
EATING DISORDERS
Hana Papežová

Department of Psychiatry, First Faculty of Medicine,

Charles University and General University Hospital in 

Prague

Kaunas 



History of the Czech ED 

the Paleolithic period (35,000 B.C.E). 

1989

1983

AED CONFERENCE 2017



Hospitalization for ED/ 100 000 inhabitants 

(1981-2005) - Czech Republic

Pavlova et al. 2007



Epidemiology of Eating Disorders:
Research and Practice

Anna Keski-Rahkonen

Professor of Mental Health

University of Helsinki, Finland



Young women         Young men

1 in 6  1 in 50

(Silén et al, in preparation)



Lifetime Prevalence of DSM-5

Eating Disorders in Finland, People born in 1970s

Anorexia nervosa, 3.6%

Bulimia nervosa 2.3%

Binge eating disorder (BED) 0.7%

Other eating disorders 1.4%

AN  & BN 
0.3-0.7%?
BED???



Lifetime Prevalence of DSM-5

Eating Disorders in Finland, People born in 1980s

Anorexia nervosa, 6%

Bulimia nervosa 3%

Binge eating disorder (BED) 0.6%

Other eating disorders: OSFED 1.4% , UFED 5%

AN   0.3%
BN 0.2%
BED 0.3%
Other EDs: 1.8%



Eating Disorders Center

Psychiatric Department 

Prague, CR 

• Established in 1982-3 as the first in the Central 

and Eastern Europe . 

Hospitalization program 1-12 beds

• Day care center 2002-3

• Outpatient clinic, consultation and short

motivational psychoeducation intervention, 

Self help organisation 1992 – e-clinic



BODY WEIGHT

DRIVE TO EAT

IMPULSIVITY COMPULSIVE EXERSICES 

IMPULSE INHIBITION

FOOD RESTRICTION

PERFECTIONISM

OBESITY

BING-PURG. ANOREXIA

BULIMIA

BINGE EATING

RESTRICTING ANOREXIA

SPECTRUM OF EATING 

DISORDERS



Eating disorder spectrum –

family history

Compulsivity

Restrictive AN Binge-Purge AN BN

Family history of leanness, diets Family history of obesity

Mood Disorder - Family & Personal history - Substance Misuse

Impulsivity

Parenting

Overinvolved - Critical/ignoring - Neglecting/Abusive
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Anorexia nervosa F50.0

a) Weight is maintained at least 15% below that
expected (either lost or never achieved) , or
Quetelet´s body-mass index is 17,5 or less.
Prepubertal patients fail to make the expected
weigh gain during the period of growth.

b) The weight loss is self induced by diets,
avoidance of “fatting foods” and one or more
following: self-induced vomiting, self induced
purging, excessive exercise, use of appetite
suppressant and/or diuretics.



Anorexia nervosa F50.0

c) There is body image distorsion in the form of a
specific psychopathology with increasing
emaciation the patient’s feeling to be too large
persists and she imposes herself a low weight
threshold.

I’m so fat.



Anorexia nervosa F50.0

Endocrine disorder of hypothalamic-pituitary-
gonadal axis, amenorhea in women men by lost of
sexual interest and potency.

“masked” by hormonal replacement therapy

Elevated levels of growth hormone, cortisol, decrease
thyroidal hormone and abnormalities in insulin
secretion.

Prepubertal onset-delayed or stopped development
on juvenile level (growth, breasts and the genitals).



Anorexia nervosa 307.1, DSM 5

• Restricting type –dieting, fasting,excessive 

exercise

• Binge Eating/Purging Type – self-induced 

vomiting, laxative diuretics and enemas

• At least weekly



Bulimia Nervosa F50.2 

a) Persistent preoccupation with eating and an
irresistible craving for food, the patients have the
episodes of binge eating during which a large amounts
of food are consumed in a short period of time.

b) The patient attempts to compensate the “fattening”
effect of consumed food by one or more following
behaviour: self-induced vomiting, abuse of laxatives or
diuretics, alternating periods of starvation, use of
appetite suppressants, thyroid hormones or
manipulation insulin( mainly in diabetic patients).



Bulimia Nervosa F50.2

• c) The psychopathology consists of

• 1.morbid dread of fatness (the patient set herself or

himself a sharply defined weight threshold below the

premorbid weight that constitutes the optimum or

healthy weight).

