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PRACTICE APPLICATIONS

Professional Practice
Understanding Disordered Eating Risks in
Patients with Gastrointestinal Conditions
E
MERGING DATA ARE ILLUMI-
nating the connection between
gastrointestinal (GI) conditions
such as disorders of gutebrain

interaction (DGBI), including irritable
bowel syndrome (IBS), celiac disease,
and inflammatory bowel disease (IBD)
with disordered eating.1-6 In turn,
eating disorders (EDs), such as anorexia
nervosa (AN), bulimia nervosa (BN),
and binge eating disorder (BED) can
lead to alterations in GI function.7,8 In
a systematic review of 94 studies with
an accurate ED diagnosis, the weighted
mean of lifetime ED were 8.4% (range,
3.3% to 18.6%) for women and 2.2%
(range, 0.8% to 6.5%) for men. A
doubling in prevalence over the study
timeline was also noted; the weighted
means of point ED prevalence
increased from 3.5% for the 2000-
2006 period to 7.8% for the 2013-2018
period.9 It is important to interpret
prevalence rates for men with caution
because they are underrepresented in
ED research and less likely to be
screened or referred for treatment.10

Only about 20% of patients with EDs
will seek treatment, often when the
disorder is more severe.11 Due to the
significant physical toll caused by an
ED, patients may seek treatment for GI,
exocrine, or cardiovascular complaints
instead of the ED, placing them at
serious health risk.11 Therefore, it is
imperative that all health care pro-
fessionals, including various specialists
in the field of gastroenterology, regu-
larly assess for eating behaviors to
meet their patient’s clinical needs.12

Because individuals with EDs may
attempt to hide their illness and avoid
health care interventions, a gastroen-
terology visit can too often be a missed
opportunity to assess a patient for
disordered eating.13 Although it is not
the job of gastroenterology providers to
treat EDs, it is important to identify at-
risk patients and direct them to the
appropriate treatment. This article
highlights the importance of recognizing
disordered eating in patients with GI
conditions, provide screening guidance,
and review the importance of a multi-
faceted team approach for treatment.
A Primer: Disordered Eating vs ED
Disordered eating is observed in in-
dividuals who do not follow eating pat-
terns that are deemed the cultural norm,
such as skipping meals, limiting many
foods, or following restrictive diets.4 Pa-
tients with DGBIs, such as IBS, may
engage in disordered eating as a means
of avoiding or preventing symptoms.4

For example, up to two-thirds of pa-
tients with IBS attribute foods they eat to
abdominal symptoms and bowel
changes, leading to increased interest in
restrictive diets in hopes of minimizing
postprandial discomfort.14 Severity of
eating behaviors, motivation driving
those behaviors, and negative medical or
psychological effects caused by those
behaviors distinguish disordered eating
from an ED (Figure 1).4

The main EDs described with
detailed diagnostic criteria in the fifth
edition of the Diagnostic and Statistical
Manual of Mental Disorders (DSM-5)
include AN, which presents with
excessive dieting leading to severe
weight loss and associated with path-
ological fear of becoming fat, BN asso-
ciated with episodes where loss of
control over eating is followed by
inappropriate behaviors such as self-
induced vomiting or laxative abuse to
avoid weight gain and BED. Unlike
simply the act of overeating, BED is
more severe and is also associated with
episodes where the individual experi-
ences loss of control over their eating
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with significant physical and psycho-
logical problems.15 It is important for
gastroenterology providers to be aware
of these diagnoses, considering a stag-
gering 41% to 52% of patients with EDs
also have IBS.16

In the revised edition of the DSM-5,
diagnoses that were previously classi-
fied as feeding disorder and EDs of in-
fancy or early childhood, including pica,
rumination disorder, and avoidant/
restrictive food intake disorder (ARFID)
removedage considerations and are now
considered independent diagnostic
feeding disorder and ED categories. Pica
is characterized by eating nonfood,
nonnutritive substances and rumination
disorder is defined as repeated, effortless
regurgitation of ingested food. ARFID
shares characteristics similar to other
EDs such as food restriction and avoid-
ance, medical risks, and comorbid anxi-
ety, but the founding psychopathologyof
ARFIDmakes it distinct in that it lacks an
overvaluation onweight or body size.15,17

