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Objectives

– Identify the main types of eating disorders.

– Identify signs and symptoms of eating disorders in 

patients with diabetes.

– Advise on proper treatment of eating disorders, 

including ED-DMT1 and BED.



Holly Samples, RDN, LD

– Dietitian for 17 years

– Certified Diabetes Educator in physician’s group, insulin pump company, and 

hospital

– Private practice for 6 years, specializing in treatment of eating disorders

– UGA University Health Center, specializing in eating disorders

– Currently Outpatient Dietitian at Piedmont Athens Regional

– Personal and professional interest in eating disorders, helping others develop a 

healthy relationship with food and their bodies



Eating Disorders1

– Anorexia Nervosa

– Significantly low body weight

– Intense fear of gaining weight or becoming fat

– Self-evaluation is unduly influenced by body shape or weight

– Bulimia Nervosa 

– Recurrent binge-eating:  large amounts of food, lack of control

– Recurrent compensatory measure to prevent weight gain (vomiting, laxatives, meds)

– Self-evaluation is unduly influenced by body shape or weight

– Binge-Eating Disorder (New in DSM-V)

– Recurrent binge-eating:  large amounts of food, lack of control

– Marked distress

– Other Specified Feeding or Eating Disorder (OSFED)

– Atypical AN, BN, BED





Risk Factors for Eating 

Disorders

– Female sex

– Dietary restraint and dieting (#1 trigger)

– Weight gain and being overweight (adolescence)

– Early puberty compared to peers

– Low self-esteem

– Disturbed family functioning

– Disturbed parental eating attitudes

– Peer and cultural influences

– Personality traits:  perfectionism, anxiety, difficulty adapting to change



Eating Disorders

– Food/weight becomes a way to deal with feelings. 

– Control, distraction, comfort, punishment, identity

– Cause is very complex

– Biological—genetics, effects of semi-starvation 

– Psychological—personality, mental health, coping skills

– Sociocultural—”thin ideal” vs. abundance of food, trauma

– Very individualized, complex, and difficult to treat

– Affects 20 million women and 10 million men in America

– Anorexia Nervosa has the highest mortality rate of any psychiatric disorder2. 







Diabetes and Eating Disorders

– 2 Different Co-Occurring Diseases

– 2 Types of Diabetes:  Type 1 and Type 2

– 4 Major Types of eating disorders:  AN, BN, BED, OSFED

Most Common:

1. “Diabulimia”/ ED-DMT1

2. ED-DMT2



Eating Disorders and Type 1 DM

– Women with Type 1 DM have 2.4X greater risk of developing an eating disorder 

– 30% of women with DM between the ages of 15 and 30 manipulate or omit 

their insulin in order to lose weight

– “Diabulimia”--often used by media, suggesting “purging” by withholding insulin 

to cause hyperglycemia and weight loss

– “ED-DMT1”—more encompassing term used in research to designate anyone 

with Eating Disorder and Diabetes Mellitus Type 1.

– No distinct diagnosis or ICD-10 code

– Question:  Does diabetes CAUSE the eating disorder?



Diabetes Management That 

Increase Risk of ED-DMT1

– Higher BMI—intensive insulin therapy

– Need to focus on food, counting, calculating (Diabulimia video)

– Easy availability of deliberate insulin omission to control weight

– Effect of diabetes on self-concept, body image, and family 

interactions

– Family dynamics involving autonomy and independence concerning 

diabetes self-management

https://www.youtube.com/watch?v=fmtr4g_VopU&feature=youtu.be


Katie

– Diagnosed with Type 1 diabetes at 11 yo.

– High functioning, “good girl,” always did what parents and doctor told her, perfectionist

– Goes to college—freedom and independence, no curfew or constant questions about diabetes 
management, late-night pizza, alcohol

– Boys, parties = desire to fit in, be attractive

– Leaves off insulin pump and weighs less the next morning

– Weight loss becomes appealing and she continues

– Katie is noticed, praised for weight loss

– Katie is constantly nauseated and fatigued, experienced hair loss, skin dryness, dark eye 
circles, and becomes depressed.

