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Purpose of This Document

Magellan Behavioral Health has adopted the American Psychiatric Association’s (APA) Practice
Guideline for the Treatment of Patients With Eating Disorders, Third Edition (2006 to serve as an evidence-
based framework for practitioners’ clinical decision-making with adult patients who have an eating
disorder. The adopted guideline indicates that while APA practice guidelines are intended for the
care of adults, this particular guideline for eating disorders includes recommendations that apply to
adolescents, since anorexia nervosa and bulimia nervosa often begin during this period. This
guideline makes special notations when recommendations apply exclusively to a certain age group.

An extensive literature review suggests that the APA guideline is among the most comprehensive,
evidence-based clinical practice guidelines (CPGs) for this disorder, and in general, APA guidelines
are widely used. The Guideline covers most areas of psychiatric management of patients with eating
disorders, from clinical features and epidemiology to numerous aspects of treatment approach and
planning. Since this guideline is broadly accepted by managed behavioral healthcare organizations
(MBHOs), this adoption will minimize the burden on practitioners serving multiple MBHOs.

As with all guidelines, these adopted guidelines and Magellan’s Introduction are intended to
augment, not replace, sound clinical judgment. As a matter of good practice, clinically sound
exceptions to the treatment guidelines should be noted in the member’s record. Additionally, this
guideline does not supersede Food and Drug Administration (FDA) determinations or other actions
regarding withdrawal or approval of specific medications or devices, and their uses. It is the
responsibility of the treating clinician to remain current on medication/device alerts and warnings
that are issued by the FDA and other regulatory and professional bodies, and to incorporate such
information in his or her treatment decisions.

Additional Recommendations Based on Recent Literature Review

The APA guideline is based on a literature review through 2004. Magellan conducted a further
review of the clinical literature on assessment and treatment of eating disorders published
through November 2008. Key relevant recommendations from this more recent literature
review are summarized here. Magellan encourages providers to be familiar with this
information, as well as the information in both guidelines.
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Anorexia Netrvosa

The APA guideline emphasizes that a clinician’s decision to use psychotropic medications for weight
restoration in a patient with anorexia must be based on the patient’s individual presentation. The
guideline notes that selective serotonin reuptake inhibitors (SSRIs) combined with psychotherapy
are widely used in treating anorexia. The guideline also indicates that more research was needed to
evaluate the efficacy of the second-generation antipsychotics (SGAs) where initial clinical
impressions have suggested that they may be useful in patients with severe, unremitting resistance to
gaining weight, severe obsessional thinking and denial of delusional proportions. In regard to this
clinical issue, a randomized clinical trial of 34-day hospital patients with anorexia nervosa
demonstrated that compared with placebo, a flexible dose regimen of the SGA, olanzapine (2.5
mg/day to 10 mg/day), resulted in a greater rate of increase in weight, earlier achievement of target
body mass index and a greater rate of decrease in obsessive symptoms. Researchers reported that
they found no serious adverse side effects (e.g., extrapyramidal symptoms, excessive sleepiness,
dizziness, or galactorrhea) during weekly medical examinations. Additionally, blood glucose levels
were randomly tested each week in all patients showing no evidence of impaired glucose tolerance or
de novo development of diabetes mellitus in any participant (Bissada et al. 2008).

The APA guideline indicates that for children and adolescents, evidence supports that family
treatment is the most-effective intervention. The guideline also emphasizes that for some
outpatients, a short-term course of family therapy may be as effective as a long-term course if
patients do not have severe obsessive-compulsive features or non-intact families. The efficacy of
family therapy for adolescent anorexia was analyzed in a five-year follow-up of 40 patients in the
United Kingdom who received either conjoint family therapy (CFT) or separated family therapy
(SFT) —i.e., where the adolescent was seen individually and the parents attending separate sessions
with the same therapist. Their analysis showed that overall there was little to distinguish the two
treatments at five years, with more than 75 percent of subjects having no eating disorders symptoms.
Other findings showed no deaths in the cohort and only 8 percent of those who had achieved a
healthy weight by the end of treatment reported any relapse. Researchers suggest that those patients
who respond well to outpatient family therapy generally stay well (Eisler et al. 2007).

