


 

  
  

 
 
 
 
 

 
 

 

  
 

  
 

“As a coach, leader, and psychologist working with athletes over the past 40 years, 
I often have been confronted by athletes experiencing eating disorders. Where was 
this book when I needed it? Fortunately, it has arrived and Dr. Bennett has provided 
a thorough, probing, and comprehensive road map into the what, why, and how of 
this global issue. In Chinese, the word for crisis means both danger and opportunity. 
Yes, eating disorders are a crisis on many levels but they are also an opportunity as 
Kate so beautifully points out, how suffering can lead to great results in the recovery 
process. She eloquently discusses how such a crisis is actually the ultimate competition 
with the freedom of recovery being the greatest reward, perhaps greater than a national 
championship. Such mental and emotional reframing will empower every athlete to take 
on the challenge of going beyond one of life’s greatest challenges. If you work with 
athletes, you must read this book.” 

—Jerry Lynch, PhD, founder and CEO of Way of Champions, 
athlete, and author of The Competitive Buddha and 

13 more on Leadership and Performance 

“Treating Athletes with Eating Disorders is a valuable resource for treatment providers, 
athletes, parents, and sport personnel who want to increase understanding and attunement 
specific to eating disorders in sport. Kate Bennett provides a sound framework for 
conceptualizing the multifaceted and complex nature of eating disorders in athletes. In 
addition, practical and effective interventions are outlined to appropriately facilitate needed 
healing and change while honoring an athlete’s identity, values, and unique disposition.” 

—Riley Nickols, PhD, CEDS, counseling and sport psychologist, 
director of the Victory Program at McCallum Place, founder 

of Mind Body Endurance 

“Bravo Kate Bennett for tackling the very complex problem where eating disorders and 
athletes intertwine. Treating Athletes with Eating Disorders is fraught with nuisance and 
requires the ability to understand and empathize with the kind of training, discipline, 
and mental toughness that is required for peak performance while at the same time 
being able to challenge when things get out of hand and an eating or exercise disorder 
develops. The important point is made over and over that these are not easy black and 
white issues but take a nuanced approach. As a clinician for decades and now founder 
of an institute where I train and certify eating disorder coaches, I was impressed that 
Kate Bennett sees herself as a therapist and coach to athletes and believes that this 
combination is critical. In my experience, all eating disorder clients need both of these 
elements in their treatment providers. This book is an absolute necessity to any eating 
disorder clinician’s library and should be required reading for coaches as well.” 

—Carolyn Costin, The Carolyn Costin Institute, author of 8 Keys to 
Recovery From an Eating Disorder, The Eating Disorder Sourcebook, 

and more, Carolyncostin.com 

“This book wins a gold medal! Dr. Kate Bennett innovatively unites the clinical and 
athletic worlds to bring you an original, applicable, and action-focused guide to support 
athletes with eating disorders! She brings her creativity and expansive knowledge to the 
court to provide the field with this much needed resource. This book is a must-read for 
any clinician or coach that wants to deepen their understanding of eating disorders and 
strengthen their work with their athletes!” 

—Amanda S. Tierney, MS, CSCS, CEDS, strength and conditioning coach 
at the Victory Program at McCallum Place, founder of Discovering 

Balance: Fitness Coaching and Support 

http://Carolyncostin.com


  

 

  
 

 

 

 

“I highly recommend Dr. Bennett’s new book, Treating Athletes with Eating Disorders 
for everyone, including primary care providers, therapists, athletic coaches or 
individuals, who have struggled or are struggling with disordered eating. Dr. Bennett’s 
book is the first book I’ve come across in my three decades of medical practice that goes 
beyond providing definitions for specific DSM disorders. Refreshingly, she recognizes 
that the approach to helping athletes recover from disordered eating is different. This 
book is ground-breaking, easy to read for both medical and non-medical providers, and 
a wonderful handbook mapping out key elements for diagnosis and treatment for all 
stages of recovery. As a provider who is privileged to work with athletes at all levels 
(professional to recreational), and an MD who believes in evidence-based medicine, I 
know that this book will become one of my trusted resources!” 

