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At its April 2021 meeting, the American Psychiatric Associ-
ation (APA) Board of Trustees approved “The American
Psychiatric Association Practice Guideline for the Treatment
of Patients With Eating Disorders.” The full guideline is
available at APA’s Practice Guidelines website.

The goal of this guideline is to improve the quality of care
and treatment outcomes for patients with eating disorders,
as defined by the Diagnostic and Statistical Manual of
Mental Disorders, Fifth Edition, Text Revision (DSM-5-TR;
American Psychiatric Association 2022). Since publication of the
last American Psychiatric Association (APA) practice guideline
on eating disorders (American Psychiatric Association 2006),
there have been many studies on psychotherapies for individuals
with these diagnoses as well as some studies on pharmaco-
therapies. Despite this, there are still substantial gaps in the
availability and use of evidence-based treatments for individ-
uals with an eating disorder (Kazdin et al. 2017). This practice
guideline aims to help clinicians enhance care for their patients
by reviewing current evidence and providing evidence-based
statements (Box 1) that are intended to increase knowledge, im-
prove assessment, and optimize treatment of eating disorders.

The lifetime prevalence of eating disorders in the United
States is approximately 0.80% for anorexia nervosa (AN), 0.28%
for bulimia nervosa (BN), and 0.85% for binge-eating disorder
(BED) (Udo and Grilo 2018), although estimates can vary
depending on the study location, sample demographic char-
acteristics, case finding, and diagnostic approaches (Galmiche
etal. 2019; Santomauro et al. 2021; Wu et al. 2020). Furthermore,
data suggest an increasing incidence of eating disorders and
inpatient care for eating disorders, particularly AN, during the
COVID-19 pandemic (Agostino et al. 2021; Asch et al. 2021; Otto
et al. 2021; Taquet et al. 2021). Importantly, the lifetime burdens
and psychosocial impairments associated with an eating dis-
order can be substantial because these illnesses can persist for
decades, and they typically have an onset in adolescence or early
adulthood (Udo and Grilo 2018).

In the United States, for the 2018-2019 fiscal year, the
total economic costs of eating disorders were estimated
to be $64.7 billion, with an additional $326.5 billion
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attributable to reductions in well-being associated with
eating disorders (Streatfeild et al. 2021).

Eating disorders are also associated with increases in all-
cause mortality and deaths due to suicide (Auger et al. 2021;
Nielsen and Vilmar 2021; Tith et al. 2020; van Hoeken and
Hoek 2020). In addition, rates of suicide attempts are in-
creased in individuals who have an eating disorder (Keski-
Rahkonen 2021; Smith et al. 2018; Udo et al. 2019). Morbidity
and mortality among individuals with an eating disorder are
heightened by the common co-occurrence of health condi-
tions such as diabetes and other psychiatric disorders, par-
ticularly depression, anxiety, posttraumatic stress disorder
(PTSD), obsessive-compulsive disorder (OCD), ADHD, and
substance use disorders (Ahn et al. 2019; Cliffe et al. 2020;
Gibbings et al. 2021; Keski-Rahkonen 2021; Udo and Grilo
2019).

Accordingly, the overall goal of this guideline is to enhance
the assessment and treatment of eating disorders, thereby
reducing the mortality, morbidity, and significant psycho-
social and health consequences of these important psychi-
atric conditions.

OVERVIEW OF THE DEVELOPMENT PROCESS

Since the publication of Clinical Practice Guidelines We Can
Trust (Institute of Medicine 2011), a report of the Institute of
Medicine (now known as National Academy of Medicine),
there has been an increasing focus on using clearly defined,
transparent processes for rating the quality of evidence and
the strength of the overall body of evidence in systematic
reviews of the scientific literature. This guideline was de-
veloped using a process intended to be consistent with the
recommendations of the Institute of Medicine (Institute of
Medicine 2011) and the Principles for the Development of
Specialty Society Clinical Guidelines of the Council of
Medical Specialty Societies (2012). Parameters used for the
guideline’s systematic review are included with the full text of
the guideline. The APA website features a full description of
the guideline development process.
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Box 1. Guideline Statements?

Assessment and Determination of Treatment Plan

1. APArecommends (1C) screening for the presence of an eating
disorder as part of an initial psychiatric evaluation.

2. APA recommends (1C) that the initial evaluation of a patient
with a possible eating disorder include assessment of

¢ the patient’s height and weight history (e.g., maximum and
minimum weight, recent weight changes);

presence of, patterns in, and changes in restrictive eating, food
avoidance, binge eating, and other eating-related behaviors
(e.g., rumination, regurgitation, chewing and spitting);
patterns and changes in food repertoire (e.g., breadth of
food variety, narrowing or elimination of food groups);

* presence of, patterns in, and changes in compensatory and
otherweight controlbehaviors, including dietary restriction,
compulsive or driven exercise, purging behaviors (e.g.,
laxative use, self-induced vomiting), and use of medication
to manipulate weight;

percentage of time preoccupied with food, weight, and
body shape;

prior treatment and response to treatment for an eating
disorder;

¢ psychosocial impairment secondary to eating or body
image concerns or behaviors; and

family history of eating disorders, other psychiatric illnesses,
and other medical conditions (e.g., obesity, inflammatory
bowel disease, diabetes mellitus).

