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Background

Around 15% of Australian girls will experience an eating disorder (ED) by the time they are 19 years of age;?
disordered eating (DE) affects 23% of young Australian women with long-term detrimental impacts on
physical and mental quality of life.?> Males account for one in four cases of anorexia nervosa and bulimia
nervosa,* and males account for approximately one third of community adults reporting DE in Australia.®

EDs carry the highest mortality of any psychiatric disorder.®” They are associated with higher rates of medical
problems including diabetes, hypertension and dyslipidaemia independent of obesity and co-occurring
psychiatric disorders.® EDs in adolescence lead to increased risk of poor mental health in early adulthood,
including: substance use, deliberate self-harm, suicide attempts, and depressive and anxiety disorders; as
well as a range of serious medical problems: cardiovascular symptoms, chronic fatigue, chronic pain,
osteoporosis, infectious diseases, neurological symptoms, and adverse weight outcomes (high-weight for
Bulimia Nervosa and Binge ED, low-weight for Anorexia Nervosa).** In 2012, 913,000 Australians were
estimated to be currently experiencing an ED at a socioeconomic cost of $69.7 billion.?

Longer duration of an ED has an adverse impact on treatment outcome.? Time from the development of
symptoms to presentation for treatment, however, is more than 8 months for children and adolescents,*?
and 5 to 6 years in young adults.* Only 25% of people with an ED seek treatment.*>!¢ Many adolescents and
their families report considerable barriers to receiving timely and appropriate diagnosis and treatment,*’
including lack of recognition in primary health-care settings with less than one-third of bulimia nervosa cases
detected by health care professionals.®

In the absence of adequate early detection and intervention, current outpatient treatments in tertiary
settings only assist around 28% to 49% to full remission of symptoms: even treatments with the strongest
evidence base are unable to achieve better remission rates. For instance, between 22% and 42% of children
with anorexia nervosa receiving Family Based Treatment have poor outcome at 12-month follow-up;**?° only
33% of people with Bulimia Nervosa and Binge ED are remitted at end of outpatient cognitive behaviour

2 network meta-analysis shows us that manualised outpatient treatments for adult Anorexia

therapy;
Nervosa are no more effective than Specialist Supportive Clinical Management,?? with only 28% remission at

12-month follow-up.?



Research to date

Over the last 30 years, the focus of research has been in the broad areas of epidemiology, risk factors, and
interventions (prevention and treatment), with substantial progress and agreement reached in the following
areas:

1. We have moved from seeing EDs as being caused by families to a result of the complex interplay of
genetic and (primarily) non-shared environmental influences, with genetic influences accounting
for an average of 52% of the variance.?*

2. Diagnoses have been expanded from anorexia nervosa and bulimia nervosa to include Binge ED,
Other! and Unspecified? Specified Feeding and ED, and Avoidant and Restrictive Food Intake
Disorder.

3. The dominance of diagnostic criteria has decreased given people with DE experience similar levels
of impairment to those with EDs. Widely adopted definitions of outcome utilise a continuous
measure of DE, linked with body mass index and behavioural indices.?

4. A variety of evidence-based guidelines for interventions now exist.?

5. We have identified universal and selected prevention approaches which can protect against the
development of an ED.2°

Gaps and strategic goals

As a field, we have identified the stuck points and unknowns that prevent us from making rapid progress in
meaningful improvements in our evidence-based interventions (EBI). A Delphi consensus study?’ conducted
in 2019 with 291 members of the Australia and New Zealand Academy for EDs and the National EDs
Collaboration asked participants to identify research priorities in EDs. Three panels were formed: Consumers
and Carers (n=109, 37%), ED Specialists (n=103, 35%, clinicians and researchers), and Affiliates (n=53, 18%,
non-specialists). Endorsed items had to be rated as ‘Essential’ or ‘Important’ by at least 80% of each of the
three panels. Twenty-two items addressing translation, dissemination and implementation reached
consensus across five areas, summarised below as identified gaps (in bold) followed by potential strategic
goals under five general themes.

