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Research
Studies

• MoBa
• Study done by the Norwegian Institute of Public Health
• Participants number 114,500 children, 95,200 mothers and
75,200 fathers
• Participants have been contacted for questionnaires during
pregnancy, 6 months, 18 months, 3 years, 5 years, and 8
years post birth
• Avon Longitudinal Study of Parents and Children
• 14,500 mothers participated in the study
• Designed to see impact of environment and genes on health
and development
• Asks questions during pregnancy of mother/partner (dietary,
medication, social and environmental factors)
• Follows children through puberty (gathers mental/physical
health information)
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Sexual Health

ED & Sexual Health
• Being married can be a buffer to some ED symptoms such
as dieting, thinness bias, and bulimic behaviors for women
• Those who have a more positive attitude towards their own
body report more sexual confidence, desirability, and
frequent sexual activities
• Exposure activities for partners help with body image
• Unwanted past sexual experiences can cause distress in
sexual relationships
• Wendy Maltz, The Sexual Healing Journey

ED & Sexual Health
• Sexual dysfunction is associated with unpleasant emotions
• More sexual dysfunction was found in AN compared to AN
B/P and BN
• Increased number of sexual partners in AN B/P type and
BN
• Weight restoration in AN leads to a more active sex drive
• Binge eating and purging behaviors have been associated
with risky and impulsive sexual behaviors
•

Castellini, 2015

Eating Disorder Rates and
Comorbidity

Eating Disorder Rates
• Research reflects that many women will improve in their
ED symptoms while pregnant
• 29-78% of women report remission of ED symptoms
during pregnancy
• Motivated to have a healthy pregnancy and healthy
outcomes for their baby
• BED- report a continuation of symptoms
• Women who haven’t had BED symptoms report that
symptoms in pregnancy

• Kimmel, 2016; Easter, 2015; Watson, 2013; Crow, 2008;
Bulik, 2007

Eating Disorder Rates
One study of pregnant women find that:
• 5-7.5% met criteria for an ED
• 9.2% met ED criteria before their pregnancy
• 23.4% had clinical level of weight and shape
concerns

• Easter, 2013

Comorbidity
• ED are comorbid with PTSD, GAD, MDD,
• Those with ED are more likely to seek medical treatment for these
diagnoses rather then ED
• Post Traumatic Stress Disorder
• Anorexia
• Bulimia
• Binge Eating Disorder

12%
45%
26%

• Major Depressive Disorder
• Anorexia
• Bulimia
• Binge Eating Disorder

32-39%
36-50%
26%

Comorbidity
• Anxiety Disorders
• Anorexia
• Bulimia
• Binge Eating Disorder

48-51%
54-81%
55-65%

• These diagnoses continue in pregnancy

• There can be a decrease in depression and anxiety during pregnancy (active ED)
• Women with past/current ED report higher levels of depression and anxiety post
partum then women without an ED history

• Easter, 2013; Easter 2015; Andersen, 2009; Hudson, 2007; Ulfvebrand,
2015

Therapy Interventions
Try to flex the rigidity of thoughts/teach skills
Encourage recovery/psychiatric stability before pregnancy
Coordination with medical and dietary team
Marital/Couples/Family Therapy

Fertility and Unplanned
Pregnancies

Infertility in General
• Infertility research definitions vary but were along the
following lines:
• Inability to conceive after 12 months of unprotected intercourse or
12 month of attempting pregnancy
• Visiting a doctor for help to get pregnant

• Infertility rate is 11-13%
• 80% of women in the reproductive age will get pregnant
within 12 months of trying
• Jacobson, 2018; Datta, 2016

Fertility & ED
•

Amenorrhea (no period for 3 months or longer) is present in:
• 66-84% of women with AN
• 7-40% of BN
• 77% of women who have BN but had AN

•

Oligomenorrhea (infrequent menstrual cycle) is present in:
• 6-11% of women with AN
• 36-64% of BN

•

Menstrual cycle can be impacted by
• Short-term weight gain can impact progesterone and LH
hormone secretion
• Diet low in calories or a low BMI and a high level of exercise

•

PCOS can be a common problem with fertility
• 75% of patient with BN have PCOS
• 33% of women who have PCOS report symptoms of BN

