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Irritable Bowel Syndrome (IBS) & Associated
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Conditions
Based off the book 'Sick Enough' by Dr. Jennifer Gaudiani
The Unmeasurables
The unmeasurables are medical problems that cannot be measured, such as migraine headaches. Many
unmeasurables occur with those with eating disorders and make treatment more complicated and can be
considered a physical manifestation of emotional suffering. Somatic symptom disorder usually accompanies
medical diagnoses, where, according to the DSM-5, distressing body symptoms last for at least six months, result
in significant disruption of function,and include intense thoughts, feelings, and behaviors. This is when
psychological stress is so high that it manifests in the body physically.

Irritable Bowel Syndrome (IBS)
IBS is when someone has recurrent abdominal pain associated with defecation or a change in bowel habits
averaging at least one day a week over the prior month. It is a disorder of the gut-brain interaction and occurs in
three subtypes: constipation, diarrheal, and mixed. IBS can range from mild annoyance to severe debilitation
where one misses work for several days. Those with IBS have a strong mind-body connection where when
stressed or anxious, abdominal symptoms worsen.

Treatment of IBS
Holistic care, care of the whole person, is essential for treatment and medications are not effective when the
person is not taking care of themselves with nutrition, rest, and self-care. Medications for IBS-constipation
subtype (IBS-C) are used to improve stool frequency and include lubiprostone (8-24mcg twice a day), linaclotide
(145-290 mcg a day), or plecanitide (3mg daily or weekly). IBS-diarrheal subtype (IBS-D) may worsen when
excessive bile acids are produced and stored in the gallbladder. Bile acids may then pull fluid into the intestines
and act like a laxative to increase diarrhea. Therefore, colestipol, a bile-acid binder, is suggested at 1 gram daily or
twice dailyand must be taken several hours from other pills. To alleviate pain of IBS-D, dicyclomine at 10 or 20
mg four times day or hyocyamine at 0.125-0.25mg three to four times a day as needed is recommendedas well.
Finally, there are no current medicines for IBS-mixed subtype. A low FODMAP diet may be recommendedfor
IBSdue to its brief elimination and reintroduction phases to target triggering foods, but it is not recommended for
those with eating disorders because it avoids many fruits, vegetables, legumes, and dairy containing foods.
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Small Intestinal Bacterial Overgrowth
Those with IBS can complain about symptoms of distention and discomfort even on medications and proper selfcare, and this can be explained by small intestinal bacterial overgrowth (SIBO). SIBO is when there is too much
bacteria in the small intestine and the bacteria starts to ferment digested food, which disrupts endothelial tight
junctions and increases permeability of endotoxins. Endotoxins reach the bloodstream and cause a
strong immune or inflammatory response. SIBO can range from mild to severe causing malabsorption and is
diagnosed with a breath test.

SIBO Treatment
Rifaximin, a non-absorbed antibiotic, at 550mg three times a day for 14 days is recommended medically.
Secondly, herbal remedy regimens such as FC Cidal and Dysbiocide from Biotics or Metagenics’ Candibactin-AR
and Candibactin-BR are both available online and can be dosed at two capsules twice a day for four weeks. A
third supplement, Atrantil, targets methane-producing bacteria and is dosed at two capsules two or three times a
day for two weeks.

Pelvic Floor Dysfunction
The pelvic floor is the network of muscles that hold up the uterus (in females), bladder, and bowel, and in turn
affects the function and sensation of the rectum, vagina, and urethra. The pelvic floor can become weak and
function improperly through cycles of dieting. Weak muscles of the pelvic floor cause urine and stool
incontinence. On the other hand,improper function makes it hard for stool or gas to pass through the rectum and
anus easily. Dysfunction is due to high muscle tone from chronic stress, high anxiety, and drive to hold the
stomach in to make it look flat. If muscle discoordination of the pelvic floor occurs, one might have pelvic
floor dyssynergia, where one has to strain to pass stool, feels unable to empty, or has trouble relaxing to release
stool.