Other specified feeding and eating
disorders (OSFED) are a clinical cate-
gory in the DSM-5 used to describe
disordered eating behaviors that do not
fully meet criteria for a specific eating
disorder. Orthorexia, where an indi-
vidual has an obsession with eating
foods that they deem as healthy, may
be given a diagnosis of OSFED—atypical
anorexia or OSFED-other—but there is
debate in the field over the diagnostic
criteria.18 In addition, it has been noted
that orthorexia is less commonly
captured in clinical practice because
individuals typically will not seek
treatment unless they begin to experi-
ence significant physical or psycholog-
ical distress18; yet GI clinicians are
encouraged to be aware of orthorexia
given the potential consequences of
recommending diet therapies, further
placing a microscope on food.19
Psychiatric Comorbidities and EDs
Unsurprisingly, EDs are associated with
comorbid psychiatric disorders;
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Figure 1. Food avoidance related to food intolerance, such as removing lactose-
containing milk from a diet due to lactose intolerance, is not pathological. The
severity of the food avoidance provokes greater health risk. Not all patients with disor-
dered eating have an eating disorder; however, all patients with eating disorders will
engage in disordered eating. Weight and body mass index do not always correlate with
eating disorder risk and should not be the only red flag or metric to initiate screening.20

Careful assessment of disordered eating may prevent the development of an eating
disorder and guide proper treatment for comorbid gastrointestinal conditions.
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similarly, there are increased rates of
affective disorders among patients with
GI conditions.12,21-23 The act of eating
often creates significant stress for both
groups of patients. With the strong
connection between food and the
experience of digestive conditions,
careful attention and assessment must
be made.16,24 For example, individuals
reporting more food triggers experience
a reduced quality of life and report
more severe IBS symptoms.25 Further,
depression and anxiety symptoms can
often exist secondarily to an ED and it
may be difficult to tease apart primary
depression and anxiety disorders from
depression and anxiety symptoms due
to malnutrition; both share low energy,
psychomotor agitation, irritability, poor
concentration, and low mood.12 Proper
screening, empathic conversations
about eating behaviors, and the poten-
tial dangers for missing an ED diagnosis
early in patients with GI conditions are
necessary.12 The lethal nature of EDs is
illustrated in a recent meta-analysis
concluding that suicidal behaviors are
a significant concern in those with EDs,
with awareness critical for targeted
prevention and opportunities to employ
harm reduction interventions.26 It
should be noted that the nature of se-
vere psychological comorbidities in
ARFID, rumination disorder, and pica,
especially in GI patient populations, is
limited.
Influence of EDs on GI Symptoms
The intersection of EDs and alterations
of GI function is complex. It is difficult
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to distinguish whether digestive con-
ditions or symptoms are inherent
manifestations of EDs or the outcome
of malnutrition stemming from ED
behaviors such as laxative abuse, self-
induced vomiting, or the restriction of
food.8 Alternatively, a clinician has to
factor in the possibility that the disor-
dered eating may result from the in-
fluence of the ED on GI function. Likely
risk factors for these GI manifestations
include severe malnourishment from
ED-related symptoms such as self-
induced purging, loss of appetite,
dysphagia, constipation, bloating, or
refeeding.27-29 Malnutrition and
muscular atrophy can lead to pelvic
floor dysfunction, which has been
shown to be a predictor of abdominal
distention in EDs.27,30 Malnutrition and
associated metabolic myopathy and
electrolyte imbalance have been shown
to influence gastric motility, gastric
emptying, and intestinal transit leading
to significant impairments.27

