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A comment about the title of the talk. . . 





Roadmap:

 Review diagnostic criteria for anorexia nervosa (AN)

 Review statistics re:  suicide and AN

 Describe the emotional consequences of starvation as demonstrated in the 
Minnesota Starvation Study



More roadmap. . . 

 Sample case

 Explain CGS 17-183a

 Identify various levels of care and pros and cons of each

 Review symptom (including SI) exacerbation that can occur with ED (eating 
disorder) treatment



And more roadmap. . . 

 Review management strategies for distress reduction during treatment

 Review evidence-based medication management strategies

 Review evidence re:  ECT, TMS, and ketamine in patients with anorexia 
nervosa



And finally. . . 

 Describe severe and enduring anorexia nervosa and discuss the controversy 
surrounding appropriateness of palliative care, hospice or medical aid in dying 
for some individuals.



Anorexia Nervosa DSM V Criteria

 Restriction of food relative to requirements leading to a significantly low body 
weight for age, sex, developmental trajectory, and physical health.

 Intense fear of gaining weight or becoming fat, even though underweight.



Anorexia Nervosa DSM V Criteria (cont.)

 Disturbance in the way in which one's body weight or shape is 
experienced, undue influence of body weight or shape on self-
evaluation, or denial of the seriousness of the current low body 
weight.



Suicide is the second most common cause of death in people 
with anorexia nervosa.

(Sullivan, 1995)



Rates of suicide are high in patients with anorexia nervosa.  



Suicide is estimated to be the cause of nearly half of deaths in 
people with anorexia nervosa.

(Harris, 1998)



Approx. 17% of people with AN attempt suicide

(Bulik, et al. 2008)



Suicide attempts in patients with AN are associated with 
binge/purge subtype and disorder severity

(Bulik et al, 2008)



Suicide attempts are more common in patients with BN, but 
completed suicide rates are higher in AN.

(Franko and Keel, 2006)



Depression can precede the eating disorder, co-occur with it, or 
be secondary to it.  Suicidal ideation can occur at any time.



Starvation itself can cause mood changes and impulsivity.  
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Minnesota Starvation Study

Ancel Keys, 1945

University of Minnesota



36 men
conscientious objectors
6 months partial starvation





Three phases of the experiment

 3-month control period

 6 month semi-starvation phase

 Variable length rehabilitation phase





Starvation Phase

 Approximately 1560 calories per day

 Loss of approx. 37 pounds or 25% of body weight















Tucker, Todd.  The Great Starvation Experiment. Free Press, 2006.



Risk evaluation of the patient with anorexia nervosa



Anorexia is a disease of shame and secrecy



Case Study:  Annie is a 22 y/o cis female with a BMI of 12.  She has a 
history of anorexia nervosa and has previously required inpatient 
hospitalization for bradycardia.   She has lost thirty pounds in the last 
two months.  She comes to see you for a refill on her birth control pills.  
Annie’s mother accompanies her to the appointment and voices concern 
that Annie’s “anorexia is out of control again.”   Annie reports that she is 
depressed and feels hopeless.  She has been isolating herself in her 
room and only comes out to exercise.  She says she is not actively 
suicidal, but she does not see the point of living.  She says she does not 
care if she doesn’t wake up tomorrow.



On exam, Annie has a heart rate of 35 and BP of 86/42.   Annie admits that 
she has only consumed one glass of water and a boiled egg during the last 
24 hours.  When you suggest that she needs inpatient treatment, Annie 
becomes angry and says, “I’m not going, and there is nothing you can do 
about it.  I will kill myself if you try to make me fat.”



What are your options as a clinician?



Possible options:

 Try to get buy in for Annie to go to the Emergency Department for stat labs 
and medical evaluation.

 Risks of that option—if she goes to the Emergency Department, they might 
not admit her due to lack of awareness of severity of eating disorder, lack of 
beds, normal labs.  



A quick detour to talk about potential medical lethality in this 
patient. . . 

 Bradycardia

 Potential for dysrhythmia

 Positional pulse change

 Electrolytes

 Fluid status



Potential con of sending her to the Emergency Department

 If Emergency Department does not admit her, it could undermine your efforts 
to make her understand the potential lethality of eating disorders (but it 
would address your potential duty to try to get her appropriate evaluation 
and treatment).



Can you hospitalize Annie involuntarily?



CT Involuntary Commitment Statute
CGS 17-183a

 SUMMARY

 The law permits the involuntary commitment of people with psychiatric 
disabilities who are either dangerous to themselves or others or gravely 
disabled. A gravely disabled person is someone who may suffer serious harm 
because he fails to provide for his basic human needs and refuses to accept 
necessary hospitalization.



Eating Disorder Treatment Levels of Care

 Inpatient treatment—might occur on a medical or pediatric unit, a 
general psychiatric unit, or a specialty eating disorder unit.

 Residential treatment—probably not appropriate for a patient who is 
acutely suicidal unless it is a locked facility compliant with JCAHO 
requirements re:  ligatures and other safety hazards



Eating Disorder Treatment Levels of Care

 Partial Hospitalization Program (PHP)

 Intensive Outpatient Program (IOP)

 Outpatient treatment



Straddling the medical/psychiatric line.



What kind of monitoring is available at various levels of care?



