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INTRODUCTION
Welcome to Understanding Eating Disorders
This publication was first produced as a printed booklet in 1992 and has since had several revisions.
In 2020 we made the decision to develop the publication as an online resource in order to create
greater access for those seeking information and understanding about eating disorders.
An online resource also allows us to continually update
and improve the content as new information, service
provision and knowledge becomes available to us.
Eating Disorders Qld (EDQ) values the importance of
shared knowledge and information.
We embrace the voice of lived experience from
individuals and key support people across all our
governance and service provision, and this resource is
no exception. We know that greater opportunity for
recovery comes from a collaborative and collective
dialogue and understanding of eating disorders.
For the purpose of this resource the terms ‘mental
health’, ‘mental illness’, ‘eating disorder’, ‘eating issues’,
‘eating problems’ and ‘psychiatric conditions’ will be
used interchangeably as an acknowledgement of the
variety of ways people describe their problematic
eating and body relationship experiences.
This resource has been developed for people
experiencing, supporting, or treating someone with,

an eating disorder. What you seek out first may be the
section you feel offers you what you urgently need,
however we do encourage you to take the time to
come back and read the other sections which will arm
you with as much information as possible. You may
need to come back to Understanding Eating Disorders
and other resources available on the EDQ website
many times.
We also encourage you to share this resource with
others, be it your family, friends or those in health
professional roles. Doing so creates consistency of
knowledge and allows a more cohesive understanding
of the nature of eating disorders and the support and
treatment pathways available.

As with any of our resources and service
provision, we welcome your feedback
and suggestions for improvement.

If you require additional information or support, you can contact EDQ
on (07) 3844 6055 or by emailing admin@edq.org.au

Introduction
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Section 1

WHAT ARE
EATING
DISORDERS?

6

Understanding Eating Disorders

Eating disorders are complex and serious neuropsychiatric disorders. They will affect approximately
9% of the Australian population in their lifetime, with an increase to 15% for females. They have
amongst the highest fatality rates of any psychological disorder, and only 25% of Australians with
an eating disorder are known to the health system. Eating disorders are not self-limiting illnesses –
treatment is essential to reducing the severity, duration, and impact of illness. This treatment should
be person centered, targeted, and provided early. Evidence shows that with the appropriate support,
full recovery from eating disorders is possible (National Eating Disorder Collaboration, 2012).

Eating disorders are serious and complex issues,
with strong medical and psychological components.
These can often relate to negative body image,
weight and shape concerns, challenging eating and
compensatory behaviours. Eating disorders do not
discriminate and affect people of all genders, age, race,
ethnicity, body shape and weight, sexual orientation
and socio-economic status.

In Australia, approximately 1 million
people live with an eating disorder.
A person with an eating disorder will often assess
themselves negatively in terms of their weight and
shape, and what they have eaten or not eaten. Eating
disorders encompass harmful eating practices and
related compensatory behaviours. They are often the
outward sign of deeper psychological issues and can
be a coping mechanism for other things going on in a
person’s life. Eating disorders are not just about weight,
appearance or calories.
Often very private and hidden, eating disorders can
exist for a long time before they are recognised and
can coexist with a wide range of other mental health
concerns, including depression, anxiety, trauma/PTSD,
body dysmorphia, mood disorders and obsessivecompulsive disorders, and personality vulnerabilities.
Eating disorders can be misunderstood and stigmatised,
and as such, can be accompanied by a sense of shame.
For someone experiencing an eating disorder, being

Section 1 - What are Eating Disorders

open and honest about what is going on for them can be
extremely difficult and they will often deny the existence
or seriousness of what they are going through.
Eating disorders have the highest mortality rate of any
mental illness. However, it is important to note that
recovery from an eating disorder is possible. The earlier
treatment and support are sought and provided, the
greater the opportunity for recovery.
If you are concerned for yourself or a person in your life
and have noticed that they don’t seem quite themselves,
it is important to compassionately address the issue
and seek medical and psychological advice on how to
proceed as soon as possible. In particular, things such
as moodiness, anxiety, stress, sense of disconnection,
depression, significant weight fluctuation and unhealthy
changes in their eating patterns and behaviour are a sign
to seek help.
If you are unsure how to approach someone about
your concerns you can find information on starting the
conversation at www.eatingdisorderscarerhelpkit.com.au
or make contact with EDQ for further information.
Understanding the nature of eating disorders is vital to
recovery. The more eating disorder information a person,
their family, friends and health practitioners have, the
better their understanding of recovery pathways and how
to best to support yourself or someone else to a place of
wellbeing. We encourage you to gain as much knowledge
and information as you can.
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Why do People Develop Eating Disorders?
Many people, at different points in their life, will have
complex relationships with food. So why is it that
some people will begin to exhibit signs of an eating
disorder while others don’t?
There is a complex interplay of factors that can lead
to the development of an eating disorder, but no ONE
specific cause.

Genetic Factors:
Research into genetics and eating disorders has gained
momentum over the last decade. Following a long-term
study of 17,000 people living with anorexia nervosa
worldwide, we now know that there are genetic links
to both the psychiatric mental and health aspects
of the disease, as well as very strong links with
metabolism. Although these links may not be
predictive of an eating disorder, they are a factor in
the onset of an eating disorder.
Family, twin and adoption studies have provided
evidence that people born with specific genotypes have
an increased risk of an eating disorder and those who
have a family member with an eating disorder can be
two times more likely to develop one.
However, not all people with genetic vulnerability
will go on to develop an eating disorder, as there
are other risk factors that come into play. According
to researchers from the QIMR Berghofer genetic
epidemiology laboratory in Brisbane, genetic findings
could potentially lead to screenings for those in highrisk categories, and in the long-term, pharmaceutical
companies may be able to develop medications to
target eating disorders. For further information on
the ongoing genetic research in this area, click here
www.edgi.org.au

Psychological Factors and Personality Traits:
Psychological factors and personality traits can
also be significant in the development of an eating
disorder. These factors and traits can include (but
are not limited to):
•
•
•
•
•
•
•
•
•

Low self esteem
Stress
Depression
Anxiety
Perfectionism
Sensitivity to reward and punishment
Emotional instability
Obsessive thinking
Rigidity

External and Environmental Factors:
External and environmental factors can also play a
part in the onset of an eating disorder. Some of these
may include:
•
•
•
•
•
•
•
•
•
•
•
•
•

Peer pressure
Bullying or teasing
Internalising the Western beauty ideal of thinness/
muscularity or leanness
Internalising other people’s expectations of success
Major life changes
Troubled / difficult relationships and family
dynamics
Involvement in sport or activities that focus on
body/weight/shape
Physical illness
Diet culture
An overload of information surrounding fad food
diets/healthy living/food as lifestyle choices
Weight stigma and fat phobia
Family modelling around food/eating, weight,
and body image
Trauma

See also EDQ CEO Belinda Chelius’ interviews with
lead genetic researchers Dr. Nick Martin and Prof
Cynthia Bulik.
Dr Nick Martin - www.youtube.com/
watch?v=31RzUpjmwaI
Prof Cynthia Bulik - www.youtube.com/
watch?v=rzdD3T4Z8mA
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Signs and Symptoms to be Mindful of
Dieting

•
•
•
•
•
•

Not eating as much or as often as usual
Crash dieting, fad dieting, severe food restriction
Cutting out complete food groups
Suddenly becoming a vegetarian/vegan
Not eating meals with the family or isolating at meal time
Intentionally avoiding eating adequate portions or meals

Intense
Preoccupation
with Food
and Eating

Unusual
Eating
Habits

•
•
•
•
•
•
•
•
•

•
•
•
•
•
•
•
•
•
•

•
•
•

Food-related dreams
Hoarding of food
Cooking great amounts
for others

Playing with food or cutting into small pieces
Using abnormal utensils (for example, a teaspoon to eat cereal)
Taking a long time to eat
Making unusual concoctions by mixing food together
Increased condiment and spice use
Increased coffee, tea, and fluid consumption
Increased gum chewing
Eating a large amount of food in a short period of time
Hiding evidence of food – wrappers and packets
Eating to relieve stress and hiding or concealing evidence of food consumption, such as
hiding wrappers and packets
Sudden refusal to eat foods eaten previously
Severe sensitivity to particular sensory aspects of food
Always eating the same meals and complete avoidance of trying new or different foods
Very limited variety in diet

•
•
•
•

Personality,
Behavioural
and Intellectual
Changes

Other
Symptoms

Collecting recipes, cookbooks and menus
Obsession about calorie or fat counting, and dieting
Excessive thinking and conversation about food
Anger when food is thrown out or others do not eat
Spending large amounts of money on food
Obsessing over nutrition labels
Being critical of others food habits
Eliminating entire categories of food without reason
Craving or eating non-food substances

•
•
•
•
•
•
•
•
•
•
•

•
•
•
•
•
•
•

Irritability and mood swings
Depression, self-loathing, anxiety and social withdrawal
Compulsive behaviour (wanting to eat from a particular plate or in a certain order at a
certain time)
Obsessional, rigid and inflexible thinking: black- and-white thinking, there is no grey
Difficulty coping with changes in routine and decreased ability to cope with frustration
Having food rules eg. won’t eat before a certain time of the day
Feeling shame or guilt about not being able to meet their own dietary restrictions

Difficulty in thinking clearly and making decisions
Decreased concentration, alertness, judgement, memory, creative capacity and comprehension
Restlessness, hyperactivity, inability to settle and apathy
Hypersensitivity to noise and light
Muscle weakness, decreased coordination and increased proneness to accidents
Decreased cold tolerance or low body temperature
Decreased sexual interest
Difficulty sleeping, lethargy, continual tiredness
Fear of choking or vomiting
No growth or delayed growth
No appetite for no known reason

Section 1 - What are Eating Disorders
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Anorexia Nervosa
Anorexia Nervosa is characterized by significant
weight loss due to the restriction of food and/ or
purging; coupled with an intense fear of weight gain.

occurring trust your instincts and seek medical/
psychological advice.