Pelvic Floor Dysfunction and IBS
Those with IBS-C experience bloating, the sensation of uncomfortable fullness, and distention, physical expansion
of the abdomen. Impaired gas transit may explain the experienced distention, and pelvic floor dysfunction might
contribute to impaired gas transit. Physical therapy can treat pelvic floor dysfunction
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The Gut Microbiota
The microbe-gut-brain connection occurs when colon bacteria, or microbiota,consume food and release
byproducts that enter the bloodstream and this influences the hypothalamic-pituitary-adrenal axis. Microbiome,
bacterial DNA, have a direct influence on someone’s health. Having a specific population of bacteriain the gutcan
result in certain health outcomes. In terms of eating disorders, it has been shown that those with anorexia
nervosa have less of a diverse gut microbiome and lack certain bacterial types, such as those that produce
butyrate. Having low butyrate levels correlate with higher anxiety. Also, altering the gut microbiome impacts
intestinal mobility, which may be why metabolism slows during starvation.

Probiotics
Probiotics work for some people and for others, not so much. However, the research does not support the
effectiveness of probiotics. Probiotics are not supported during antibiotic treatment to help reduce the
diminishing effect of good bacterium by antibiotics. The data is still mixed, but rather, Clostridium Difficile,
overgrowth of a bad bacteria, can be cured by infusing ‘healthy’ donor stool to recolonize the intestine.
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Postural Orthostatic Tachycardia Syndrome (POTS)
POTS is whena person experiences at least six months of rapid heart rate and other signs, such as dizziness,
shortness of breath, palpitations, nausea, sweating, tremulousness, headaches, anxiety, or rage upon standing.It is
thought to be caused by an excessive sympathetic response to the pooling of blood when a person stands. Itis a
form of dysautonomia, which is when the autonomic system does not function. It is the body’s way of keeping a
person stable, but instead, can lead to syncope, or fainting. It can be diagnosed when the heart rate
increases more than 30 beats per minute when moving from lying down to standing.

Three Types of POTS
Hyperadrenergic POTS or hyper-POTS happens when excessive levels of norepinephrine, epinephrine, and
dopamine are released uponstanding from a seated position. Nitric oxide-mediated vasodilation is impaired due
to high angiotensin II levels in those with hyper-POTS. They experience continuous high heart rates, elevated
blood pressure, pale coloring, exaggerated tremors, anxiety, and cold, sweaty extremities. Those with neuropathic
POTS have impaired vasoconstriction in the lower extremities, so when they stand, their blood pools to their
lower body and results in increased heart rate to maintain the low blood volume in the upper body. Lower resting
heart rates, less anxiety and depression, and more acrocyanosis, blue hands and feet, are associated with this
type.The third type, hypovolemic POTS, is when there is low levels of renin and aldosterone activity and elevated
levels of angiotensin II, which cause these individuals to be dehydrated. Their body does not respond normally to
dehydrated states by retaining water, so their heart rates are high as a result.

Introducing Mast Cell Activation
In mast cell activation (MCA), or mast cell dysfunction, mast cells inappropriately release histamine. Histamine is
the chemical released in response to an allergic reaction. In normal mast cells, histamine is only released when
triggered by an allergen. MCA may influence POTS in some people and could be a reason for the rapid heart rate;
therefore, treating MCA should go hand in hand when treating POTS. MCA causes fleeting rashes, hives, sinus
problems, joint pain, abdominal pain after eating, intermittent fevers, flushing sensations, and
escalating reactiveness or allergies to foods or medications.
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Treatment of MCA
There are no tests to diagnose MCA but if a doctor treats MCA symptoms and they diminish, it may be confirmed
they have MCA. One medication is ranitidine or famotidine, both antihistamines. If these do not improve
symptoms, an oral mast cell stabilizer such as oral cromolyn is added. Ketotifen is another medication for
treatment. If these medications do not work, then omalizumab, an injectable mast cell and basophil stabilizer, is
recommended at 300mg monthly. Nutritionally, a low histamine diet is not recommended since every food
can increase histamine release.

Ehlers Danlos Syndrome (EDS)
EDS is associated with POTS, MCA, and eating disorders. It is an inherited collagen disorder that causes frequent
joint dislocations, headaches,andtaste and smell dysregulation. Due to the anxiety from dislocations and taste and
smell abnormalities, one is more prone to develop disordered eating and psychological stress.

