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What Eating Disorders Are
Eating disorders are serious mental health conditions involving persistent disturbances in eating behaviors and related thoughts/emotions. The most common include:
· Anorexia Nervosa (AN): Restriction of food intake, intense fear of weight gain, distorted body image.
· Bulimia Nervosa (BN): Recurrent binge eating followed by compensatory behaviors (vomiting, laxatives, excessive exercise).
· Binge Eating Disorder (BED): Recurrent binge eating without compensatory behaviors.
· Other Specified Feeding or Eating Disorder (OSFED): Symptoms causing distress but not meeting full criteria of the above.
 Why They’re Important in Clinical Counseling
· High medical risk: Eating disorders can be life-threatening (especially AN).
· Psychological complexity: They involve perfectionism, trauma, low self-esteem, anxiety, depression, and family dynamics.
· Multidisciplinary care: Often need coordination between mental health professionals, medical doctors, and dietitians.
Assessment in Counseling
Clinical counselors screen and assess eating disorders using tools like:
· EDE-Q (Eating Disorder Examination Questionnaire)
· SCOFF Questionnaire
· Clinical interviews exploring eating behaviors, weight history, body image, and co-occurring mental health conditions.
Risk assessment for suicidality, medical instability, or severe malnutrition is crucial.
Evidence-Based Treatments
Counselors may provide:
· Cognitive Behavioral Therapy (CBT): The most evidence-based therapy for eating disorders. Focuses on reducing distorted thinking about food/weight and normalizing eating patterns.
· Dialectical Behavior Therapy (DBT): Helps manage intense emotions and impulsivity (especially in BN and BED).
· Family-Based Therapy (FBT): Especially for adolescents with AN—parents take a central role in refeeding and supporting recovery.
· Motivational Interviewing (MI): Enhances readiness to change when ambivalence is high.
· Nutritional Rehabilitation Support: Collaborating with dietitians.
Counselor’s Role
· Provide a safe, nonjudgmental space for disclosure.
· Address underlying issues like trauma, perfectionism, anxiety, depression.
· Monitor for medical risks and refer when needed.
· Educate clients and families about eating disorders.
· Support relapse prevention and long-term recovery.
Challenges Counselors Face
· Clients may minimize or deny symptoms.
· High relapse rates require ongoing support.
· Balancing empathy with accountability for behavior change.
· Working in a team-based approach to manage medical risks.
GENERAL INFORMATION
Client Name: [Insert Name]
DOB: [Insert DOB]
Diagnosis (per DSM-5-TR): [Check appropriate diagnosis below]
· ☐ Anorexia Nervosa
· ☐ Bulimia Nervosa
· ☐ Binge Eating Disorder
· ☐ OSFED
Date of Initial Evaluation: [Insert Date]
Therapist Name & Credentials: [Insert Name]
GENERAL TREATMENT GOALS (All EDs)
Goal 1: Normalize Eating Patterns
· Objective 1.1: Client will eat 3 meals and 1–3 snacks daily with support.
· Objective 1.2: Client will engage in weekly meal planning with therapist/dietitian.
Goal 2: Improve Body Image
· Objective 2.1: Client will identify and challenge 2–3 distorted thoughts about body image weekly.
· Objective 2.2: Client will reduce body-checking behaviors by 50% over 8 weeks.
Goal 3: Address Underlying Cognitive/Emotional Issues
· Objective 3.1: Client will identify emotional triggers to disordered eating through CBT journaling.
· Objective 3.2: Client will learn and use 3 coping skills to manage affect (e.g., distress tolerance, emotional regulation).
Goal 4: Strengthen Support System
· Objective 4.1: Client will identify at least one supportive person and involve them in therapy or meal support.
· Objective 4.2: Client will attend at least 1 support group (e.g., ED recovery, DBT group) monthly.

DIAGNOSIS-SPECIFIC TREATMENT GOALS & INTERVENTIONS
Anorexia Nervosa (AN)
Goal 1: Restore Nutritional Health & Weight
· Objective 1.1: Client will gain 1–2 lbs per week (if medically necessary).
· Objective 1.2: Client will follow a meal plan provided by RD with therapist support.
Interventions:
· Psychoeducation on starvation effects (e.g., Minnesota Starvation Study).
· Family-Based Therapy (FBT) for adolescents.
· Mirror exposure therapy for body image.
· Value based description vs pure description (fat legs, vs brown hair, white skin, etc.)
· Collaboration with physician for labs/weight monitoring.
Bulimia Nervosa (BN)
Goal 1: Eliminate Binge-Purge Cycle
· Objective 1.1: Client will reduce binge-purge episodes by 50% in 4 weeks.
· Objective 1.2: Client will log urges and use coping skills instead of purging 75% of the time.
Interventions:
· CBT
· Urge surfing and distress tolerance (DBT).
· Structured meal times to reduce binge vulnerability.
· Nutritional counseling to eliminate food restriction.

