


Learning Outcomes

• To increase knowledge around the scope of 
practice for a dietitian working in eating 
disorders

• To increase awareness of the extended 
assessment and screening process for eating 
disorders

• To ensure dietitians remain safe and effective 
within their practice with people with eating 
disorders



Assessment in Eating Disorders

Aetiology = formulation in mental health
Biochemical
Clinical
Dietetic
Environment 

Stage and severity  (B, C, D)
Nature of problem /diagnosis (A,E)



What stage/severity?





Biochemical and clinical

• MARSIPAN checklist
• https://www.rcpsych.ac.uk/docs/default-

source/members/faculties/eating-
disorders/marsipan/eating-disorders-cr189-
checklist.pdf?sfvrsn=d6ce3bb1_4

• Are there significant risk 
factors?

• BMI <13 (adults) or <70% 
median BMI for age

• (under 18)?
• Recent loss of ≥1kg for two 

consecutive
• weeks?
• Little or no nutrition for >5 

days?

• Acute food refusal or 
<500kcal/day for >2 days

• in under 18s?
• Pulse <40?
• BP low with postural 

dizziness?
• Core temperature <35°C?
• Na <130mmol/L?
• K <3.0mmol/L?
• Raised transaminase?
• Glucose <3mmol/L?
• Raised urea or creatinine?
• ECG: e.g. bradycardia? QTc 

>450ms?

https://www.rcpsych.ac.uk/docs/default-source/members/faculties/eating-disorders/marsipan/eating-disorders-cr189-checklist.pdf?sfvrsn=d6ce3bb1_4


Dietetic 

• Energy intake

• Macronutrients

• Rate of weight loss

• Food variety

• Fluid

• Caffeine/alcohol

• Micronutrients/supplements



Severity

Mild  (outpatients)

• Weight suppression but not too low

• Biochemistry ok

• Binging up to 3 x a week

• Some compensatory behaviours



Severity 

Moderate ( outpatients/day patients )

• Weight loss /physical compromise but not 
dramatic eg< 0.5kg/wk

• BMI > 15  or > 80% wt/ht

• Regular Binging

• Biochemistry  - some moderately  out of range 
eg low potassium 

• Regular compensatory behaviours



Severity 

Severe ( Intensive day patients/ inpatients)

• Weight loss /physical compromise dramatic > 
0.5kg/wk

• BMI < 15  or < 75% wt/ht

• Multiple daily binging

• Biochemistry  - out of range

• Regular compensatory behaviours

• Physically and psychologically compromised





Formulation

• Why formulate?

• Formulation vs diagnosis



Risk Factors



Simple Psychological Formulation

Presenting

Predisposing

Precipitating

Perpetuating

Protective



Predisposing 
• Early feeding difficulties
• Poor early feeding practices
• high centile/over weight
• Family attitudes to food
• Low self-esteem
• Genetics
• Perfectionism
• Excessive compliance
• Adverse Childhood experiences (ACE’s)
• Relatives with eating disorders



Precipitating Factors

• Bullying

• Change in relationship

• Separation

• Unhappy

• DIETING

• FOOD RESTICTION



FEAST Survey 2015

Cause Cases

Deciding to eat healthily 90 32%

Dieting to lose weight 77 27%

Overtraining in athletics 38 14%

Illness related loss of appetite (e g pneumonia) 18 6%

Becoming vegan/ vegetarian 12 4%

Fasting for religion/24 hour fast 2 1%

Other 44 16%



Perpetuating Factors

• Brain changes- increased rigid and inflexible thinking/ focus 
on detail.

• Cognitive view – distortion of shape and weight

• Interpersonal events – change in relationships

• Physiological – starvation of Anorexia

• Positive comments – control and body image

• Suppression of feelings- a way to help you cope





The ability to 
accurately infer the 
emotional state of 

others and respond

Emotional 
rigidity/ 
volatility



Maintaining factors

• Body checking

• Social media 

• Comparison to others

• Avoiding behaviour’s

• Compensatory behaviours



Protective Factors



What is the nature of the problem?

• Diagnosis?



What is the problem?

• Restriction ( AN, ARFID, REDs)

• Binging (AN- B/P subtype, BN, BED)

• Compensatory behaviours ( BN, AN-B/P 
subtype)

• Safety behaviours ( AN, BN, ARFID)

• Fear of food /situations ( AN, ARFID, BN, BED)

• Shape and Weight concern ( AN, BN, BED)



Consider Other Presentations

• Trauma (1/3 of Bulimia Nervosa, 20% of BED, 
AN 20%)?