Research in patients with AN and BN
highlights the complex nature of EDs
and GI conditions where nausea, vom-
iting, and gastric fullness have been
associated with slow gastric emptying
in some studies with patients with
AN,31,32 whereas others have not found
a connection in body weight, gastric
emptying, and GI symptoms in patients
with AN and BN.33-35 Current literature
highlights that GI symptoms are
therefore not reliable indicators of
gastric emptying among those with
EDs and this is an area requiring
further research.8 Considerations for
the numerous GI manifestations
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associated with EDs are highlighted in
Figure 2.
GI Conditions and the
Relationship to Disordered Eating
and EDs
GI conditions are associated with
greater risk of disordered eating and
eating disorders (Figure 1). A system-
atic review by Satherley and col-
leagues37 found that 23.7% of
individuals with GI conditions display
disordered eating, defined as behaviors
of food restriction, meal skipping, or
overeating not yet meeting criteria for
an ED. In IBS, Reed-Knight and col-
leagues38 found that food avoidance,
irregular eating, and skipping meals is
common in patients with IBS. In this
study of nearly 100 adolescents with
IBS, eating-related symptoms were
found to be exponentially higher in IBS
(91.7%) compared with healthy controls
(28%). This study revealed that 43% of
IBS patients tried to control eating-
related symptoms by not eating any
food, evenwhen hungry. It is important
to note that the presence of disordered
eating in this cohort did not result in
significant weight change, serving as a
reminder not to utilize weight change
as the only measure to determine the
presence of disordered eating.38 In ce-
liac disease, clinicians should be aware
of patient concerns regarding weight
gain after diagnosis and treatment with
a gluten-free diet as well as the po-
tential for hypervigilance around
applying a gluten-free diet. Prevalence
for disordered eating is suggested to
occur in 22% to 29% of individuals with
celiac disease.39 Further, in a recent
study assessing the frequency of EDs in
patients with chronic constipation
(79% women), revealed that 19% had
clinically significant ED pathology. ED
was associated with higher general
anxiety scores, as well as greater GI-
specific anxiety (a cognitive, affective,
and behavioral response that results
from fear of GI symptoms and the cir-
cumstances in which these visceral
symptoms occur).3 Screening for ED in
individuals with chronic constipation is
recommended, particularly when
bloating and abdominal pain are
present.3

New data reveal the presence of
suspected ARFID in GI clinics. Although
one should interpret this research with
caution given screening measures for
-- 2021 Volume - Number -



Mouth and
salivary glands

Gingivitis, periodontitis, cheilosis, oral infections,
salivary gland enlargement

Esophagus Mallory-Weiss tear, gastroesophageal reflux disease,
esophagitis, esophageal motility disorders, acid
regurgitation, dysphagia, achalasia

Stomach Gastric bezoar, gastric dilation, dysmotility, delayed gastric
emptying for liquids and solids, postprandial fullness,
dyspepsia, disturbance in peripheral hormone secretion

Small þ large
intestine

Superior mesenteric syndrome, functional and defecatory
disorders such as irritable bowel syndrome or functional
constipation, pelvic floor dyssynergia, rectal prolapse,
abdominal distention, bloating, feeling of anal blockage,
increased and decreased colonic transit times

Pancreas Acute pancreatitis

Liver Elevated transaminases, nonalcoholic fatty liver disease

Figure 2. The influence of eating disorders on the gastrointestinal tract.7,8,27,36
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ARFID are not yet validated in DBGIs,40

preliminary data by Zia and col-
leagues41 revealed approximately 21%
of patients with functional GI disorder
in their sample met criteria for ARFID.
In the first large prospective study
screening adult gastroenterology pa-
tients for ARFID (n ¼ 317; 65.6%
women), 19.6% screened positive in the
setting of a functional bowel and
motility clinic.42 Further, patients with
IBS were two times more likely than
non-IBS patients to screen positive.
Within the same group, a multidisci-
plinary team completed a retrospective
analysis of 223 adult patients receiving
psychogastroenterology services and
found that 12.6% (23 of 28 patients
were women) of patients met DSM-5
criteria for ARFID.20 In that study, a
majority of patients (71.4%) screening
positive for ARFID had been prescribed
a restrictive diet without fermentable
oligosaccharides, disaccharides, mono-
saccharides, and polyols (low-FODMAP
diet). It has also been found in 1 study
that high adherence to the low-
FODMAP diet in patients with IBS was
associated with ED behaviors.43 These
results underline the importance of
assessing risk of maladaptive eating in
this population, as well as the need for
evidence-based guidelines for clinical
practice regarding which IBS patients
are appropriate for a low-FODMAP diet.
It should be noted that there are

significant limitations in interpreting
questionnaire studies that assess
-- 2021 Volume - Number -
prevalence for ARFID in patients with
GI conditions. These questionnaires do
not directly assess GI symptoms, such
as early satiety, which can be the
catalyst for changes in the patient’s
eating habits and would be skewed in
patients with DGBIs. Further, GI symp-
toms in DGBIs are often triggered by
food secondary to visceral hypersensi-
tivity to normal digestive function.
Therefore, many patients following
prescribed restrictive diets will score
points even when disordered eating is
not a factor, leading to increased scores
on ARFID questionnaires even in the
absence of true disordered eating. To
best serve patients with GI conditions,
a validated tool to assess EDs and
disordered eating in this population is
needed.
Rumination syndrome is a functional