Binge Eating Disorder (BED)
Goal 1: Reduce Binge Episodes and Emotional Eating
· Objective 1.1: Client will reduce binge episodes to 1x/week within 8 weeks.
· Objective 1.2: Client will identify emotional triggers for binge eating in weekly journaling.
Interventions:
· CBT, DBT
· Mindful eating and intuitive eating skills.
· Address shame/self-criticism via compassion-focused therapy.
· Implement regular eating without compensatory restriction.

OSFED (Other Specified Feeding or Eating Disorder)
Note: OSFED treatment aligns with symptoms—customize below based on subtype:
(e.g., atypical AN, subthreshold BN/BED, purging disorder)
Goal 1: Tailored Based on Subtype
· Objective: [E.g., for purging disorder: Client will reduce purging frequency to <1x/week.]
Interventions:
· Same evidence-based approaches as full-threshold EDs (CBT-E, DBT, IPT).
· Emphasis on flexibility in food rules, body neutrality.
· Monitor for risk escalation or diagnostic crossover.

THERAPEUTIC APPROACHES
· CBT (first-line for all EDs)
· DBT (especially for emotion regulation in BN/BED)
· FBT (for adolescents with AN)
· ACT (Acceptance and Commitment Therapy)
· Mindfulness-Based Eating Awareness
· Group therapy/support groups
RISK MANAGEMENT
· Regular medical monitoring (weight, vitals, labs)
· Suicide risk assessment (especially in AN/BN with comorbid depression)
· Involve higher level of care if:
· Medical instability
· Rapid weight loss
· Ineffectiveness of outpatient therapy

FREQUENCY OF SESSIONS
· Therapist: 1–2x/week
· Registered Dietitian: Weekly
· Physician/Psychiatrist: As needed
· Family sessions: Monthly or bi-weekly if applicable

 DOCUMENTATION & OUTCOMES
· Progress notes to track goals, behaviors, weight (if indicated), and mental status
· Monthly treatment plan reviews
· Use of standardized assessments (e.g., EDE-Q)
FOUNDATION: CHRISTIAN COUNSELING FRAMEWORK
As a Christian counselor, you work to:
· See clients as image-bearers of God (Imago Dei)—not defined by their disorders.
· Address both spiritual and psychological needs, treating the whole person (body, mind, soul).
· Promote healing, grace, and freedom in Christ while providing clinical care.
· Avoid spiritual bypassing (e.g., using Scripture to avoid difficult psychological work).

INTEGRATIVE TREATMENT MODEL
Your role includes combining:
	Clinical Focus
	Christian Integration

	CBT-E, DBT, FBT, etc.
	Biblical truth about identity and worth

	Emotion regulation, trauma work
	God's presence in suffering, lament, hope

	Nutritional rehab (with RD)
	Honoring the body as a temple of the Holy Spirit

	Relapse prevention planning
	Emphasizing grace, forgiveness, and new beginnings



1. Use Scripture Thoughtfully
· Use relevant verses to gently address distortions (e.g., self-worth, control, shame).
· Examples:
· Psalm 139:14 – "Fearfully and wonderfully made."
· 1 Corinthians 6:19-20 – "Your body is a temple."
· Matthew 6:25 – “Do not worry about your body...”
· Romans 12:2 – Renewing the mind.
· Encourage Scripture journaling, but not as avoidance or guilt-based homework.
2. Address Common Spiritual Themes
	Spiritual Issue
	Clinical Tie-In

	Perfectionism
	Fear of failure, distorted identity

	Shame
	Hiddenness, secrecy, distorted self-image

	Control
	Food restriction as a form of safety

	Legalism
	Rigid rules around food/body image

	Suffering
	Theodicy, using lament, not just platitudes


Encourage clients to see Christ as compassionate, not condemning. (See John 8:1–11)
3. Normalize the Human Experience
· Normalize disordered eating as a response to pain, not moral failure.
· Highlight God's compassion: “God meets you in your struggle, not after it.”
4. Reframe Identity in Christ
· Help clients shift from performance-based worth to grace-based identity.
· Use affirmations grounded in Scripture:
· “I am chosen, holy, and dearly loved.” (Col. 3:12)
· “I am not my eating disorder; I am God’s beloved child.”

RECOMMENDED CHRISTIAN RESOURCES
· Books:
· “Satisfied: A 90-Day Spiritual Journey Toward Food Freedom” by Dr. Rhona Epstein
· “Thin Enough: My Spiritual Journey Through the Living Death of an Eating Disorder” by Sheryle Cruse
· “Breaking Free from Body Shame” by Jess Connolly
· Support Programs:
· Renfrew - Expert Eating Disorder Treatment - The Renfrew Center (not specifically Christian)
· Finding Balance – Christ-centered ED resources
· Celebrate Recovery – Faith-based 12-step programs (includes EDs)
CORE ASSESSMENTS & SCREENERS FOR EATING DISORDERS
	Tool
	Use/Population
	Details

	EDE-Q (Eating Disorder Examination Questionnaire)
	All ED types (AN, BN, BED, OSFED)
	Gold-standard self-report; evaluates frequency of behaviors (e.g., bingeing, purging), concerns about eating, shape, and weight.