Ensuring our EBI are suitable for those who need them

In 2018, the Australian Institute of Health and Welfare reported a gap in EDs with respect to a “lack of
nationally consistent data on eating disorders, especially prevalence, estimated costs to society, and service
access”.?® All epidemiological studies to date underestimate ED prevalence as they have failed to assess the
most common EDs and frequently excluded males.?® We also require a better understanding of risk factors,
their interactions and relative importance in the crafting of more effective complex interventions.*°

1. National dataset: Generate the first nationally representative data on the prevalence and incidence
of EDs, burden of disease, health-related quality of life, treatment-seeking and pathways through
care; Draw together existing datasets on EDs; Integrate the assessment of EDs or their precursors
into existing large national surveys; Collaborate with industry or health services to gather data on
the incidence and prevalence of EDs from their customers or users; Sample under-studied groups
and diagnoses. Examine flexible diagnostic criteria to detect where meaningful differences exist.

2. EDs across the lifespan: Determine how different milestones across the lifespan (e.g., puberty in
boys and girls, mid-life changes associated with pregnancy/parenting, menopause or ageing across
men and women) potentiate risk for the development of body dissatisfaction and DE.



3. Critical risk factors: Evaluate and compare more recently emerging factors such as: biomarkers,
apart from body mass index, that more accurately tell us when an ED is developing; the role of
social media, including weight stigma and appearance-based teasing among children; common
explanatory factors between self-harm and EDs; macro-level pressures that place vulnerable
individuals at risk (e.g., laws, policies, curriculum, commercial industry practices); the role that
obesity policy/interventions may play in the rise in prevalence of DE and the presentation for
tertiary treatments in younger children.

Getting people EBI earlier
Early detection and early intervention are key to ensuring people have a better chance of recovery.

1. Integrated prevention programs: Use an implementation science paradigm to explore the efficacy
of combined mental health and EDs prevention approaches. Develop a better understanding of
how obesity prevention might contribute to poor mental health or ED risk (e.g., by increasing body
dissatisfaction, DE, weight cycling, weight stigma, depression or EDs), and whether ED specialists
that are fully integrated into obesity policy, intervention and research can achieve better health
outcomes.

2. Early detection in primary care: Having GPs ask about mental health (as opposed to eating or
dieting) is the best explanatory variable for receiving treatment from a mental health specialist for
people with non-underweight EDs.3! Systematic ways to achieve increased assessment by primary
healthcare providers that leads to appropriate treatment referral is required, along with
investigation of how it changes ED outcomes (including health economics).

3. Early intervention approaches at all critical risk periods: Not only is there a paucity of early
intervention approaches in EDs,3? but those few that do exist require enhancing and more rigorous
evaluation, especially in primary health settings. This was rated as the top item in the Delphi study.

4. Reducing impact of stigma: Mental-health related stigma reduces help-seeking,3:

and weight
stigma can trigger physiological and behavioural changes linked to poor metabolic health and
increased weight gain.3* Ways to reduce the impact of stigma on detection and timely and
appropriate treatment provision is required. Information for use in large-scale public health
interventions that can reduce stigma®>3® and the impact on treatment seeking, require

investigation.
Ensure EBI are provided in real-world settings

The research-practice gap (dissemination of EBI from controlled research environments to routine clinical
care or community settings) is widely recognised as problematic.3” This can be caused because EBIs are
unsuited to diverse audiences, economically inefficient and unscalable to the population level. Treatment
setting gaps can arise by choosing not to provide an EBI,*®3° not competently delivering an EBI,*® or
deliberately omitting effective elements of an EBI.****4 Addressing the research-practice gap should be

|”

considered in the context of the suboptimal responses to current EBI, and the so-called “three-legged stoo

4

of evidence-based practice in ED treatment:* research evidence, clinical expertise, and consideration of the

intended participants’ characteristics, values, and circumstances.

We know little about the extent and nature of the research-practice gaps, and how to address these. We

require information on prevention services being provided across health/education settings and how these
might be integrated with other health promotion practices. The recent expansion of Medicare items for



severe EDs requires us to ensure that public money is being used wisely and to the greatest benefit of

consumers.

How to deliver EBI to more people

“Accessible evidence-based treatment” was the fourth highest rated item in the Delphi study.

1.

The role of non-specialists in delivery of early identification and early intervention programs:
Analysis of the impact on treatment costs and outcomes is required, with training and utilisation of
local community workers, lay people, recovered peer workers, primary health practitioners or
interns.

Innovative treatment platforms: Evaluation is required of the role of tele- or digital health with
varying levels of support that minimises barriers of geography, disability, travel, finances and
interpretation, and the extent to which it engages people and the types of outcomes that can be
achieved.