Inpatient medical/pediatric

 Occurs in a traditional inpatient medical or pediatric hospital room

 If patient is acutely suicidal, they must be on 1:1



Potential benefits of inpatient medical/pediatric hospitalization

 Necessary for patients who are medically unstable—i.e. need telemetry, iv 
fluid or electrolyte repletion, etc.

 Likely have access to specialty consultation, if needed—i.e. cardiology, gi, 
psychiatry

 Many patients are reluctant to be psychiatrically hospitalized, and it might be 
easier to persuade them to accept treatment in a medical setting



Potential limitations of inpatient medical/pediatric hospitalization

 Staff on medical/pediatric floors are not likely to have much experience 
treating eating disorders, and it is easy unintentionally to upset a patient with 
an eating disorder

 1:1 “sitters” often have no eating disorder experience and are not able to 
provide high quality meal support or know what to monitor re:  exercise, 
eating disorder behaviors in bathroom



Potential limitations of inpatient medical/pediatric hospitalization

 No structured psychotherapy groups

 No individual therapy

 Some hospitals have excellent eating disorder protocols, and others have no 
protocols

 Generally no eating disorder specific psychoeducation



Potential limitations of inpatient medical/pediatric hospitalization

 Case managers are likely to be unfamiliar with aftercare resources for 
people with anorexia nervosa

 Family members can be at the bedside to support BUT families can be 
at the bedside to hinder 



Potential benefits of hospitalization on a psychiatric unit

 The environment is designed to protect a patient with suicidal ideation

 Staff are trained to watch for potentially dangerous behavior

 Doors are generally locked, belongings are searched, and visitors are 
monitored.    Less probability of having contraband on the unit.

 Involuntary hospitalization procedures, if needed, can be implemented easily



Potential challenges of being on an inpatient psychiatric unit

 Stigma

 The environment can be scary for patients, and they can be exposed to 
frightening psychopathology

 The stripped down environment often limits access to coping tools such as 
ear pods for music, tools for crafts (i.e. knitting needles, nature)  

 The stripped down environment can be demoralizing

 Visitors are often limited (this can be both positive and negative)



Potential challenges of being on an inpatient psychiatric unit

 Access to a dietitian with eating disorder experience can be limited

 Accurate calorie counts and “in and outs” can be difficult or impossible to 
obtain

 Staff are not used to doing blind weights (first thing in the morning, gowned, 
post-void)

 Bathrooms are often not locked, and patients can purge

 Rooms are often not locked and patients can exercise



Potential challenges of being on an inpatient psychiatric unit

 Other patients might say things that trigger patients with eating disorders—
i.e. diet talk, body shaming

 Group content (or therapeutic handouts/resources) can be triggering for 
patients with eating disorders

 NG tubes might not be allowed



Potential benefits of a specialized inpatient eating disorder unit

 Specialized staff

 Protocols in place to provide medically safe nutritional rehabilitation

 Meal support

 Dedicated dietitian with experience working with eating disorders

 Therapeutic milieu provides a cohort of patients working toward recovery

 Case manager should be familiar with eating disorder aftercare resources



Potential challenges of being on a dedicated eating disorder unit

 Contagion—patients can learn new eating disorders from each other

 Competition—patients often compete to see who can be the “sickest”

 Chronicity—patients who are repeatedly hospitalized or hospitalized for long 
periods of time in eating disorder settings can become more attached to 
eating disorder.  Eating disorder becomes their identity.

 Eating disorders become normalized.  Patients start to believe that everybody 
has an eating disorder.



So what is the perfect environment?



What happens when our patient with anorexia and suicidal 
ideation receives treatment at a higher level of care?



The patient’s distress is likely to increase.







Ambivalence about recovery is the norm.







DBT (dialectical behavioral therapy)

 Mindfulness

 Interpersonal effectiveness

 Distress tolerance

 Emotion regulation

 (Linehan, 1993)











What is the role for medications?



There are no specific medications approved to treat anorexia 
nervosa.



Does the patient have the building blocks?



Tryptophan and nutritional supplements to potentiate 
fluoxetine?

(Barbarich, et al, 2003)



Practical advice:  If you are going to the beach, wear a swimsuit.



SSRI’s and SNRI’s
Mirtazapine
Bupropion



Lithium



Atypical antipsychotics:  olanzapine?

(Frank, et al, 2016)



Atypical antipsychotics:  aripiprazole?

(Tahillioglu et al, 2020)



Ketamine?

(Keeler, 2021)



ECT and anorexia

(Shilton, et al 2020)



Anorexia nervosa and TMS

(Morais, 2021)



Shifting gears. . . 



Severe and enduring anorexia nervosa (SE-AN)

 No clear consensus on what SE-AN is

 20 to 25 % of patients with anorexia nervosa do not recover and have chronic, 
severe illness 



Factors to consider in making SE-AN diagnosis

 Duration of illness

 Severity of illness (weight, cognitions, medical consequences)

 Age of patient

 Prior episodes of remission

 Prior episodes of treatment (and full weight restoration)



Forced 
treatment

MAID



Medical Aid in Dying?

(Gaudiani, et al, 2022)



Death as a consequence of the illness is not the same as MAID, 
but some argue that MAID is more humane.



Should we ever allow someone to succumb to anorexia 
nervosa?



“I would rather die than gain weight.  I don’t want to live this 
way.”



Thank you!
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