– Mom brings Katie to your office…



Warning Signs of ED-DMT1

– Overall deterioration in psychosocial functioning (school attendance and 
performance, work functioning, interpersonal relationships)

– Increasing neglect of diabetes management (“diabetes burnout”)

– Erratic clinic attendance

– Significant weight gain or loss

– Increased concerns about meal planning and food composition

– Depressive symptoms (sad mood, low energy, poor concentration, fatigue, 
disrupted sleep)

– Multiple episodes of DKA

– Poor or worsening metabolic control



What Would You Do With 

“Katie?”

– Ask open-ended questions:

– “How are you feeling about your diabetes, now that you are in college?”

– “What are your biggest concerns?”

– “How has your routine changed?”

– Recognition of patient’s feelings, “this is a tough time”

– Measure vitals:  weight, blood pressure, heart rate

– Labs:  CBC, CMP, liver enzymes, A1c, fasting cholesterol profile, UA

– Patients purging should be assessed for hypokalemia



Diabetes Eating Problem Survey



Complications

– Basically, the complications of uncontrolled DM:

– higher A1C levels 

– higher risk of developing infections 

– more frequent episodes of DKA 

– more frequent hospital and emergency room visits

– higher rates and earlier onset of diabetes complications - nerve 

damage, eye disease, kidney disease and possible heart disease

– Co-occurring complications of ED 



Treatment

– Very delicate balance of treatment, made more difficult by conflicting interventions

– Multidisciplinary team--endocrinologist, a dietitian who has knowledge of both 
diabetes and eating disorders, and a mental health professional who specializes in 
eating disorders.

– Flexible diabetes management--“good enough” vs. perfection

– Outpatient treatment--patient must be medically stable, able to follow treatment 
team recommendations, and make consistent progress

– Inpatient treatment--preferably one familiar with ED-DMT1

– Remember that ED-DMT1 is a serious mental health disorder, thus it cannot be 
treated by simply reinforcing diabetes education or stressing the dangers of 
diabetes complications



Total Diet Approach for ED-DMT1 



Binge Eating Disorder

Bob's Story

https://www.youtube.com/watch?v=NPgHu2Lup94


Martha Comes To Your Office…

– Forty year-old female with Type 2 diabetes 

– 264# now, has gained 30# in past 6 months

– FBGs are 150-200, A1c is 9.3

– You have continued to increase her insulin at each visit over past year.

– You have encouraged her to lose weight many times (suggested gym membership, 
referred to dietitian but she no-showed).

– You have reminded her of the dangers of uncontrolled diabetes.  She voices 
understanding, but she never seems to make any changes.   

– She doesn’t really want to talk about her eating habits and seems ashamed about 
her weight.

– What could be going on with this patient? 



Binge Eating Disorder

– Three times more common than anorexia and bulimia combined7

– More common that breast cancer, HIV, and schizophrenia7

– 3 out of 10 individuals looking for weight loss treatments show signs of BED

– Patients don’t report due to shame/guilt about behaviors

– Providers’ weight bias and assumptions about causes for obesity

– Complexity of treatment

– Could some of your patients with diabetes (Type 2) actually be dealing with an 

eating disorder?



What Would You Do With Martha?

– Ask open-ended questions:

– “How do you feel about your weight/diet?”

– “What are your biggest obstacles?”

– “What can I do to support you?”

– Recognition of patient’s feelings, “Sounds like this is really hard for you.”

– Measure vitals and pertinent labs

– OK to address abnormal lab values and diet/behavior effects on health/disease

– Referral to therapist/treatment center



Prevention of Eating Disorders 

in Diabetes

– Foster open, honest communication by being supportive and receptive

– Ask open-ended questions:  

– “How are you feeling about having diabetes?”

– “How do you feel about your body?”

– “What worries/concerns do you have about your diabetes/health/body?”

– Focus on BEHAVIORS, not just the scale

– Don’t over-emphasize or “moralize” weight

– Only address if dramatic changes

– “Health at Every Size”

– Sometimes settle for “good enough” BG control.  Don’t expect perfection.

– Avoid lecturing and shaming patients

– Early referral to mental health professional or dietitian
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