• 2.frequent history of anorexia nervosa, the earlier

episode may have been fully or mildly expressed (mild

form with moderate loss of weight and/or a transient

phase of amenorhea).



Bulimia nervosa 307.51, DSM 5

Recurrent episodes of binge eating, 
characterized by:

Eating in a discrete period of time (2-hours)

definitely larger than most people would eat

Sense of lack of control

Recurrent inappropriate compensatory behavior
to prevent weight gain

At least twice a week – once a week.  



DSM 5 Binge Eating Disorder



Night Eating Syndrome - NES

Night Eating Syndrome - NEDS

Noctural Sleep - Related Eating 

Disorders (NSRED) 

Described by Stunkard in 1955. 

Overcoming Night Eating syndrom.

A Step by Step Guide to breaking the Cycle  

Kelly C Allison Penn´s Night Eating Study 



The Spectrum of Eating Disorders
children and adolescent - DSM V

• ARFID Avoidant-restrictive food intake disorder 

• Other Feeding and Eating Disorders (OSFED

– Milder forms of anorexia, bulimia, BED

– Purging disorder

– Night eating syndrome

• Unspecified Feeding or Eating Disorder (UFED) 



BN

AN

ADHD
Wentz et al.

17%

Spectrum
of drug abuse

Affective

disorders

Atypical
Forms-ED 

BADOCD 
spectrum

Autism
Gillberg et al. 

20%

Personality 

Disorders

Comorbidity up to 65% 



Risk Factors in Eating Disorders

Environmental
media images

teasing from peers

Family
maternal obesity and weight preoccupation

psychiatric disorders; substance abuse

Behavioral
personality and psychological factors

developmental model



Coping

Cognition

Affect Regulation

‘Need for Control’

Attachment Experience

Cultural Experience

Genes

Stress Hormone &

Serotonin System

Brain 

Changes

A Neurodevelopmental Model for Anorexia Nervosa

Genetic→ Neonatal → Childhood           → Adolescence →

Submission 
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Disempowerment
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Autonomy
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Avoidant 

Coping

Body Fat

Oestrogen

Modified Stress
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Body

Image 
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Biological                     

risk factors



Genetic and epigenetic risk factors

• 58-88% of the risk for developing AN
Bulik et al., 2000

• 5-HT2A promoter polymorphism
Collier 1999

• Appetite homeostasis
Hebebrand & Remschmidt, 1995

• OCPD temperamental traits
Lilenfeld et al., 1998

Munn-Chernoff MA. Shared Genetic Risk between Eating Disorder and Substance-
Use-Related Phenotypes: Evidence from Genome-Wide Association Studies 
Addiction Biology, 2020.



ED symptoms – 3 genetically stable 

factors

I BINGE EATING (BE)

II FEAR OF FATNESS/ COMPENSATORY BEHAVIOUR (FF)

III DRIVE FOR EXTREME THINNESS (DT)

I II III

BN + + + +

AN + + + +

BED + + +

EDNOS + + + +

OB + +

BE

FF DT 

+ 0.47

p < 0.01

+ 0.48

p < 0.01

- 0.11

no correlation

Williamson et al, AJP, 2002



The activity-based anorexia model
(ABA)

1 hr food access 

+ 

running wheel

30-80% of AN patients are hyperactive - compulsive    
excessive exercises frequently hidden

¨ Hebebrand et al, 2003
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AN

PHYSICAL STATE

=

STARVATION

PSYCHICAL DISEASE

=

BRAIN ALTERATION

STARVATIONBRAIN ALTERATION

?

Starvation & the Brain



AMYGDALA
ASSOCIATIVE 

LEARNING

ORBITOFRONTAL 

CORTEX

DECISION MAKING

REWARD VALUE

VISUAL CORTEX

OLFACTORY 

CORTEX

vision

smell

taste
TASTE CORTEX

INSULA 

FRONTAL 

OPERCULUM
✓INSULIN

✓ LEPTIN

✓GHRELIN

✓BLOOD GLUCOSE

HYPOTHALAMUS

SENSING ENERGY 

BALANCE

DORSOLATERAL 

PREFRONTAL CX

IMPULSE 

INHIBITION

SENSORY IMPUT

OUTPUT 

BEHAVIOUR METABOLIC SIGNALS

INTEGRATION

Dle Rollse, Uhera 1999



WHITE MATTER

(myelinated axons, lipids)

• decreased in acute AN

• normal after recovery

GREY MATTER

(neural cell bodies)

• decreased in acute AN

• decreased after recovery !!