GI diagnosis that can be missed,
delayed, or untreated leading to sig-
nificant health consequences.44 In the
GI literature, rumination syndrome is
described as the subconscious physio-
logical contraction of abdominal mus-
cles while voluntarily relaxing the
lower esophageal sphincter, which al-
lows food and liquid to be regurgitated
leading to re-chewing, re-swallowing,
or spitting out.45 The true prevalence of
rumination syndrome is likely under-
estimated due to lack of physician
awareness; and although it is perceived
as predominantly a diagnosis seen in
women, this is likely related to women
seemingly more likely to seek health
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care for DBGIs.46 Without careful clin-
ical assessment, the observation of
sudden or gradual weight loss in the
setting of regurgitating food can leave
patients vulnerable to a misdiagnosis
of AN, further perpetuating distress.
Murray and colleagues44 underscore
the importance of making a definitive
diagnosis and treating with a behav-
ioral intervention like diaphragmatic
breathing. In clinical practice, this
author (M.E.R.) has successfully imple-
mented diaphragmatic breathing
treatment over the course of one to
three sessions often after patients have
experienced incorrect diagnoses such
as AN, extensive and invasive medical
workups, medication trials, and in the
worst case, hospitalization with a con-
sult for enteral nutrition.47

Physicians must be careful in making
a diagnosis of an ED because GI
symptoms can mimic a feeding disor-
der and ED.48 In a study by Murray and
colleagues48 assessing for the presence
of feeding disorders and EDs in pa-
tients with symptoms of gastroparesis
and dyspepsia, 55% of patients had
clinically significant FED symptoms,
particularly symptoms of ARFID (23% to
40%); the likelihood of having feeding
disorder and ED symptoms increased
with more severe gastroparesis symp-
toms, but not gastric retention. These
emerging data highlight the
complexity of these already difficult to
treat GI conditions while adding
disordered eating assessment to the
treatment algorithm. Furthermore, it is
plausible that factors other than gastric
retention may play a role in sympto-
mology such as gut microbial
alterations.

There is paucity of research assessing
eating behaviors in IBD. However, a
systematized review focused on co-
morbidity between IBD and ED in 2017
found Crohn’s disease and AN most
frequently reported.49 The vast major-
ity of comorbid IBD and ED was found
in women; and aspects of IBD care,
such as corticoid refusal, medication
abandon, and deliberate exacerbation
of IBD symptoms were reported to
augment weight loss.49 To date, our
understanding of the connection be-
tween individuals with IBD and ED is
unfolding, but recognizing associations
are critical due to the potential that the
relationship of the 2 can worsen the
prognosis of both.50 Further, diet may
play a role in changing the microbiota,
DEMY OF NUTRITION AND DIETETICS 3



Variable Level 1:
Outpatient lower
risks

Level 2:
Intensive
outpatient

Level 3:
Partial
hospitalization
(full-day
outpatient care)

Level 4:
Residential
treatment

Level 5:
Higher risks
Inpatient treatment

Medical status Medically stable Medically stable Medically stable Medically stable w/
o need of
nasalgastro tube,
daily laboratory
tests

Heart rate <40 bpm; blood
pressure <90/60 mm Hg;
glucose <60 mg/dL;
potassium <3 mEq/L;
temperature <97�F;
dehydration; poorly
controlled diabetes

Weight >85% healthy
body weight

>80% healthy
body weight

>80% healthy body
weight

<85% healthy
body weight

<85% healthy body weight;
acute weight loss with food
refusal even if not <85%
healthy body weight

Motivation to
recover

Fair to good Fair Partial motivation,
preoccupied with
intrusive,
repetitive
thoughts >3 h/d

Poor to fair
motivation,
preoccupied with
intrusive
repetitive
thoughts 4-6 h/d

Very poor to poor motivation

Co-occurring
disorders

Presence of
comorbid
condition may
influence
choice of care

Presence of
comorbid
condition may
influence
choice of care

Presence of
comorbid
condition may
influence choice
of care

Presence of
comorbid
condition may
influence choice
of care

Any existing psychiatric disorder
(eg, risk of self-harm, severe
depression)