Anorexia Nervosa is a serious condition, with serious
medical risks associated and one of the highest
mortality rates of any mental illness. Approximately
one in five of these deaths is by suicide (Arcelus,
Mitchell, Wales, & Nielsen, 2011). It is essential that a
skilled and appropriate treatment team is contacted
as soon as symptoms are noticed – do not wait to see
how things progress. A full recovery from Anorexia
Nervosa is possible.
Medical risks include:

•
•
•
•
•
•
•
•
•

•
•
•
•
•
•
•
•
•

Anemia
Kidney failure
Heart problems
Loss or disturbance of menstruation
Increased risk of infertility
Intestinal problems
Compromised immune system
Osteoporosis (fragile bones)
Death

What signs should you look out for if you feel you or
someone you know might have Anorexia Nervosa?
Changes in behaviour, such as:
•
•
•
•
•
•
•
•
•
•

Dieting
Misuse of laxatives, appetite suppressants, enemas
and diuretics
Binge eating
Eating alone or in private rather than joining others
for meals. Isolating from friends and family
Obsessive thoughts or behaviours relating to body
shape and weight
Extreme changes in food preferences
Becoming obsessive about food preparation,
rituals and eating
Self-harm, substance abuse, suicide attempts
Compulsive and/or excessive exercising
Preoccupation with food – recipes, nutrition,
preparing food for others

Some of these behaviour changes may be subtle at
first and can often be put down to stress or even
‘typical’ adolescent behaviour, or even menopause.
If one or more of these behaviour changes are

Physical changes which may occur are:

•

Fast weight loss or frequent weight changes
Loss of menstruation and decreased libido
Fainting or dizziness
Feeling cold, even in warm weather
Bloating or constipation
Intolerance to food
Feeling tired and not sleeping well
Low energy/lethargy
Facial changes such as sunken eyes, pale face,
brittle hair
Fine hair appearing on the body

Psychological signs to take notice of may include:
•
•
•
•
•
•
•
•
•

Anxiousness or anxiety around meal times
Distorted body image and increased dissatisfaction
with body
Low self esteem/perfectionism
Unusually sensitive to comments about food/
weight/body shape and exercise
Black and white thinking
Intense fear of gaining weight
Depression/anxiety
Decreased capacity for thinking
Increase difficulty focusing and concentrating

T here are two subtypes
of Anorexia Nervosa.
Restricting subtype: People in the restricting subtype
place severe restrictions on the amount and type of
food they will eat.
This may manifest as restricting a certain food group,
counting calories, missing meals, rigid thinking and
obsessive rules around food and eating.
Binge eating/purging subtype: People in the binge
eating/purging sub-type place severe restrictions on
food, and also engage in a bingeing and purging pattern
of behaviour.

Assessment by a medical practitioner and regular medical monitoring is recommended as
part of treatment.

Section 2 - Recognised Eating Disorders/Issues
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Atypical Anorexia
Someone with Atypical Anorexia Nervosa may have
many of the criteria of Anorexia Nervosa (see previous
page), however; they may not show signs of low
bodyweight. This is what makes it atypical and as
such, Atypical Anorexia can often slip under the radar.
Atypical Anorexia does not have a diagnostic category
of its own and usually falls under Other Specified
Feeding or Eating Disorders (OSFED).
Despite the name, Atypical Anorexia is no less prevalent
or less critical than its ‘typical’ counterpart. Individuals
with Atypical Anorexia can experience severe physical
and psychological complications (Sawyer, Whitelaw, Le
Grange, Yeo, & Hughes, 2016; Whitelaw, Lee, Gilbertson,
& Sawyer, 2018). A diagnosis, or suspected diagnosis,
of Atypical Anorexia should be taken just as seriously
as any other eating disorder. While Australian data are
limited, it appears that Atypical Anorexia presentations
are now more frequent than Anorexia Nervosa
presentations (Hay et al, 2017).
Assessment by a medical practitioner and regular
monitoring is recommended as part of treatment.
Connection to a treating team should be made as
soon as possible, as with Anorexia Nervosa.

Avoidant or Restrictive
Food Intake Disorder

ARF ID

ARFID is persistent and severe. It can involve the
restriction of both familiar and new foods. ARFID has
significant physical and mental health consequences.
Assessment by a medical practitioner should be
sought at the first sign of an issue. A person with ARFID
tends to avoid and restrict food based on sensory
characteristics such as smell, appearance, or texture.
ARFID differs from picky or fussy eating, which is
common in childhood and generally resolves over time.
The food avoidance and restriction that define ARFID
can lead to medical or mental health consequences
that further exacerbate food avoidance and restriction
and serve to maintain the illness. ARFID is Similar to
Anorexia Nervosa in that food intake is restricted.
However, the reason for restriction is different. Unlike
Anorexia, ARFID is not associated with concerns about
weight/shape/body size.
Although ARFID may bring about weight loss or change
in body size/shape, this is the result of poor nutritional
intake, not an intention to control weight.
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A person with ARFID may:
•
•
•
•
•

Restrict the amount or type of a particular food
Avoid particular food based on its appearance
(colour/size/shape), texture, smell or temperature
Avoid specific food groups based on something that
happened in the past (i.e. avoid all vegetables based
on a choking experience)
Restrict food as they feel full prematurely
Restrict food based on a traumatic food experience
such as choking

ARFID is associated with:
•
•
•
•
•

A phobia of particular foods
A fear of choking
Avoiding/restricting foods based on sensory
sensitivity
Forgetting to eat, lack of appetite
Lack of interest in foods and pleasure in eating

ARFID is diagnosed when the eating disturbance is
not attributable to a concurrent medical condition
or not better explained by another mental disorder/
eating disorder.
When the eating disturbance occurs in the context of
another condition or disorder, the severity of the eating
disturbance exceeds that routinely associated with the
condition or disorder and warrants additional clinical
attention (DSM-5).
As a consequence of what can often be an extremely
limited variety and volume of food eaten, individuals
with ARFID often do not meet their nutritional and
energy needs. This can lead to significant nutritional
deficiencies and related health issues, as well as
significant weight loss or delayed growth/development.
ARFID can lead to:
•
•
•
•
•
•

Significant weight loss
Significant nutritional deficiency
Dependence on oral nutritional supplements
or tube feeding (supply nutrients to the
gastrointestinal tract)
Impacted psychosocial functioning
Isolation
Avoidance of being around food and social activities
which involve food

Some individuals may go on to develop another
eating disorder such as Anorexia Nervosa or
Bulimia Nervosa. Medical monitoring and assessment
of ARFID is recommended. Many people can overcome
ARFID and enjoy a varied diet.

Understanding Eating Disorders

Body Dysmorphic Disorder (BDD)
Body Dysmorphic Disorder is the experience of being
overly concerned with defects, either real or imagined,
in personal appearance.
A person experiencing BDD may be extremely critical of
their mirror image, physique or self-image, even though
there may be no noticeable disfigurement or defect.
People experiencing BDD most commonly feel critical
of one of the following:
•

Face, hair, skin or nose

Many people are dissatisfied with and sometimes
critical of their appearance. However, there is a
difference between being a little unhappy with your
appearance and having Body Dysmorphic Disorder.
•
•
•

People with BDD spend a large amount of time and
energy thinking about the body parts they don’t
like (more than one hour per day)
A preoccupation with any perceived flaws
interferes with normal daily functioning and
social interactions
Engage in repeating patterns of behaviour, for
example, looking in the mirror over and over
again, or repeatedly changing clothes, constant
skin picking

Common signs and symptoms of Body Dysmorphic
Disorder include:
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Spending a lot of time looking into a mirror and
fixating on a perceived flaw
Completely avoiding mirrors or reflective surfaces
to avoid feelings of self-loathing
Frequent thoughts about appearance (at least
1 hour per day)
Repeated plastic surgery or other cosmetic
treatments
Frequent appointments with medical or cosmetic
professionals to talk about fixing a flawed
body area
Covering up a disliked body area
Avoiding social situations
Leaving the house less often - isolation
Going out only at night so others don’t see the
perceived flaw
Compulsive skin picking
Keeping obsessive behaviour a secret
Feelings of shame
Emotional distress, feelings of disgust,
depression, anxiety
Suicidal thoughts

Section 2 - Recognised Eating Disorders/Issues

Muscle dysmorphia is a subtype of BDD that has been
increasing in prevalence in recent years, particularly
amongst young men who may be active on social
media. Two key signs of muscle dysmorphia include
experiencing negative emotions when required to break
an exercise or diet routine unexpectedly; and the desire
to continue training through injuries due to fear of loss
of muscle (Griffiths, 2018).
This disorder can result in serious distress and
severe isolation. Many individuals with BDD do not
seek support despite significant symptoms and
distress. Approximately 80% of individuals with BDD
experience lifetime suicidal ideation.
Body Dysmorphic Disorder is often confused with
Obsessive Compulsive Disorder. Both disorders have
similar presentations, and often co-occur.
BDD can also have similar characteristics to some
eating disorders. However, while dieting can be
a feature of BDD, eating/weight is not generally
disturbed. Body Dysmorphic Disorder will only be
diagnosed where preoccupation with the body’s
perceived flaws is not better explained by body
image concerns related to an eating disorder (where
symptoms meet diagnostic criteria). BDD can also
co-occur with eating disorders (Phillips, 2007).
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Bulimia Nervosa
Bulimia Nervosa is a serious psychiatric illness, with
40% of presentations characterised by the recurrent
consumption of abnormally large amounts of food
in a short period of time (binge-eating episodes),
immediately followed by self-induced compensatory
behaviour (Eating Disorders Victoria, 2012).
Recurrent episodes of binge eating can be identified
by an individual:
•
•
•

Eating an amount of food that is larger than most
people would eat in a discrete time period
Experiencing a sense of lack of control during
the episode
Feelings of guilt/shame after the binge episode

Binges will then be followed by inappropriate
compensatory behaviour in order to prevent weight
gain. This may or may not include:
•
•
•

Excessive exercise
Use of laxatives, diuretics, diet pill abuse
Self-induced purging or fasting

This binge/purge cycle and the associated feelings of
shame and self-hatred can become more compulsive
and uncontrollable over time.
Binge/purge behaviours are often concealed and can
go unnoticed by others. Many people with Bulimia
experience weight fluctuations but do not lose weight,
often weighing within the normal weight range, or just
slightly under or over. As a result, Bulimia can often go
undetected for long periods of time.

