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Introduction 
o Eating disorders are… 

 COMMON 

 DEADLY 

 DIFFICULT TO DIAGNOSE 

• DSM 5 (2013) has resulted in huge changes 

o Many residencies do not offer much training around eating disorders 

o Many myths and misconceptions in the community at large about 
diagnosis and management 



True or False?   
1. You need to be amenorrheic to meet criteria for anorexia nervosa 

2. You need to have weight loss to be diagnosed with anorexia nervosa 

3. You need to have a low BMI to have anorexia nervosa 

4. If you binge and purge, you have bulimia nervosa 

5. If you don’t have body image problems, you don’t have an eating 
disorder. 

6. A low heart rate in a thin patient is normal if he/she is athletic. 

7. Amenorrheic eating disorder patients should be started on estrogen 
therapy.   

Objective today: dispel these 
myths! 



Myth #1: You need to be amenorrheic to 
meet criteria for anorexia nervosa 
o DSM 5 has removed the amenorrhea criterion 

o Why?  Excludes the following groups: 

• Males 

• Females on contraception 

• Premenarchal females 
• Age of onset of AN is decreasing with time1,2 

• Incidence is rising among children 12 and under 3,4 

 Hospitalization in this age group has increased by almost 120%5 

o Normal puberty is still a valuable clinical marker of nutritional status 

o Serum estradiol and testosterone can be useful laboratory markers of 
nutritional status 

1Van Son et al, 2006 
2Favaro et al, 2009 
3Madden et al, 2009 
4Zhao and Escinosa, 2011 
5AHRQ, 2011 



Myth #2: You need to have weight loss 
to be diagnosed with anorexia nervosa. 

o Children and peripubertal adolescents SHOULD GAIN WEIGHT EACH YEAR. 

• “You can’t make something out of nothing” 

• There is a pubertal “weight spurt” just as there is a “height spurt” 

 Peak weight velocity: 8-9 kg/year1,2 

 Girls should increase their body fat % during puberty 

o Therefore, failure to gain weight as expected is as serious as actual weight 
loss. 

o Critical to plot weight and height on growth curves at EVERY pediatric visit, 
including acute visits 

1Tanner, 1965 
2Barnes, 1975 



An Example: 

o Failure to gain adequate weight may 
lead to: 

• Height stunting 

• Poor pubertal progression 

• Decreased bone density 

o Not to mention micronutrient 
deficiencies and acute eating disorder 
complications 



Myth #3: You need to have a low BMI to have 
anorexia nervosa. 
o  previously overweight children/adolescents presenting with restrictive 

eating disorders (Whitelaw et al, 2014) – normal or high BMI at presentation 

• Equal risk of cardiac complications and refeeding syndrome 

o One review of teens with eating disorders (Lebow et al, 2015): 30-40% were 
previously overweight 

• Had lost more weight at diagnosis 

• Had longer time to diagnosis 

o Peebles et al (2010): higher-weight patients who lost >25% of body weight 
were more medically compromised than those presenting at lower weights 

o Berner et al, 2013: proportion of weight lost and rate of weight loss = more 
predictive of complications than absolute weight/BMI 



Myth #3: You need to have a low BMI to have 
anorexia nervosa. 
o Atypical anorexia nervosa: meet all criteria of anorexia nervosa 

(intentional weight loss, body image problems) EXCEPT normal or high 
BMI at presentation 

• Require treatment just as urgently as AN patients with low BMIs 

o How do you choose ideal body weight? 

• If always overweight, use minimum 75th p.c. BMI.  BUT… 

• Ultimately, IBW is the weight at which PHYSIOLOGIC FUNCTIONS 
NORMALIZE 

 Normal puberty progression and menstrual function 

 Normal cardiovascular status 

 Normal linear growth 



Myth #3: You need to have a low BMI to have 
anorexia nervosa. 

o BE CAREFUL when advising overweight patients about weight loss 

• Pro-actively warn about the risks of rapid weight loss 

 Max 1-2 lbs per week 

• DO NOT praise rapid weight loss 

 Screen for disordered eating behaviors 

 Check vitals/labs/EKG, monitor menses/puberty/height 

• Counsel about body image and self-esteem 



Myth #4: If you binge and/or purge as part of 
your eating disorder, you have bulimia nervosa 

o Correction: you MAY have bulimia nervosa. 

o Bulimia nervosa: 

• Must both binge and purge 

• Frequent and regular (do both at least once a week x 3 months) 

• DOES NOT MEET CRITERIA FOR ANOREXIA NERVOSA (i.e. low weight) 

o Anorexia Nervosa, Binge-Purge Subtype: 

• Meet criteria for anorexia nervosa (low weight) AND features of 
binging and/or purging (frequency does not matter) 

o Binge-eating disorder: 

• Binging at least once per week x 3 months 



Myth #5: If you don’t have body image 
problems, you don’t have an eating disorder 

o Problem #1: ability to express body image problems requires 
developmental and cognitive maturity 

• Age of onset 

• Cognitive impairment 

o DSM 5 criteria for anorexia nervosa has been revised – their 
BEHAVIOR is what matters 