3. APA recommends (1C) that the initial psychiatric evaluation of a
patient with a possible eating disorder include weighing the
patient and quantifying eating and weight control behaviors
(e.g., frequency, intensity, or time spenton dietary restriction,
binge eating, purging, exercise, and other compensatory
behaviors).

4. APA recommends (1C) that the initial psychiatric evaluation of
a patient with a possible eating disorder identify co-occurring
health conditions, including co-occurring psychiatric disorders.

5. APA recommends (1C) that the initial psychiatric evaluation
of a patient with a possible eating disorder include a
comprehensive review of systems.

6. APA recommends (1C) that the initial physical examination of
a patient with a possible eating disorder include assessment
of vital signs, including temperature, resting heart rate, blood
pressure, orthostatic pulse, and orthostatic blood pressure;
height, weight, and BMI (or percent median BMI, BMI
percentile, or BMI Z-score for children and adolescents); and
physical appearance, including signs of malnutrition or
purging behaviors.

7. APA recommends (1C) that the laboratory assessment of a
patient with a possible eating disorder include a complete
blood count and a comprehensive metabolic panel, including
electrolytes, liver enzymes, and renal function tests.

8. APA recommends (1C) that an electrocardiogram be done in
patients with a restrictive eating disorder, patients with severe
purging behavior, and patients who are taking medications
that are known to prolong QTc intervals.

9. APA recommends (1C) that patients with an eating disorder
have a documented, comprehensive, culturally appropriate,
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and person-centered treatment plan that incorporates
medical, psychiatric, psychological, and nutritional expertise,
commonly via a coordinated multidisciplinary team.

Anorexia Nervosa

10. APA recommends (1C) that patients with anorexia nervosa who
require nutritional rehabilitation and weight restoration have
individualized goals set for weekly weight gain and target weight.

11. APA recommends (1B) that adults with anorexia nervosa
be treated with an eating disorder-focused
psychotherapy, which should include normalizing eating
and weight control behaviors, restoring weight, and
addressing psychological aspects of the disorder (e.g.,
fear of weight gain, body image disturbance).

12. APA recommends (1B) that adolescents and emerging adults
with anorexia nervosa who have an involved caregiver be
treated with eating disorder-focused family based treatment,
which shouldinclude caregiver education aimed at normalizing
eating and weight control behaviors and restoring weight.

Bulimia Nervosa

13. APA recommends (1C) that adults with bulimia nervosa be
treated with eating disorder-focused cognitive-behavioral
therapy and that a serotonin reuptake inhibitor (e.g., 60 mg
fluoxetine daily) also be prescribed, either initially or if there is
minimal or no response to psychotherapy alone by 6 weeks of
treatment.

14. APA suggests (2C) that adolescents and emerging adults with
bulimia nervosa who have an involved caregiver be treated
with eating disorder-focused family based treatment.

Binge-Eating Disorder

15. APA recommends (1C) that patients with binge-eating
disorder be treated with eating disorder-focused cognitive-
behavioral therapy or interpersonal therapy, in either
individual or group formats.

16. APA suggests (2C) that adults with binge-eating disorder who
prefer medication or have not responded to psychotherapy
alone be treated with either an antidepressant medication or
lisdexamfetamine.

2The authors of the guideline determined each final rating, as
describedin the section "Guideline Development Process” (see Table
1in the full guideline). A recommendation (denoted by the numeral
1after the guideline statement) indicates confidence that the benefits
of the intervention clearly outweigh harms. A suggestion (denoted by
the numeral 2 after the guideline statement) indicates greater
uncertainty. Although the benefits of the statement are still viewed as
outweighing the harms, the balance of benefits and harms is more
difficult to judge, or either the benefits or the harms may be less clear.
With a suggestion, patient values and preferences may be more
variable, and this can influence the clinical decision that is ultimately
made. Each guideline statement also has an associated rating for the
strength of supporting research evidence. Three ratings are used:
high, moderate, and low (denoted by the letters A, B, and C,
respectively) and reflect the level of confidence that the evidence for
a guideline statement reflects a true effect based on consistency of
findings across studies, directness of the effect on a specific health
outcome, precision of the estimate of effect, and risk of bias in
available studies (Agency for Healthcare Research and Quality 2014;
Balshem et al. 2011; Guyatt et al. 2006).
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RATING THE STRENGTH OF RESEARCH EVIDENCE
AND RECOMMENDATIONS