The issue of relapse in anorexia nervosa is only briefly discussed in the APA guideline. An
observation put forth in the guideline is that many clinicians who report seeing patients with chronic
anorexia do see these patients experience substantial remission after many years of struggling with
their disorder. In light of this, relapse in anorexia was an area of clinical study focusing on body
composition as a predictor of relapse. A follow-up analysis of 32 weight-recovered subjects with
anorexia nervosa from the New York site of the Fluoxetine to Prevent Relapse in Women With
Anorexia Nervosa clinical trial and the Energy Homeostasis in Anorexia Nervosa longitudinal study
examined the effect of percent body fat, body mass index (BMI), anorexia nervosa subtype, waist-to-
hip ratio, and serum cortisol and leptin levels on treatment outcome. Findings revealed that only
percent body fat was significantly associated with outcome — i.e., lower percent body fat was
associated with poor long-term outcome (Mayer et al. 2007).
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Bulimia Netvosa

A large systematic review of 47 studies on the efficacy of treatments for bulimia nervosa (BN) was
conducted to include studies of medication only, behavioral interventions only, and medication plus
behavioral interventions for adults and adolescents. Findings of the review revealed that evidence
for medication is strong in the use of fluoxetine (60 mg/day) for reducing core bulimic symptoms.
While researchers noted that further studies are needed, preliminary evidence of efficacy exists for
other second-generation antidepressants (trazodone and fluvoxamine), an anticonvulsant
(topiramate), a tricyclic antidepressant (desipramine) and for a monoamine oxidase inhibitor
(MAOI), brofaromine (prescribed with close dietary monitoring) in reducing vomiting in the
treatment of bulimia. Similarly, the evidence was strong for the effectiveness of cognitive behavioral
therapy (CBT) and interpersonal therapy (IPT) while the data showed promising results for dialectic
behavioral therapy (DBT) and guided imagery. However, the supportive evidence for effectiveness
of self-help groups was weak. Also, the authors confirmed that the evidence for combined
treatments is weak and that outcome differentiation by socio-demographic factors is nonexistent
(Shapiro et al. 2007).

The current APA guideline recommends the use of SSRIs for treatment of bulimia and indicates
they may be helpful for depression, anxiety, obsessions, certain impulse disorder symptoms, and for
those patients with a suboptimal response to appropriate psychosocial therapy. The guideline also
specifically cautions prescribers that tricyclic antidepressants (TCAs) should generally be avoided
and their potential lethality and toxicity in overdose should be taken into consideration. Similarly,
the guideline cautions that MAOIs should be avoided with chaotic binge eating and purging, and
also that bupropion should be avoided in patients with bulimia because of seizure risk.

The APA guideline does not address the use of neurostimulation in the treatment of eating
disorders. Repetitive Transcranial Magnetic Stimulation (tTMS) has been studied primarily in the
treatment of refractory depression. Researchers have just begun to research rTMS in the treatment
of bulimia since it is believed to be often associated with depressive symptoms. It is postulated that
there is a shared deficient serotonergic transmission in both syndromes and involvement of the left
dorsolateral prefrontal cortex in the regulation of eating behavior (Walpoth et al. 2008). A small
randomized sample of 14 women with bulimia were submitted to sham treatment, followed by
cither three weeks of active or sham rTMS. Stimulation was delivered for three weeks with an
intensity of 120 percent motor threshold using 20 Hz in one session per day. Ten trains of 10 s, with
a train interval of 60 s, were performed per session. Patients got an amount of 2,000 stimuli per
session up to a total of 30,000 stimuli in the actively treated group. Results of this study showed that
the average number of binges per day declined significantly between baseline and the end of
treatment in both groups. There was also no significant difference between sham and active
stimulation, in terms of improvements in purging behavior, and depressive or obsessive-compulsive
symptoms — indicative of a placebo effect (Walpoth et al. 2008).

CBT is recognized in the APA guideline as the most efficacious short-term intervention in the
treatment of bulimia when specifically directed at eating disorder symptoms and underlying
maladaptive cognitions. The adopted guideline also suggests that psychodynamic and psychoanalytic
approaches in individual or group format are useful once binging and purging symptoms have
improved. The guideline indicates that family therapy should be considered whenever possible,
especially for adolescents still living with parents or for older patients with ongoing conflicted
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interactions with parents. Additionally, the guideline indicates that support groups and 12-step
groups may be helpful adjuncts to the initial treatment of bulimia and for subsequent relapse
prevention, but are not recommended as the sole initial treatment approach.

Two studies on the effectiveness of family therapy in treating adolescents with bulimia were
conducted with mixed results. One clinical trial with 85 study participants conducted in the United
Kingdom compared the efficacy and cost-effectiveness of family therapy versus CBT guided self-
care. While the study results showed that at six months, binging had undergone a significantly
greater reduction in the CBT guided self-care group than in the family therapy group — this
difference disappeared at 12 months. There were no other differences between groups in behavioral
or attitudinal eating disorder symptoms, but the direct cost of treatment was lower for CBT guided
self-care than for family therapy (Schmidt et al. 2007).