•

Kimmel, 2016; Abraham, 2005; El Ghonch, 2014; Pinheiro, 2007;
Watson, 2003; Poyastro, 2007; McCluskey, 1992; Algars, 2014

Fertility & ED
• Women with BN and AN were:
• 2x as likely to use fertility treatments
• More likely to take more then 6 months to conceive
• More likely to conceive with help from fertility
treatments

• 17-20% of those coming in for infertility have an eating
disorder/ subclinical eating disorder (mixed research/some
studies find no difference)

• Men can have fertility issues
• Diminished or low sperm count, sperm motility
due to ED symptoms
• Over-exercise or restrictive eating or high BMI’s

•

Kimmel, 2016; Micali, 2014; Easter, 2011; Sharma, 2013

Depression & Infertility
• Increased rates of depressive symptoms were found in those who were struggling
with infertility
• Depression, anxiety, and infertility are also linked with neuroticism
• Infertility can also be stressful, so the correlation could be bi-directional
• Some studies show that those who have high levels of depression and anxiety
decrease ability to have successful fertility treatment
• Successful fertility experience was associated with decreased depression
• Using CBT
• Studies show that women who had fertility concerns and who were receiving
CBT and mindfulness interventions were more likely to get pregnant, get
pregnant faster, and have decreased symptoms of anxiety and depression

• Bruneau, 2017; Freizinger, 2010; Domar, 2012

Ambiguous Loss Theory
• Ambiguous Loss Theory by Pauline Boss
• Preparing for a family and it is not happening
can induce grieving that can go
unacknowledged or unattended to
• Someone is emotionally there but physically
absent

Unplanned Pregnancy
• Unplanned pregnancies
• 22% of all pregnancies are unintentional
• Unplanned or unintentional pregnancies have
higher risk:
• Mother and child mortality
• Child abuse
• Delayed prenatal care
• Shortened lengths or no breastfeeding
• Mothers reporting greater concerns with
mental health issues
• Women with unplanned pregnancies had a
more than 18-fold increased risk of
hyperemesis
• Watson, 2014; Gipson et al, 2008

Unplanned Pregnancy & ED
• Women with AN and BN diagnoses have increased risk
of unplanned pregnancies
• Women with AN have an earlier pregnancy age 26
years a 3 year gap from the average of 29 yrs.
• 70% of women with AN who found out pregnant, and
were intentionally trying, had (+) feelings about it
• Women with AN who weren’t planning on becoming
pregnant reported (+) feelings 40% of the time
• Bulik, 2010; Easter, 2011; Chinello, 2016

Unplanned Pregnancy
Thoughts
• Inquire about pt.’s desire’s (and partner) for childbearing
• Teach patients about amenorrhea and oligomenorrhea
and menses irregularities
• If sexually active, discuss getting tested for pregnancy
• If patient becomes pregnant and wasn’t planning on it
• Discuss emotions surrounding it
• Normalize ambivalent feelings
• Reduce shame for negative feelings

Pregnancy

Pregnancy
• Women with all ED diagnoses report more negative
feelings about being pregnant when compared to
women without ED
• These negative feelings lasted up to 18 weeks At
18 weeks these feelings still persisted among AN
&BN
• Worry about child’s needs and struggle with ED
urges
• Body image and self-worth concerns
• Concerns about baby’s health
• Worry about others people’s concern about
weight/ED
• Kimmel, et al., 2016; Micali, 2014; Easter, 2011;
Tierney, 2013; Tierney, 2011

Continued Concerns with
ED During Pregnancy
• Research shows that women with ED were 5 times more
likely to diet during the last trimester (at 32 weeks)
• Women with AN used more caffeine in pregnancy
compared to general population and pregnant women
with other ED diagnoses, impacting fetus weight and
length
• Continued BN symptoms during pregnancy were
associated with depression, anxiety, self-esteem and
abuse
• Micali, 2007; Knoph Berg, 2008; Watson, 2014; Kimmel,
2016

BED, Pregnancy, and
Sleep
• When studied, women with and without
ED report increased problems with sleep
first 18 weeks of pregnancy
• Less deep sleep
• More awakenings
• Increased hours of sleep
• Women who reported BED symptoms
before and during pregnancy reported
more sleep concerns and sleep
dissatisfaction than those without ED
• Ulman,2012