Myth #5: If you don’t have body image 
problems, you don’t have an eating disorder 
o Problem #2: you can still have severe eating problems that are not 

related to body image 

o New in DSM 5: “Avoidant/Restrictive Food Intake Disorder (ARFID)” 

• ANY of the following: 

 Weight loss or failure to gain weight as expected 

 Significant nutrient deficiency 

 Dependence on enteric feeding (NG, G-tube) or oral nutritional 
supplements  

 Marked interference with psychosocial functioning 

• BUT: no body image problems, no lack of access to food, no culturally-
sanctioned food restriction, and no other explanatory mental 
health/medical condition 



Myth #5: If you don’t have body image 
problems, you don’t have an eating disorder 

o Examples of ARFID patients: 

• Fear of vomiting 

• Fear of choking 

• Fear of food allergy 

• Intolerance of certain food textures or colors 

o Characteristics of ARFID (Fisher et al, 2014; Nicely et al, 2014)  

• Younger in age 

• Male or female 

• More medical or psychiatric comorbidities (e.g. anxiety disorder) 

o Just as likely to have severe medical complications 

o Must be recognized and treated 



Myth #6: A low heart rate in a thin patient is 
normal is he/she is athletic 

o Endurance athletes: increased ventricular wall thickness and increased SV1 

• CO = SV x HR 

• Extremely high CO during exercise 

• For a normal CO at rest, resting HR can be lower 

o Anorexia nervosa: decreased ventricular wall thickness and atrophic 
myocardium  decreased EF, SV, and CO2-4 

• Poor peripheral perfusion, hypotension, heart failure  NOT NORMAL 

• Reverses with weight restoration 

o Be particularly weary in patients with other signs of malnutrition (e.g. 
amenorrhea, decreased bone density) 

1Baggish and Wood, 2011 
2Olivares et al, 2005 
3Casiero and Frishman, 2006 
4Romano et al, 2003 



Myth #7: Amenorrheic eating disorder patients 
should be started on estrogen therapy 

o Mechanism of action: hypogonadotropic hypogonadism 

• Low estradiol, low FSH and LH 

• PHYSIOLOGIC response of the hypothalamus to malnutrition, weight 
loss, and/or stress 

o Estrogen therapy will NOT reverse this process if the patient is still 
malnourished 

• “Illusion” of a period (withdrawal bleed) fixes nothing! 



Myth #7: Amenorrheic eating disorder patients 
should be started on estrogen therapy 
o Estrogen replacement NOT indicated to prevent or treat osteopenia 

• Multiple studies have shown that PO estrogen or OCP does NOT 
reverse osteopenia in adolescents or adults with eating disorders1-3 

• Why? 

 MULTIPLE hormones contribute to osteopenia (e.g. cortisol, IGF-1, 
leptin, insulin, oxytocin), not just estrogen4 

 First-pass effect of PO estrogen  insufficient bioavailability 

• Estrogen patch may MAINTAIN (but not improve) bone density,5 
still experimental 

o The ONLY effective treatment for either amenorrhea or osteopenia in 
eating disorders is COMPLETE WEIGHT RESTORATION.   

1Golden et al, 2002 
2Klibanski et al, 1995 
3Strokosch et al, 2006 
4Misra et al, 2014 
5Misra et al,, 2011 



Practice Case #1 
o A mother brings her 17-year-old daughter into your office for a cold.  

You notice that although the girl was obese at her physical 4 months ago 
(BMI 30, >95th p.c.), today her BMI is 21 (just over 50th p.c.).  She has lost 
>25 kg by “eating better and exercising.”  Mom is very proud of her.   

o What should you do first? 

• A.  Praise her for her hard work 

• B.  Check her vitals, order bloodwork and an EKG 

• C.  Tell her she should slow down on her weight loss and refer her to a 
dietitian 



Practice Case #2 

A 15 yo F comes to see you for irregular periods.  Previous periods were 
monthly but now they have been getting further apart – LMP was 3-4 
months ago.  She has lost 20-30 lbs recently by “eating healthier” and 
running 5 miles a day, ROS otherwise normal.  Labs show negative beta 
HCG, normal TSH, normal prolactin, normal androgens, low FSH/LH, and 
low estradiol.   

o How will you manage her irregular periods?   

• A.  10-day Provera challenge 

• B.  Start daily oral contraceptive pill or daily PO estrogen 

• C.  Refer for eating disorder treatment and weight restoration 



Summary 
o Significant revisions to DSM5 makes it easier to diagnose pediatric 

patients with eating disorders 

o May have severe malnutrition requiring treatment even with 

• No actual weight loss (failure to gain) 

• A normal or even a high BMI 

• No body image problems 

o Bradycardia associated with signs/symptoms of poor cardiac output or 
other signs of malnutrition is not “athletic heart” 

o There is no current role for estrogen therapy in treating amenorrhea or 
osteopenia in eating disorders 
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Thank You! 
Email me anytime at m8kumar@ucsd.edu 

UCSD Adolescent Clinic Phone Number:  

(858) 496-4800 


