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EATING DISORDERS - DSM CRITERIA

EATING BEHAVIOURS
o Persistent disruption of eating behaviours that results in the altered consumption of food, or
persistent energy intake restriction e.g. restrictive eating, binge eating, inappropriate
compensatory behaviours (AN, BN, OSFED)
BODY IMAGE DISRUPTION
o Disturbance in the way one's body weight or shape is experienced, fear of gaining weight, or
self evaluation unduly influenced by body shape and weight. Restrictive or compensatory
behaviours are intended to prevent weight gain
IMPACT
« Significantly impairs physical health and psychosocial functioning

» Marked distress around eating

SEVERITY
» Based on frequency of binge or compensatory behaviours, or weight for AN
o Specify if in partial or full remission

BODY DYSMORPHIC DISORDER - DSM CRITERIA

PREOCCUPATION
e Preoccupation with one or more perceived defects or flaws in physical appearance, which
appear slight or are unobservable to otherse.g. facial features, skin, hair, genitals, body
parts, symmetry
COMPULSIVE BEHAVIOURS
e At some point during the course of the disorder, performance of compulsive or repetitive
behaviours or mental acts in response to appearance concerns e.g. checking, camoflaging,
comparing, reassurance seeking
IMPACT
e Preoccupation causes clinically significant distress or impairment in important areas of
functioning
SPECIFIERS
» Not better explained by concerns with body fat or weight in an individual whose symptoms

meet ED criteria
* Insight: good/fair; poor; absent/delusional
e Muscle dysmorphia: preoccupation with appearing insufficiently muscular or slight in build
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BDD
-Concerns focused on
specific facial or body
feature/s
-General deficits in face
and emotion recognition
-Higher rates of
delusional beliefs/
lower insight
*Behaviours are
compulsive and focused
on changing/hiding
specific body part

+Body image disturbange
sLocal bias > global
processing
«Can have low insight

=Mirror checking/ avoidance

«Can have focus on
muscularity

=Similar traits: perfectionjsSm

anxious, avoidan

DIFFERENTIAL ASSESSMENT PROMPTS

PRESENCE OF APPEARANCE CONCERNS

FUNCTION OF BEHAVIOUR

Are you concerned or distressed about your overall appearance/ shape or specific features
of your body or face? E.g. nose, skin, genitals
How do you describe the area of concern? Do you think others see it in the same way that
you do?
How many hours do you spend thinking about or trying and change your appearance?

e Can you tell me what purpose or function is driving the restrictive eating and exercise?

e Do you have an ‘ideal’ way you would like your body to look?

o Are there any other behaviours you do to try and change, hide or check your appearance?
» Do concerns about your appearance mean you avoid any important activities or situations?

HISTORY OF APPEARANCE CONCERNS
» Have you previously been very concerned about a particular part of your body or

appearance?

e Have you had any cosmetic procedures to change your appearance?
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COMORBID DIAGNOSIS

e 32.5% ED lifetime comorbid prevalence in BDD (Ruffolo, 2006)

» In comorbid presentations, 63-94% of clients reported developing BDD prior to AN

e One study highlighted that despite clients with AN expressing that BDD preoccupations
were their ‘biggest’ concern, none of them had been diagnosed with comorbid BDD
(Grant,2002)

o Of those with comorbid BDD & ED: 9% AN; 6.5% BN; 17.5% EDNOS (Ruffolo, 2006)

e Among 26.23% of AN with probable BDD, hair, nose, skin, teeth, and height were the most
common areas of concern (Cerea, 2018; Kollei 2013)

e 63.93% of patients with AN reported NWRCs and 26.23% of these patients screened
positive for BDD (Cerea, 2018)

o BDD comorbidity is actually higher in AN patients than AN comorbidity is in BDD patients

o 39% of AN clients met criteria for BDD (Grant, 2002)

e 15% lifetime BDD prevalence (Kollei, 2013)

OUTCOMES - COMORBID DIAGNOSIS

RISK CLINICAL TREATMENT

« Higher rates of suicidality
{comorbid AN & BDD had
triple the suicide attempt
rate of those with AN alone
(63% vs. 20%; Grant 2004)
« Higher rates of
hospitalisations

- Significantly greater body

image disturbance (Ruffolo,
2006)

+ Significantly more

preoccupied with
appearance (Grant, 2002)

» Greater number of

psychiatric comorbidities
(Ruffolo)

+ Significantly poorer

functioning (Grant, 2002)

+ Higher levels of

delusionality (Grant, 2002)

* Higher number of

treatment sessions

+ Higher number of

psychotropic medications
(Ruffolo, 2006)

+ Likely feeling ‘stuck’ in

treatment- both clinician
and client

TREATMENT ADAPTATIONS

e Monitor suicidality (3x higher suicide rate in comorbid; Grant 2002)
 Screen all clients with AN for BDD (minimum)

e Individual formulation

e Planning treatment priorities
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therapist behaviours
Treatment
engagement
targets

discomfort with telehealth camera

difficulties attending sessions

avoiding mirrors & photos
Quality of life
impacting
targets

reassurance seeking

bingeing

seeking cosmetic surgery

active intentional weight loss

difficulties with homework

social avoidance

core beliefs

TREATMENT PRIORITIES

©2024 Beilharz

KEY TAKE AWAYS
INDIVIDUAL TREATMENT
SCREEN FORMULATION HIERARCHY

Vicious flower

High comorbidity formulation

Adapting treatment for
comorbid presentations

Part of body image
assessment for every
client presenting with an
eating disorder or body
image concerns

Include all ED & BDD
maintaining cycles

Flexibility in treatment
approach depending on
client’s needs, risks,
insight and capacity to
engage
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Resources

Access Fran's pre-recorded webinar

Implementing

EMinD

CBT for \BODYE

R WELL

Body Dysmorphic
Disorder (BDD)

Professional
Development for
Health Professionals

Psychologist

https://www.mindbodywell.com.au/bddanzaed2024
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