Essential Treatment for All Types of POTS
First, it is essential to remind those with POTS that this may be a continuous problem and could take a while to
control; therefore, being open to a variety of treatment options is beneficial. In addition, consistent hydration is
necessary for all types of POTS, as well as adequate sleep. Depending on how debilitating their fatigue is, a
person with POTS might benefit from exercise that does not elicit postural symptoms, such as a recumbent bike.

Medications to Treat POTS
Treating MCA symptoms is primary. Then methyldopa at 250 mg twice a day is prescribed to treat blood
pressure. Clonidine may be added to slow heart rate and relax blood vessels, but if shortness of breath or low
blood oxygen levels occur, then medications should be stopped. Propranolol or labetalol, beta blockers, may be
prescribed for neurogenic and hypovolemic POTS, not hyper-POTS
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Chronic Fatigue and POTS
Those with chronic fatigue from POTS may take modafinil to improve wakefulness. This medication is a weak
dopamine reuptake inhibitor and is given at 100 mg daily by mouth.

Managing Syncope (Fainting / Passing Out)
Syncope occurs when the brain receives inadequate blood. Those that may pass out may receive a set of
symptomsbefore they faintcalled prodrome that include tunnel vision, seeing spots, nausea, sweatiness, ringing in
the ears, shortness of breath, and shakiness. After receiving these signs, a person should place their brain even
with or below their heart. One such example is lying down with their feet up; this draws blood from the lower
extremities back to their brain.
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Two Types of Diabetes
DMTI is an autoimmune process where the pancreas stops making insulin, which is a hormone that brings glucose
from the bloodstream into the cells. Treatment of DMTI is injections of insulin. In DMTII, there is insulin being
made by the body,but the cells become resistant to it, so the cells need extra insulin for glucose to enter. The
pancreas cannot produce enough insulin to enter the cells and thus blood glucose levels increase.

Why High Blood Sugar Matters
In both types of diabetes, the ingested carbohydrate turns into glucose and remains in the bloodstream. Those
with diabetes can functionally starve since the body cannot use the glucose as calories. Rapid weight loss is
common as a result. Also, high blood sugar damages blood vessels by constantly rubbing against them. Those
with uncontrolled diabetes are therefore at risk for cardiovascular disease, foot ulcers, kidney failure, nerve pain,
gastroparesis, and blindness.

Defining Some Important Concepts
Normal fasting blood glucose is 70-100mg/dL and up to 125mg/dL in someone who is not fasting. Hypoglycemia
is low blood sugar and is less than 70mg/dL, while hyperglycemia is high blood sugar and is more than
180mg/dL. Diabetic ketoacidosis(DKA)is when the body breaks down fat and muscle tissue to synthesize glucose
in response to the body’s cells not being able to have access to glucose. This creates ketones, which build up in
the bloodstream and make the blood acidic. DKA requires medical treatment immediately and can cause seizure,
coma, and possibly death. Hemoglobin A1c is the average blood glucose level over the past three months and is
a predictor or mortality and morbidity. Less than 5.7% is normal, whereas 5.7-6.4% indicates prediabetes in those
with DMTII. Having an A1c over 13% at time of diagnosis is not uncommon.
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The Development of Eating Disorders in Patients with DMTI
Skipping or underdosing insulin results in weight loss due to three reasons: glucose is not taken up by the cells so
it is excreted in the kidneys; high blood sugar draws water from the tissues like diuretics and is then urinated
away; and the body breaks down other tissues to create glucose and so more weight loss occurs. Those with
DMTI are constantly reminded of exercise and weight, meal planning, carbohydrate counting, and label reading.
Being a diabetic can be stressful, and being in a society focused on weight loss, one can be tempted to skip
insulin. The combination of concurrent eating disorders and DMTI is called ED-DMTI, or ‘diabulimia,’ and is clear
when a diabetic learns he or she has all time access to weight loss through insulin omission.