Bulimia Nervosa is a serious and
potentially life-threatening mental
illness. It is important to be aware of
the medical risks associated with this
illness and seek assessment by a medical
practitioner as soon as possible.
Medical risks include:
•
•
•
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Inflammation and rupture of the oesophagus
and stomach from repeated frequent purging
Intestinal and stomach ulcers
Chronic sore throat, indigestion, heartburn
and reflux

•
•
•

Chronic irregular bowel movements – constipation
and/or diarrhea due to a deliberate misuse
of laxatives
Loss or disturbance of menstruation
Electrolyte imbalances and dehydration

What signs should you look out for if you feel you or
someone you know might have Bulimia Nervosa?
Changes in behaviour, such as:
•
•
•
•
•
•
•
•
•
•

Evidence of binge eating
Evidence of purging, laxative use, enema, appetite
suppressants or diuretics
Compulsive eating or excessive exercise
Dieting behaviour
Secretive around food
Frequent bathroom visits during or just
after meals
Erratic behaviour
Self-harm, substance use
Repetitive or obsessive behaviours relating to body
shape and weight
Suicide attempt

Physical changes which may occur are:
•
•
•
•
•
•
•

Fainting or dizziness
Bloating or constipation, stomach cramping
Food intolerances
Damage due to purging including swelling around
cheeks/jaw, sore throat
Calluses on knuckles
Damage to teeth / bad breath
Muscle fatigue

Psychological signs to take notice of may include:
•
•
•
•
•
•
•

Low self-esteem
Feelings of shame, self loathing or guilt
Distorted body image
Preoccupation with eating, food, body shape
and weight
Obsession with food and need for control
Extreme body dissatisfaction
Depression, anxiety, irritability

Being aware of the signs to look for and the medical
risks associated with Bulimia will assist you in seeking
early medical intervention. By doing this, you can make
a difference to the severity of the illness.

An assessment by a medical practitioner and
regular medical monitoring is recommended
as part of treatment.

Understanding Eating Disorders

Binge Eating Disorder
Binge Eating Disorder involves frequent episodes
of excessive eating without compensatory or
purging behaviours.
Bingeing produces changes in the reward pathways
of the brain which can become addictive. Craving and
intense urges to overeat emerge. These urges and
cravings can then become difficult to shut down or
control. Binge eating is often accompanied by a sense
of loss of control and, in many cases, weight gain.
Medical risks may include:
•
•
•
•

High blood pressure
High cholesterol
Osteoarthritis
Chronic kidney problems or kidney failure

What signs should you look out for if you feel
you or someone you know might have Binge
Eating Disorder?

Physical changes which may occur are:
•
•
•

Psychological signs to take notice of may include:
•
•
•
•
•
•

•
•
•
•
•
•
•

Erratic behaviour (spending large amounts of
money/shoplifting, etc.)
Increased isolation and withdrawal
Disappearance of large amounts of food (may
be replaced later)
Evidence of hoarding food
Eating alone or in secret
Secretive behaviour – hiding food wrappers
Avoiding questions about eating and weight
Self-harm, substance use, suicide attempt

A person with Binge Eating Disorder might eat very
quickly or even when they are not hungry. They will
often eat even when they are full – to the point of
feeling uncomfortable. This can occur at times of
stress, anger, boredom, or distress as a way of coping
with emotions.

Section 2 - Recognised Eating Disorders/Issues

Low self esteem
Sensitive to comments about food, weight, body
shape, exercise
Depression, anxiety and irritability
Extreme body dissatisfaction and shame
about appearance
Extreme distress, sadness, guilt during and
after bingeing
Preoccupation with eating, food, body shape
and weight

Those engaging in binge eating can have
between 1 to 14 plus binge episodes per
week. The severity of the illness will depend
on the frequency of the episodes.

Other Specified Feeding and
Eating Disorders (OSF ED)

Changes in behaviour, such as:
•

Feeling tired, not sleeping well
Bloated, constipated
Intolerances to food

A person with OSFED may present with many of the
symptoms of other eating disorders such as Anorexia
Nervosa, Bulimia Nervosa or Binge Eating Disorder
but will not meet the full criteria for diagnosis of
these disorders.
People with OSFED commonly present with:
•
•
•
•

Extremely disturbed eating habits
And/or a distorted body image
And/or overvaluation of shape and weight
And/or an intense fear of gaining weight
(if underweight)
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Medical risks include:
•
•
•
•
•
•

Kidney failure
Chronic constipation or diarrhea
Osteoporosis
Irregular of slow heart beat
Loss or disturbance of menstruation
Increase risk of infertility

What signs should you look out for if you feel you
or someone you know might have OSFED?
Changes in behaviour, such as:
•
•
•
•
•
•
•
•
•
•
•
•

Dieting behaviour
Evidence of bingeing
Frequent trips to the bathroom during or
after meals
Compulsive exercise
Eating at unusual times or after going to sleep
Changes in food preferences
Secretive around food
Interested in food preparation
Focusing and obsessing on body shape and weight
Increased isolation
Obsessive rituals around food and eating
Anti-social behaviour around meal times

Other presentations of eating disorders can include:

Orthorexia*
Although not formally recognised as a diagnosed
eating disorder, awareness of orthorexia – an
obsession/fixation with ‘proper’ or ‘healthful’ eating
is rising.
Signs of orthorexia:
•
•
•
•
•

Like anorexia, orthorexia involves food restriction which
can cause serious physical and psychological issues.
Medical treatment should be sought at the first sign
of an issue.

PICA

Physical changes which may occur are:
•
•
•
•
•
•

Weight loss, gain or fluctuations
Loss of or disturbance of menstruation
Decreased libido
Compromised immune system
Fainting and dizziness from dehydration
Signs of damage due to vomiting

Psychological signs to take notice of may include:
•
•
•
•
•

Distorted body image
Low self esteem, feelings of shame, self
loathing, guilt
Depression, anxiety and irritability
Preoccupation with body shape and weight
Black and white thinking

*Orthorexia is not a formal diagnosis at this point but it is being
researched and can lead to/co-occur with other EDs.
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Compulsive checking of food labels, nutrients
and ingredients
Cutting out an increasing number of food groups
(all sugar, all meat, all carbs, all dairy, all
animal products)
Inability to eat food they feel are not ‘pure’
or ‘healthy’
Unusual interest in the health of what other
people are eating
Obsessively following food lifestyle shows, blogs,
social media posts

Individuals experiencing PICA will engage in regular
eating of one or more non-nutritive, non-food
substance. For a diagnosis of PICA, this behaviour
will not be linked to other health conditions including
medication side-effects.
PICA is serious enough to warrant clinical
intervention when:
•

It occurs on a persistent basis over a period of at
least one month
• Is inappropriate to developmental level of individual
• Not part of culturally supported or socially
normative practice
• Occurs in the context of another mental illness
• Substances ingested can vary with age and
availability but may include paper, soap, cloth, hair,
chalk, ash, gum, paint
There is typically no aversion to food.
Understanding Eating Disorders

Rumination Disorder
Rumination disorder involves the regurgitation of
food, which might be re-chewed, re-swallowed or spat
out. This typically occurs within 30 minutes of eating,
every day and at every meal.
This ‘chew and spit’ behaviour can often be displayed
in other eating disorder types, however rumination
disorder is understood to be a subconscious behaviour
with no clear cause. It sometimes occurs in infants and
people with developmental disabilities; however, it can
also occur in children, adolescents and adults.

Rumination disorder can cause:
•
•
•
•
•
•

Unhealthy weight loss
Malnutrition
Dental erosion
Bad breath
Embarrassment
Social isolation

Medical treatment should be sought if there
is persistent regurgitation of food.

Eating disorders are often portrayed as an issue which only affects females; however,
research suggests that up to a quarter of individuals diagnosed with eating disorders
are male.
For further information on recognised eating disorders click here
www.eatingdisordersqueensland.org.au/eating-disorders-brisbane/about-eating-disorders
www.insideoutinstitute.org.au

Section 2 - Recognised Eating Disorders/Issues
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Who Gets Eating Disorders?
Eating disorders are often portrayed as an issue which only affects young females, however; evidence shows this
is not the case. Those who experience discrimination, societal pressure, or exposure to traumatic life situations,
are at high risk of developing an eating disorder. In addition, clinicians should be aware that those who are in one
or more minority groups may be less likely to seek support or may display different eating disorder presentations
than expected.