Better support for families and carers in providing key elements of treatment: Current frontline
treatments for children and adolescents rely on families’ close and extended involvement in meal
support, symptom interruption and emotion coaching to achieve full and sustained recovery. This
is a huge burden for families and often requires temporary removal from the workforce, which is
not financially viable for all. Research needs to explore if there are less burdensome approaches to
the inclusion of families in providing and enhancing treatment.

Alternatives for children and adolescents whose family cannot be involved as partners in treatment:
There is currently a poor level of evidence for any other treatments for children and adolescents
not involving families. This is a major gap that needs to be addressed to significantly reduce burden.

Interventions for carers: While Australia has an active culture of providing and evaluating skills-
based interventions and support with carers, new innovations in this area are required.

Implementation research of prevention and early intervention programs: These require further
enhancement and embedding within existing services for efficient population-level dissemination
(i.e., in a way that is feasible for schools, universities, child health clinics or kindergartens, and
primary health services to adopt them). We have existing EBIs developed by Australian researchers
that could be effectively implemented in perinatal and primary health services, preschool (early
years), primary, secondary and tertiary education settings, and during midlife via online, social
media or workforce environments. Implementation research showing program efficacy, and the
barriers and facilitators to successful adoption, remains a clear gap in the field.

Approaches that meet the needs of Aboriginal and Torres Strait Islander peoples: to date just one
publication on DE in Indigenous Australians exists, showing it to be as common as in non-Indigenous
peoples.** We know nothing about effective strategies to treat DE.

New approaches for those people with EDs for whom current EBI do not lead to recovery

“What to do when first line treatments don’t work” and “enhancing existing ED treatments” were the second

and third highest rated items in the Delphi study. In the only other comparable study of research priorities

involving patients, carers, researchers and clinicians, seven of the top ten priorities also related to improved

treatment.*® Addressing our suboptimal remission rates with new and innovative treatments and

augmentation of existing treatments with uniform evaluation® is an urgent and major focus.



Person-centred collaborative care: Issues for further investigation include matching treatments to
profiles; use of flexible treatment protocols depending on progress in EBI; the adjunct role of
recovered peer workers; implementation of evidence-based suicide prevention programs among
individuals either at high-risk of an ED, currently receiving treatment, or experiencing a chronic
illness trajectory.

Integrated care: Canada and Europe highlight transition from child/youth to adult services as a
priority.*®% Treatment transitions between services are often disjointed and difficult for the
patient and their caregivers to navigate, with marked contrast in the degree of involvement of the
family. The two-system model does not suit a disorder where the peak age of onset is 15-25 years
and the average duration of iliness is 6 years. New approaches are needed.

The definition and support of recovery: We need to develop a uniform definition that incorporates
the patient perspective, with 54% of people with lived experience considering themselves
recovered while not meeting an objective definition of recovery.®

Challenges

The main reasons for the gaps in current knowledge include:

1.

Misperception and stigma: EDs are misperceived as rare disorders of low impact, further trivialised
as illnesses of vanity in a population that will ultimately “grow out of it”.

Ambivalence: Weight stigma is widely sanctioned in obesity, and EDs are one of the only mental
health disorders where it is not uncommon for people to say “I could do with a little bit of anorexia
nervosa” and health professionals to say “you are not thin enough for an ED”. Societal sanctioning
of appearance monitoring, and an extreme dieting and exercise culture, results in less impetus to
address EDs.

Lack of accurate data on epidemiology and burden: This has entrenched misrepresentations and
ambivalence, leading to poor ED mental health literacy throughout Australia.

EDs have been ignored by decision-making sectors (i.e., policy makers and grant reviewers): EDs
were excluded from the 2013-2014 replication of the adolescent national survey and have never
been included in the adult Australian national mental health surveys. EDs had not made the
inclusion list for any previous Australian national mental health plan until the Federal Minister for
Health, Greg Hunt directed that they be included among populations requiring specific
consideration in the 2017 Fifth National Mental Health and Suicide Prevention Plan.

Lack of integration with wider mental health sectors: This has resulted in inadequate collaboration
with other sectors of mental health research, despite the overlap in comorbid conditions with EDs,
including elevated suicidality.

Past reliance on diagnostic criteria: Previous diagnostic criteria has severely limited research and
impact because of rigid criteria that most people with EDs do not fit, meaning participants can be
hard to find and research is under powered.