—Kiki (Nicole) Silver, MD, ABAARM, founder/owner of 
Boulder Peak Health, PC, www.boulderpeakhealth.com 

“Athletics is a unique, pressure-packed performance culture that some mental health 
professionals do not fully understand. While sports present opportunities for self-
esteem, social support, and resilience, sport participation also increases risk for eating 
disorders. When athletes develop eating disordered behaviors, they need professionals 
who appreciate the distinctive dynamics involved in recovery and wellness in an 
athletic system. This book is a fantastic primer for teaching such cultural competence to 
professionals in mental health, athletic medicine, and sports nutrition. Dr. Bennett starts 
with the fundamentals of diagnosis, treatment, biology, and medical complications. 
Section 2 enhances understanding of athletic culture by exploring norms, identity, 
imbalances, and barriers to treatment. A diversity of case examples illustrates these 
principles. Section 3 (my favorite) embraces the best aspects of sport to battle one of the 
toughest opponents athletes face: the eating disorder. How can athletes bring their grit, 
competitiveness, training, and drive for excellence to the pursuit of health and balance? 
Dr. Bennett provides insightful and creative strategies that I’m excited to implement in 
my own practice.” 

—Jen Carter, PhD, ABPP, lead sport psychologist, 
Ohio State University Sports Medicine, associate professor, 

Clinical, OSU Psychiatry and Behavioral Health 

“The author of this remarkable book highlights unique strategies which offer exceptional 
guidance to those in the role of supporting elite athletes with body image and/or eating 
concerns. As both a seasoned clinician and an elite athlete, Dr. Kate Bennett skillfully 
teaches us how to understand and interpret the nuances of an athlete’s experience—such 
as the pursuit of perfection—which can negatively affect not only performance but 
also the ability to maintain one’s health and well-being. Treating Athletes with Eating 
Disorders will be a pivotal resource where the reader will learn of useful approaches on 
how to reduce ongoing stress levels, work through the pressure to perform—and equally 
important—address unhealthy eating disordered thoughts and behaviors. As a provider 
honored to be on this journey with countless athletes, this “roadmap to recovery” will 
be recommended to each and every colleague on behalf of the athletes in their care. This 
is a must-read for the entire athletic community!” 

—Dawn Hynes, MSW, founder and CEO of Hynes Recovery Services 

http://www.boulderpeakhealth.com


 

  

 

 

 

  
 

 
 

“Treating Athletes with Eating Disorders is a brilliant manual for athletes, coaches, and 
sport psychologists alike. In a world of pop-culture treatments for serious psychological 
ailments, Dr. Bennett is a breath of fresh air with practical advice based on evidence 
and practice.” 

—Jason Koop, author of Training Essentials for Ultrarunning 

“In my work as a clinician in a sport setting, I am often looking for substantive resources 
for myself and my clients. Dr. Bennett’s book provides just that. This book takes a 
developmental approach to educate the reader to the nuances of eating disorders, sport, 
and the coming together of those two worlds. Her balanced approach of using research, 
anecdotes, and case studies is a refreshing way of approaching such a complex and 
concerning topic.” 

—Christopher M. Bader, PhD, LP, CMPC, 
counseling and sport psychologist 

“This book is one of the first of its kind to take the traits that make an athlete excel and 
use those toward their recovery from an eating disorder. Dr. Bennett combines common 
language with familiar sport tactics to improve clinicians’ ability to connect with their 
athletes. Kate’s knowledge as an athlete and a coach helps clinicians understand the 
line between what is driven and what is destructive. One must understand the culture 
in sport and the culture in society that our athletes live in. This resource is unique in its 
consideration of both. A must for all clinicians treating athletes with eating disorders.” 

—Rebecca McConville, MS, RD, LD, CSSD, CEDRD-S, 
sports specialist and eating disorder dietitian supervisor, 

Rebecca McConville Consulting 

“This is a must-read for anyone that works with athletes in the coaching, high 
performance, academic, or sports medicine space. It also holds great insight for parents 
working to ensure their young athletes are maintaining optimal health in the pursuit 
of their performance goals. Dr. Bennett expertly presents the complexity of eating 
disorders with a tenor of eloquence and empathy while maintaining resolute focus on 
problem-solving and patient treatment.” 