Development of guideline statements entails weighing the
potential benefits and harms of the statement and then iden-
tifying the level of confidence in that determination. (See Ap-
pendix G in the supplemental information accompanying the
full guideline online for detailed descriptions of the potential
benefits and harms for each statement.) This concept of bal-
ancing benefits and harms to determine guideline recommen-
dations and strength of recommendations is a hallmark of
GRADE (Grading of Recommendations Assessment, Develop-
ment and Evaluation), which is used by multiple professional
organizations around the world to develop practice guideline
recommendations (Guyatt et al. 2013). With the GRADE ap-
proach, recommendations are rated by assessing the confidence
that the benefits of the statement outweigh the harms and
burdens of the statement, determining the confidence in esti-
mates of effect as reflected by the quality of evidence, estimating
patient values and preferences (including whether they are
similar across the patient population), and identifying whether
resource expenditures are worth the expected net benefit of
following the recommendation (Andrews et al. 2013).

In weighing the balance of benefits and harms for each
statement in this guideline, our level of confidence is in-
formed by available evidence (see Appendix C in the sup-
plemental information accompanying the full guideline
online), which includes evidence from clinical trials as well as
expert opinion and patient values and preferences. Evidence
for the benefit of a particular intervention within a specific
clinical context is identified through systematic review and is
then balanced against the evidence for harms. In this regard,
harms are broadly defined and may include serious adverse
events, less serious adverse events that affect tolerability,
minor adverse events, negative effects of the intervention on
quality of life, barriers and inconveniences associated with
treatment, direct and indirect costs of the intervention (in-
cluding opportunity costs), and other negative aspects of the
treatment that may influence decision making by the patient,
the clinician, or both.

Many topics covered in this guideline have relied on
forms of evidence such as consensus opinions of experi-
enced clinicians or indirect findings from observational
studies rather than research from randomized trials. Tt is
well recognized that there are guideline topics and clinical
circumstances for which high-quality evidence from clinical
trials is not possible or is unethical to obtain (Council of
Medical Specialty Societies 2012). For example, many
questions need to be asked as part of an assessment and
inquiring about a particular symptom or element of the
history cannot be separated out for study as a discrete in-
tervention. It would also be impossible to separate changes
in outcomes due to assessment from changes in outcomes
due to ensuing treatment. Research on psychiatric assess-
ments and some psychiatric interventions can also be
complicated by multiple confounding factors such as the
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interaction between the clinician and the patient or the
patient’s unique circumstances and experiences. The
GRADE working group and guidelines developed by other
professional organizations have noted that a strong rec-
ommendation or “good practice statement” may be ap-
propriate even in the absence of research evidence when
sensible alternatives do not exist (Andrews et al. 2013; Brito
et al. 2013; Djulbegovic et al. 2009; Hazlehurst et al. 2013).
For each guideline statement, we have described the type
and strength of the available evidence as well as the factors,
including patient preferences, that were used in deter-
mining the balance of benefits and harms.

GUIDELINE SCOPE

The scope of this document is shaped by the diagnostic
criteria for eating disorders and by the available evidence as
obtained by a systematic review of the literature through
September 2021, particularly focusing on AN, BN, and BED as
defined by DSM-III, DSM-III-R, DSM-IV, DSM-IV-TR,
DSM-5, or ICD-10. This practice guideline addresses evi-
dence-based pharmacological, psychotherapeutic, and other
nonpharmacological treatments for eating disorders in ad-
olescents, emerging adults, and adults. In addition, itincludes
statements related to assessment and treatment planning,
which are an integral part of patient-centered care.

Our systematic review attempted to include literature on
avoidant/restrictive food intake disorder (ARFID); however,
rigorous clinical trial data were not available due to the
relative recency of the introduction of this diagnosis. We have
included some discussion of ARFID in the implementation
sections of this document, particularly as it relates to as-
sessment and treatment planning. We specifically excluded
rumination disorder and pica from our search of the literature
due to their typical age of onset in infancy or childhood and
the limited evidence on their treatment. We also excluded
treatment of obesity from the scope of this guideline because
obesity is not categorized as an eating disorder.

Data are also limited on individuals with eating disorders
and significant physical health conditions or co-occurring
psychiatric conditions, including substance use disorders.
Many of the available studies of eating disorders did not
analyze data separately for these patient subgroups or ex-
cluded individuals with these comorbidities. Nevertheless, in
the absence of more robust evidence, the statements in this
guideline should generally be applicable to individuals with
co-occurring conditions. Additionally, although treatment-
related costs are often barriers to receiving treatment and
cost-effectiveness considerations are relevant to health care
policy, cost-effectiveness considerations are outside the
scope of this guideline.

The full text of the practice guideline describes aspects of
guideline implementation that are relevant to individual pa-
tients’ circumstances and preferences. A detailed description of
research evidence related to the effects of pharmacological and
nonpharmacological treatments in individuals with eating
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disorders can be found in the appendices accompanying the full
guideline at psychiatryonline.org/guidelines.
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