Obesity is considered a greater priority in medical research funding and may in turn be promoting
DE. Obesity researchers may be reluctant to collaborate with the ED field because of the concerns
we raise about harm caused by interventions that focus on weight loss and neglect the major
mental health issues experienced by people with a high BMI.


http://www.coaghealthcouncil.gov.au/Portals/0/Fifth%20National%20Mental%20Health%20and%20Suicide%20Prevention%20Plan.pdf
http://www.coaghealthcouncil.gov.au/Portals/0/Fifth%20National%20Mental%20Health%20and%20Suicide%20Prevention%20Plan.pdf

8.

The ego-syntonic nature of some EDs leads to denial and minimisation resulting in a reluctance to
participate in research, especially treatment studies. Consequently, participation is associated with
high dropout rates. The complex interplay between physical and mental symptoms is particularly
marked for EDs compared to other mental disorders.

As a result of all these factors, despite their huge burden, EDs have had less research funding than all other
mental disorders in Australia.>! Government funding for ED research equates to approximately $1.10 per
affected individual, which stands in marked contrast to commensurate research funding for autism ($32.62)
and schizophrenia ($67.36). EDs are considered a lower priority for funding among national medical research
funding bodies than many other mental health conditions, with less investment in capacity building. This has

contributed to a lack of co-ordinated leadership across the field in Australia.

Opportunities

Our opportunities to ensure alighment between research and the needs of practitioners and the needs of

consumer and carers include:

1.

The National EDs Collaboration (NEDC): Continuously supported by the Federal Department of
Health and Ageing for 10 years, the NEDC is a collaboration of people and organisations with an
expertise in, and/or lived experience of, EDs. The vision is threefold: (1) EDs are a priority
mainstream health issue in Australia; (2) a healthy, diverse and inclusive Australian society acts to
prevent EDs; (3) every Australian at risk has access to an effective continuum of EBI. The NEDC has
completed numerous projects informing the development of appropriate policies and systems
related to EDs e.g., work force development, primary health network capacity building and
implementation of the National EDs Framework.

The Australia and New Zealand Academy for EDs (ANZAED): This is the peak body representing EDs,
bringing together the collective expertise of ED researchers, clinicians and public health workers to
improve our Nation’s capacity to grow knowledge and provide a continuum of care for people with
EDs.

Expansion of Medicare items for severe EDs: In this context, the Sunshine Coast EDs Access Trial,
which seeks to improve access to evidence-based multidisciplinary treatment for people with EDs
living in that region, was funded by the Federal Government. Additionally, the NEDC and ANZAED
have been asked to establish a voluntary credentialing process for clinicians using ED MBS items.

A clinical registry: The TrEAT project, developed in 2016, involves data collection across outpatient
and day program ED centres in NSW, QLD, WA and NZ. The registry aims to standardise quality
assurance evaluation across centres and provision of information to governments to inform
resource allocation. It also gives access to a large database of a difficult to recruit clinical population.
This facilitates research using an implementation science paradigm to improve understanding of
ED treatment and outcomes in real-world settings, access to and pathways through care, as well as
social and economic costs (e.g., through data linkage). With funding, the registry can expand its
operations.

The ED research field in Australia is recognised internationally for its strength, breadth and
innovation. Australia is a world leader in prevention research, with the development of a variety of
EBI that can significantly reduce the burden of EDs. As a field, we have huge capacity and passion
to provide insights into transdiagnostic mental health interventions, with specialist understanding




of body image, nutrition, exercise, physiology, a wide range of mental health issues, and
development and testing of complex interventions.

Conclusion

We see the most critical enabler of future research to be an integrated transdisciplinary approach that
provides revolutionary solutions to the issues outlined above. While we have the InsideOut Institute at the
University of Sydney, which focuses on the clinical practice nexus, we require the funding of Centres of
Research Excellence that integrate expertise across Australia. These centres would involve consortia of

universities, research institutes, NGOs, people with lived experience and industries across the epidemiology,
aetiology, prevention and clinical practice integration, with a focus on capacity building. These centres would
capitalise on the overlap of concerns and interests of mental health and obesity researchers, such as shared
risk and protective factors that can inform development of better interventions.> There is agreement across
researchers, clinicians and those with lived experience about the research gaps and approaches to addressing
these. With strategically delivered funding, we have ability to lead international research efforts in EDs.