—Derick Williamson, MEd, USA Paratriathlon Resident Team coach, 
USA Paratriathlon National Team coach, USAC, USAT, 

and USA Paratriathlon certified coach 



http://taylorandfrancis.com


 

 

       
 
 

  

 

Treating Athletes With Eating 
Disorders 

This book provides readers with concrete, tangible tools for treating athletes 
with eating disorders by discussing issues that are unique to this population and 
introducing specific ideas to help facilitate recovery among this population. 

Dr. Bennett integrates her experiences in sport and mental health to provide a 
comprehensive resource for all healthcare providers who support athletes with 
eating disorders. Traditional sport psychology interventions are translated into 
clinical action to help therapists align with the athletic identities of individuals 
recovering from eating disorders. From diagnosis and neurobiology to athletic 
identity and excellence, this book covers a range of topics to help readers build 
their own toolboxes of creative and clinically sound psychological interventions. 

This comprehensive guide provides professionals who are new to the field 
with essential knowledge pertaining to the treatment of eating disorders and 
offers experienced healthcare providers insight on treatment aspects that are 
unique to working with athletes. 

Kate Bennett, PsyD, is a clinical sport psychologist. A former two-time 
national track cycling champion, coach, and athletic trainer, she combines her 
sport experiences with her clinical expertise to support the needs of athletes 
recovering from eating disorders in her private practice, Athlete Insight. 



http://taylorandfrancis.com
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For my children, Eve and Emeric, 

Who remind me daily what it means to 

Live mindfully, 

Eat intuitively, 

and 

Experience the miraculous nature of 
the human body with joy and wonder. 
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Foreword 

Bridging gaps is both a literal and a metaphorical description of my lived experi-
ence of and career within the field of eating disorders. As co-editor of Treatment 
of Eating Disorders: Bridging the Research-Practice Gap, the only book spe-
cifically dedicated to this topic, I became intimately familiar with the pressing 
needs for cross-field and cross-cultural collaborations in order to responsibly 
and effectively address patients’ multidisciplinary needs. However, long before 
this, as a naïve and unsuspecting collegiate walk-on with the University of San 
Diego Women’s Basketball team, I became personally intimate with these lethal 
gaps as I rapidly shrank into a shadow of myself, oblivious that I was suffering 
with a disease. In 1978, anorexia nervosa was barely on the mental health radar, 
much less my coaches’, family’s, or my own. This would be the first gap that 
consumed me, and delayed vital intervention. Athletes with eating disorders had 
yet to be identified as an at-risk group; it would be 15 years before publication 
of the first book on this population. Not surprisingly then, my extreme weight 
loss, back pain, lethargy, and compulsive exercise and studying behaviors were 
normalized as typical “adjustments” to a demanding collegiate athletic career. I 
transferred colleges, changed my major to psychology, and later learned about 
eating disorders in my abnormal psychology class. Attempts to find special-
ized care were futile—the second gap I encountered—further complicating a 
burgeoning drive to recover in order to help those similarly suffering. Like too 
many others with eating disorders, then and still, I recovered on my own, in a 
haphazard, ill-informed, gapped be damned manner. 

In 1983, when Karen Carpenter’s tragic death awakened awareness of eat-
ing disorders, I was in early recovery, and seeing my first client with an eating 
disorder as a psychologist in training. I was impassioned to close the gaps for 
others that had prevented me from receiving timely identification and inter-
vention. Whereas my personal recovery process was in its infancy, so was my 
professional development, as well as the field itself. Fortunately, rather than 
this becoming a calamitous combination, progress was made on all fronts. Not 
enough, however, in the last regard, as high-risk populations such as athletes 
were still not receiving the research or practice attention they required for spe-
cialized care. There were few colleagues with whom to converse or collaborate 



 

 

 

 
 

 

 
 

 

 

 

 

 

 
 

 

xvi Foreword 

about athlete’s treatment, and the role of exercise in the disorders or their treat-
ment was poorly understood, if not a matter of considerable debate. 