Structured
program
needed for
eating and
weight
restoration

Self-sufficient Self-sufficient Needs structure to
gain weight

Needs supervision
at all meals or
will restrict
eating

Needs supervision during and
after all meals or requires
nasalgastro feeding tube

Purging
behavior (use of
laxatives or
diuretics, forced
vomiting)

Can reduce
purging in
unstructured
setting, no
medical
complications

Can reduce
purging in
unstructured
setting, no
medical
complications

Can reduce purging
in unstructured
setting, no
medical
complications

Requires some
support to inhibit
purging

Needs supervision; multiple
daily episodes of purging

Figure 3. Understanding levels of care in adult patients with eating disorders. Adapted from https://www.nationaleatingdisorders.
org/toolkit/parent-toolkit/level-care-guidelines-patients. Accessed February 25, 2021.
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metabolome, host barrier function, and
innate immunity in patients with IBD.51
Considerations for Dietary
Interventions in GI Conditions
Recent literature points to a bidirec-
tional relationship between EDs and
patients with celiac disease, Crohn’s
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disease, and ulcerative colitis in
women; however, the authors were
careful to highlight that the associa-
tions could be related to dietary re-
strictions and eating behaviors.6 GI
symptoms associated with celiac dis-
ease, DBGIs, and IBD can all be
managed with dietary modifications.52

The specifics of the recommended
N AND DIETETICS
dietary interventions and foods asso-
ciated with triggering symptoms vary
across GI conditions. For example, pa-
tients with celiac disease must follow a
lifelong strict, gluten-free diet, whereas
patients with DBGIs and IBD often
require trial and error53 with long-term
goals of identifying a diet that is
conducive to the individual’s lifestyle
-- 2021 Volume - Number -
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and as liberal as possible. Diet-
controlled GI disorders and related
behaviors associated with food moni-
toring may place individuals at risk for
disordered eating.37 Research in young
adults sheds light on the importance of
early screening in patients with diet-
controlled health conditions because
they have been found to be twice as
likely to be diagnosed with an ED
compared with controls.54
Disordered Eating Assessment in
GI Conditions
GI conditions can be managed with
dietary interventions; therefore, care-
ful assessment of the patient’s appli-
cation of these interventions must be
included in regular office visits. Pa-
tients demonstrating significant re-
strictions, dysmorphia, unintentional
weight loss, food-related fears and
ongoing GI symptoms despite restric-
tion of food triggers highlight warning
signs (Figure 1).4 It is recommended
that GI clinicians be prepared to talk
with patients pertaining to concerns of
restrictive eating (see Figure 3). The 5-
question SCOFF (Sick, Control, One Fat,
Food) questionnaire55 can be used as a
means of facilitating a conversation
with patients suspected of disordered
eating, where the provider believes a
referral for more comprehensive ED
treatment is recommended.56 The
Coeliac Disease Food Attitudes and
Behaviors Scale is a validated tool to
assess disordered eating in celiac dis-
ease. High scores are associated with
psychological distress and impaired
quality of life.39 Careful assessment
about eating behaviors in patients with
organic GI disease should be routine in
clinic visits. For example, food preoc-
cupation, dietary restriction, and laxa-
tive use, purging are documented ED
behaviors in celiac disease. Although
food preoccupation and dietary re-
striction in IBS and IBD are ED behav-
iors in this population, other potential
risk of ED or disordered eating include
body shame, significant fear associated
with abdominal pain with eating, as
well as preoccupation of dietary
management.57

Once an individual has been
screened for EDs and/or disordered
eating, the next step is to understand
the level of care the patient may
require depending on the severity and
risks associated with their ED clinical
-- 2021 Volume - Number -
presentation. Figure 3 provides some
general guidance on ED levels of care.
Further, in patients with quiescent

IBD, up to 30% may experience IBS-like
symptoms, stimulating interest in the
low-FODMAP diet; however, undernu-
trition commonly observed in IBD
should caution the suggestion of any
restrictive diet unless the patient is
carefully supervised by a registered
dietitian.52 When providers make di-
etary recommendations as part of IBD
treatment, regular evaluation of eating
behaviors, beliefs about eating, dietary
changes, and implications on quality of
life must be monitored. The Food-
Related Quality of Life-29 question-
naire was developed specifically to
assess such domains in patients with
IBD.58