Prevalence and Consequences of ED-DMTI
Disordered eating or eating disorders occur in 30% of those with DMTI, and women with DMTI are 2.4 times
more likely to develop an eating disorder than non-diabetics. In addition, ED-DMTI individuals have been shown
to die 13 years earlier on average than those with DMTIwho did not restrict insulin. Those who have insulin
habits that are less tightly controlled have a 30% higher mortality rate than the general population. This also leads
to more health complications and longer hospitalizations. Diabetics that maintain their A1c around 7% and have
more control over their diabetic habits have the same mortality rate as the general population.

Managing Edema
Those with ED-DMTI experience dehydration because by omitting insulin, the glucose draws water from the
tissues and then isurinated out of the body. During recovery, these people will experience edema in the same
way that people who purge do. The overproduction of aldosterone will begin and pseudo-Bartter syndrome with
develop. Spironolactone is prescribed at 25 mg a day to help reduce the edema, and after a few weeks, the body
will understand that it is not dehydrated anymore. Potassium levelsalso need to be monitored.
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Correction of Hyperglycemia
Those with hyperglycemia should reduce their A1c fewer than two points for every three-monthinterval. Quickly
correcting hyperglycemia is a major mistake made by health professionals and it can cause neuropathy, painful
nerve damage.

Choosing a Level of Care
People with DMTI must take their basal insulin (long acting) consistently and stay out of DKA to remain in
outpatient treatment. By being in contact with a doctor, an endocrinologist, and an eating disorder dietitian,
someone with ED-DMTI should learn to be a ‘good enough diabetic’ by understanding that not all the rules and
restrictions canbe followed rather than a ‘perfect diabetic’ that is all focused on numbers and values. Key aspects
of recovery include consistently taking insulin doses, not engaging in rigid dieting, moderate exercise, choosing
flexible and healthy food choices, and not acting on eating disorder thoughts and feelings.
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Medical Consequences of ARFID
ARFID is when someone is unable to meet their energy intake needs consistently due to a lack of interest in food,
avoidance of sensory aspect of food, or have a concern about what might happen if they eat. To be diagnosed
with ARFID, someone needs to experience at least one of the four criteria: weight loss (or restricted growth in
children), nutritional deficiency, dependence on feeding tubes or oral supplements, and significant interference
with psychological functioning. Those with ARFID do not have a desire for thinness or to change
their body. ARFID tends to occur more in younger people and have a male predominance. Severe malnutrition
can be a concern. Children with ARFID may need structure from higher levels of care to establish consistent
nutrition. There is a chance that ARFID can transform into anorexia nervosa if not addressed. Finally, severe IBS
can lead to ARFID due to worseningfood restrictions.
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Orthorexia
Orthorexia isan unhealthy obsession with eating healthy food. People with orthorexia have their own rigid
behaviors around food, spend a large time thinking about nutrition, and feel extremely guilty when deviating from
their food rules. Two sets of rules from two different people with orthorexia can widely vary. This disorder can
develop into anorexia nervosa when the focus on the quality of food shifts to a focus of the quantity of food and
body shape.

Health Benefits of Dietary Fat and Carbohydrates
Orthorexia may lead to malnutrition, such as vitamin and mineral deficiencies. Although someone may be
consuming adequate vitamins and minerals, their body may not be absorbing them because the person’s strict
rule of eliminating dietary fat has eliminated the ability to absorb vitamins such as A, D, E, and K. These four
vitamins are fat soluble; therefore, the consumption of fat is needed to absorb them. Another common restriction
is carbohydrates. Being on a low carbohydrate diet such as a ketogenic diet signals the body to break down its
own tissues to make glucose. A low carbohydrate diet can lead to fatigue, brain fog, and diminished athletic
performance. This diet has only been scientifically proven to be beneficial for those with severe epilepsy.

