliance on symptoms and engages them in
developing alternative, adaptive coping skills. McGilley & Szablewski, 2010

 Helpful and Unhelpful Aspects of Eating Disorders Treatment Involving Psychological
Therapy- Timulak et al., 2013- Meta-analysis of 24 studies. Helpful- social support
Relational support from MH professional- trusting, supportive relationship, feeling
understood, being listened to, having opportunity to talk, being seen as a person, feeling
cared for
Not Helpful- Lack of social supportLack of relational support form MH (felt not cared for)
Relational Cultural Theory
 examines the meaning and function of the eating disorder through the lens of the
therapeutic relationships
 distinct from the objectification of the medical model.
 non-judgmental approach, moving from fear and condemned isolation, towards
empathy,
 empathic possibility offers the pathway to appropriate risk, reigniting hope and selfcompassion.
RELATIONAL CULTURAL THEORY AND EATING DISORDERS
 Eating disorder symptoms often begin as self-protection during times of transition when
relationships are challenged. This may be the result of empathic failures, hurts and
disappointments, an inability to express the disconnect, fear of further pain, and,
ultimately to "seek a sense of control.”
 The central relational paradox: despite wanting a relationship, use symptoms to
maintain emotional safety. The relationship with ED replaces and competes with
relational possibilities.
 However, psychological growth occurs in and through relational connections, not apart
from them.
RCT therapist
 Engages with the client
 Discusses their differences
 Notes moments of connection and disconnections
 Explores how we are moved and learn from one another by engaging in the repair
Fluid expertise
 Empowering other
 Being empowered: willingness to step away from the expert role to learn from, being
influenced by the other.(Fletcher, 1999, p.64)
RCT Therapeutic Tool = Mutual Empathy



Growth fostering relationships are essential- human beings grow through, and toward,
connection
 Mutuality involves mutual impact, mutual care, and mutual responsiveness.
 The human brain is “hardwired to connect.”
 Isolation actually causes parts of brain to atrophy.
 SPECT scans -same centers of brain are activated whether a pain is physical or social; in
other words, psychic pain is as real as physical. (Social Pain Overlap Theory/ SPOT)
RCT challenges the separate self paradigm
 Isolation is the major source of suffering for people
 ED = strategy of disconnection from interpersonal pain (feeling misunderstood,
invalidated, neglected, or sexually or physically abused
RCT and Men?
 Men have relational needs too!
 RCT promotes insight about how disconnection from their inner experience as well as
from mutual relationships contributes to self-destructive behaviors like eating disorders.
 Provides a language for discussing the connections among body perception, eating
behaviors, and relational longings and needs
The power of shame
 Shame = a sense of being profoundly unworthy or undeserving of empathy and of being
in (good) connection.
 Shame = a relational experience.
 Therapists must attend to the subtle ways shame remains an oppressive force
confounding recovery.
 Shame is one of the most powerful deterrents for all People with EDs to get help
Attachment, Neuroscience, Relational Cultural Theory, and Eating Disorders Treatment
“Eating disorders are one of a subset of externalizing disorders, with a primary etiology being
the failure of early attachment relationships to teach sufficient self-regulation and co-regulation
capabilities. “
F.M. Lapides, 2010
INFANTS
 Attachment relationships facilitate the development of the brain’s self-regulatory
mechanisms Thus, attachment and self-regulation go hand-in-han
 Powerful affect but limited capacity to regulate rapid shifts between high and low
arousal states.
 Self-regulation is limited to sucking, gaze aversion, and dissociation (an unconscious,
neurologically mediated way of shutting down when an experience is too powerful or
otherwise unbearable).
 They learn everything else about self-soothing or modulating affect from caregivers.
 With consistent care, the infant learns to internally self-soothe.
 If left unregulated too often and for too long, affect-regulation is impaired.
 Result- “insecure attachment” or “anxious attachment” and chronic hyper or
hypoactivation risking eventual onset of psychiatric and psychosomatic disorders (Scaer,
2000; Schore, 1996, 1997).