To more thoroughly evaluate the
presense and severity of feeding dis-
orders and EDs, the Pica, ARFID, and
Rumination Disorder Interview was
recently developed; in an effort to
streamline individualized treatment
plans, the Pica, ARFID, and Rumination
Disorder Interview includes subscales
for sensory sensitivity, fear of adverse
consequences, and lack of interest in
eating or food.59 In a multidisciplanary
team, a mental health professional will
likely be the team member to complete
the assessment with the patient.
Guiding Patients to Appropriate
Treatment
It will not be the responsibility of GI
clinicians to treat EDs; however, guid-
ing patients to proper treatment is
imperative. Mental health pro-
fessionals with expertise in psycho-
gastroenterology who are apart of
multidisciplanary treatment teams in
outpatient GI practices are not typically
trained in the treatment of EDs. How-
ever, they can aid in screening, diag-
nosis, and recommendations for more
comprehensive treatment.60,61 In pa-
tients with active ED, psychological
treatment considerations will be
determined by severity and patient
motivation.62 Treatment options prog-
ress from outpatient treatment with a
mental health professionals special-
izing in EDs, to intensive outpatient
day treatment or partial residential
treatment (typically for patients who
are medically stable) to inpatient hos-
pitalization (offering medical refeeding
and monitoring to assist with medical
JOURNAL OF THE ACA
stablization).62-64 Although psycholog-
ical treatment approaches will vary by
age and ED type, cognitive behavioral
therapy interventions are implemented
for adults.65
Outpatient Care for Disordered
Eating
Screening and open dialogue begins
the conversation with patients with GI
conditions about available treatment
options for improving their eating be-
haviors, food related anxiety, and
management of GI symptoms. Under-
standably, restrictive diets, such as the
low-FODMAP diet are not recom-
mended for patients demonstrating
disordered eating in the setting of GI
dysfunction.59,66 Patients may consider
evidence-based psychological in-
terventions such as gut-directed hyp-
notherapy with a trained mental health
expert.66,67 In patients not meeting
criteria for EDs, a multidisciplanary
approach to aid a patient in expanding
his or her diet can include the patient’s
gastroenterologist, a mental health
professional specializing in the treat-
ment of GI conditions, and a registered
dietitian (Figure 4).68 Given the
complexity of patients with GI condi-
tions, when available, early integrative
psychogastroenterology treatment
should be considered.61,69,70
Best Practices for the Treatment
of Disordered Eating and EDs
Patients with GI conditions with a
history of ED should consider alterna-
tive behavioral interventions as part of
their medical treatment. Regular dis-
cussion and screening pertaining to
eating behaviors, GI symptoms, and
quality of life should take place during
clinic and virtual visits. This can guide
appropriate treatment.

The psychological ramifications of
eating restrictions and GI conditions
can be devastating, overwhelming, and
escalate from disordered eating to
eating disorders (Figure 1). Validate the
patient’s experience and connect them
to the appropriate multidisciplinary
team (see Figure 4). For patients with
an ED, be prepared to refer for more
comprehensive ED treatment to meet
the patient’s clinical needs.

Although some GI conditions may
benefit from weight loss, such as
nonalcoholic fatty liver disease and
DEMY OF NUTRITION AND DIETETICS 5



Medical provider Mental health professional Registered dietitian

Who: primary care physician,
gastroenterologist, physician
assistant, nurse practitioner

Who: GI psychologist, behavioral health
provider, disordered eating specialist

Who: Registered dietitian with
specialization in gastroenterology
and/or disordered eating

� Ensure that the disordered
eating behaviors are not
entirely due to a co-occuring
medical condition

� Confirm that patient is medi
cally stable for outpatient care

� Inform goals of treatment (eg,
liberalize diet, gain weight,
improve deficiencies in
nutrition)

� Complete a clinical interview to
assess the presense and severity of
the disordered eating

� Develop treatment plan with patient

� Delivery of behavioral interventions

� Or, refer patients with more severe
disordered eating or eating disor-
der for treatment with eating dis-
order specialist

� Complete full nutrition assess
ment, including disordered
eating or eating disorder
screening

� Provide education and treat
ment plan that encourages
food variety, adequate nutri-
tion, and regular meal times

� Refer to mental health provider
with eating disorder exper-
tise in patients with severe
disordered eating or eating
disorder

Conversation starters for eating behaviors in the clinic visita

SCOFF Questionnaire Additional questions to facilitate discussion of eating
behaviors in a clinic visit

(1) Do you make yourself sick because you feel
uncomfortably full?