• ARFID- sensory issues or fear of eating ( not 
fear of weight gain)?

• Autism ( 30% of patients with restrictive ED 
will have autism)?

• Comorbidities OCD/depression ?

• Personality Disorder and food refusal? 



Adverse Childhood Experiences

• ACE

• Includes divorce, hospitalization, bullying, 
abuse, violence in the home, financial, 
homelessness,  hardship, drug or alcohol in 
the family



27



Screen for: Adverse Childhood 
Experiences



Disorders of Gut Brain Interaction

Best Practice Update: Incorporating Psychogastroenterology Into 
Management of Digestive Disorders). Psychology & Psychiatry Journal. 2018.



Avoidant Restrictive Food Intake 
Disorder 
(ARFID)

• Sensory

OR

• Specific fear based e.g chocking or vomiting

OR

• Lack of appetite/underweight



Overlap with AN

• Norris et al. 24 found that 12% of patients with ARFID 
transitioned to a diagnosis of AN during treatment, 
suggesting that a diagnosis of ARFID may serve as a risk 
factor for the development of AN

• Case reports presented by Maertens et al. suggest that 
weight concerns may emerge after refeeding in some 
individuals with comorbid ARFID and obsessive-compulsive 
disorder, resulting in the later diagnosis of AN that was not 
evident when patients were very underweight.

Norris ML, Robinson A, Obeid N, Harrison M, Spettigue W, Henderson K. Exploring 
avoidant/restrictive food intake disorder in eating disordered patients: a descriptive 
study. Int J Eat Disord. 2014;47(5):495–9.



ARFID can lead to RED’s 
and then to AN?
• Starvation can trigger AN in genetically susceptible individuals?



Which?



Assessment of ARFID

• A new semi-structured multi-informant interview—(PARDI) has 
recently been developed to diagnose ARFID in children and adults. 
The PARDI also provides dimensional ratings of relevant 
presentations (selective sensory-based eating; low interest or low 
appetite food avoidance; and restrictive eating due to fear of 
aversive consequences) and overall ARFID severity 

• The PARDI appears acceptable to respondents and preliminary 
evidence of reliability and validity has been demonstrated in an 
initial sample. Larger‐scale validation studies are currently 
underway. The PARDI is freely available to clinicians and researchers

• https://onlinelibrary.wiley.com/doi/abs/10.1002/eat.22958



ARFID/AN?

Similar
• Weight loss
• Restricted intake
• Mealtime conflict
• Social isolation
• impact on family
• systemic 

anxiety/compensation
• OCD/rigidity
• Weight /shape concern

Different
• Weight /shape issues take 

different form e.g. concern re 
number only or taking up 
space- no fear of Normal wt

• Diet composition- less “diet 
focused”

• Onset of difficulty earlier
• Sensory issues
• Non food sensory and 

cognitive clues e.g. numbers 
or colours, smells/images that 
stay



True link 
between 
AN and 
autism

Use of gold 
standard measures
(e.g., Westwood, 

Mandy Tchanturia, 
2017)

Use of historical 
report

(Vagni et al., 2016)

Findings in 
recovered samples

(e.g., Anckarsäter et 
al., 2011)

20 to 30% 
of women 
with AN 

are 
autistic

Is Autism also present?  



Autism?

• AQ

• EQ

• Autistic Spectrum Disorders Toolkit 
(rcgp.org.uk)