Pregnancy and Weight Gain
•

Pregnant women have higher body satisfaction then non-pregnant women
• Rate their body satisfaction higher during pregnancy then before pregnancy
• Pregnant women who had ED were more worried about gestational weight gain then
those w/o ED

•

Women who struggled with an ED before/during pregnancy gained more weight then
pregnant women w/o ED history
• Women with a history of AN gained weight more rapidly during pregnancy compared
to control group

•

Women with BN gained weight more slowly than women without ED
• Pregnant women with BN and BED were more like to gain excessive weight

•

Loth, 2011; Swann, 2009; Micali, 2012, Siega-Riz, 2011; Kimmel, 2016; Zerwas, 2014; Bulik,
2009

Body Image
• “When I was pregnant with each
of my babies, I wore this T-shirt
in every color they made. I never
bought maternity clothes. And I
was never in recovery in any of
my pregnancies.”

Pt. with Body Image
• “I felt bad because my thighs were getting bigger
but the baby was so small, and I though I am not
growing a baby in my thighs. But my dietitian
helped me to see that my thighs and my hips
needed to grow in order to support the baby. My
breasts needed to get bigger in order to prepare
for the baby. This helped me feel better about my
weight gain.”

Body Image
• Body image concerns during pregnancy have found to
increase risk of depression during pregnancy and during
postpartum
• Breast shape
• Vaginal loosening
• Stretch marks
• Hemorrhoids
• Wider hips
• Leaky bladder
• Varicose veins
• Episiotomy

Postpartum Time Period
• Research shows many women report dissatisfaction with body weight,
shape, and size after birth of baby & are trying to focus on their diet
• Using MoBa progressive study, researchers found that women with eating
disorders (AN, BN, EDNOS, and BED) gained and lost weight faster than
control group
• Post-partum rates of depression is about 10% of general population, For
women with AN, postpartum depression is about 3x that at 35%
• MoBa study showed that the mean average BMI for women who fit
criteria for AN pre-pregnancy was WNL for BMI at 6 months, 18 months,
and 36 months post-delivery ED
• Zerwas, 2014; Franko, 2000

ED and Improvement After Pregnancy
• One study (Knoph, 2013) showed an improvement of ED symptoms
after pregnancy:
AN
BN
EDNOS-P
BED

18 months

36 months

50%
39%
46%
45%

59%
30%
57%
42%

Because women will show remittance of symptoms during and after
pregnancy, it is a time where interventions for ED can be effective

Some Good Reading for Patients who Want to
Become Pregnant
Claire Mysko and Magali Amadei
• Patients can read about society
pressures, myths about body
after baby
• Intimacy and relationship issues
• Maternity clothes

Temperament, Personality,
Interpersonal Interactions
Relationship Concerns

Personality Disorders
• 21-97% Comorbidity PD and ED
• Personality Dx more attached to symptoms:
• Perfectionism, neuroticism, sensitive to social networks, fear of rejection, fear of criticism, feelings
of embarrassment or inadequacy
• Traits of lability correlated with impulsivity, high risk, highly sexualized behaviors, self-harm,
compulsive behaviors
• Avoidant and OCD Personality Disorders
• Perfectionism is higher in more severe ED, persists after ED Tx
• BPD found in AN-BP, BN, and EDNOS
• Farstad et al, 2016; Helverskov, 2010; Chen, 2011; Friborg, 2014

Attachment Research & ED
•

Attachment research looks at anxiety and avoidance scales
•

•

•

Those who score high on insecure avoidance and insecure anxious attachment are often at risk
for developing ED symptoms and other mental health issues

Attachment research in the ED field has indicated:
•

Higher rate of insecure attachments (avoidant, ambivalent, and unresolved attachment styles)

•

Times of separation from others is difficult for women who have eating disorders

•

Insecure attachment was correlated with negative body image in women with AN and BN

•

Neuroticism mediated the relationship between insecure-resistant attachment and disordered
eating

•

ED was associated with perfectionistic traits and an insecure attachment style and affected the
severity of ED symptomology