Katzman 1996, 1997, 2001; Lambe 1997

Brain atrophy 



Attachment:

Biological Plasticity

• HPA axis development modified by prenatal 

stress and postnatal maternal behaviour

• Adversity associated with poorly regulated & 

hyperactive stress responses in adult life.

• Mediated by 5HT system 

Francis & Meaney, 1999; Plotsky and Meaney, 1983; Smythe et al., 1994



Attachment Experience
and Obstetric complications

• Preconception:

– 4 x Obstetric complications & Unresolved Loss

Shoebridge et al.,2000, Andrews et al., 1999

• Perinatal:

– 3 x Obstetric complications 

– High parental trait anxiety & overprotection

Shoebridge et al., 1999; Cnattingius et al., 1999

• Insecure Attachment 

– Dismissive

Ward et al., 2000



HOW TO „TRANSLATE“

TO PSYCHOEDUCATION

Genetics               Brain Atrophy     Osteoporosis



Psychological                  

risk factors



Adolescent Transitions

•  Oestrogen

– HPA axis

– brain development

•  Fat mass

– vulnerability in systems regulating appetite 
& weight

• Childhood submission → adult autonomy

• Cultural Transition Experience

Leung and Katzman , 1996



Perceived advantages of self-

starvation: The sufferers’ view

emotional security

control

attractiveness

confidence

avoid emotions

being special

fitness

skill/mastery

communicate distress

periods

Serpell et al., 1998



Social 

risk factors



Risk professions, sports,

social and printed media – beauty, fitness, 

contests, instagram



Course and Outcome 

• 50% - 70% recovers

• 40% partial recovery/chronically ill

• 10% dies



Mortality in Anorexia nervosa

Crude Mortality Rates: 0-20% (depending on length of FU)
Meta-analysis of 42 outcome studies Sullivan, 1995

• Annual mortality rate 0.56 %; 

• 12 x higher than in general population

Review of 10 outcome studies reporting SMR 
Nielsen et al., 1998 

• SMR after 6 -12 years follow-up period = 9; (95% CI 7.5 to 11.5)  
• Highest risk of death within the first year after presentation 
• Lower weight at presentation → higher risk.

Risk of death from eating disorders:  3 times higher 
than in depression, schizophrenia or alcoholism 

Harris & Barraclough, 1998



Causes of death in AN?

• Suicide: 20 to 40 % 

• Eating disorder complications (infections, 

arrhythmia): 33 to 54%

• Unknown or other causes: 19 to 28% 

Sullivan, 1995; Nielsen et al., 1998



Finnish women with Anorexia.

Prediction based on comorbidity?

No depression

DSM-IV 

depression

p=0.004

3

By 5 years:

74% recovered

By 5 years:

52% recovered

Anna Keski-Rahkonen, 2019 Prague ED conference



Risk of Death from 

Anorexia Nervosa

AN, no comorbidity: 2.8 x

AN, depression:  4.7 x

AN, personality: 5 x

AN, alcohol: 12 x

Kask et al 2016, PMID 27136502, Anna Keski-Rahkonen, 2019 Prague ED 

conference



Long-term care,                                 
SEAN and comorbidity

• CHRONIC SEVERE EATING DISORDERS: >50% of 
patients with AN need long-term multi-disciplinary 
care under enhanced programs and long-term 
involvement from specialist services and psychosocial 
services, forensic decision in involuntary treatment

• DUAL DIAGNOSIS: Many cases of AN& BN have 
significant co-morbid disorder 

• OCD, anxiety disorders, PTSD, alcohol & substance 
misuse, personality disorder

• Diabetes, multiple alergies and intolerances to food



COST B6 ACTION 
(ED multicentric study on 

treatment efficacy - 1993-2001)

country % positive outcome

AN

% positive outcome

BN 

CZ 31,5 32,2

D 20,6 32,2

F 25,7 -

GB 17,7 23,3

NL 49,5 56,2

PL 16,6 23,5

Spain 29,9 40,4



Cost - „Adequate therapy“

• As usual $36 200 Adequate - $119 200
• 1year survival $30 180
• Calculation /mortality, age, treatment response and mean duration of life/

Drake, R.E., Goldman, H.H., Leff, H.S., Lehman, A.F., Dixon, L., Mueser, K.T.,Torrey, W.C.:
Implementing evidence-based practices in routine mental health service settings. Psychiatr Serv, 52,
2001, pp. 179-82.

