





2 Questions & Answers

Counseling in the Treatment of Eating Disorders (Herrin, 2003) outlines the
use of the food planning approach. A companion volume for parents is The
Parent’s Guide to Childhood Fating Disorders (Herrin & Matsumoto, 2002).

Food plans serve as a temporary intermediary for food decisions until both
patient and parents regain confidence in their mutual abilities to negotiate ways
to manage food-related issues. When parents are discouraged, as is often the
case, it can be helpful for a professional to provide eating guidelines that par-
ents are to enforce. The professional’s involvement in formulating the food
plan gives such plans an official “stamp of approval.” Less severely affected
adolescents may be able to adhere to a food plan with little help from parents.
In such situations, clinicians must make every effort to incorporate family meals
into the food plan and to keep parents informed of their child’s progress.

Food plans define the portions of specific foods distributed in meals
and snacks. The basic framework is a simple daily three-meal, three-snack
plan. Meals should be designed to include servings of complex carbo-
hydrates, protein-rich foods (at least two times a day), calcium-containing
foods, fats, and a serving of fruit or vegetables (vegetable intake should be
minimized because they are so low in calories until the patient has gained
substantial weigh t). Snacks should be relatively high in calories. Portions
(two to three servings over the course of day) of desserts, candy, and the
like should be served at the end of meals or as a snack. Explain that such
foods consumed at the end of the meal puts a natural boundary around that
eating episode (Gendall, Joyce, & Abbott, 1999).

Begin food planning by determining the patient’s cutrent food pattern.
At each session, portions of the various food groups are added to the
patient’s plan until intake matches the basic food plan pattern. The pace
and quantity of additions to the food plan should be guided by the patient’s
weight response. Early in refeeding, calorie increases are far more crucial
than improvements in the quality of the food plan.

The anorexic’s unique metabolic situation creates a significant challenge:
Metabolic rates are exceptionally low untl food intake is improved, then
metabolic rates are remarkably elevated (Salisbury et al., 1995; Weltzin
et al., 1991). Additional servings of higher calorie foods must be quickly
added to keep pace with an accelerating metabolic rate.

Patients should be actively involved in drafting their food plan. For
example, ask: “What would you like to add?” “Can you see yourself following
this plan?” “What will be difficult about putting this plan into practice?”

Although calorie counting should not be promoted in eating disordered
patients, it is helpful to keep in mind that most underweight patients will
need to add 300-500 calorie increments every few days to gain weight.
Calorie increases in increments of 500 appear to be near the maximum of
what outpatients can tolerate. Once patients are steadily gaining (one to
three pounds per week), calorie intake can be stabilized and attention can
be shifted to increasing the variety of foods chosen.
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Occasionally, anorexic patients will gain weight on such low calorie
intakes that their diets cannot provide adequate nutrients. When this is the
case, gradually encourage an increase in calories until a healthy diet is
achieved. Most females’ nutrient needs can be met through consumption of
1,500 to 2,000 calories per day. For males, diets that provide 2,000 to 2,500
calories are usually nutritionally adequate.

Remember that weight loss is not a mystery. If a patient has lost weight,
assume first that the food plan was too low in calories. It may be, however,
that the patient did not able to adequately follow the food plan (eating
every bite). Changes in body weight are an accurate indicator as to how
much the food plan needs adjusted.

Remind patients that they cannot count on fullness, but they can count
on hunger. Patients will complain that they feel full and bloated following
their food plan. Tell patients that they will feel overly full for two to three
weeks as their body adjusts to adequate food intake and that they need to
eat their plan regardless of fullness. If patients get hungry between meals
and snacks, more than likely they are losing weight.

Another treatment approach that addresses helping parents refeed an
eating-disordered child is the family-based Maudsley method. Briefly sum-
marized, the Maudsley method puts parents directly in charge of their child’s
eating behavior. Siblings are directed to provide empathetic, noncritical support
to the one struggling with the eating disorder and not to interfere with the
parents’ efforts to refeed the patient. Once the child is eating well and has
gained to a healthy weight, the control of eating is transferred back to the
child. Although parents are encouraged to find their own techniques to control
their child’s eating behaviors, they are assisted in taking control of their child’s
eating by participating in “coached” family meals. The family (parents and
siblings) is instructed to bring a meal to a treatment session so the profes-
sional can assess the family’s transactional patterns during eating and can
coach the parents how they can get their child to eat one more bite than he
or she is prepared to do. The Treatment Manual for Anorexia Nervosa: A
Family-Based Approach (Lock et al., 2001) outlines the Maudsley method and
includes a very useful step-by-step description of the coached family meal.
A companion volume for parents is the book by two of the same authors,
Helping Your Child Beata Teenage Fating Disorder (Lock & le Grange, 2005).

Helping parents refeed their anorexic children reduces the duration of
treatment and reduces the likelihood that hospitalization will be required.
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