References

! Fairweather-Schmidt, A. K., & Wade, T. D. (2014). DSM-5 eating disorders and other specified eating and feeding
disorders: is there a meaningful differentiation? International Journal of Eating Disorders, 47, 524-533. doi:
10.1002/eat.22257

2 Wade, T. D., & O’Shea A. (2015). DSM-5 Unspecified Feeding and Eating Disorders in adolescents: What do they look
like and are they clinically significant? International Journal of Eating Disorders, 48, 367-374. doi: 10.1002/eat.22303

3 Wade, T. D., Wilksch, S. M., & Lee, C. (2012). A longitudinal investigation of the impact of disordered eating on young
women's quality of life. Health Psychology, 31, 352-359. doi: 10.1037/a0025956

4Hudson, J. I, Hiripi, E., Pope, H. R., & Kessler, R. (2007). The prevalence and correlates of eating disorders in the national
comorbidity survey replication. Biological Psychiatry, 61, 348-358. doi: 10.1016/j.biopsych.2006.03.040

5 Mitchison, D., Mond, J. M., Slewa-Younan, S., & Hay, P. (2013). Sex difference in health- related quality of life
impairment associated with eating disorder features: A general population study. International Journal of Eating
Disorders, 46, 375-380. doi: 10.1002/eat.22097

6 Arcelus, J., Mitchell, A. J., Wales, J., & Nielsen, S. (2011). Mortality rates analysis of 36 studies. Archives of General
Psychiatry, 68, 724-31. Doi: 10.1001/archgenpsychiatry.2011.74

7 Harris, E., & Barraclough, B. (1998). Excess mortality of mental disorder. British Journal of Psychiatry, 173, 11-53. doi:
10.1192/bjp.173.1.11

8 Radin, R. M., Tanofsky-Kraff, M., Shomaker, L. B., Kelly, N. R., Pickworth, C, K., Shank, L. M., ... Tanovski, J. A. (2015).
Metabolic characteristics of youth with loss of control eating. Eating behaviors, 19, 86-89. doi:
10.1016/j.eatbeh.2015.07.002

% Johnson, J. G., Cohen, P., Kasen, S., & Brook, J. S. (2002). Eating disorders during adolescence and the risk for physical
and mental disorders during early adulthood. Archives of General Psychiatry, 59, 545-552. doi:
10.1001/archpsyc.59.6.545

10 Micali, N., Solmi, F., Horton, N. J., Crosby, R. D., Eddy, K. T., Calzo, J. P., ... Field, A. E. (2015). Adolescent eating disorders
predict psychiatric, high-risk behaviors and weight outcomes in young adulthood. Journal of the American Academy of
Child and Adolescent Psychiatry, 54, 652-659. doi: 10.1016/].jaac.2015.05.009

11 Butterfly Report. (2012). Paying the price: The economic and social impact of eating disorders in Australia. Sydney:
Butterfly Foundation.

12 vall, E., & Wade, T. D. (2015). Predictors of treatment outcome in individuals with eating disorders: a systematic
review and meta-analysis. International Journal of Eating Disorders, 48, 946-971. doi: 10.1002/eat.22411

13 Nicholls, D. E., Lynn, R., & Viner, R. M. (2011). Childhood eating disorders: British national surveillance study. British
Journal of Psychiatry, 198, 295-301. doi: 10.1192/bjp.bp.110.081356

14 Rosenvinge, J. H., & Kuhlefelt Klusmeier, A. (2000). Treatment for eating disorders from a patient satisfaction
perspective: A Norwegian replication of a British study. European Eating Disorders Review, 8, 293-300. doi:
10.1002/1099-0968(200008)8:4<293::AlID- ERV346>3.0.CO;2-4

15 Micali, N., Martini, M. G., Thomas, J. J., Eddy, K. T., Kothari, R., Russell, E., ... Treasure, J. (2017). Lifetime and 12-month
prevalence of eating disorders amongst women in mid-life: A population-based study of diagnoses and risk factors. BMC
Medicine, 15(1), 12. doi: 10.1186/s12916-016-0766-4

% Hart, L., Granillo, M., Jorm, A., & Paxton, S. (2011). Unmet need for treatment in the eating disorders: A systematic
review of eating disorder specific treatment seeking among community cases. Clinical Psychology Review, 31(5), 727—
735. doi: 10.1016/j.cpr.2011.03.004