Kate Bennett’s gap bridging book on the treatment of athletes with eating 
disorders adds to a literature inexplicably inadequate. Unique in her exhaus-
tive, inclusive, and intersectional analysis of and approach to eating disorders 
in athletes, Dr. Bennett has provided a winning resource for those impacted and 
their treatment team. Social justice and weight-inclusive perspectives vitally 
inform her approach. The last comprehensive book on this topic was published 
over 10 years ago (Thompson & Sherman, 2010), before critical updates in the 
diagnostic criteria for eating disorders (which includes formalizing the diagno-
sis of binge eating disorder—the most prevalent eating disorder), and before the 
conceptual shift from the Female Athlete Triad to Relative Energy Deficiency in 
Sport (RED-S, which highlights the deleterious physiological and performance 
impact of low energy availability for all athletes). In addition to these updates in 
the relevant literature, Dr. Bennett borrows from her own intersectional experi-
ence as an athlete, a coach, an athletic trainer, and a clinician to illuminate and 
translate the otherwise murky and maddening phenomenology of eating dis-
orders, and to provide an accessible, interventional toolbox expertly designed 
to promote recovery. Her astute use of case examples provides readers with 
“bench to couch” illustrations of how these insights and tools can be effectively 
implemented in clinical settings. 

As duly noted, recovering from an eating disorder may be the hardest com-
petition of the athlete’s life. In addition to enduring the neurobiological and 
psychological impact of these diseases, athletes must also navigate the famil-
ial, social, academic, coaching, and team implications of their eating disorder. 
Treating Athletes With Eating Disorders is written with compassionate and 
conscientious attention to these sometimes competing demands in the athlete’s 
recovery process, and urges us to be “curious” and contextual in our inter-
ventions. Dr. Bennett ascribes to a model of “radical acceptance of athletic 
excellence” which embraces the complexities of working with athletes whose 
legitimate training demands may mimic disordered eating and exercise behav-
iors outside of the athletic arena. She helps readers to discern the difference 
between an athlete responsibly, thoughtfully, and flexibly following a rigorous 
training regimen and one who’s mindlessly and recklessly in the throes of an 
eating disorder. While shades of grey are inherent to this process, Dr. Bennett 
is exacting in her commitment to supporting athletes to achieve success without 
compromising their athletic potential or recovery status. 

Treating Athletes With Eating Disorders is timely, practical, and potent in its 
potential to impact athletes with eating disorders and those dedicated to their 
care. Novice and seasoned clinicians will benefit from the thorough overview 
of eating disorders, and their associated treatment and medical implications and 
complications. What further sets this contribution apart, however, is Dr. Ben-
nett’s fluency in the larger culture as well as sport culture. Dr. Bennett draws 
extensively from the athletic mindset and associated pursuit of excellence 
(versus perfection) to demonstrate how to “clinically coach” athletes through 



 

 

 
 

Foreword xvii 

the laborious and “mundane” process of treatment, honoring its inherent risks, 
suffering, and setbacks in the service of achieving their ultimate goal: winning 
at recovery! I can only imagine how the trajectory of my collegiate athletic 
career could have unfolded differently had I been so passionately and expertly 
companioned in my recovery process. This book will ensure others are, and that 
their caregivers, treatment team, and coaches have a master plan for therapeutic 
success. 

Beth Hartman McGilley, PhD, FAED, CEDS-S 



 
 

   

 
 

 
 

 

 
 

 
         

          

 
 

Preface 

Today, the awareness of athletes struggling with mental illnesses is ever-
expanding. Conversations about athletes being treated for eating disorders 
are widely accepted. We continue to better understand this population through 
research and increasingly find opportunities to collaborate at conferences 
designed specifically to educate professionals working with athletes. How-
ever, this has not always been the case. When my career as a clinician was 
in its infancy, conversations regarding the treatment of athletes with eating 
disorders were scarce. 

In graduate school, I sought out every article and lecture that I could find to 
learn more about the treatment of athletes with eating disorders. I scoured eat-
ing disorder conferences looking for the “token” presentation about athletes. I 
was incredibly eager to learn the secrets of working with this unique population. 
But, despite all of my hope, front-row attendance, and avid notetaking, I always 
left disappointed. I continued to receive the same message: Treat athletes like 
the general population. Same standards, same expectations, same interventions. 
While I agreed that athletes required the same standards from a basic psycho-
logical and medical perspective (advocating for health through medical stabili-
zation, nutritional rehabilitation, and the development of healthy coping skills), 
I also knew that the approach to working with athletes must be different. My 
own experiences in sports as an athletic trainer, a coach, and an athlete myself 
tipped me off. There had to be more. 