Gender and Sexuality
40% of people experiencing Binge Eating Disorder are
men (The Butterfly Foundation, 2021). Over 1/3 of
Australians that experience an eating disorder are men
(The Butterfly Foundation, 2021).
There is an increasing body of research examining
links between gender and sexuality minorities and
the development of eating disorders. Several studies
have found that rates of eating disorders in the
transgender population are higher than in both
cisgender heterosexual females, and in other sexual
minority groups (Diemer et al., 2015).
Studies have found that gender dysphoria and eating
disorders often co-occur at the onset of puberty,
with some individuals reporting that their behaviours
were at least partially aimed at either suppressing or
accentuating their gender (Strauss et al., 2017).
Non-heterosexual men have a higher prevalence
of eating disorder than heterosexual men
(Kuna & Sobów, 2017).
Non-binary individuals were significantly more likely
to report and/or be diagnosed with an eating disorder
than binary individuals (Diemer et al., 2018).

Aboriginal and Torres Strait Islander Peoples
Australian surveys have found that body image is
consistently rated as a top 3 concern amongst young
Aboriginal and Torres Strait Islander women (Mission
Australia, 2020). Aboriginal and Torres Strait Islander
adolescents are more likely to engage in activities to
lose weight, increase weight and increase muscles than
their non-Aboriginal and Torres Strait Islander peers
(The Butterfly Foundation, 2021).
Recent research has found that eating disorders are
very common amongst First Australians, and potentially
at a higher prevalence than amongst non-First
Australians (Burt et al., 2020).
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Multicultural Communities
Most of the research relating to eating disorders to date has been focused on Caucasian populations, but recent
research has broadened the scope to include racial/ethnic minorities, finding that these groups experience eating
disorders at equivalent or higher rates than Caucasian groups. However, it appears that those in minority groups
tend to be diagnosed later and referred less than majority clients (Bardone-Cone et al., 2017; Cheng et al., 2019;
Sim, 2019). There is evidence that migrants in particular can be at higher risk of developing an eating disorder
(Bhugra & Jones, 2001).

Weight Stigma/Fatphobia
The negative impacts of weight stigma/fatphobia on both physical and mental health have been well documented
(Veilette, Serrane, & Brochu, 2018), with experience of weight stigma having strong correlations to restriction,
purging, and binge eating (Vartanian and Porter, 2016). There is also evidence that disordered eating behaviours
including severe dietary restriction, are often misdiagnosed, unrecognized, or otherwise overlooked when the
patient is of higher body weight (Puhl, Latner, King, & Leudicke, 2013; Lebow et al., 2015).

Age
Eating disorders can occur across the age spectrum, with ED rates occurring in older women at a similar rate to
adolescents, young adults, and children (Podfigurna-Stopa et al., 2015). There are also increasing rates of older men
being diagnosed with eating disorders, in particular BED (Sweeting et al., 2015).

Section 2 - Recognised Eating Disorders/Issues
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Butterfly Foundation’s The National Agenda for Eating Disorders (2017-2022) states that people need to be
equipped for the long journey of recovery. This requires treatment and support that is based on an integrated
understanding of their lives (Stewart, 2001). Person-centred care – care that is tailored to the perspective and
individual circumstances of the individual – is the most effective way to treat an eating disorder (Hay et al., 2014).
Recovery from an eating disorder is a process that may
take an extended period of time, both during and after
participation in treatment (NEDC, 2012). Relapse and
recurrence are significant issues, with rates of relapse
ranging from 22% to 51% across studies of people
with anorexia nervosa and bulimia nervosa (Keel et
al., 2005). These setbacks are a common part of the
process of recovery.
However, with access to treatment and support, these
setbacks do not have to be major obstacles to recovery.
Access to recovery support services and re-admission
treatment plans can support sustainable recovery.
People with eating disorders need access to recovery
support services and re-admission treatment plans
in order to support sustainable recovery. It is also
important to acknowledge and meet the needs of selfdirected recovery. At a minimum people who have an
eating disorder need to know where they can go for
assistance during what can be a long process of selfdirected recovery.

Assistance required may include:
•
•
•
•

•
•

Recovery planning – ensuring that people leaving
treatment have clear plans and support strategies
to assist their transition to self-directed recovery.
Counselling and brief clinical interventions to
sustain the outcomes of treatment during periods
of difficulty.
Peer support and peer mentoring – access to
communities of recovery to sustain the outcomes
of treatment.
Life skills education such as group-based and
self-directed learning opportunities to develop
capabilities related to sustaining a healthy
relationship with food and exercise, and
coping strategies.
Re-entry to treatment pathways for earlier
intervention during setbacks to recovery.
Case coordination for people who require ongoing
access to multiple services.

Step one towards recovery is seeing a General Practitioner and seeking support.
There are a range of treatment options for eating disorders. The treatment that is recommended or most suitable
for a person will depend on age, severity or duration of illness, and individual preference. When seeking treatment
for an eating disorder it is important to recognise that different people respond to different types of treatment, even
if they have the same eating disorder. It’s important to keep an open mind, do your research and pick the treatment
type you feel will work best for you or your loved one.
Sometimes it can take more than one attempt to find the right kind of treatment for you or your loved one. Keep on
working towards treatment, and remember that there is always help available, no matter what stage of recovery you
or your loved one is at.

Section 3 - Treatment Options
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Eating Disorder Treatment Team
Finding a team who is right for you or your loved one is
important. This might mean making a few phone calls
and asking some questions first to see if they are the
right fit.
Treatment for an eating disorder usually requires a
multidisciplinary team for:
•
•
•

Medical and psychiatric monitoring
Nutritional consultation
Psychological counselling

Wherever possible the carer/family/key support person
should also be included as a part of the treatment team
as much of a person’s eating disorder treatment and
recovery happens in the home environment.
It’s also highly likely that you will encounter roadblocks
along the way to accessing treatment, including lack
of understanding or knowledge by some professionals,
or perhaps a longer waiting time than you would
have expected. It may be helpful to keep in mind that
if a medical professional refers you on to another
practitioner, it is because they recognise that they will
not be able to provide the best assistance to you or your
loved one while you navigate this complex illness.
There are organisations that are available to help you
find a practitioner who has the appropriate training
and knowledge to work with eating disorders – such as
Eating Disorders Qld or the Butterfly Foundation. These
organisations can also assist you to find referral options
including GPs, dietitians, and therapists, or direct you to
online resources that can be helpful before accessing
therapeutic support.
Medical and Psychiatric
If you are concerned that you or a loved one may
be showing signs of an eating disorder, it is highly
recommended that your first port of call is a General
Practitioner (GP).

22

It’s important to trust your instinct on this, if something
doesn’t feel quite right, it’s better to have things
checked out. The GP can assist with screening and
assessment, referral to appropriate services and
ongoing treatment and management.
There are many physical complications which can occur
as the result of an eating disorder, some of these can be
very serious and possibly fatal.
Having a medical practitioner as part of the treatment
team from the assessment and diagnosis phase
through to treatment and recovery, ensures that
physical health is consistently being monitored.
The connection with the GP should remain ongoing
throughout and beyond the entire recovery journey.
You may need to vary the frequency of GP visits –
weekly visits are usually recommended during recovery
to ensure medical stability is maintained.
The GP is also able to contact Queensland Eating
Disorders Services (QuEDS) for specialised clinical
guidance around eating disorder assessment and
management.
Therapeutic Interventions
Therapeutic support can be provided by psychologists,
social workers, and counsellors. The primary difference
between these three professions are the qualifications
required and the provision of services they chose to
provide. There is no benefit to choosing (for example)
a psychologist over a counsellor – each profession is
equally suited to providing therapeutic support for
eating disorder recovery.
The most important consideration when accessing
therapeutic support is to ensure that the practitioner
is registered with the relevant professional body, has
experience working with eating disorders and that
you or your loved one has a good rapport with them.

Understanding Eating Disorders

SPECIAL ED GUIDELINES FOR GENERAL PRACTITIONERS
ACUTE PRESENTATION

WEEKLY MONITORING
BLOOD PRESSURE & PULSE RATE- Lying and Standing
TEMPERATURE
URINALYSIS
ECG

SPECIAL PRECAUTIONS/ WARNINGS

BLOODS - FBC, ELFT, Magnesium, Phosphate
Alcohol Dangers

Risk of hypothermia, risk of bradycardia + increased susceptibility to effects
Risk of hypoglycemia, cardiac arrhythmia, hypotension
Impaired judgment, reduced spatial awareness, medications

Driving
Exercising

Risk of sudden cardiac arrest, increased nutritional requirements

Iron Infusions
Cholesterol Levels

Risk of hypophosphatemia
An elevated cholesterol does not indicate need for cholesterol restriction or medication

Blood Tests

“NORMAL” BLOOD RESULTS DO NOT PRECLUDE DIAGNOSIS OF ED

SPECIAL INVESTIGATION - In addition to routine monitoring, patients presenting with an eating disorder should be
screened for the following: (as clinically indicated).
•

Coeliac disease (coeliac antibodies and IgA whilst consuming gluten) -

•
•
•

Vitamin D, Vitamin A*, Vitamin B12, folate
Homocysteine* and Iron studies
Zinc, Copper, Ceruloplasmin and Manganese

•
•
•

(Coeliac gene testing may be indicated - especially if patient is
on a GF diet and has FH coeliac disease).