Mikulinecer, et al. 2012; O’Shaughnessy, 2009; Dakanalis, 2014; Kuipers and Bekker, 2012; Salcuni,
2017; Pearlman, 2005; Troisi, 2006, Eggert, 2007; Boone, 2013

Transition to Parenthood
• Research (Delicate, 2018) states that first time parents have traditionally
struggled as they welcome their first baby:
• Six areas of thought:
• Adjustment phase: survival, changing roles in the marriage
• Focus on baby: lack of time to focus on self, lack of emotional
intimacy in marriage, baby focus rather than partner focus
• Communication: baby focused, irritability, negativity, tension
• Intimacy: physical exhaustion, body image concerns, other priorities,
not enough alone time, loss of emotional intimacy
• Strain on the relationship: weaknesses as a couple are more visible,
this appeared to be short term
• Strengthened relationship: more support as a team, more reason to
be motivated for communication, deeper sense of intimacy, greater
admiration and understanding for one another

Couples Therapy:
• Couples therapy before, during and after pregnancy
• Focus on the way the couple communicates and resolves
concerns
• Focus on emotional intimacy
• Use 7 principles as a guide for discussion

• Discover couples’ expectation from partner:
• Continued intimacy
• Household chores and responsibilities
• Time spent together

Strengthening Interactions
Between Patient and Others
• Focus on the relationship needs that the
patient/support team
• What is the impact of the perfectionism on the
relationship?
• Expectations in relationship, feelings of
worthlessness, communication
• How is body image impacting the relationship?
• Sex, self-esteem, internal focus on change vs
external focus on change

Strengthening Interactions
Between Patient and Others
• Teaching patients to discuss their emotional concerns with
loved ones and to not shut others out
• Describe your fears
• Find people you can express your emotions
• State your needs
• Look for ways your need to engage with others aren’t
working
• Teaching patients how to respond to baby’s cues of attention
seeking
• If patient doesn’t know how to feed child, ask dietitian for
help

Strengthening Interactions Between
Patients and Others
• Teaching family/support team to validate and support the
patient’s pain (www.emotionfocusedfamilytherapy.org)
• Instead of trying to solve, try to understand
• Put yourself in loved ones shoes by using language
that is validating to the patient “I can understand
your situation is…” “I can imagine your pain
seems…”
• Identify your stress, pain, concern about the situation
• “I worry I can’t solve the problem”
• “ I worry about making our relationship worse”
• “I worry about how to express my anger”

Relationship Ideas
Pregnancy Stage for
Therapy Sessions
• Talking with the baby: starting the relationship from utero
•
•
•

Asking baby what he or she is hungry for
Having a pregnancy journal where you write down your daily goals
for you and baby
Planning on things to do with baby in the first 3 months after baby’s
arrival

• Thanking body for knowing to how create/grow a baby while
keeping you safe- focusing on the function of the body
• Ask open ended questions
•

How you are feeling about your body?

• Ask questions that might over guess their bx
• Ask questions that assume that they are having concerns to
reduce shame
•

Many of my patients have ideas of dieting at this point in their
pregnancy. Have you had those thoughts?

Medical Concerns

3 Typical Responses to Pregnancy for Those
with E.D.
• 1- “Cured” of eating disorder through motherhood
• 2- Able to put E.D. “on hold” during pregnancy
• 3- “Unable to relinquish dangerous behaviors”
• “Issues relating to control, identity and perfectionism may impede some women’s ability
to enjoy pregnancy and motherhood if they have an eating disorder history.”
• S.Tierney et al; Treading the tightrope between motherhood and an eating disorder: A
qualitative Study; International Journal of Nursing Studies; Volume 48, Issue 10, October
20111, Pages 1223-1233

Working Together
•

•

•

Multidisciplinary team is very important!
•

Communication between providers is key

•

Often difficult for patients to disclose E.D. history

ED Professional:
•

You may have an important role in initiation of early and more frequent
monitoring/follow up visits in effort to decrease complications to mother
and baby.

•

*Patient takes primary responsibility. However your communication with
OB provider may add to infant and maternal health.

**Early interventions can prevent or decrease long term complications**

OB’s need more
training
•

Majority assess for body weight, exercise, nutrition habits and
BMI, but less than half assess for a history of eating disorders
or body image concerns

•

“90% of OB’s reported residency training in diagnosing and
treating eating disorders as “barely adequate” or less.”