17 Ali, K., Farrer, L., Fassnacht, D. B., Gulliver, A., Bauer, S., & Griffiths, K. M. (2017). Perceived barriers and facilitators
towards help-seeking for eating disorders: A systematic review. International Journal of Eating Disorders, 50, 9-21. doi:
10.1002/eat.22598

18 Keski-Rahkonen, A., Hoek, H. W., Linna, M. S., Raevuori, A., Sihvola, E., Bulik, C. M., ... Kaprio, J. (2009). Incidence and
outcomes of bulimia nervosa: a nationwide population-based study. Psychological Medicine, 39, 823-831. doi:
10.1017/50033291708003942

% Lock, J., Le Grange, D., Agras, W. S., Moye, A., Bryson, S. W., & Jo, B. (2010). Randomized clinical trial comparing
Family-Based Treatment with Adolescent-Focused individual therapy for adolescents with anorexia nervosa. Archives of
General Psychiatry, 67, 1025-1032. doi: 10.1001/archgenpsychiatry.2010.128

20 Ejsler, I., Simic, M., Hodsoll, J., Asen, E., Berelowitz, M., Connan, F., ... Landau, S. (2016). A pragmatic randomised
multi-centre trial of multifamily and single-family therapy for adolescent anorexia nervosa. BMC Psychiatry, 16, 422.
doi: 10.1186/512888-016-1129-6



https://www.ncbi.nlm.nih.gov/pubmed/?term=Raevuori%20A%5BAuthor%5D&amp;cauthor=true&amp;cauthor_uid=18775085
https://www.ncbi.nlm.nih.gov/pubmed/?term=Sihvola%20E%5BAuthor%5D&amp;cauthor=true&amp;cauthor_uid=18775085
https://www.ncbi.nlm.nih.gov/pubmed/?term=Bulik%20CM%5BAuthor%5D&amp;cauthor=true&amp;cauthor_uid=18775085
https://doi.org/10.1001/archgenpsychiatry.2010.128
https://doi.org/10.1186/s12888-016-1129-6

2! Linardon, J., & Wade, T. D. (2018). How many individuals achieve symptom abstinence following psychological
treatments for bulimia nervosa? A meta-analytic review. International Journal of Eating Disorders, 51, 287-294. doi:
10.1002/eat.22838

22 7eeck, A., Herpertz-Dahlmann, B., Friederich, H. C., Brockmeyer, T., Resmark, G., Hagenah, U., ... Hartmann, A. (2018).
Psychotherapeutic Treatment for Anorexia Nervosa: A Systematic Review and Network Meta-Analysis. Frontiers of
Psychiatry, 9, 158. doi: 10.3389/fpsyt.2018.00158

2 Byrne, S., Wade, T. D., Hay, P., Touyz, S., Fairburn, C. G., Treasure, J., ... Crosby, R. D. (2017). A randomised controlled
trial of three psychological treatments for anorexia nervosa. Psychological Medicine, 47, 2823-2833. doi:
10.1017/50033291717001349

2 Culbert, K.M., Racine, S.E., & Klump, K.L. (2015). Research Review: What we have learned about the causes of eating
disorders - a synthesis of sociocultural, psychological, and biological research. Journal of Child Psychology and
Psychiatry, 56, 1141-1164. doi: 10.1111/jcpp.12441

25 Hilbert, A., Hoek, H. W., & Schmidt, R. (2017). Evidence-based clinical guidelines for eating disorders: international
comparison. Current Opinion in Psychiatry, 30, 423-437. doi: 10.1097/YC0.0000000000000360

26 Watson, H. J., Joyce, T., French, E., Willan, V., Kane, R. T., Tanner-Smith, E. E., ... Egan, S. J. (2016). Prevention of eating
disorders: A systematic review of randomized, controlled trials. International Journal of Eating Disorders, 49, 833-62.
doi: 10.1002/eat.22577

27 Hart, L. M., & Wade, T. D. (2019). Identifying research priorities in eating disorders: a Delphi study building consensus
across clinicians, researchers, consumers and carers in Australia. International Journal of Eating Disorders. Advance
online publication. doi: 10.1002/eat.23172

28 Australian Institute of Health and Welfare 2018. Australia’s health 2018. Australia’s health series no. 16. AUS 221.
Canberra: AIHW.