'Clean Eating', 'Cleanses', and Other Non-sense Fads
'Clean eating’ is pseudoscientific. The human body has adapted to utilize a variety of foods for energy. Certain
animals consume only certain foods; whereas, humans are capable of converting numerous nutrients into
fuel. Engaging in ‘cleanses’ and ‘detoxes’ are deemed to improve cognitive ability, detox the GI tract, and/or cause
weight loss; however, this thought process is also unscientific. Weight loss from a cleanse is due to dehydration.
Metabolism will slow down frominadequate calories and the weight rebound will be higher than before.
These fads are a marketing scam. The liver and kidneys are the body’s way of ‘cleaning’ the body, so these fads
are unnecessary.
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A Word about Allergies, Celiac Disease & Food Intolerances
True food allergies require someone to avoid a certain food; otherwise, they will experience health
consequences. For example, those with celiac disease are allergic to gluten, a protein in cereal grains that create
the elastic texture in bread dough. These people have atrophied villi and when they consume gluten, they
experience abdominal pain, diarrhea, and other health problems. Another group sensitive to gluten are those with
non-celiac gluten sensitivity, which is a food intolerance. By avoiding gluten, these people feel better physically.
However, some people avoid gluten because of the believed notion that gluten is unhealthy, which is
incorrect. The line can be blurred for people with eating disorders on deciphering between food intolerances and
the discomfort of a starved digestive system. Observing symptoms is key.

Treatment of Orthorexia
Early identification can minimize medical and psychological harm. Treatment with a therapist and dietitian is also
recommended. Someone with orthorexia, aswith all people with eating disorders, should seek health
professionals that specialize in eating disorders, because these professionalsdo not promote weight bias or
restrictive eating in their practices.
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Relative Energy Deficiency in Sport (RED-S)
Athletes are under tremendous pressure to perform well in their sport, and sometimes, they decide to alter their
food intake to optimize performance to get an ‘edge’ over the competition. However, this leads to
malnourishment, medical problems, and even mental illness. Athletes with eating disorders are at risk for all the
same medical issues as the general population. Depending on the sport and the physical environment, though, an
athlete with disordered eating can be more at risk for stress fractures and/or electrolyte disturbances. Instead
of altering food intake, performance needs to be achieved through proper hydration and sleep, adequate
recovery time and food intake, and attention to mental health. The ‘Female Athlete Triad’ focused on only postpubertal females and the interrelationship between low energy availability, menstrual dysfunction, and low bone
mineral density. RED-S replaced the Triad to incorporate more complications that exist with energy deficiency,
both physiologically and psychologically. RED-S also includes males.

Permission to Play / Compete
Due to the danger of playing with any type of disordered eating, the Triad Coalition created a risk assessment to
determine whether an athlete has full clearance, provisional clearance, or restriction from training and
competition. The International Olympic Committee (IOC) created a RED-S-oriented assessment model for all
genders to determine participation. The high-risk category designed by the IOC means ‘no start red light,’ which
targets athletes with an eating disorder, those with medical and psychological problems related to low energy
availability, and those engaging in extreme weight loss techniques. The ‘moderate risk: caution yellow
light’includes athletes with concerning symptoms, such as prolonged low body fat, substantial weight loss,
cessation of expected growth, abnormal menstrual cycles in females, abnormal hormonal profile in males,
reduced bone mineral density, one or more stress fractures associated with reduced sex hormone
production, disordered eating behaviors affecting teammates, and lack of progress in treatment.

Is it an Eating Disorder or Not?
An athlete’s response to dietary treatment recommendations reveal whether the issue is the development of an
eating disorder or disordered eating due to lack of proper sports nutrition education. Those that respond with
anxiety or fear show eating disorder signs and these feelings override their competitive behavior to comply with
the proper nutrition guidance. Those that lack education respond with compliance and understanding that proper
nutrition is needed for performance.
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Complex Causes of Eating Disorders in Males
Culture and media have not only targeted females to feel insecure, but males are also targeted, such as through
action figures and costumes that have zero body fat, huge muscles, and small waists. Trackers and wearable
technology have also increased symptoms of eating disorders. Males have the desire to be lean and muscular and
might lead to cutting out food groups, over-exercising, or purging.

Muscle Dysmorphia / 'Bigorexia'
Muscle dysmorphia or ‘bigorexia’ is when the drive for muscularity causes males to develop self-perceived
distortions. It causes them to view themselves as smaller and weaker than they actually are. This is not
uncommon in bodybuilders but is not limited to bodybuilders.

Males Arrive for Treatment just as Sick as Females
While males have a different body perception than females, those with eating disorders still experience the same
medical complications as females. Those with anorexia nervosa have shown abnormal liver function tests, low
testosterone levels, low vitamin D levels, and bone density loss.