It was not until I attended a small conference lead by the pioneers of this 
field, Drs. Ron Thompson and Roberta Sherman, that I started to learn about 
the complexity of this unique population. As my career evolved, I continued 
to devote my professional growth and development to learning more about the 
treatment of athletes with eating disorders. I gained clinical experience and 
honed my expertise, and began seeking opportunities to bridge the gap between 
the clinical world of eating disorders and athletics. From student to teacher, my 
passion guided my practice. My position has been challenged along the way: 
How do I accept that sport culture supports, even promotes, disordered eating? 
How do I accept athletes’ decisions to return to environments that stretch them 
mentally and physically in pursuit of excellence? 



 

 
 

 

   

 
       

 

  

 

 
 

 
 

 
 

 

 

 

Preface xix 

My answer is simple: I do not condone disordered eating practices within 
sport, misinformation regarding nutrition, nor the practices of morphing unique 
bodies into sport-specific ideals. I practice radical acceptance. I accept that the 
world of sports has a number of issues but also offers incredible opportunities 
for passionate athletes who take risks and explore the limits of their minds and 
bodies. Sport facilitates essential life lessons in leadership, resilience, confi-
dence, and integrity. I support athletes in learning to train and compete mind-
fully and intuitively. I coach them in optimizing performance by adequately 
fueling their bodies and thoughtfully periodizing training for physiological 
adaptation. I empower them to use their experiences as athletes to overcome 
their eating disorders. 

Recovering from an eating disorder is the ultimate competition: It requires 
conviction, confidence, determination, willpower, courage, and most important, 
vulnerability. A readiness to show up and be seen. A belief that something great 
will come from the suffering and discomfort of the journey. A willingness to 
risk the safety and security of the known (eating disorder) for the potential of 
finding something more rewarding. 

Recovery is not pretty. It is full of heartache, defeat, and failure. It is deco-
rated with emotional pain and physical discomfort. Grit, tenacity, desire, and 
trust allow athletes to show up again and again, competing against the same 
familiar foe. Aching for progress, hoping for change. Walking alongside ath-
letes as they endure suffering and triumph in the smallest (yet most pivotal) 
ways is an opportunity that I am grateful for. Witnessing athletes enjoy the 
freedom of recovery is a true honor. 

The intention of this book is to bridge the gap between the clinical and sport 
worlds. In doing so, I understand that healthcare providers from multiple dis-
ciplines may read this book. I strategically cover the bases to ensure that all 
readers have access to information that will support their role in guiding athletes 
to recovery. 

Part I, Foundations for Eating Disorders, develops the groundwork for the 
treatment of eating disorders. I understand that not every reader will have for-
mal education or clinical experience in the treatment of eating disorders. Part I 
is written for you. There is truly more than meets the eye when it comes to the 
treatment of eating disorders. 

Part II, Bridging the Gap, creates a foundation for working with athletes. 
From athletic identities to sport-specific issues, which complicate the treatment 
of eating disorders, this section illustrates the complexity of treating this unique 
population due to sport culture norms. 

Part III, Leveraging Past Success, blends sport and performance psychology 
with clinical interventions. This section includes many of the skills that I teach 
and interventions I employ when treating athletes with eating disorders. 

I invite you to read part or all of this book. My goal was to provide useful infor-
mation and design an accessible resource that readers can refer back to as needed. 

A few notes to keep in mind as you continue reading. 



 

 
        

 

 

           

 
 

 

  
 

xx Preface 

First, I included fictional case studies throughout the book to illustrate spe-
cific considerations when treating athletes with eating disorders. These cases 
are based on combinations of my clinical experiences and purposefully do not 
represent any actual individuals. 