Core features Autism

Interoceptive difficulties sensing hunger

Sensory aversions to some foods

General sensory processing difficulties

Alexithymia

Emotional dysregulation

Social difficulties

Concrete, literal thinking around food, weight, diet

Rigidity

Intolerance of uncertainty

Special interest/obsessional thinking about food, weight, exercise



Numbing down 

sensory and 

emotional 

experiences

Bullying, 

unrecognised autism, 

stressful life events

Introducing 

calmness 

through control 

and 

predictability

Restrictive Eating 
Disorder (RED)
Anorexia Nervosa
ARFID
Atypical Anorexia

Interoceptive difficulties sensing 
hunger

Sensory aversions to some foods

General sensory processing 
difficulties

Alexithymia

Emotional dysregulation

Social difficulties

Concrete, literal thinking around 
food, weight, diet

Rigidity

Intolerance of uncertainty

Special interest/obsessional thinking 
about food, weight, exercise

Autism-related difficulties Negative emotional 

consequences 
Coping mechanismFunction of RED

Feeling overwhelmed, 

loss of control

Feeling overwhelmed, 

loss of control

Impact on mood, and 

sense of self

Impact on mood, and 

sense of self

External 

Influences



Take a detailed history

Sensory issues

Texture

Temperature

Colours

Smell

Environment

Communication 
difficulties

Speech

Interactions

Special interests Dislike of change

Routine

Change in food 
presentation

Packaging



Sensory Processing
Measures 

Adolescent / Adult Sensory 
Profile™ | Pearson 
Assessment 
(pearsonclinical.co.uk)

https://www.pearsonclinical.co.uk/AlliedHealth/PaediatricAssessments/Sensory/AdolescentAdultSensoryProfile/AdolescentAdultSensoryProfile.aspx


Source PEACE Pathway -

https://peacepathway.org/clinicians/resources?tag=16
https://peacepathway.org/clinicians/resources?tag=16


Mental Capacity

Is the person able to : 

• Recognise there is a problem  and  engage in 
help?

• Able to act on risks /concerns about health?







Safe and Effective Practice – Dietitian 
Role in Eating Disorders



Safe and effective practice/role

Dietitians need a clear framework for working 
with patients safely and effectively. This role can 
be defined as dietetic treatment only, co-
therapist, case management or nutrition risk 
management. These have different frameworks 
and processes and an understanding of these 
can help dietitians feel secure in the type of 
support they offer.



Dietitian role options for Eating 
Disorders

• Assessment  and formulation
• Psychoeducation
• Behaviour change for recovery,  partial recovery 

or to  to improve quality of life
• Support to stay ill safely
• Nutrition risk monitoring
• MDT Case management in transferring to hospital
• MDT Case management of intensive treatment 

e.g NG feeding/ feeding under restraint 
•



Are you?...

• Assessment

• Treating

• Co- therapist

• Nutrition risk monitoring

• Case managing



Assess to treat

• Assess with a view to taking on for treatment

• Effective working- ensure that treatment 
offered is likely to work.

• Do not offer treatments if it is unlikely they 
will be successful e.g they have not work in 
past. 

• Sometimes there are no good options!



Options?

• Patient  not ready to engage in behaviour 
change work

• Do nothing?

• Nutrition risk monitoring and liaison with 
team

• Consider plan B- capacity assessment/ 
hospital 



Role  Case Management

• Patient too unwell for your service/outpatient 
treatment

• Stay involved to monitor risks and support 
transition to another service

• Duty of care to support transition



Role  co- therapist

• Dietetic  role- to be aware of psychological 
techniques such as CBT-E/ DBT/ CFT that are used 
to treat eating disorders etc and weave these 
techniques into your practice

• Examples: behavioural experiments, Socratic 
questions, theory around threat systems, distress 
tolerance .

• Focus of the sessions should still be food based

• Consider scope of practice limits if majority of the 
session is around non food topics



Do

• For <18 involving families (FBT)

• Ensure you work within an MDT not alone

• You screen and assesses before taking on for 
treatment

• Evaluate treatment /behaviour change within 
4 weeks and change if not working change 
treatment



Don’t 

• See young people alone

• Work  alone

• Work on psychological aspects of care without 
other practitioners being involved

• Spend more time on non food topics than 
food topics

• See patients alone who refuse physical  
monitoring or psychological input



Safe to work on outpatient basis?

• Do they have physical monitoring in place?

• Do they have psychological support in place?

• Are they mild to moderate in presentation?

• Do you have a plan B in place and discussed if 
they deteriorate?



Case 1

• You are asked to see a 15 year old who is 
losing weight with AN

• Family ask you to see her alone 

• You check with child she is receiving physical 
monitoring- she says yes.

• She doses not want family therapy or 
psychology



Case 2

• You are seeing a young adult for BN

• They are losing weight and vomiting 3 x a day

• They do  not always attend for physical 
monitoring

• They cancel a lot of appointments 

• They attend and tell you they have not eaten 
for anything for 2 days and have been 
vomiting



Case 3

• You are seeing a  patient with Binge Eating 
Disorder who discloses past ACE’s .



Case 4

• You see a patient who tells you they have a 
diagnosis of Anorexia Nervosa

• You assess and decide it is probably ARFID

• Patients presentation and history indicate they 
may have autism  

• What do you do?