The Failure of the Body Mass Index (BMI) Measurement
Health status cannot be derived from BMI or ideal body weight (IBW). BMI measures weight in kilograms per
meter of height squared. It does not take into account gender differences such as muscle mass. Medical
professionals still use it for health insurance requirementsand for acceptance into residential programs. IBW is
more appropriate than BMI to assess underweight status and the potential for concurrent medical
complications. There are treatment programs inthe country that are male-only, which create a less stigmatized
environment when not surrounded by all females. Families and health care providers should be cognizant of
eating disorder signs, such as stalled growth curves, high attention on ‘healthy’ foods, over-exercising,
withdrawing from food social events, body dissatisfaction talk, or using supplements that promote weight loss or
muscle gain. Family discussions that promote or discourage body appearance could encourage males to focus
on appearance over actual health. Instead, parents should model flexible, moderate eating habits, resist the urge
to comment on body appearance, and participate in joyful movement.

Copyright 2020 Tracy Brown, RD

www.tracybrownrd.com

CHAPTER 18

Gender and Sexual Minorities
Summaries of Medical Compliations of Disordered Eating
Based off the book 'Sick Enough' by Dr. Jennifer Gaudiani

Sexual Minorities and Eating Disorders
At least 5 to 7% of adolescents identify as Lesbian Gay Bisexual Transgender Queer/Questioning (LGBTQ).
Transgender adolescents should be informed by doctors about proper hormone treatment. There is a four-fold
increase in suicide attempts by gay men and lesbian women than straight people. Sexual minority youth are very
vulnerable to eating disorders not just because of the desire to change appearances but because stigma
increases minority stress. Eating disorders can numb the feelings that arise from mental health issues and the
stigmatisms.

Gender Minorities
Proper treatment and support are essential for transgenders that experience gender dysphoria, which is a
dissonance felt with the gender they were assigned at birth. Medical intervention by a multidisciplinary team is
recommended to suppress the body’s natural hormones for the birth gender. Hormones should not be started in
pre-pubertal children. Unfortunately, medical insurance may not cover these treatments, which adds to the stress
of the child.

Gender Minorities and Eating Disorders
Those with gender dysphoria should be consistently assessed for eating disorders because they are susceptible to
them. This may be because a transwoman for example may want to be thin to gain a similar physical constructas a
woman. Also, body dissatisfaction plays a huge role in the development of eating disorders when one cannot
receive hormone treatment.

Unique Medical Considerations
Inappropriately high levels of estrogen supplementation for transwomen may cause low blood phosphorus levels
and cause the phosphorus levels to remain lower than usual even in nutritional rehabilitation. Therefore, estradiol
levels should be checked as well as phosphorus levels in nutritional rehabilitation. Also, patients born as a
female may lose their menstrual cycle due to malnutrition from the eating disorder. Providers should be
considerate when dealing with such patients because having a period is just another reminder to the patient
that they do not align with their bodies. Using IUDs have been successful to help lower body dissatisfaction
because they suppress periods for up to five years. Finally, moving away from weight goals and instead
considering the person as a whole is recommended for recovery. Clinicians wonder if they shoulduse ideal body
weight based on the origin gender or the affirmed gender, but rather, weight suppression may be more valuable
in these cases.
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Sex
Among those with eating disorders, people with anorexia nervosa have the lowest libido levels, highest avoidance
of sexual relationships, and worst anxiety. One study showed that women with BED in larger bodies have higher
sexual dysfunction than women without BED in larger bodies. Some women during sex experience dissociation,
which is when a person feels absent, out-of-body, and unaware of what they are doing, with little or no memory
of what happened. Those who dissociate during sex and have the tendency to binge have a measurable
stress response shown by elevated cortisol levels. Those who are malnourished sometimes experience pain
during penetrative intercourse due to the tissues being malnourished. Malnourished tissues are more fragile, so
during intercourse, women can experience damage of vagina tissue. Low estrogen also causes dryness and
fragility. Estrogen cream or lubricant can help ease discomfort or pain, as well as open communication.