Second, I recognize that I experience privilege as an educated white cisgen-
der female. I strived to integrate considerations for working with individuals 
from marginalized and oppressed populations throughout the text. I wrote from 
a weight and gender-inclusive perspective. However, I also recognize that much 
of eating disorder research has focused on white cisgender females. We have 
much work to do as we seek to better understand considerations for treating 
athletes of diverse populations. 

Third, I chose to write from the first-person perspective to illustrate my expe-
riences and interventions in a relatable way. I realize that many readers may not 
have clinical training and encourage all who read this book to practice within 
the scope of their education and training. 

This book reflects the evolution of my career. A career in which my passion 
and occupation joined in the most opportune way: I absolutely love my job. 
Supporting athletes on their journeys to recover from eating disorders is a true 
privilege. I am grateful for their trust and feel humbled by their honesty. Thank 
you for joining me on this journey. Eating disorders are a mental illness to 
be reckoned with. Unfortunately, they are prolific in our culture, and athletes 
are among their casualties. The stronger and wiser this group of specialists 
becomes, the more resources and opportunities athletes will have to restore 
their health. 
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AN: Anorexia nervosa 
ARFID: Avoidant/restrictive food intake disorder 
BED: Binge eating disorder 
BMD: Bone mineral density 
BN: Bulimia nervosa 
DXA: Dual-energy X-ray absorptiometry 
EA: Energy availability 
FBT: Family-based treatment 
HLOC: Higher level of care 
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IOP: Intensive outpatient program 
IP: Inpatient (treatment program) 
LEA: Low-energy availability 
MEB: Maladaptive exercise behaviors 
NCAA: National Collegiate Athletic Association 
OSFED: Other specified feeding or eating disorder 
PHP: Partial hospitalization program 
RDN: Registered dietitian nutritionist 
RPE: Rate of perceived exertion 
WADA: World Anti-Doping Agency 
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Part I 

Foundations for the 
Treatment of Eating 
Disorders 

My goal in writing this book is to provide healthcare professionals with the 
essentials for treating athletes with eating disorders. I would be remiss if I 
did not devote a section of the book to eating disorder basics such as assess-
ment, treatment considerations, neurobiology, and medical complications. For 
seasoned eating disorder specialists: Please feel free to skim or skip this sec-
tion. Part I is dedicated to individuals who do not have formal education or 
supervised training related to the treatment of eating disorders. If you are a 
healthcare professional new to this field, I urge you to obtain formal supervision 
within your profession as you prepare to treat athletes with eating disorders. 
For athletic support staff who are not involved directly with treatment yet play 
pivotal roles in the lives of athletes, I encourage you to take time to review both 
the medical complications and the neurobiology of eating disorders. These are 
complex disorders with seemingly simple solutions (“just eat normally”) that 
challenge even the most resilient athletes because recovery is far from simple. 
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1 Diagnostically Speaking 

People often assume that they can tell whether athletes have eating disorders 
based on how they look. This is a faulty assumption. Eating disorders are mas-
ters of disguise. Some individuals may appear malnourished but are, in fact, 
psychologically and physically healthy. Others may look physically strong and 
healthy but are actually suffering psychologically and medically. Judgments are 
rarely helpful and more often hurtful. It is essential that healthcare providers 
not only understand the various diagnoses of eating disorders, but more impor-
tantly, learn to assess thoughts and behaviors related to food, body image, and 
movement to determine whether athletes are psychologically (and medically) 
healthy. Athletes rely on healthcare providers to discern whether their relation-
ship with food, body, and exercise supports their values, goals, and well-being. 

Clinical Diagnoses 

Anorexia Nervosa 

Most people think of anorexia nervosa (AN) when they think of an eating 
disorder. The Diagnostic and Statistical Manual of Mental Disorders, Fifth 
Edition (DSM 5) defines AN as insufficient fueling, which leads to significantly 
low body weight (including delayed development during childhood and ado-
lescence), intense fear of gaining weight or becoming fat, persistent behaviors 
that interfere with weight restoration, and distortions in how the body is expe-
rienced.1 AN carries one of the highest mortality rates of all mental illnesses, 
second only to opiate use disorders.2 

Athletes struggling with AN are convinced that the distorted perceptions of 
their bodies that they see are accurate. Many athletes are acutely aware of their 
bodies and describe an ability to “feel” extra weight (from a sensory perspec-
tive). I conceptualize these experiences as looking through “anorexic goggles.” 
When we put on a pair of sunglasses to dim the bright sunlight, our percep-
tion of the world in front of us changes. On the basis of the lens, we might 
see a darker or rosier version of the scene in front of us. Anorexic goggles are 
similar. Athletes with body image disturbance appraise their bodies through a 
different (distorted) lens. Our appraisal of their shape and size is comparable 
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to us viewing their bodies without a lens filtering the image. They are looking 
through the distorted lens, unable to witness the reality that we see. 