Hormone levels (FSH, LH, Oestradiol, prolactin, DHEAS in females
Coagulation studies
Thyroid function (TSH, T4 and T3 if amenorhoea)

*Fasting test only if patient safely able to attend for fasting blood test.
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Psychiatrists can prescribe, monitor and manage any
medication which may be required. A psychiatrist
may be involved in treatment for inpatients (patient
is currently in hospital), outpatients (patient is not
currently in hospital), or specialist eating disorder
services (e.g. day programs).
A psychiatrist appointment is required as part of
reviewing an Eating Disorder Treatment Plan to
continue accessing Medicare rebates for therapeutic
support. If you will be accessing support through the
Eating Disorder Management Plan, you should ask
the GP for a psychiatrist referral early on, as it can be
difficult to get an initial appointment at short notice.
Nutritional Rehabilitation and Normalising Eating
Adequate nutrition and repairing disordered eating
patterns and behaviours are vital to eating disorder
recovery. Nutritional interventions can help an
individual to restore weight, reduce binge eating, break
the binge-purge cycle and create healthy eating and
eating behaviours over time. A dietitian is qualified in
nutrition and dietetics and has completed a minimum
of four years of university study. Dietitians experienced
with eating disorders are an important member of the
treating team. They provide nutritional information,
establish eating plans to support recovery and assist
with re-establishing an individual’s healthy relationship
and behaviors around food.
Dietitians can be involved in the treatment team
in inpatient and outpatient settings, or through
specialist eating disorder services.
Key support people and nutritional rehabilitation
Key support people – family, friends, parents, loved
ones – also play a big part in an individual’s nutritional
rehabilitation. The provision of meal support, which
often happens at home/school and so on, is often done
by a key support person.

Dental Health and Eating Disorders
Frequent vomiting, malnutrition and excessive sugar
intake can lead to dental problems for people with
eating disorders. Seeking professional advice is
important to prevent permanent damage.
If you have concerns about your dental health or your
loved one’s it is recommended that you discuss this
with a dentist.
There are common signs and symptoms of dental
problems associated with eating disorders, however
some of these may only be identifiable by your dentist.
Signs and symptoms to look out for include:
•
•
•
•
•
•
•

Tooth erosion and loss
Chemical erosion of the tooth enamel (increased
acidity due to vomiting)
Thermal hypersensitivity (teeth sensitive to
hot and cold)
Enlargement of the salivary glands
Dryness of the mouth and decreased salivary flow
Redness of throat and soft palette
Reddened, dry lips, fissures at angle to lips

Find a treatment team you are
comfortable with. A team you trust.
Remember - a treatment team isn’t just
made up of health professionals, it is also
your key support people – parents,
friends, family, loved ones.

You can find further information about the provision
of meal support by engaging with EDQ’s free
supportive meal therapy training, The Shared Table,
available on our website www.edq.org.au. This training
also contains personal stories of recovery, nutritional
information, strategies and skills.
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mental health issues. CBT can be beneficial in shifting
Therapeutic Interventions
The following treatments have been found to be
effective for eating disorders – however, this is not an
exhaustive list of evidence based or evidence informed
interventions. Individuals with eating disorders will
usually receive a combination of treatments.
Trauma Informed Practice
Trauma Informed Practice acknowledges that
many people have experienced trauma in their life;
and that these experiences impact the emotional,
psychological, and social wellbeing of individuals and
their communities. Practitioners maintain a recovery
focus and work within a strengths-based framework,
while ensuring that clients feel safe to be able to move
towards a sense of resilience and empowerment.
Practitioners work in collaboration with clients
and recognise symptoms (such as eating disorder
behaviours) as adaptive rather than pathological.
Family Based Therapy (FBT) for Young People
Family therapies are most common when working with
children and adolescents with eating disorders. Family
Based Therapy (FBT) sometimes known as Maudsley
Method or Maudsley Approach, is an intensive
outpatient treatment which aims to treat the young
person whilst supporting and educating the whole
family about the eating disorder and how to provide
the care required for their young person. Focus is
also placed on strengthening family relationships and
improving the family dynamic.
FBT involves both the young person and their parents/
carers/family as central to the treatment process.
Treatment is done across three phases (1) weight
restoration, (2) returning control of eating to individual
and (3) returning to normal adolescent development.
Cognitive Behavioural Therapy (CBT)
CBT is a type of psychotherapy which aims to change
unhealthy and unhelpful habits of thinking, feeling
and behaving, as well as assisting in the learning and
practice of self- help strategies.
CBT combines cognitive therapy and behaviour therapy
as is based on the premise that thoughts, feelings and
behaviours are interdependent.
When working with an individual with an eating
disorder CBT strives to change the way a person thinks
about food and themselves. CBT is often used to treat
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black and white thinking, negative thought patterns, as
well as magnification and misunderstandings about the
relationship between cause and effect.
Enhanced Cognitive Behavioural Therapy (CBT-E)
CBT-E is the most common outpatient treatment
for adults with eating disorders and is often the
first treatment recommended when someone is
diagnosed with anorexia nervosa, bulimia nervosa,
or binge eating disorder.
CBT-E is a modified version of CBT and helps clients
to uncover the underlying thoughts and feelings that
lead to their eating disorder behaviours. Alongside the
therapist, the client will then plan and enact strategies
that will help to address the issues that lead to the
eating disorder.
Dialectical Behavioural Therapy (DBT)
DBT is based on an emotion regulation model. When
working with eating disorders, the premise of DBT
is that the eating disorder is a coping mechanism
which comes into play when no other form of coping
mechanism is available. DBT can assist people to
manage, process and regulate negative emotions in a
positive, healthy and productive way.
Acceptance Commitment Therapy (ACT)
ACT aims to decrease coping mechanisms such as
restricting food, binge purge cycles, binge eating, over
exercising and body checking. It assists in moving a
person from rigid behaviours and thoughts to ones
that are more flexible. Acceptance Commitment
Therapy takes the individual through a process which
helps identify the person’s values and work toward
consciously acting in a way that supports those values.
Narrative Therapy
Narrative therapy focuses on the stories we develop
within ourselves which give meaning to our experiences.
We all have dominant stories and sometimes those
stories have been placed on us by others and influence
how we see ourselves and the world around us. Our
stories can influence our thoughts, decision making
and behaviours.
The focus of narrative therapy is to become aware
of the problematic dominant stories, examine them
and create new or alternative stories that influence
our thoughts, decision making and behaviours in a
healthy way.
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Psychosocial Support Options:
There are many evidence based psychosocial support options that are beneficial
to recovery. The key is to find the option that fits best you or your loved one.
Some examples are:
Support Groups – facilitated or peer-led support groups
allow individuals to share their feelings with others who
share their experience. Support groups are helpful in
talking through coping strategies, concerns and goals
amongst a supportive network.
Peer Mentoring Programs – peer mentoring is run on a
one-to-one basis, with the mentor being a person who has
recovered, and the mentee being someone who is working
towards recovery. This program can assist individuals
in feeling less alone in their experience, and beneficial
in gaining insight, support and strategies and most
importantly hope for recovery.
Expressive/Art Based Therapy – which uses the creative
process to explore feelings, reconcile emotional conflicts
and foster self-awareness.
Mindfulness – a practice of noticing allowing and letting
go of thoughts and feelings.
Yoga – focusing on mind / body connection. There are
many different forms of yoga – restorative and trauma
informed yoga are good starting places.

Artworks by Lisa Kelly
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List of Eating Disorder Organisations for Individuals
The Butterfly Foundation – Butterfly Foundation is the national charity for all Australians impacted by eating
disorders and body image issues, and for the families, friends and communities who support them. Services include
telephone and online support and referrals, prevention and education programs, recovery, support & treatment
services, & research.
Inside Out – InsideOut is Australia’s national institute for research and clinical excellence in eating disorders.
The Victorian Centre of Excellence in Eating Disorders (CEED) - The Victorian Centre of Excellence in Eating
Disorders (CEED) is the state-wide program in the Victorian Government’s commitment to the provision of quality
services to those with eating disorders and their families.
National Eating Disorders Collaboration (NEDC) – NEDC is an initiative of the Australian Government dedicated
to developing and implementing a nationally consistent, evidence-based system of care for the prevention and
treatment of eating disorders.
Child Youth Mental Health Service Greenslopes (Queensland) – The Eating Disorders Team provides assessment
and treatment for children and young people 0-18 years with a primary diagnosis of an eating disorder.
Queensland Eating Disorder Service (QuEDS) – The Queensland Eating Disorder Service (QuEDS) provides
assessment, care and treatment for people and their families affected by eating disorders. QuEDS also provides
advice, support, training and education for health professionals. Services include an Outpatient Program and a Day
Program, and locations include Brisbane, Gold Coast, and Sunshine Coast.
Centre for Clinical Interventions (Western Australia) – The Centre for Clinical Interventions (CCI) is a specialist
clinical psychology service in Perth, Western Australia, administered through the North Metropolitan Health
Service. CCI provides evidence-based treatments to adults, as well as developing online resources for individuals and
professionals.
Eating Disorders Victoria – Eating Disorders Victoria connects those in Victoria who are affected by eating disorders
with the services, people and hope they need for recovery.
Wellways - Wellways Australia Limited is a leading not-for-profit mental health and disability support organisation
with services in Queensland, New South Wales, the Australian Capital Territory, Victoria and Tasmania. We work in
partnership with people and their families to identify their own needs and goals and support them to attain a great
life in the community. Wellways can help you with your own needs and goals and provide you with the information
and skills you need to support the recovery of your loved one.