How do Eating Disorders Affect Fertility?
One study showed that those with bulimia nervosa had twice the odds of undergoing fertility treatment
compared to women without a psychiatric disorder. Another study showed that those with anorexia nervosa
were half as likely to become pregnant compared to those without aneating disorder over the course of 15 years.
A third study showed that 20% of women from a private infertility clinic met criteria for an eating disorder. This
explains that many women with eating disorders do not receive treatment and that psychological or nutritional
issues lead to decreased ovulation and impaired fertility. However, unexpected pregnancies are common in those
with eating disorders because they believe they cannot become pregnant due to their irregular periods.
Therefore, these women think they are protected from becoming pregnant, which is untrue

How Do Eating Disorders Influence Pregnancy Outcomes?
Highest rates of pregnancy termination in one study were in those with bulimia nervosa. Highest rates of
miscarriage were in those with BED. Those with BED have had higher birthweight babies compared to people
without eating disorders, making delivery more complex. Having anunusually small baby is common for those
with anorexia nervosa, but this result diminishes when the person gains adequate pregnancy weight. Those in
need of higher level of care for their eating disorder or are sick while pregnant usually have more issues,
like higher C-section rates or premature delivery.
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How Does Pregnancy Influence Eating Disorders
A Norwegian cohort study showed that women with an eating disorder gained more weight during pregnancy,
worried more about their body shape and size, and had higher rates of postpartum depression compared to
controls. One and a half years after delivery, 50% of those with anorexia nervosa and 39% of those with bulimia
nervosa remained in recovery. However, three years after delivery, 41% of those with anorexia and 71% of those
with bulimia nervosa had relapsed.
For the most part, pregnancy causes mothers with eating disorders to resist behaviors and decrease eating
disorder symptoms. However, mothers can be deceived that their eating disorder has resolved and can stop
therapy.
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Medical Outcomes
One study about medical stabilization for anorexia nervosa patients showed that older patients were equally
medically compromised as younger patients, had equally good outcomes, and had similar lengths of stay.
Recovery is completely possible for older people with eating disorders. While they can be successful, some older
people with eating disorders believe that recovery is not possible due to the duration of having the disorder and
struggles they have faced. Recovery may be more difficult because of this belief.

'Trying Recovery'
Older people with eating disorders are in a constant cycle of disappointment with themselvesand thinking about
not having the disorder can be overwhelming. Suggesting ‘trying recovery’ for 6 months or so might be impactful.
After the ‘trial,’ they can assess whether or not they feel better. This avenue allows them to make an informed
decision after having experienced time without the disorder and being nourished. This ‘time-limited’ tactic is far
less intimidating for older people.
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CHAPTER 21
Substance Abuse Disorder

Summaries of Medical Compliations of Disordered Eating
Based off the book 'Sick Enough' by Dr. Jennifer Gaudiani

Food is Not an Addiction
Food addictions and sugar addiction have been scientifically proven to not exist. Restriction of food does cause
bingeing, not the palatability of the food itself. Moderate consumption decreases the chance for the binge cycle
to occur.

Why do Eating Disorders & Substance Abuse Co-Occur?
At a high frequency, eating disorders and substance use disorders co-occur. It is agreed upon that inherited risk
for addiction or temperamental traits, such as impulsivity and mood dysregulation, explain this co-occurrence.
Alcohol and drugs serve three purposes for those with eating disorders: it satisfies the novelty seeker’s quest to
‘have a good time’; it can be used as self-medication for certain feelings; and it has the side effect of weight loss.

Outcomes & Treatment
There is less success for those with both an eating disorder and substance abuse compared to those with only an
eating disorder. Having both increases medical complications, worsens psychopathology, increases recovery time,
and contributes to higher relapse rates. Terminating treatment early is very common in those who have both.
These individuals should seek treatment from health professionals and facilities that offer expertise in both
diagnoses, because if one condition is focused on, the other will spiral out of control.
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CHAPTER 22

Caring for the Patient Who Declines Treatment
Summaries of Medical Compliations of Disordered Eating
Based off the book 'Sick Enough' by Dr. Jennifer Gaudiani

Motivating Voluntary Engagement
Expert clinicians with a specialty in eating disorders are dedicated to a multidisciplinary team approach that is
extremely communicative. Each member of the team motivates the potential patient who is currently refusing
treatment. Working toward voluntaryacceptance of treatment is appropriate at any level of care, despite the
values and goals of the parents.