	SCOFF Questionnaire
	Primary care/brief screening
	5 yes/no questions; sensitive, not diagnostic; good for initial screening.

	EDI-3 (Eating Disorder Inventory, 3rd ed.)
	In-depth clinical assessment
	91 items; assesses ED symptoms plus psychological traits (perfectionism, body dissatisfaction, etc.). Paid tool.

	BES (Binge Eating Scale)
	BED-specific
	Assesses behavioral, emotional, and cognitive symptoms of binge eating.

	CIA (Clinical Impairment Assessment)
	Functional impairment due to ED
	Focuses on psychosocial impairment resulting from ED symptoms. Good CBT-E tool.

	PHQ-9
	Depression (common comorbidity)
	Standard measure for depressive symptoms.

	GAD-7
	Anxiety symptoms
	Common in clients with EDs, especially with BN and AN.

	BI-AAQ (Body Image-Acceptance and Action Questionnaire)
	ACT-based work; body image flexibility
	Measures psychological inflexibility around body image. Helpful in values-based or ACT frameworks.

	Rosenberg Self-Esteem Scale
	Self-esteem assessment
	Short, free; often used with body image or perfectionism issues.

	Y-BOCS (Yale-Brown Obsessive Compulsive Scale – modified for ED)
	Obsessive-compulsive traits
	For clients with obsessive thoughts/rituals related to food/body.



USE CASE SCENARIOS
	Goal
	Recommended Tools

	Initial Screening (Brief)
	SCOFF, PHQ-9, GAD-7

	Diagnostic/Comprehensive Intake
	EDE-Q, EDI-3, CIA

	BED-specific Evaluation
	BES, EDE-Q

	DBT/Emotion Regulation Focus
	PHQ-9, GAD-7, DERS (Difficulties in Emotion Regulation Scale)

	ACT or Body Image Work
	BI-AAQ, Body Image Workbook (Cash), Rosenberg

	Tracking Progress
	Re-administer EDE-Q, CIA every 4–6 weeks



Intake & Assessment Workflow (Eating Disorders)
1. Referral / Screening Phase
· Client or referrer completes brief screener(s) (e.g. EAT‑26, SCOFF, NEDA screening).
· Review results: if below threshold → monitor / refer out; if above threshold → proceed to structured assessment.
2. Initial Intake Interview
· Demographics / background: age, gender identity, developmental history, family, culture.
· Eating behavior history: onset, duration, patterns, frequency of bingeing, purging, restricting, compensatory behaviors.
· Medical history / physical status: weight history, lab results, medical comorbidities, menstrual/sexual health, GI symptoms.
· Psychiatric history: mood disorders, anxiety, trauma, OCD, personality, suicidality/self-harm.
· Psychosocial functioning: school/work, relationships, support systems.
· Motivation & insight / readiness for change.
3. Structured Diagnostic Interview / Symptom Assessment
· Use EDA‑5 (or similar) to map DSM‑5 criteria. (e.g. AN, BN, BED, ARFID, OSFED).
· Use self-report instruments (e.g. EDE-Q, EDI‑3, EAT‑26) to quantify symptom severity.
· Use impairment measures (e.g. CIA) to see how much the ED behaviors impair daily functioning.
4. Comorbidity & Differential Assessment
· Use PHQ-9, GAD-7, etc. for mood, anxiety.
· Use appropriate scales for trauma, OCD, personality traits, emotion regulation (e.g. DERS, BI-AAQ).
· Rule out or consider medical causes for weight changes, appetite changes, GI symptoms.
5. Risk & Safety Assessment
· Suicidality / self-harm / safety planning.
· Medical instability (e.g. BMI, electrolyte imbalances, cardiac concerns) — refer to medical provider if needed.
6. Formulation & Treatment Planning
· Integrate findings into a case conceptualization (maintenance factors, strengths, vulnerabilities).
· Prioritize interventions (medical stabilization vs psychotherapy).
· Collaborate with dietitian, physician, other team members.
· Define treatment goals, session frequency, monitoring plan.
7. Ongoing Monitoring / Reassessment
· At regular intervals (e.g. every 4–6 weeks), re-administer symptom measures (EDE-Q, CIA) and tracking metrics.
· Adjust treatment plan as needed.
Important Reminder
Eating Disorders Are The Deadliest Mental Health Condition

Eating disorders are considered the deadliest mental health condition, with anorexia nervosa having the highest mortality rate of any mental illness. This is due to the severe physical and psychological toll they impose, leading to life-threatening complications. The mortality rate of anorexia nervosa is so high that it is twelve times higher than the death rate of all other causes of death for females aged fifteen to twenty-four years.  
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ALL JOY. PEACE IN BELIEVING. ABOUNDING IN HOPE,