•

Only half viewed E.D. assessment as their responsibility,
because of gaps in knowledge, assessment skills and confidence
in their training regarding eating disorders.

Fornari et al; Eating disorders and Pregnancy: Proposed treatment
guidelines for obstetricians and gynecologists

Common Medical
Complications
• Medical complications due to eating disorders are
increased prior to conception, during pregnancy, around
delivery and postpartum.

• Complications include: “Infertility, unplanned pregnancy,
miscarriage, poor nutrition during pregnancy, having a
baby with small head circumference, postpartum
depression and anxiety, sexual dysfunction, and
complications in the treatment for gynecologic cancers.”

M.C. Kimmel, MD et al, International Journal of Eating
Disorders 49:3 260-275 2016

Complications
•

“Menstrual dysfunction, low bone density, sexual dysfunction,
miscarriage, preterm delivery, or low birth weight in offspring.”

•

AN “miscarriages and cesarean deliveries” & BN “High cesarean rates”

•

Anderson & Ryan; Eating disorders in the Obstetric and Gynecologic
Patient Population; Obstetrics and Gynecology: December 2009-Volume
114-Issue 6 p 1353-1367

Complications
• “Congenital malformations….stillbirth, low birth weight, low
Apgar scores, higher occurrence of breech presentation, and
cleft lip and cleft palate.”

• “Greater risk for hyperemesis and delivering infants with
smaller head circumference, microcephaly, and who are
small for gestational age, compared to healthy controls”
•
Anderson & Ryan; Eating disorders in the Obstetric and
Gyneclogic Patient Population
• Obstetrics and Gynecology: December 2009-Volume 114Issue 6 p 1353-1367

Additional Complications
• Earlier cessation of breastfeeding in
AN
• Increased PCOS in BN
• Complications of obesity due to binge
eating
M.C. Kimmel, MD et al, International
Journal of Eating Disorders 49:3 260-275
2016
• AN--risk for anemia
Shereen Jegtvig

• Increased rates of pregnancy induced nausea and
vomit for those with hx bulimia, especially in early
pregnancy before typical onset of N/V in pregnancy

Medical
Complaints
Increased with
E.D.

• Hyperemesis Gravidarum can lead to dehydration,
electrolyte imbalance and weight loss of more than
5%. (No statistically significant increase in HG rate)
Torgersen et al; Nausea and Vomiting of Pregnancy in
Women with Bulimia Nervosa and Eating Disorders
Not Otherwise Specified; International Journal of
Eating Disorders 41:8 722-727 2008

Medications: Risk vs Benefits
• Psychotropic, gastrointestinal and analgesic medication use is “extensive” among
women with E.D. around pregnancy.
• Need counseling about the risk of medications exposure vs risk of untreated
psychiatric illness during pregnancy and postpartum.
• “Since pharmacotherapy with psychotropics might reduce pregnancy-related
exacerbation of eating disorder symptoms such as dieting or vomiting, their effect
would probably be beneficial for both mother and fetus rather than detrimental.”
• Lupattelli A, et al; Medication Use before, during and after Pregnancy among Women
with Eating Disorders: A study from the Norwegian Mother and Child Cohort Study;
2015

Possible Interventions
Include:
•

Increased OB visits and monitoring (weight, eating disorder behaviors,
ultrasounds, non-stress tests, labs)

•

Perinatologist

•

Feeding tube

•

IV fluids

•

Medications: GI, psychotropic and analgesics

•

Voluntary or involuntary 24-hour or PHP care (possible need for emergent
psychiatric evaluation)

Interventions
•

OB should consider:

“Nutritional consultation; BMI; Electrolytes; Bone
Density; Obtain history of mental health treatment,
including hospitalizations and medications; Refer to
mental health treatment professional with eating
disorder expertise; Obtain consent to speak with
current or prior mental health provider.”

•

Consider family involvement and psychiatric
evaluation with increase in level of care as
appropriate

Fornari et al; Eating disorders and Pregnancy:
Proposed treatment guidelines for obstetricians and
gynecologists

Medical
Recommendations
Summary
• Risk for complications through all phases:
pre-natal; perinatal; and postnatal

• Multidisciplinary team and with team
members aware of E.D. and proper E.D. care
is important

• Recommend closer monitoring (Shereen &
Jegtvig)

• Benefits of medications may outweigh the
risks.