Think: teenager who soothes herself externally by using drugs, self-injuring, starving,
binging and then purging, or by eating when distressed.
NEUROSCIENCE: We have two virtually separate brains, with distinct differences:
• rational, logical, analytic, conscious left hemisphere (LH)
• largely unconscious, affective, non-logical right hemisphere (RH) -home of empathy,
attachment, affect-regulation- an internalized model of our earliest attachment
relationships and the strategies of affect-regulation they taught us
• Much of self-regulation develops inthe right hemisphere (RH) through nonverbal
communications
• We have no left hemisphere (LH) verbal processing until the age of two.
• Neurological circuits of emotion regulation “come online.”
• If early relationships are insecure, less than optimal neurological connections are
made.
• Results: right brain not as integrated; its regulating pathways may be too thin, its
connections into the body weaker; more dysregulation will ensue (Schore, 1994,
1996, 2003a), including anxiety and affective disorders and disordered eating.
• Treatment implications:
• We need deeply relational therapeutic approaches, with an emphasis on RH
resonance, rather than an exclusive reliance on LH cognitively constructed analysis
and verbal interpretations (Waller & Barter, 2005).
• The goal of psychotherapy:To enhance the ability for affect-regulation.
Psychotherapy with Eating Disorders= Attachment Revisited
• “The wiring of one brain through interaction with another brain is not exclusive to
infants and caregivers. It is the psychoneurobiological basis for the healing potential
of all important relationships. Poorly wired circuits of interactive regulation,
especially those between higher and lower centers on the right side of the brain, can
literally be rewired in therapist/patient dyad (Schwartz & Begley, 2002; Linden,
2006), leading to an individual’s increased ability to modulate her own emotional
experiences.” F.M. Lapides, 2010
Interpersonal Neurobiology
• ” “Where the therapist is sensitive to the patient’s signals and also has made sense of his
or her own life, the state of brain activation in the therapist serves as a vital source of
resonance that can profoundly alter the ways in which the patient’s brain is activated in
the moment to moment experiences with therapy.” Daniel Siegel, (2006)
Psychotherapy works because…
• “it is an attachment relationship capable of regulating neurons and altering underlying
neural structure.” Allen Schore
• Limbic system in right hemisphere of brain “lights up” when authentic connection is
made.
Three Ways of Communicating
 Verbal Content – what we say. The meaning of the words themselves. Least
reliable/easily faked.
 Verbal quality – how we say the words. Pitch of voice, how fast we talk, pauses, umms.
 Kinesics – our body’s behavior, gestures, glances, breathing, posture, mannerisms.

“It is safe to conclude that it is in relationship that we first emerge into our full neural
complexity, and it is in relationship that we must heal.” F.M. Lapides 2010
Bodies R US
• The neurological and trauma literature have redefined psychotherapy from a “mind to
mind, thought to thought” connection to one that communicates “body to body.”
• The distinction between body and mind is artificial. On the molecular level there is no
difference between the body and the mind. (Candace Pert)
• Trauma and ED recovery both require re-engaging with the body.
• Therapists also need to work on our re-engagement process in order to better read their
cues and be fully present in the relationship.
Old frontiers
• Gestalt therapy
• Psychodrama
• Bioenergetic Analysis
• Alexander Technique
• Feldenkrais technique
• Dance/Movement therapy
• Art therapy
• Family sculpting
• Focusing
• Kinesics
• Infant development
New Frontiers
• Emotional Freedom Technique
• Emotional-Kinesthetic Psychotherapy
• American Dance Therapy Association
• Bodynamics
• Hakomi
• Core Energetics
• Pesso Beyden System
• Rubenfeld Synergy
• Tapping
• Energy Medicine
• Quantum Healing
• Meditation & Mindfulness
“The integration of traditional and experiential approaches produces a whole greater than
the sum of its parts… The challenge for both clinicians and researchers alike is to not
underestimate or dismiss the power of right brain methods.” Ressler, Kleinman, Mott, 2011
The power of words: Healing mantras in ED recovery