Crow & Nyman 2004

•



History of guidelines 

1999: Guidelines of psychiatric care. Papežová H: ED
Standardy Psychiatrie, Galén.

2002: Guidelines for primary care

2004: Guidelines with pharmacotherapy

2006, 2010, 2014: Reedition , Infopharm, Praha

2011: WFSBP pharmacotherapy quidelines: J.B. Psychiatry

2012: Psychopharmacotherqpy ED and obesity: Powers et al.
Child Adolesc Psych Clin.

2018: Guidelines of psychiatric care V.

https://postupy-pece.psychiatrie.cz/



Therapeutic
program



Program and  therapy

• Use research-evidenced methods of screening & 
detection (including risk factors)

• Change the focus of intervention from weight to 
identity.

• Incorporate ethnic philosophies & beliefs into 
commonly used cognitive and control strategies 



Contemplation

Preparation

Action

Maintenance

Relapse

Precontemplation

MET

CAT

Stages of 

Change 

Model

Recovery





CBT for the eating disorders

• Making links between 

behaviour, cognitions 

and affect

– modifying these in 

parallel

Cognition
(e.g. gaining weight) 

Emotions
(e.g.anxiety,

disgust)

Behaviour
(e.g.food 

avoidance)

G. Waller, Prague 2005



• Central roles for:

– poor self-esteem

– rules and dichotomous thinking

– beliefs about the importance of dieting and purging to 

keep weight low

• More of a role for affect in BED

Maintenance CBT model 

bulimia nervosa



Overevaluation od eating, shape 

and weight and their control

Overevalutaion of achieving

Perfectionismus

Inter 

personal

relations

Core low self esteem

Strict diets and 

other o weight 

control behavior
(achievement in 

other fields)

Binge eating Low weight

„Starvation 

syndrom“

Dysfunctional self evalutaion

Transdiagnostic cognitive-behavioral 

model of Eating Disorders

Mood intolerance
Compensatory 

vomiting, laxative 

misuse

G. Waller, Prague 2005



Cognitive Analytic Therapy

• Brief integrated focused therapy for NHS use - 16-
24 sessions

• Draws from cognitive behavioural models and 
object relations theory

• Process of reformulation, recognition & revision

• Integration of tools from diverse areas to 
facilitate change

Frances Connan, 2003



Cookbooks for Beginner Cooks



Cookbooks for Advanced Cooks



Compassion focused therapy 

for ED

• Today’s talk – compassion focused therapy (CFT)

• The context for compassion and why we all need 

it in our lives 

• What is compassion? 

• What is self-compassion? 

• The role of self-criticism and shame in the onset 

and maintenance of eating disorders? 

• Practical exercises in Compassion Focused 

Therapy (CFT) for  eating disorders.



Compassion websites

• www.self-compassion.org

• www.compassioninstitute.com

• www.compassionateliving.info

Gerard J. Butcher, Adjunct Assistant Professor, Dept. of Psychiatry, Trinity 

College Dublin, Ireland (Airija; Irlandiya) gerard@cognitivesolutions.ie EEEDN -

Kaunas 2018

http://www.self-compassion.org/
http://www.compassioninstitute.com/
http://www.compassionateliving.info/
mailto:gerard@cognitivesolutions.ie


Favorable prognosis:

• Fewer symptoms
• Shorter duration
• Higher BMI
• Low comorbidity
• High self esteem
•Interpersonal skills
•Greater motivation

At risk of dropping out:

•Weight suppression
• Bingeing and purging
• Depressive symptoms
• Impulsivity
•Comorbidity
• Low motivation

Predictors of Eating Disorder Treatment Outcome

PMID: 26171853



Mentalisation Based Therapy-ED

• Always the dual track

• Challenges for the Therapist mentalisation

• Either-or, body OR mind

• Fear of threat of somatic crisis

• Feeling rejected

• Feeling unsucessfull



Prevention



Prevention goals

Increase knowledge

Promote acceptance

Diversity & puberty

Nature of eating d/o

Discourage dieting

Reduce teasing

Media literacy

Self acceptance

Increase self esteem

Coping strategies

Reduce body 

dissatisfaction

Healthy eating

Limit internalization







Research



2007

2003 

Conferences on ED since 1997

2005

1997

INTACT 

2011



Advances in Eating Disorders: 
Theory, Research and Practice, 2013

• Hegemony of hard-core research, the current reign of 
evidence-based practice,

• The demand for rigid adherence to manuals or to a 
particular form of therapy…

• None of our current therapies have better than a 
70% full and sustained recovery – we have a long 
way to go.