2 Hart, L. M., Mitchison, D. & Hay, P. J. (2018). The case for a national survey of eating disorders in Australia. Journal of
Eating Disorders, 6, 30. doi: 10.1186/s40337-018-0221-3

30 MRC. Developing and Evaluating Complex Interventions. London: Medical Research Council, 2019.

31 Hay, P., Ghabrial, B., Mannan, H., Conti, J., Gonzalez-Chica, D., Stocks, N., ... Touyz, S. (2019). General practitioner and
mental healthcare use in a community sample of people with diagnostic threshold symptoms of bulimia nervosa, binge-
eating disorder, and other eating disorders. International Journal of Eating Disorders. Advance online publication. doi:
10.1002/eat.23174

32 5chmidt, U., Brown, A., McClelland, J., Glennon, D., & Mountford, V. A. (2016). Will a comprehensive, person-centred,
team-based early intervention approach to first episode illness improve outcomes in eating disorders? International
Journal of Eating Disorders, 49, 374-377. doi: 10.1002/eat.22519

33 Clement, S., Schauman, 0., Graham, T., Maggioni, F., Evans-Lacko, S., Bezborodovs, N., ... Thornicroft, G., (2015). What
is the impact of mental health-related stigma on help-seeking? A systematic review of quantitative and qualitative
studies. Psychological Medicine, 45, 11- 27. d0i:10.1017/50033291714000129

34 Tomiyama, A. J., Carr, D., Granberg, E. M., Major, B., Robinson, E., Sutin, A. R., & Brewis, A. (2018). How and why
weight stigma drives the obesity “epidemic” and harms health. BMC Medicine, 16: 123. doi: 10.1186/512916-018-1116-
5

35 Rodgers, R. F., Paxton, S. J., McLean, S., Massey, R., Mond, J. M., Hay, P. J., & Rodgers, B. (2015). Stigmatizing attitudes
and beliefs toward bulimia nervosa. The importance of knowledge and eating disorder symptoms. Journal of Nervous
and Mental Disease, 203, 259- 263. doi: 10.1097/NMD.0000000000000275

36 McLean, S. A., Paxton, S. J., Massey, R., Hay, P. J., Mond, J. M., & Rodgers, B. (2016). Identifying persuasive public
health messages to change community knowledge and attitudes about Bulimia Nervosa. Journal of Health
Communication, 21, 178-187. doi: 10.1080/10810730.2015.1049309

37 Kazdin, A. E., Fitzsimmons-Craft, E., & Wilfley, D. (2016). Addressing critical gaps in the treatment of eating disorders.
International Journal of Eating Disorders, 50, 170-189. doi: 10.1002/eat.22670

3 Waller, G., Mountford, V. A., Tatham, M., Turner, H., Gabriel, C., & Webber, R. (2013). Attitudes towards
psychotherapy manuals among clinicians treating eating disorders. Behaviour Research and Therapy, 51, 840-844. doi:
10.1016/j.brat.2013.10.004

39 Brown, A., Mountford, V. A., & Waller, G. (2014). Clinician and practice characteristics influencing delivery and
outcomes of the early part of outpatient cognitive behavioural therapy for anorexia nervosa. The Cognitive Behaviour
Therapist, ArtID e10. doi: 10.1017/51754470X14000105

40 Shafran, R., Clark, D. M., Fairburn, C. G., Arntz A., Barlow D. H., Ehlers A., . . . Salkovskis P. M. (2009). Mind the gap:
Improving the dissemination of CBT. Behaviour Research and Therapy, 47, 902—909. doi: 10.1016/j.brat.2009.07.003

4 Waller, G., & Turner, H. (2016). Therapist drift redux: Why well-meaning clinicians fail to deliver evidence-based
therapy, and how to get back on track. Behaviour Research and Therapy, 77, 129-137. doi: 10.1016/j.brat.2015.12.005