Section 3 - Treatment Options
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List of Eating Disorder Organisations, for Family Members
Eating Disorders Families Australia (EDFA) – EDFA aims to support, educate and empower families affected by an
eating disorder www.edfa.org.au
F.E.A.S.T. – is a global support and education community of and for parents of those with eating disorders. F.E.A.S.T
aims to help you understand your son or daughter’s eating disorder, support you in helping them get appropriate
treatment, and get you the information you need to help them recover and thrive www.feast-ed.org
Maudsley Parents – a volunteer organization of parents who have helped their children recover from anorexia and
bulimia through the use of Family-Based Treatment, also known as the Maudsley approach, an evidence-based
therapy for eating disorders www.maudsleyparents.org
Feed Your Instinct – Feed Your Instinct (FYI) is an interactive tool designed to support parents of children and young
people experiencing different types of eating and/or body image problems www.feedyourinstinct.com.au
How Far is Too Far? – How far is too far is an early intervention resource for eating disorders, developed by Eating
Disorders Victoria and funded by the Victorian Government. This resource has been developed to encourage people
who are in a position to notice the early warning signs of eating disorders to initiate conversations and help people
to connect with the health system for more intensive support www.howfaristoofar.org.au
Carers Qld – Carers Queensland is committed to providing specialised carer, aged, and disability support services
www.carersQld.com.au
ARAFMI Qld – Arafmi Qld provides quality support, education and advocacy services to people with mental illness,
their families and carers www.arafmi.com.au
Carer Gateway - Carer Gateway helps carers. Care Gateway provides practical information and advice and helps you
to get the services and support you need. Carer Gateways also provides free counselling and coaching to help you in
your role as carer www.carergateway.gov.au
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When a person is starved of nutrition, the body responds with physical and psychological changes which are
termed Starvation Syndrome.
The effects of starvation syndrome are often observed in individuals with eating disorders due to their restricted
intake, irregular eating or compensatory behaviours.
Some of the changes include (but are not limited to):
• Increased anxiety
• Unable to communicate feelings
• Impaired decision making
• Rigid thoughts
• Withdrawn and disconnected to loved ones
• Changes in attitude and behaviour toward eating

Research
In the mid 1940’s the University of Minnesota examined the effects of dietary restriction and subsequent nutritional
restoration which is a valuable example of the psychological and physiological effects of starvation, a key component
in Anorexia Nervosa. The study also offered insight into the rehabilitation/refeeding process. These findings help us
understand the process of restrictive eating and how to implement adaptive refeeding.

The study recruited 32 healthy male volunteers, all of whom were young adults, and encompassed three stages:

3 Month

control
period: participants ate
a controlled diet to find a baseline
measurement for each participant

6 Month

semi
starvation period: Caloric intake of
each participant was reduced by 50% resulting
in a loss of about 25% of their former weight.

3 Month

recovery:
participants were re-nourished in
a controlled and uncontrolled process

Section 4 - Starvation Syndrome
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During the Starvation Period the Followed Changes were Recorded:

•
•
•
•
•
•
•
•
•
•
•

•
•
•
•
•
•

Reduced heart rate and size
Reduced blood pressure
Slow metabolism
Feeling cold
Fluid retention
Dizziness
Poor concentration
Fatigue, lethargy
Hair loss
Lanugo (fine hair on face and body)
Decreased hormone levels

Thinking about food all the time
Meticulous planning of meals
Eating very fast or very slowly
Increased hunger, binge eating
Tendency to hoard
(e.g. collecting recipes)
Increased use of condiments
for flavour (e.g. spices)

1. 2.
5. 3.
4.

•
•
•
•

Depression
Anxiety
Irritability
Loss of interest in life

•
•
•

•
•
•
•
•

Impaired concentration,
judgement, decision making
Increased rigidity and
obsessional thinking
Reduced alertness

Withdrawal and isolation
Loss of sense of humour
Feelings of social inadequacy
Neglect of personal hygiene
Strained relationships

1. Physical Changes 2. Emotional Changes 3. Changes in T hinking
4. Social Changes 5. Attitudes and Behaviour Related to Eating
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During the three months of the re-nourishment, most of the emotional disturbances, abnormal attitudes and
behaviours toward food continued to be quite severe, particularly in the first six weeks. However, within five to
nine months of re-nourishment, most men returned to normal body weight, normal eating patterns and physical,
psychological and social functioning was restored.
In the same way that the effects of starvation can be seen in individuals with eating disorders such as Anorexia
Nervosa, we can also identify the value of refeeding and re-nourishing in restoring biopsychosocial function.
This occurs over a period of time and can be extremely challenging for the individual and their key support
people, however adequate nutrition is vital to recovery.

Seeking help and having a recovery strategy will help during this time.
Section 4 - Starvation Syndrome
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One of the best ways to find out what recovery means, is by sourcing personal recovery stories.
For some, recovery can be about the absence of problematic thoughts and behaviours.
For others it can be about the presence of positive thoughts and behaviors such as positive self talk, feeling excited
and inquisitive about life, being able to eat in the company of others or being able to do moderate exercise.
Recovery steps can be private experiences or celebrated ones, they can move forward, back and forward again.
Recovery rarely happens in a linear fashion – but it does happen! The key to recovery lies in the ability to identify the
negative steps and learn from them while seizing the positive steps (even the tiny ones) and move forward.
Click here to listen to some eating disorder recovery stories:
www.eatingdisordersqueensland.org.au/eating-disorder-recovery-stories

Section 5 - Recovery
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Stages of Change
When talking about recovery it is important to
understand where you or your loved one are on the
Stage of Change model. Change can be difficult and
complex. By looking at it in terms of stages, you can
think about what is happening at each stage and what
needs to happen to move to the next one. Remember
to focus on supporting the person to move to the next
stage of change – you are not trying to push them
all the way to recovery, just helping them to move
between stages where possible.

Sometimes people will skip over stages or
move forward and back through them
– and that’s ok.
Understanding why change is needed and feeling ready
to make change is something that comes from within –
it can’t be done for you – but you can ask people around
you for support and encouragement during this time.
If you are a carer/key support person offering praise
and encouragement of your loved one’s desires and
actions to change can help them to feel supported.

Stable
Lifestyle

Action

Maintenance

Preparation

Relapse

Contemplation
Precontemplation
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STAGES OF
CHANGE

Precontemplation
Stage

Contemplation
Stage

CHARACTERISTICS

POSSIBLE REACTIONS TO
EXPRESSIONS OF CONCERN

Seeing the eating
disorder as a solution to
a problem, rather than it
being a problem in itself.

“Stop worrying, I’m fine.”

The eating disorder can
often be an unhealthy
way of coping with
emotions or life events.

“I don’t need to eat.”

This is a good time to
begin gathering resources,
researching referral options
yet – so you can be ready with
information when your loved
one is ready to accept your
help/make some changes.

Ambivalent about
change. Sitting on the
fence. Would like to
give away the negatives
but want to keep the
positives too.

“I want to get out of hospital, but I
don’t want to put on weight.”

Discuss the pros and cons of
the eating disorder and the
pros and cons of change as
well as possible plans
of action.

“It’s not my problem you think I
have an eating disorder.”

“I need to stop bingeing, but I won’t
give up dieting.”

Costs of the eating
disorder are starting to
outweigh the benefits.
Ready to start “testing
the waters”.

Provide feedback about health.
Try to communicate about
non eating disorder related
topics and self care.

Make connections between
the eating disorders
and consequences.

Part of them wants to
let go, but the other part
isn’t ready to do that yet.

Preparation
Stage

STRATEGIES FOR
KEY SUPPORT PEOPLE

“I am really scared about getting
fat, but I can’t live like this.”

Help make detailed
action plans.

“My life is becoming intolerable.”

Ask “How can I help?” and
“What would success
look like?”
Help build their self belief.
Praise is very important.

Action Stage

Real plans for change
have begun.

“I know I need to get better, and I’m
trying hard.”

Practising new behaviour.

“Treatment is really difficult, but I
know I need it.”
“It feels so good to go out to dinner
with my friends and not needing to
vomit after it.”

Maintenance
Stage

Continued commitment
to sustaining new
behavior.
Real attempts to connect
with their social life
and other rewarding
activities and aspects
of life.

Section 5 - Recovery

“It feels like I’m a different person
to the one I was two years ago.”
“The ED voice still bothers me, but I
don’t believe it anymore.”
“I never want to go back.”

Assist them with learning new
coping strategies. Watch for
signs of relapse.
Note and praise improvements
and change processes.

Support efforts.
Encourage independence
and non- eating disorder
personality.
Link healthy behaviour to
perceptible life gains.
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CHANGE

Relapse Stage

CHARACTERISTICS
Resumption of old
behaviours. This can be a
normal part of recovery
which can happen at any
stage, and even multiple
times, at different levels
of severity, once a person
decides to make change.

STRATEGIES FOR
KEY SUPPORT PEOPLE

POSSIBLE REACTIONS TO
EXPRESSIONS OF CONCERN
“I’m starting to want to lose weight
and I’m scared that the eating
disorder is getting stronger.”
“I’m feeling stressed with life and
vomiting helps me cope.”

Having a relapse, or the
return of thoughts and
behaviours, does not
mean recovery is ‘over’ or
‘not possible’.

Recovery Strategies
Different recovery strategies work for different people.
The important thing is to find the support network and
strategies that work the best for you or your loved one.

Treatment Options
Having someone in your corner who is experienced
in working with eating disorders is a step in the right
direction.

