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Eating Disorders

• A group of serious psychiatric disorders -physical, 
psychological, social features.

• Disabling Deadly Costly
• 3 P's
• "Irrational"
• "Eating disorder brain" -evil, pernicious, "knows 

all your secrets and will use them against you"



Type 1 and Disordered Eating : 
T1DE

• 30% of people with T1 Diabetes report Insulin 
omission for fear of weight gain
• Insulin omission for fear of weight gain is 

associated with a three-fold increase in the risk of 
death and reduced quality of life 
• 10% of people with T1DE are likely to develop 

advanced Diabetes complications within 5-10 years 
• 12 yr follow up study mortality T1D 2.2 per 1000 

person years, AN 7.3, T1DE 34.6



Why is disordered eating common 
in T1D?

• Having to carefully read food labels
• The focus on weight at clinic
• Having to eat to treat hypos, which can cause weight 

gain and guilt
• Being constantly aware of carbohydrates or calories in 

food
• Feeling shame over how  diabetes is managed
• A bad relationship with healthcare team
• Difficulty keeping to a healthy weight.
• Significant weight loss at diagnosis
• Societal perceptions around diabetes



Why are Eating Disorders difficult to 
treat?

Patients with Anorexia/ Eating Disorders often don’t 
want treatment 
• Egosyntonic disorder; in harmony with their needs 

and goals so often deny they have a problem
• Becomes part of their identity, can't imagine life 

without anorexia
• Shame and secrecy, feel undeserving
• Often lack capacity to make informed decisions 

about their healthcare because can’t appreciate 
how poorly they are



Why is T1DE difficult to identify

• Eating disorders are secretive  
• No typical presentation (majority a normal weight)
• Not the only mental illness experienced by people 

with T1 Diabetes
• Diabetes professionals may feel they lack 

confidence raising sensitive matters 
• Conventional screening tools have limitations : 

General ED Questionnaires are not sensitive to the 
influence of T1 Diabetes on eating patterns



Clinical presentations
Age 16 – 68y
Normal weight 94%
History of weight loss 100%
Fear of gaining weight 88%
Years since diabetes diagnosis 0-62
Body Image disturbance 88%
Dietary Restriction 94%
Excessive exercise 52%
Self-induced vomiting 35%
Insulin Omission 59%
Binge eating 41%
HbA1c Mean 91mmol/mol (range 

46-145)
KNOWN Co-morbid mental 
health diagnosis

29%

History of recurrent DKA 41%
Diabetes Distress Score All over 6



Clinical phenotypes

• Food restriction –appropriate 
insulin dose
• May struggle with hypoglycaemia
• May struggle to treat hypoglycaemia

• Insulin restriction
• Tend to have very high HbA1c
• Run high ketones
• High risk DKA

• Binge purge –with / without insulin

• Any combination of the above
• With additional behaviours



T1DE Working diagnosis 
People with T1DM who present with all 3 criteria

1.Disturbance in the way in which one's body weight or shape is experienced or 
intense fear of gaining weight or of becoming overweight.

2.Recurrent inappropriate direct or indirect1 restriction of insulin (and/or other 
compensatory behaviour*) in order to prevent weight gain.
*Self-induced vomiting, laxative use, dietary restriction, excessive exercise

3.Person must present with a degree of insulin restriction, eating or 
compensatory behaviours that cause at least one of the following:

• Harm to health 
• Clinically significant diabetes distress
• Impairment in areas of functioning.

Note:
1Indirect restriction of insulin refers to reduced insulin need/use due to dietary 
restriction.



Screening



Screening





Score 12, HbA1c 117
What would you recommend? 

1. Warn them of the consequences 
of long term diabetes 
complications

2. Attend structured education course

3. Low carb diet

4. Increased basal and/or bolus insulin

5. Something else



What emotions do people with 
T1DE report?

1. Fear

2. Embarrassment

3. Shame

4. Self loathing

5. All of the above



What is that 
something 

else?

Build engagement

Acknowledge the difficulties

Normalise the abnormal

Assess risk –nutritional, psychological, biochemical

Pick up phone to local Eating disorders team (Have 
MEED at the ready) -try and get joint appointment

Simplify treatment

Set reasonable goals

Celebrate the small wins

Organise regular follow up with the same person 
preferably



How do you open the conversation 
about your concerns?



How do you open the conversation 
about your concerns?

• I can see you have scored quite highly on the diabetes 
distress score –tell me about that? Tell me about your 
relationship with your diabetes?
• Is there anything about your diabetes or your diabetes 

treatment that might be contributing to your concerns 
around your weight or body image?
• Living with type 1 is really tough - Some people don't always 

manage to take all their insulin as required.....how many 
times a week do you manage to take your long acting 
insulin?
• How many times a day do you manage to take all your short 

acting insulin?



Key components of 
interventions
• Engagement
“I couldn’t move forward until I knew they were on my side and I could trust them”

• Formulation –holistic psychological/ physical approach
“I was sectioned in an eating disorders unit before but they didn’t understand diabetes”

• Psychoeducation
• Enhancing self-efficacy and confidence around making changes
• Cognitive restructuring 
• Developing compassion for oneself
• Give people time to assimilate emotions and concepts

• Building acceptance 
• Identifying and living in line with personal values –why they (not us) want to 

make change
• Crisis management and relapse prevention plans
“If I’d got sick I wouldn’t have called you. I was never that poorly”

• Supervised administration of insulin
• Modified sick day rules



Insulin management

• Immediate focus on ideals of near normal 
glycaemic management are unreasonable and 
unsafe
• Emphasis on small incremental steps that are 

attainable  
• Accept high blood glucose and ketone levels 

temporarily
• Gradually increase the regularity and amount of 

insulin dosing and monitoring, moving towards 
recommended targets.



Nutrition

• Manage refeeding risk

• Gradual move towards a normalised pattern of 
balanced eating in line with mainstream nutrition 
recommendations for type 1

• Consider no carb counting temporarily, instead 
taking a more generalised dietary approach 
alongside fixed doses of insulin.
• Technology?



Risk management

• Physical health risks :
• diabetes parameters (HbA1c, ketosis) 
• ?biochemical parameters with risk of Refeeding 

Syndrome 
• Pseudohypoglycaemia
• ?sudden drop in glucose

• Mental health risks : 
• harm to self or others 
• self-neglect
• vulnerability 
• disengagement from services.



Outcomes



Admissions and DKA



HbA1c



PROMs



Resources

https://feed.podbean.com/thet1depodcast/feed.xml

A GUIDE TO RISK ASSESSMENT FOR TYPE 1 DIABETES AND 
DISORDERED EATING (T1DE); medical, psychiatric, psychological and 
psychosocial considerations https://bit.ly/2WaeJQg

college-report-cr233---annexe-3.pdf (rcpsych.ac.uk)

https://www.jessgriffiths.co.uk/peersupportt1de/

www.beateatingdisorders.org.uk

http://www.dwed.org.uk/
https://www.rcpsych.ac.uk/docs/default-source/improving-care/better-mh-policy/college-reports/college-report-cr233---annexe-3.pdf?sfvrsn=c45bd860_14
http://www.beateatingdisorders.org.uk/