Younger Patients Who Decline Care
Those who are younger than 30 and decline treatment have the capability to shift their thinking from ‘all I want is
to not gain weight’ to ‘there are more important things in my life than staying sick and malnourished.’ Many with
eating disorders experience improvement in their thinking after weight restoration. However, children under the
age of 18 can be placed intotreatment at the parents’ discretion; whereas, those 18 years and older can deny
treatment. Deciding between going to college or going to treatment can be a tough decision for a young adult
with an eating disorder but progression of the disorder in school can disrupt academics.

Leverage : Parental Resources
Parents may use ultimatums, such as not paying for college, to persuade their children to enter treatment.
Holding out on rewards is less effective to result in recovery than actual treatment is. However, those people
with previous eating disorders who are now in their 30s and 40s admitted that they wished their parents were
more insistent on treatment. By giving into the child’s decline for treatment, the parents sent the message that
the child was not sick enough.

Guardianship
After exhausting all influences, parents might seek preemptive guardianship over their 17 year old if the child
continues to decline treatment. Guardianship is the legal process in which a person is proven incapable to care for
themselves and lack medical decision-makingcapacity. However, some states make guardianship hard to achieve
because of their strict belief in autonomy.
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CHAPTER 22

Caring for the Patient Who Declines Treatment
Summaries of Medical Compliations of Disordered Eating
Based off the book 'Sick Enough' by Dr. Jennifer Gaudiani

Civil Commitment
Offered in some states, civil commitment is the alternative to guardianship and is when a judge orders a patient
into treatmentbased on their mental health. Civil commitment is only active in the state where it was issued and
not all eating disorder facilities accept these people. Also, some may not have insuranceor incometo cover the
treatment. In a way, civil commitment assumes resource neutrality, which can make the situation complicated
despite the need for treatment.

Older Patients Who Decline Care
Older people with eating disorders who have experienced repeated exposures to treatment in the past are likely
to relapse from an enforced treatment. These people suffer greatly in mandated treatment; therefore, support
and encouragement in the process is vital. Older patients with severe and enduring anorexia nervosa (SE-AN) are
those who have had the disorder for 7 or more consecutive years from the ages of 20 to 62.

Harm Reduction
For those who are older than 30, recently completed care but relapsed, and decline to return to higher level care
may be offered a harm reduction strategy. This is when treatment goals are set below those for full recovery.
These goals are less overwhelming to the patient. If sustainable for the patient, the patient may learn to trust the
recovery process, and even accept more complete recovery over time.

Palliative Care & Hospice : Defining Terms
Palliative care eases physical and emotional symptoms by focusing on quality of life and symptom management.
By focusing on the whole being, better outcomes occur compared to focusing on only medical issues. Hospice
care, on the other hand, is end of life care that provides comfort and dignity. This care also avoids treatments that
prolong the dying process butdoes not hasten the process.
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CHAPTER 22

Caring for the Patient Who Declines Treatment
Summaries of Medical Compliations of Disordered Eating
Based off the book 'Sick Enough' by Dr. Jennifer Gaudiani

Palliative Care in Severe Persistent Mental Illness (SPMI)
SMPI describes psychiatric illnesses that have multiple comorbidities, chronic courses, frequent relapses, and
higher than average death rates. Using a palliative approach, symptoms can be eased, quality of life improved,
and suicide rates reduced. The team using palliative care for severe anorexia nervosa, a SPMI, acknowledges that
it may be incurable, give ongoing supportive therapy and medical care, and agree not to mandate a higher level of
care against the person’s will.

Hospice
When someone cannot care for themselves, a shift to hospice may be recommended. Medical equipment can be
provided to the person’s home as wellas symptom management by professionals. It is difficult to predict when
someone will die from an eating disorder at the hospice care stage. Chronically ill older patients have the option
to decline treatment while still having other options to pursue at this stage of life
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