42 Cowdrey, N. D., & Waller, G. (2015). Are we really delivering evidence-based treatments for eating disorders? How
eating-disordered patients describe their experience of cognitive behavioral therapy. Behaviour Research and Therapy,
75, 72-77. doi: 10.1016/j.brat.2015.10.009



https://www.ncbi.nlm.nih.gov/pubmed/?term=Brockmeyer%20T%5BAuthor%5D&amp;cauthor=true&amp;cauthor_uid=29765338
https://www.ncbi.nlm.nih.gov/pubmed/?term=Resmark%20G%5BAuthor%5D&amp;cauthor=true&amp;cauthor_uid=29765338
https://www.ncbi.nlm.nih.gov/pubmed/?term=Hagenah%20U%5BAuthor%5D&amp;cauthor=true&amp;cauthor_uid=29765338
https://www.ncbi.nlm.nih.gov/pubmed/?term=Hagenah%20U%5BAuthor%5D&amp;cauthor=true&amp;cauthor_uid=29765338
https://doi.org/10.3389/fpsyt.2018.00158
https://doi.org/10.1186/s40337-018-0221-3
https://dx.doi.org/10.1186%2Fs12916-018-1116-5
https://dx.doi.org/10.1186%2Fs12916-018-1116-5
https://doi.org/10.1097/NMD.0000000000000275
https://doi.org/10.1016/j.brat.2013.10.004
https://doi.org/10.1017/S1754470X14000105
https://doi.org/10.1016/j.brat.2015.12.005
https://doi.org/10.1016/j.brat.2015.10.009

43 Kosmerly, S., Waller, G., & Robinson, A. L. (2015). Clinician adherence to guidelines in the delivery of family-based
therapy for eating disorders. International Journal of Eating Disorders, 48, 223-229. doi: 10.1002/eat.22276

4 peterson, C. B., Black Becker, C., Treasure, J., Shafran, R., & Bryant-Waugh, R. (2016). The three-legged stool of
evidence-based practice in eating disorder treatment: research, clinical, and patient perspectives. BMC Medicine, 14:69.
doi: 10.1186/s12916-016-0615-5

4 Hay, P. J., & Carriage C. (2012). Eating disorder features in Indigenous Aboriginal and Torres Strait Islander Australian
peoples. BMC Public Health, 23;12:233. doi: 10.1186/1471-2458- 12-233

46 van Furth, E. F., van der Meer, A., & Cowan, K. (2016). Top ten research priorities for eating disorder. The Lancet, 3,
706-707. doi: 10.1016/52215-0366(16)30147-X

47 Attia, E., Marcus, M. D., & Walsh, B. T. (2017). The need for consistent outcome measures in eating disorder treatment
programs: A proposal for the field. International Journal of Eating Disorders, 50, 231-234. doi: 10.1002/eat.22665

48 Canadian Eating Disorders Alliance (2019). The Canadian Eating Disorders Strategy: 2019 - 2029.

4 European Psychiatric Association. (2019). Value of Treatment for Brain Disorders. Retrieved from
https://www.europsy.net/value-of-treatment

50 Slop Op ‘t Landt, M. C. T., Dingemans, A. E., de la Torre Y Rivas, J., & van Furth, E. F. (2019). Self-assessment of eating
disorder recovery: Absence of eating disorder psychopathology is not essential. International Journal of Eating
Disorders. Advance online publication. doi: 10.1002/eat.23091

51 Murray, S. B., Pila, E., Griffiths, S., & Le Grange, D. (2017). When illness severity and research dollars do not align: are
we overlooking eating disorders? World Psychiatry, 16, 321. doi: 10.1002/wps.20465

52 Bullivant, B., Denham, A.R., Stephens, C., Olsen, R. E., Mitchison, D., Gill, T., ... Mond, J. M. (2019). Elucidating
knowledge and beliefs about obesity and eating disorders among key stakeholders: paving the way for an integrated
approach to health promotion. BMC Public Health 19, 1681. doi:10.1186/s12889-019-7971-y

10


https://doi.org/10.1002/eat.22276
https://dx.doi.org/10.1186%2Fs12916-016-0615-5
https://doi.org/10.1016/S2215-0366(16)30147-X
https://www.europsy.net/value-of-treatment
https://dx.doi.org/10.1002%2Fwps.20465

	Background paper: Eating disorders (Session 4A)
	Background
	Research to date

	Gaps and strategic goals
	Ensuring our EBI are suitable for those who need them
	Getting people EBI earlier
	Ensure EBI are provided in real-world settings
	How to deliver EBI to more people
	New approaches for those people with EDs for whom current EBI do not lead to recovery

	Challenges
	Opportunities
	Conclusion
	References