• We believe open-minded clinical observation and 
experience, unhampered and creative thought, 
hypothesis development, conceptual considerations, 
vigorous debate and listening to our patients are just 
as valuable sources. 

Rachel Bryant-Waugh and Bryan Lask, 2013



The role of leptin and ghrelin

in malnutrition and microbiom
Circulating leptin levels are in most of the malnutrition 
states decreased in paralelle with drop of body fat

Hypoleptinemia is rather the consequence than the 
cause of anorexia nervosa and most of the 
malnutrition states

Hypoleptinemia triggers complex adaptive response 
to limited energy sources (body fat). 

This adaptation includes decreased energy 
expenditure, amenorrhea, immunodeficiency etc.





The PRO-YOUTH network

Germany:

Center for Psychotherapy Research 

Czech Republic:

Charles University, Prague

Romania:

University of Babes-Bolyai, Cluj-Napoca 

Italy: 

Studi Cognitivi, Milan

Ireland:

Trinity College, Dublin

Hungary:

Semmelweis University, Budapest

Netherlands:

Stichting Rivierduinen, Leiden

PRO YOUTH Projekt 2011-2014

Avoiding protracted admissions

Failure to treat early leads to 

chronicity



The PRO-YOUTH platform

Updated software, based on Es[s]prit 

and YoungEssprit (Bauer et al., 2009)

Consultation Chat

F2F
Counseling

Monitoring

Screening

Psychoeducation & Peer Support

New: 

Involvement of young 

people in development 

and delivery

PRO YOUTH Projekt 2011-2014





https://higherlogicdownload.s3.amazonaws.com/AEDWEB/27a3b69a-8aae-45b2-a04c-2a078d02145d/UploadedImages/Publications_Slider/2001_AED_Nine_Truths_Final_RGB_web_rev2.pdf


 

   

Minimum standard of care - cross-cultural action guidelines for Eating Disorders 

This document is intended to provide direction to health care professionals who do not have access to specialized 
treatment for their patients with eating disorders. 
 

5 basic facts about EATING DISORDERS: 

• EATING DISORDERS frequently affect teenagers and young people but also children and adults of all 

genders, ethnic backgrounds, cultures and body weights. 

• EATING DISORDERS are not lifestyle choices but serious mental disorders that cause patients to stop 

eating or to engage in binge eating and/or other dysfunctional eating behaviors and include several 

clinical presentations. 

• EATING DISORDERS are self-destructive behaviors that the patient cannot control. 

• EATING DISORDERS cause serious impairment, can have devastating chronic effects and have one of 

the highest mortality rates of all mental disorders. 

• EATING DISORDERS can be treated. If an ED specialized team is not an option the therapy should 

involve a multidisciplinary team of health care professionals if available and involve 

caregivers/relatives if possible. Working with relatives to support patients through this process is 

recommended no matter what the kind of EATING DISORDER the patient is suffering from. Treatment 

should focus on the psychological, social, nutritional and medical aspects of eating disorders. 

 

COMMON SYMPTOMS (patients show some, but not necessarily all, of these): 

• Behavioral change e.g. fasting, restriction of energy intake, difficulty eating, denial of appetite, binge 

eating, self-induced vomiting, laxative abuse, diuretics or diet pills, excessive physical exercise. 

• Body dissatisfaction 

• Distortion of body image 

• Strong desire to lose weight / intense fear of gaining weight  

• Low self-esteem 

• Psychological distress 

• Preoccupation with food 

• Depression and/or anxiety/mood swings 

• Reduction of libido 

• Lack of acceptance of illness 

• Social isolation 

• Physical symptoms  

• Excessive weight gain/loss 

• Absent or irregular menstruation  

• Sleep disturbances 

Patients with EATING DISORDERS often suffer from other mental and medical comorbid conditions that 

need to be addressed. 

Always seek specialized eating disorder treatment (through well trained professionals within the eating disorders 
area) for a patient with an eating disorder if available!  