Another study of 80 adolescents with bulimia evaluated the relative efficacy of family-based
treatment (FBT) and supportive psychotherapy (SPT). In this trial, family therapy showed superior
efficacy in that significantly more of these patients were binge-and-purge abstinent at the end of the
study and at six months, and showed treatment effects in favor of FBT on all measures of eating
pathological features (e Grange et al. 2007). Researchers in this trial conducted a follow-up analysis
of these results, which showed that lower eating concerns, as measured by the Eating Disorder
Examination (EDE), are the best predictor of remission for adolescents with bulimia. Additionally,
FBT may be most effective in those cases with low levels of eating disorder psychopathology (le
Grange et al. 2008).

Innovative modalities in the area of school-based, peer-led programs to prevent obesity and eating
disorders have begun to emerge and gain credence. Two studies in this area were published with
positive findings. One study evaluated peer teaching on healthy living (i.e., nutrition, physical activity
and healthy body image) from older to younger children (“buddies”). Findings showed that all
students improved their knowledge and that weight velocity was decreased in older students. (Stock
et al. 2007) Another study demonstrated the effectiveness of an interdisciplinary, school-based
obesity prevention intervention where disordered weight control behaviors were reduced by two-
thirds for the gitls in early adolescence who participated (Austin et al. 2007). Similarly, an eating
disorders prevention program using dissonance-inducing activities that reduce thin-ideal
internalization showed superiority over another prevention program that promoted healthy weight
management. Reductions in eating disorder risk factors, bulimic symptoms and obesity onset were
seen through the 12-month and three-year follow-ups, suggesting public health potential (Stice et al.
2006, Stice et al. 2008).

Eating Disorder Not Otherwise Specified — Binge Eating Disorder

A published clinical review on binge eating disorder (BED) treatments reported that new
epidemiological studies have shown BED to be the most common of the eating disorders, with
lifetime prevalence estimates in the community of 3.5 percent among women and 2 percent among
men (Yager 2008). The author noted that obesity is seen in approximately 65 percent of patients
with BED where it increases progressively over time. BED is currently consigned to the “eating
disorders not otherwise specified” diagnosis, but it is speculated that it may achieve full status as an
independent diagnosis in the future Diagnostic and Statistical (DSM) V Manual.
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The APA guideline discusses the serotonin and norepinephrine reuptake inhibitor (SNRI) and
appetite-suppressant drug, sibutramine, as a promising treatment based on findings of preliminary
trials. Since release of the guideline, a large clinical trial of 304 patients with BED was conducted
comparing sibutramine against placebo. The participants who received sibutramine had significantly
greater reductions in weekly binge frequency, binge days, BMI and associated psychopathology
(Wilfley et al. 2008).

The APA guideline also presented early positive findings of studies evaluating the efficacy of the
anticonvulsant drug topiramate. More recently, findings of a large multi-center clinical trial with 407
patients with BED has been published. Patients receiving topiramate experienced highly significant
rates of reduction in binge eating days and binge eating episode frequency, weight, BMI, overall
severity and compulsive features of BED, compared with placebo. In addition, topiramate was
associated with greater improvement in measures of hunger, impulsive features and disability
(McElroy, Hudson et al. 2007). The novel antiepileptic drug agent zonisamide was also studied in a
small single-center trial where it was associated with a significantly greater rate of reduction in binge
eating episode frequency, body weight and severity of illness than placebo. However, researchers
reported that zonisamide was associated with only fair tolerability and a relatively high treatment
discontinuation rate (McElroy, Kotwal et al. 2000).

Treatment of BED with antidepressant medications, particularly the SSRIs, was recommended as a
treatment option in the APA guideline with the cautionary note that while patients experience a
short-term reduction in binge eating, there is usually no accompanying substantial weight loss. The
guideline also indicates that use of SSRIs for this disorder is typically at the high end of the
recommended dosage range. More recent clinical trials and meta-analyses have produced mixed
results in their usage for this indication. A study comparing sertraline and fluoxetine in the treatment
of obese patients with BED showed no differences between the two treatments and both
demonstrated significant weight loss and improvement in binge eating core symptoms and
psychopathology (Leombruni et al. 2008). Similarly, a trial of high-dose escitalopram was shown to
be efficacious in reducing weight and global severity illness in obese patients with BED, but not in
reducing obsessive-compulsive symptoms of BED (Guerdjikova et al. 2007). Conversely, a meta-
analysis of seven antidepressant studies (i.e., fluoxetine, sertraline, citalopram, fluvoxamine and
imipramine) concluded that their findings were not supportive in recommending the use of
antidepressants as the only and first-choice therapy for remission of binge eating episodes and
weight reduction of patients being treated for BED (Stefano et al. 2007). In another systematic
review of studies, findings for SSRI antidepressant efficacy (i.e., sertraline, citalopram) were based
primarily on a series of short-term, placebo-controlled medication trials. These agents demonstrated
greater rates of reduction in target eating, and psychiatric and weight symptoms in individuals with
BED than placebo. Researchers noted that these conclusions should be viewed tentatively due to
high drop-out rates and placebo response rates (Brownley et al. 2007).