Every mistake is a learning
opportunity.
Provide support to assist
understanding and learning
from relapses and setbacks.

You can ask specific questions to assist you in
determining this. For example:
•
•
•
•

Health Team and support network
Having a supportive team of eating disorder health
professionals, loved ones, friends, family and others who
have recovered can be vital to recovery. We strongly
encourage individuals to be medically monitored by
a doctor and to consult with a dietitian , counsellor or
therapist. If you are unsure how to go about this, EDQ
counsellors and carer coaches can assist with advice
on treatment options and Medicare rebates. EDQ can
also assist individuals and their carers with counselling
sessions and coaching support, peer to peer options,
workshops, groups and online training modules.

If relapse occurs treat it as
part of recovery.

•
•
•
•
•
•

Do you think you can help me/my loved one?
What do you know about eating disorders?
What type(s) of treatment do you use and in what
ways will they help me/my loved one?
What alternatives do you have if this recommended
treatment approach isn’t effective for me/my loved
one?
Are you up to date with the latest research and
treatments on eating disorders?
How much experience do you have in treating
eating disorders?
Have you treated someone with this particular
eating disorder before?
How frequently do you suggest we meet?
What are your fees and are they negotiable?
How do you protect client confidentiality? Who will
have access to my files?

It is also important to have a good rapport with your
health practitioner, so you could make a list of things
that are important to you. For example:
•
•
•
•
•
•
•

Feeling safe
Being listened to
Your treatment goals
Family inclusion in your treatment
Feeling supported and encouraged
Having questions answered
Making your own decisions about recovery

Professional support is an opportunity to
really explore what is going on for you/
your loved one. Make the most of the
opportunity by being honest and open.
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System of Care
The Hospital System:
Here are some ways in which the hospital system can
assist all age groups:
Inpatient Care
Hospitalisation is the most intensive level of treatment
and usually occurs due to medical instability
and a requirement for re-feeding and intensive
support. People with an eating disorder who require
hospitalisation are often admitted to specialised units.
The goal of hospitalisation is medical stability, weight
restoration, breaking binge/purge cycles and improving
psychological health. There are public and private
options for eating disorder inpatient admissions.
Refeeding (sometimes called ‘weight restoration’) will
be recommended by the hospital when the patient
is ‘significantly underweight’ (often based on BMI),
or there is evidence of malnutrition or nutritional
deficiencies. This can be an essential step in the
treatment of Anorexia Nervosa and other restrictive
eating disorders. Refeeding can take the form of oral
intake (normal food and fluids), oral supplementation,
or nasogastric refeeding, with oral intake being the
preferred option.
Where the patient is medically unstable, nasogastric
feeding is often the preferred option. Refeeding should
always be closely supervised by a medical practitioner
and/or qualified dietitian. The increased intake after
an extensive period of limited nutritional intake,
helps to re-nourish the body and repair some of the
physical damage that may have been caused. Alongside
the increased nourishment, the patient is likely to
experience bloating, constipation, gas, and emotional
or psychological discomfort or distress. The treatment
team will help to manage these impacts.

Treatment Support Orders
In some cases a Treatment Support Order may be
needed if an individual’s mental health condition
means they are unable to keep themselves safe, they
are unable to unwilling to engage with treatment and
without intervention may suffer serious mental health
and/or physical consequences. In these instances, a
Treatment Support Order may be required to save a life.
A Treatment Support Order is an order made under
the Mental Health Act by an authorised doctor for the
treatment of a person with a mental illness, without
that person’s consent. It can authorise the involuntary
admission of a person receiving treatment at a hospital,
or it can authorise community- based treatment.
Click here for more information on Treatment Support
Orders in Queensland
www.health.Qld.gov.au/__data/assets/pdf_
file/0029/444971/treatment-support-order-fact.pdf
Inpatient Care
Inpatient support provides a structured environment
in which the person with an eating disorder has access
to clinical support 24 hours a day. This usually involves
structured programs and therapy. It is most effective
when followed with an outpatient program as a gradual
‘step down’ approach.
Outpatient Care
Outpatient care usually involves a specialist
consultation clinic offering evidence-based
treatments and supportive clinical management and
a commitment to attend on a regular basis for a set
time period. This can be helpful as a ‘step down’ from
inpatient support, or as a ‘step up’ for people require
more intensive support than what can be offered in a
community setting.

Hospital admissions can involve emergency
departments, mental health units and paediatric
units (where applicable).
Queensland Eating Disorder Service (QuEDS)
Admission and Treatment Guidelines
www.metronorth.health.Qld.gov.au/rbwh/wpcontent/uploads/sites/2/2017/07/guide-to-admissionand-inpatient-treatment-eating-disorder.pdf
Queensland Child and Youth Mental Health Service
(CYMHS) Admission and Treatment Guidelines
www.health.Qld.gov.au/__data/assets/pdf_
file/0040/956569/qh-gdl-961.pdf

Section 5 - Recovery
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Your rights when seeking help
The Australian Charter of Healthcare Rights describes the rights of people using the Australian health system.
These rights are essential to make sure that whenever and wherever care is provided it is safe and of high quality.
The Charter allows individuals, families, carers and services providing health care to share an understanding of the
rights of people receiving health care. This helps everyone work together toward a safe and high-quality health
system. A genuine partnership between individuals, key support people and providers is important so that everyone
achieves the best possible outcomes.
Guiding Principles
•
•
•

Everyone has the right to access health care and this right is essential for the Charter to be meaningful.
The Australian Government commits to international agreements about human rights which recognise
everyone’s right to have the highest possible standard of physical and mental health.
Australia is a society made up of people with different cultures and ways of life. The Charter acknowledges
and respects these differences.

WHAT CAN I EXPECT FROM THE AUSTRALIAN HEALTH SYSTEM?
MY RIGHTS

WHAT THIS MEANS

Access

I have a right to health care.

I can access services to address my healthcare
needs.

Safety

I have a right to receive safe and high
quality care.

I receive safe and high quality health services,
provided with professional care, skill and
competence.

Respect

I have a right to be shown respect, dignity
and consideration.

The care provided shows respect to me
and my culture, beliefs, values and personal
characteristics.

Communication

I have a right to be informed about services,
treatment, options and costs in a clear and
open way.

I receive open, timely and appropriate
communication about my health care in a
way I can understand.

Participation

I have a right to be included in decisions and
choices about my care.

I may join in making decisions and choices
about my care and about health service
planning.

Privacy

I have a right to privacy and confidentiality of
my personal information.

My personal privacy is maintained and proper
handling of my personal health and other
information is assured.

Comment

I have a right to comment on my care and to
have my concerns addressed.

I can comment on or complain about my care
and have my concerns dealt with properly
and promptly.
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Treatment and Support

Australia aims for a flexible ‘Stepped Care Approach’- where treatment and support is matched to the individuals
most current needs, from least to most intensive. A client can enter the system at any point and move through
the stages of care in accordance with their current requirements. While there are multiple levels within the stepped
care approach, the levels do not operate in silos or as one directional pathway, but rather offer a spectrum of service
interventions. As with all eating disorder treatment, it is important that practitioners and services can operate in
conjunction to provide the best possible care to each patient. A multidisciplinary treatment team should be formed
around the individual and should ideally include members of the individual’s support network (NEDC, 2012).

Well

Guided self-help utilises online resources from eating disorder services. e.g NEDC, Butterfly
Foundation, InsideOut, EDQ Carer Kit, EDQ Website, Eating Disorders Victoria.

At Risk

Mainly self-help resources, including digital mental health e.g. Shared Table Meal Support Training (EDQ).

Mild

Mix of resources including digital mental health services and low intensity face-to-face services.
Psychological services for those who require them.

Moderate Mainly face-to-face primary care services, backed up by Psychiatrists or links to broader social supports.
Clinician-assisted digital mental health services and other low intensive services for a minority.

Severe

Face to face clinical care using a combination of GP care, Psychiatrists, Mental Health Nurses,
Psychologists and Allied Health. Coordinated, multi-agency services for those with severe and
complex mental illness.

To find out more about the Stepped Care Model, see Factsheet or Video from Brisbane North PHN.
Factsheet:
d1jydvs1x4rbvt.cloudfront.net/downloads/WEB_MHAOD_stepped-care-factsheet.
pdf?mtime=20200303105138&focal=none
Video: www.youtu.be/UBHdaQ6epEg

Questions or Complaints
Any concerns about the professional conduct of your health professional can be raised with them or their
management. You can also call the appropriate regulating body with questions or concerns.
In Queensland, the Health Ombudsman oversees the health complaints management system and manages serious
allegations against health professionals. To access the Health Ombudsman, phone 13 36 46.
Professional Regulatory Agencies
•
•
•
•
•

Psychiatrist - Royal Australian and New Zealand College of Psychiatrists (07) 3852 2977
Psychologist - Australian Health Practitioner Regulation Agency 1300 419 495
Counsellor - Australian Counselling Association (07) 3356 4255 or 1300 784 333
Social Work - Australian Association of Social Workers 1800 630 124
Dietitians - Dietitians Association of Australia 1800 812 942

Section 5 - Recovery
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Day Programs
Where more intensive support is required but
hospitalization isn’t indicated, some individuals
may benefit from a more structured program such
as a day program.
These programs require a daily time commitment
for a set period, for example, 8 weeks, and provide
structured eating situations and active treatment
interventions, while allowing the individual to live at
home and in some cases continue attending work/
university/school.

Medical Issues:
Medical Check-ups
The first point of entry into the system of care is
your GP. There are many physical complications that
can result from an eating disorder. Left unattended
they can lead to serious/severe health problems. It
is important that physical health is monitored by a
qualified medical practitioner with experience in the
areas of eating disorders.