Nutritional Concerns

Managing Body Acceptance During Pregnancy
• Set a plan for how weight and food will be discussed (or not
discussed) by OB/GYN.
• Discussion of “appropriate” weight gain reinforces diet culture and IBW
standards.
• The idea of “appropriate” weight gain perpetuates the idea that someone can
control one’s weight gain during pregnancy

• Warn patient against putting stock into “weight recommendations” –
especially patients in larger bodies.

Example:

Utilizing HAES © approach to Dietary
Recommendations in Pregnancy
Focus
Focus more on
positive recovery
behaviors than
“appropriate rate
gain”

Teach
Teach distribution of
weight gain during
pregnancy
• Normalize body changes
during pregnancy
• Discuss impact of body
changes on urges to engage
in disorder behaviors vs
recovery behaviors

Normalize

Assist

Normalize appetite
changes and cravings
during pregnancy

Assist patient to put
dietary
recommendations
into perspective for
complications such as
hyperemesis
gravidarum and
gestational diabetes
with their recovery.

Distribution
of Weight
Gain during
Pregnancy

Gestational Diabetes
(GDM)
• GDM is a sign of insulin resistance from hormones, not the fault of the
woman - or her food choices or her body!
• BG and food records are helpful to determine dietary changes that are
helpful – i.e. some cannot drink milk at breakfast but tolerate it ok in
afternoon
• Discuss if the client could not eat adequately and still not keep her
glycemic control within the targets that it may be a sign she needed
some extra support (i.e insulin) during this time that her placenta may
be emitting hormones that decrease glucose tolerance
• Discuss possible diet interventions with a goal to be the most liberal
and least restrictive possible
• Small frequent meals
• Protein with each meal
• Small amounts (if needed) of liquid sources of carbohydrate best at
snacks

Hyperemesis
Gravidarum
Women with BN and who report purging also report
higher incidents of purging and nausea while pregnant
(Torgersen et al, 2008; Council IoMaNR, 2013;
Medicine, OI, 2002)
• Discuss challenge of urges to vomit vs urges to
purge especially for patients with history of
purging/BN
• Discuss possible diet interventions in order of less
restrictive to most restrictive:
• Small frequent meals
• Dry bland diet
• BRAT diet – (bananas, rice, apple sauce and
toast)
• Clear liquid diet
• NPO – Total Parental Nutritoin/Intravenous
feeding (TPN)

Nutritional Needs in
Pregnancy and ED
• Pt’s have increased need of 300-500
additional kcal a day in the 2nd trimester
& 3rd trimester
• Women with lower a history of lower
BMI may need extra weight gain during
pregnancy.
• Women who are pregnant need an
additional 21 g of protein a day during
pregnancy
• There are higher needs for folate,
potassium and vitamin C – thus take
prenatal vitamin during pregnancy.
•

Kimnmel, 2016; Torgersen et al, 2008; Council IoMaNR, 2013; Medicine, OI, 2002

Breastfeeding
• Why is breastfeeding important?
• Breastfeeding for baby: reduces
infectious diseases, diabetes,
leukemia, gastrointestinal and
respiratory diseases, sudden
death syndrome
• Breastfeeding for mother: lowers
risk of diabetes, breast and
ovarian cancers

• Ip, 2007

Breastfeeding
•

Research in England showed that women who struggled with body image,
regardless of BMI, intended or did use artificial milk, and had intentional or actual
shorter breastfeeding time
•

Showed that body image concerns, dieting, and post delivery appearance
correlated with the findings

•

Breast shape, wanting to have their body back, or embarrassment in
feeding in public, partners being unsupportive, or inability to see their
breasts as something other than sexual can impact intention and
breastfeeding length

•

In one study, women with ED diagnoses (all types) were more likely to stop
breastfeeding by 6 months

•

Milk quality and quantity is affected when ED symptoms are present

•

Anxiety and depression during postpartum period correlated with painful and
difficulty with breastfeeding

•

Torgerson, 2010; Brown, 2015
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