Peer Review Citations:
1, Agras, W.S. (2010). The Oxford Handbook of Eating Disorders. NY: Oxford University Press.
2. Eddy et al. (2017)Recovery From Anorexia Nervosa and Bulimia Nervosa at 22-Year FollowUp. J Clin Psychiatry. Feb,78(2):184-189. doi: 10.4088/JCP.15m10393.
3. Keel, P.K. & Brown, T.A.(2010). Update on course and outcome in eating disorders. Int J Eat
Disord. 2010;43(3):195-204
4. Maine, M., McGilly, B.H. & Bunnell, D (2010). Treatment of Eating Disorders: Bridging the
Research - Practice Gap.London: Elsevier
5. Pike,K.M., Hoek, H.W., & Dunne, P.E. (2014). Cultural trends and eating disorders. Curr Opin
Psychiatry. 2014 Nov;27(6):436-42. doi: 10.1097/YCO.0000000000000100.
6. Timulak et al. (2013). Helpful and Unhelpful Aspects of Eating Disorders Treatment Involving
Psychological Therapy. British Association and Counseling Psychology.
7. Jordan, J. (2010).Relational- Cultural Therapy. Washington DC: APA.
Statement of possible risk: It is possible that participants, as a byproduct of attending this
training, will have an opportunity to look at themselves and apply principles into their own
lives, as well as those they treat. Therefore, there is always potential that participants could
experience a mild degree of emotional discomfort as they look in the emotional mirror in
application of these principles in their own lives.
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Presentation Description:
It is currently well-accepted by clinicians and researchers that the causative and maintaining factors of eating
disorders are multi-factorial. Particularly in patients with longer illness duration, the eating disorder becomes
part of their identity, and as such becomes a way of relating and communicating to significant others. This
presentation will attempt to elucidate an important factor often involved in the maintenance and perpetuation
of chronic eating disorder behavior, i.e. the pervasive use of ED behavior as a communication device. By
illuminating this phenomenon, I hope to demonstrate how the astute clinician who collaboratively challenges
the client to understand “what she is really saying, what she really wants to say, and to whom she wants to say
it”, is able to guide the client towards more effective, less destructive ways of communication. The clinician is
then able to act as “interpreter” and “broker” in fostering more effective and productive communication to
client’s intended “audience”. This is usually accomplished via a bridge between individual psychotherapy and
family or couples therapy. The therapist works with all parties towards eliminating the ED as a (“safe” but

ineffective) language and as a “reason” to exist. Principles of several currently evidenced based therapeutic
modalities (E.G. Psychodynamic Therapy, IPT, CBT, FBT, CRT, ACT) can all be utilized in this process. Eliminating
the role of the ED as as communicator and substituting healthier dialogue and interaction, often enhances
compliance by all parties to treatment protocols, thereby having a potential exponential benefit on treatment
outcomes and ultimately quality of life and relationships in general. Methods of reinforcing healthy change in
interpersonal communication and interaction will be discussed.
Outline:
I)
INTRODUCTION: See Description
II) ED as Identity
A) Vulnerability, Predisposing Factors
1) Genetic/Temperament, Adolescence/Young Adulthood, Psychosocial, Co-Morbid Psychiatric Conditions
(Mood, Anxiety) (Hsu, 1990)
B) Communication Accompanies Identity
C) Nature of ED as Communication Tool
1) Reinforcing Factors to Illness Development, Secondary Gain (Hsu,1990)
a) Intra-psychic
b) APC’s (Attention, Power, Control) --case examples
c) Emotional Release and Communication Without
Accountability or Retaliation (Quote Siegel, 2009)
d) The role of anger, “emotion conversion”
2) Counterproductive Nature of ED behavioral communication
a) Other disorders with dysfunctional language (“Eddish”, etc.)
b) Loss of support, withdrawal of significant others (Strober, 2010)
c) Isolation, increasing family dysfunction and discord, worsening of ED
d) Loss of treatment resources/options
D) Communications Specifics: What and Whom?
1) Message Content - What?
a) Patient awareness -- case audio tape
b) Body image smoke screen -- case example
c) Veracity of verbalization
2) Target Audience - Whom?
a) Specific versus nebulous
3) Common Themes
a) (Questions for conference participants)
b) Relief from pressure - perfection/achievement
c) Expressions (confused, lost, afraid, not ready, angry, depressed
d) Validation, attention, (“unconditional”) love, security, space, guilt, shame, humiliation
E) Therapeutic Methods
1) Active Listening, Empathic, Non-Judgmental, Reflective, Guiding, Detective (Miller, 2013)
a) Courage to challenge client
b) Objectify history and info

c) Client confirmation
F) Bridging the Gap
1) Importance of Family Therapy
a) Family as ally whenever possible, despite dysfunction (Weisbuch, 2011)
b) Nonjudgemental neutrality if not likability
c) Elements: Psycho-ed, psycho-dynamic, CBT, FBT, Systems (Grover, 2011; Le Grange, 2011)
2) Obstacles
a) Client resistance/refusal -- case example
b) Family resistance/refusal
c) Resources/geography
3) Technique
a) Identify crucial issues
b) Goals for each session
c) Clarify, challenge, mediate, balance
d) Bilateral nature of communication
e) Words only versus affect -- case audio tape
f) Repeat, solidify
g) Reinforce in individual therapy

Learning Objectives:
1. List three common communication desires for the eating disordered patient.
2. Describe two therapeutic methods to utilize while working on communication with an eating
disordered patient.
3. List the four obstacles identified in the presentation that can hinder understanding the behavioral
communication of the eating disordered patient.
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