BMI does not consider such things as
muscle mass, activity level, body type,
age or ethnicity, which all play a role
in determining what a healthy weight is
for a particular individual. T here are
other important medical factors to take
into consideration.
For example, two people with a similar BMI may have
different body compositions. When not in a supervised
hospital/medical setting, tracking weight and BMI
measurements can be unhelpful in eating disorder
treatment and recovery.

A medical examination should involve several tests,
followed by treatment of any medical problems such
as loss of period, heartburn, disturbances in heart
rhythm, low bone density, and so on. Check-ups from
your GP need to be ongoing.
EDQ information for GPs can be accessed through
the EDQ website www.edq.org.au
Please note:
BMI or Body Mass Index is a measurement which
considers a person’s weight in relation to their height.
BMI measurements form only one part of diagnosis
and treatment of eating disorders. For example,
hospitals will use BMI measurements as part of their
admittance and discharge criteria.
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A message from Dr Leanne Barron (GP Eating Disorders)
Eating disorders can pose extremely complex medical
conditions, exacerbated by the profound effects of
malnutrition within the brain. For example, if serotonin
levels are inadequate, sleep will be disrupted, often
compounding psychological problems. Serotonin is the
chemical that makes people feel good.

B vitamins are water soluble, so they need to be
replaced every day. Wheat germ, seafood and almonds
are good sources. Vitamins A, D, E and K are fat soluble.
If one is not eating adequate amounts of fat, these
vitamins don’t get absorbed, so it can be seen that fat is
very important to healthy eating.

Melatonin is the hormone required for sleep and is
formed from serotonin. Serotonin synthesis requires
the amino acid tryptophan. Excellent sources include
turkey, peas and warm milk.

Contrary to popular belief, cholesterol is actually an
extremely important nutrient required for production
of all hormones in the body. It is vital in forming cell
membranes, facilitating the transfer of impulses from
the brain to muscles, and is required for vitamin D
synthesis, which is important for strengthening bones
and the prevention of osteoporosis.

Carbohydrate is required for tryptophan to pass across
the barrier that protects the brain, explaining why many
people become depressed on low carbohydrate diets.
It also explains the cravings for carbohydrates that can
lead to binges, because the brain needs tryptophan
and believes that eating carbohydrates will allow more
tryptophan to be transported into the brain where it is
required.
The next step in serotonin synthesis requires iron (red
meat, eggs), calcium (dairy), folic acid (leafy green
vegetables) and vitamin C (fruit, including tomatoes
and capsicum), zinc (oysters, pumpkin seeds, nuts) and
vitamin B6 (grapes, bananas) in order to form serotonin.
To make matters even more complicated, if the body
is low in B vitamins (which are required for energy
production) the serotonin is stolen to form niacin
(vitamin B3).

Section 5 - Recovery

You can see that if someone is to cut out
fats and carbohydrates and not eat
a variety of foods, the physical and
psychological effects can be profound.
One can improve one’s chances of recovery from an
eating disorder by simply improving the intake of a
number of important nutrients. Successful treatment of
eating disorders includes close medical monitoring to
be able to understand what the body needs to recover
from an eating disorder.

43

Sources Cited
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(7):724–731. doi:10.1001
archgenpsychiatry.2011.74
Bardone-Cone, A. M., Higgins Neyland, M. K., & Lin, S. L. (2017). Eating disorders in racial/ethnic minorities. In J. Fries,
& V. Sullivan (Eds.), Eating disorders in special populations: Medical, nutritional, and psychological
treatments. Taylor & Francis Group.
Bhugra, D., & Jones, P. (2001). Migration and mental illness. Advances in psychiatric treatment, 7(3), 216-222.
Burt, A., Mannan, H., Touyz, S.& Hay, P. Prevalence of DSM-5 diagnostic threshold eating disorders and features
amongst Aboriginal and Torres Strait islander peoples (First Australians). BMC Psychiatry 20, 449 (2020
doi:10.1186/s12888-020-02852-1
Cheng, Z. H., Perko, V. L., Fuller-Marashi, L., Gau, J. M., & Stice, E. (2019). Ethnic differences in eating disorder
prevalence, risk factors, and predictive effects of risk factors among young women. Eating Behaviors, 32,
23–30. doi:10.1016/j.eatbeh.2018.11.004
Diemer, E. W., Grant, J. D., Munn-Chernoff, M. A., Patterson, D. A., & Duncan, A. E. (2015). Gender identity,
sexual orientation, and eating-related pathology in a national sample of college students. The Journal
of Adolescent Health: Official Publication of the Society for Adolescent Medicine, 57(2), 144–149.
doi:10.1016/j.jadohealth.2015.03.003
Diemer, E. W., White Hughto, J. M., Gordon, A. R., Guss, C., Austin, S. B., & Reisner, S. L. (2018). Beyond the binary:
Differences in eating disorder prevalence by gender identity in a transgender sample. Transgender Health,
3(1), 17–23. doi:10.1089/trgh.2017.0043

44

Understanding Eating Disorders

Griffiths, S. (2018). Muscle dysmorphia: Recognising a growing problem among young men. Retrieved 11 March
2021, from https://www1.racgp.org.au/newsgp/clinical/muscle-dysmorphia-recognising-a-growing
problem-a
Hay, P., Mitchison, D., Collado, A.E.L. Gonzalez-Chica, D.A., Stocks, N., & Touyz, S. (2017). Burden and health-related
quality of life of eating disorders, including Avoidant/Restrictive Food Intake Disorder (ARFID), in the
Australian population. J Eat Disord 5(21). doi:10.1186/s40337-017-0149-z
Kuna, J., & Sobów, T. (2017). Sexual orientation and eating disorders: Exploring the possible link. Psychiatria i
Psychologia Kliniczna, 17(3).
Lebow J., Sim L. A., & Kransdorf L. N. (2015). Prevalence of a history of overweight and obesity in adolescents with
restrictive eating disorders. J. Adolesc. Health 56 19–24. doi:10.1016/j.jadohealth.2014.06.005
National Eating Disorder Collaboration. (2012). National Framework: An Integrated Response to Complexity.
Retrieved from https://nedc.com.au/assets/NEDC-Publications/National-Framework-An-integrated
Response-to-Complexity-2012-Final.pdf
Phillips K. A. (2007). Suicidality in body dysmorphic disorder. Primary psychiatry, 14(12), 58–66.
Podfigurna-Stopa, A., Czyzyk, A., Katulski, K., Smolarczyk, R., Grymowicz, M., Maciejewska-Jeske, M., & Meczekalski,
B. (2015). Eating disorders in older women. Maturitas, 82(2), 146–152. doi:10.1016/j.maturitas.2015.06.036
Puhl R. M., Latner J. D., King K. M., & Luedicke J. (2013). Weight bias among professionals treating eating disorders:
Attitudes about treatment and perceived client outcomes. Int. J. Eat. Dis. 47 65–75. doi:10.1002/eat.22186

Sources Cited

45

Sources Cited
Sawyer, S. M., Whitelaw, M., Le Grange, D., Yeo, M., & Hughes, E. K. (2016). Physical and psychological morbidity in
adolescents with atypical anorexia nervosa. Pediatrics, 137(4), e20154080. doi:10.1542/peds.2015-4080
Sim, L. (2019). Our eating disorders blind spot: Sex and ethnic/racial disparities in help-seeking for eating disorders
Mayo Clinic Proceedings 94(8), 1398-1400
Strauss, P., Cook, A., Winter, S., Watson, V., Wright Toussaint, D., & Lin, A. (2017). Trans Pathways: The mental health
experiences and care pathways of trans young people. Telethon Kids Institute, Perth, Australia. https:/
www.telethonkids.org.au/globalassets/media/documents/brain--behaviour/trans-pathways-report.pdf
Sweeting, H., Walker, L., MacLean, A., Patterson, C., Räisänen, U., & Hunt, K. (2015). Prevalence of eating disorders in
males: A review of rates reported in academic research and UK mass media. International journal of men’s
health, 14(2), doi:10.3149/jmh.1402.86.
The Butterfly Foundation. (2021). Risks and warning signs. https://butterfly.org.au/eating-disorders/risks-and
warning-signs/

46

Understanding Eating Disorders

Tiller, E., Fildes, J., Hall, S., Hicking, V., Greenland, N., Liyanarachchi, D., and Di Nicola, K. (2020). Youth Survey Report
2020, Sydney, NSW: Mission Australia.
Vartanian, Lenny & Porter, Alexis. (2016). Weight stigma and eating behavior: A review of the literature. Appetite 102,
3-14, doi:10.1016/j.appet.2016.01.034.
Veillette, L., Serrano, J. M., & Brochu, P. M. (2018). What’s weight got to do with it? Mental health trainees’
perceptions of a client with anorexia nervosa symptoms. Frontiers in Psychology, 9, 2574. doi:10.3389
fpsyg.2018.02574
Whitelaw, M., Lee, K., Gilbertson, H., & Sawyer, S. (2018). Predictors of complications in anorexia nervosa and
atypical anorexia nervosa: Degree of underweight or extent and recency of weight loss? Journal of
Adolescent Health, 63(6). doi:10.1016/j.jadohealth.2018.08.019

Sources Cited

47

CONTACT US
(07) 3844 6055
admin@edq.org.au
eatingdisordersqueensland.org.au
51 Edmondstone Street, Yuggera Country, South Brisbane 4101

HOPE • RESILIENCE • RECOVERY
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