(2) Do you worry you have lost control over how much
you eat?

(3) Have you recently lost more than 1 stone (14 lb)
during a 3-mo period?

(4) Do you believe yourself to be fat when others say
you are too thin?

(5) Would you say that food dominates your life?
Scoring: each positive response to these questions yields a

score of 1; a score of 2 or greater indicates an increased
risk of ED behavior

(1) Does eating make you anxious?
(2) How has your appetite been?
(3) Do you ever skip meals as a way to avoid symptoms?
(4) Do you feel full after a couple bites?
(5) What time in the day do you typically have your first

meal?
(6) Do you eat a variety of foods or are you limited to

certain things?
(7) What kinds of beverages are you consuming

throughout the day?
(8) Do you spend much of your day thinking about

food-related decision and meal planning?
(9) Have you ever been diagnosed with an eating

disorder?
(10) I am afraid to eat outside my home
(11) I enjoy going out for meals as much as I did before my

diagnosis
(12) I will only eat food that I have prepared myself
(13) I have a lack of variety in my diet

aKeep in mind that adjustments in conversation starters may need to be made based on patient’s eating behaviors and beliefs.

Figure 4. The multidisciplanary team approach for disordered eating in patients with gastrointestinal (GI) conditions.
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gastroesophageal reflux disease, dis-
cussions around weight control
should be utilized with caution. The
unintended consequences of weight
stigma (prejudiced behaviors
6 JOURNAL OF THE ACADEMY OF NUTRITIO
directed toward those living in larger
bodies) can lead to reduced utiliza-
tion of the health care system and
can trigger disordered eating.71

Assessment for disordered eating
N AND DIETETICS
should take place in all patients
regardless of body size.

Focus clinical attention toward the
use of evidence-based interventions
based on the medical, psychological
-- 2021 Volume - Number -
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and nutrition needs of the patient. All
members of a patient’s treatment team
will work together to provide the pa-
tient with a unified prespective on
their goals, treatment progress, and
long-term relapse prevention. It is the
job of each specialist to assess the pa-
tient and provide a treatment recom-
mendation. Goals of nutrition therapy
may include weight restoration in un-
derweight patients, normalization of
eating patterns, achieve normal
awareness of hunger and satiety,
replete nutrient deficiencies, and
educate on specific diet requirements
for the GI condition (eg, gluten-free
diet education for celiac disease).
Eating Disorder Risk Reduction:
Prevention Efforts
Successful ED programs focus on key
modifiable risk factors for EDs. Prospec-
tive studies have identified key risk fac-
tors, including belief in the cultural thin-
ideal (called thin-ideal internalization),
perceived pressure to be thin, body
dissatisfaction, self-reported dieting,
and negative affect (eg, depressive
symptoms).72 Prevention programs and
clinical interventions should assess and
focus on these risk factors in an effort to
reduce risk. Most interventions geared
toward prevention have been imple-
mented in interactive group sessions. In
patients with GI conditions specifically,
providers aware of disordered eating
risks, should screen and address these
concerns early in the treatment plan to
help mitigate the development of an
eating disorder.72 Research to help
identity early eating disorder symptoms
and barriers to treatments remain gaps
in the literature.72 ED prevention pro-
grams enhance the participants’ knowl-
edge of EDs but have shown only small
improvements on the behavioral
outcome variables, dieting behaviors,
and general eating abnormalities for a
range of population groups.57,73

CONCLUSIONS
GI conditions prompt food-related
symptoms that can result in maladap-
tive eating. Individuals with GI condi-
tions are at greater risk for disordered
eating. Moreover, EDs can result in GI
alterations and symptoms. It is the role
of GI clinicians to assess for disordered
eating and/or EDs, to ensure best
-- 2021 Volume - Number -
outcomes. In overt EDs, an ED specialist
should be consulted because these
conditions require expert care. Details
of how to find experts are reviewed
elsewhere.24 Furthermore, although
not reviewed in this article, the explo-
ration of the role of gut microbiota al-
terations in GI manifestations and
disordered eating is emerging. This
area of research deserves more atten-
tion to better understand the role of
gut microbiome alterations in the eti-
ology of these conditions from GI
function to mental health and the po-
tential for therapeutic microbiome
targeted treatments.74-76
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