Researchers have indicated that novel drug treatments that reduce binge eating, the associated
psychopathology and body weight, and are well-tolerated, are needed for the treatment of BED.
Also, several drugs currently used to treat BED (i.e., orlistat, sibutramine, topiramate and
zonisamide) have problematic side effects and relatively high discontinuation rates (McElroy,
Guerdjikova et al. 2007). The highly specific norepinephrine reuptake inhibitor, atomoxetine, used in
the treatment of attention-deficit hyperactivity disorder (ADHD), is associated with anorexia and
weight loss. Since this drug is generally well-tolerated and may have antidepressant properties, it was
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chosen for study in a placebo-controlled clinical trial in order to determine its possible efficacy in the
treatment of BED. Study results found atomoxetine to be superior to placebo in reducing binge
frequency, weight and severity of illness. Researchers suggest that further studies of atomoxetine are
clearly warranted (McElroy, Guerdjikova et al. 2007).

The APA guideline indicates that although evidence is limited, combined pharmacotherapy and
psychotherapy treatment for BED is frequently helpful in clinical practice. The systematic review of
studies previously cited by Brownley et al. (2007) revealed that use of cognitive behavioral therapy
(CBT) combined with medications (i.e. fluoxetine, orlistat) or medication (desipramine) along with
weight loss therapy, was superior to medication or weight loss therapy alone or when combined with
placebo in the treatment of patients with BED (Brownley et al. 2007). Similarly, a marked reduction
in binge eating, short-term weight loss and a significant decrease in psychopathology were shown in
a clinical trial of topiramate (target dose 200 mg) plus CBT in obese patients with BED (Claudino et
al. 2007). Another study demonstrated that the combination of cognitive-behavioral weight loss
therapy (BWL) and sibutramine, leads to comparable weight loss in individuals suffering from
obesity and subclinical binge eating disorder (sSBED) as in obese non-bingers. However, BWL alone
was an effective treatment in significantly reducing binge eating frequency in sSBED without the
augmenting effect of sibutramine (Bauer et al. 2000).

Modalities employing new technologies and psychosocial approaches continue to be developed and
studied in the area of eating disorders treatment. One clinical trial of 105 male and female high
school students examined the effects of an Internet-facilitated, weight management program on
reducing binge eating and overeating, and preventing weight gain in a population of students at risk
of being overweight. In comparing a 16-week online intervention compared to a wait-list control
group, the study group found a strong effect for stabilization of weight gain and reduction in binge
eating and overeating at the nine-month follow-up assessment. Researchers were encouraged with
these findings using an easily disseminated, Internet-facilitated program (Jones et al. 2008). Adapted
motivational interviewing (AMI) that was originally developed for addictive behaviors was studied in
108 women with BED. Both groups, where one was assigned to one session of AMI and use of a
self-help handbook, or use of a self-help handbook only, showed improvement in binge eating and
associated symptoms. After 16 weeks of intervention, the AMI group had a greater proportion of
women who abstained from binge eating and no longer met the binge frequency criterion for BED
DSM-V diagnosis (Cassin et al. 2008).

Obtaining Copies of the APA Guidelines

Copies of the APA Practice Guideline for the Treatment of Patients With Eating Disorders, Third Edition can
be obtained through the APA at http://psych.org/, by calling (800) 368-5777, or by U.S. mail at:

American Psychiatric Publishing, Inc.
1000 Wilson Blvd., Suite 1825
Atlington, VA 22209-3901
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Provider Feedback

Magellan welcomes feedback on adopted clinical practice guidelines. We take all suggestions and
recommendations into consideration in our ongoing review of the guidelines. Submit your
comments to:

Kathleen K. Frampton, R.N., B.S.N., M.P.H.
Magellan Health Services
0950 Columbia Gateway Dr.
Columbia, Maryland 21046
kkframpton@magellanhealth.com
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