Anorexia nervosa has two subtypes: restricting and binge-eating/purging.1 

The former, restricting AN, is characterized by weight loss due to restricting 
caloric intake through dieting or fasting. Binge-eating/purging AN refers to 
individuals who restrict their intake, maintain significantly low body weights, 
and engage in binge eating and/or purging behaviors. 

Bulimia Nervosa 

Bulimia nervosa (BN) describes a pattern of binge eating and purging behav-
iors. Binge eating (bingeing) is defined as eating more food in a discrete period 
of time than most individuals would eat under normal circumstances and feeling 
out of control while eating.1 Purging follows bingeing as a way to rid oneself 
of the calories consumed and associated guilt through self-induced vomiting, 
laxatives, diuretics, fasting, exercise, or other medications. Notably, this is not 
an effective weight-loss strategy. Individuals who struggle with BN often base 
their self-worth on distorted perceptions of their bodies. 

Binge Eating Disorder 

Binge eating disorder (BED) was first recognized as a stand-alone clinical disor-
der with the publication of the DSM 5 in 2013. BED is characterized by bingeing 
(as described under BN) but goes into more detail regarding the experiences of 
this behavior, including eating more quickly than normal; eating until uncom-
fortably full; consuming large amounts of food when not physically hungry; eat-
ing in privacy because of embarrassment; and feeling disgust, guilt, depression, 
and shame as a result of the binge.1 It is important to note that people stereotype 
BED as only occurring in larger-bodied individuals. But athletes who appear 
healthy, fit, and strong also struggle with BED. This is another example chal-
lenging the notion that eating disorders look a certain way. Lastly, it is important 
to note that athletes may develop BED after struggling with another eating dis-
order such as AN or BN. Likewise, athletes may develop AN or BN following 
an initial diagnosis of BED. Eating disorders are fluid and may evolve into new 
disordered eating behaviors throughout the course of treatment and recovery. 

Case Study: Binge Eating Disorder 

Brad is a 28-year-old Caucasian cisgender male triathlete. He does 
not compete professionally but receives some compensation through 
sponsorship and race earnings. Brad takes his performance very seri-
ously and spends most of his free time researching the newest infor-
mation on optimizing performance. He developed his knowledge base 
of nutrition through podcasts and online articles. 
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Brad is 6-feet 2-inches tall and weighs 165 pounds. His weight fluc-
tuates between 150 and 180 pounds depending on where he is within 
his competitive season. During competitive months, Brad restricts his 
intake to “lean down” (reduce his body fat percentage) and achieve 
optimal performance through an improved power to weight ratio to 
support his climbing on the bike in races. His identified race weight 
is 154 pounds. Brad described a complete shift in his behaviors once 
the competition season ended and reported that daily binge episodes 
start almost immediately after his final race of the season (frequently 
the evening of his last race if he is not traveling). 

Brad receives praise from his teammates, who frequently ask Brad 
how he leans down for the season. Conversations about power to 
weight ratio and strategies for losing weight are rampant within his 
sport community. Brad described immense shame as he answered 
their questions while anticipating his next binge episode, which looms 
in the not-too-distant future. He said that he socially isolates during 
the off-season because of embarrassment about how much weight he 
gains as a result of bingeing. 

After several years of this seasonal restrict–binge cycle, Brad 
contacted an eating disorder therapist to address his behaviors. He 
reported feeling out of control and hopeless, citing countless efforts to 
address his bingeing through self-help books, podcasts, sports nutri-
tionists, and “cold turkey” attempts. Not understanding that some nutri-
tionists are not licensed or credentialed and may not have training on 
the treatment of eating disorders, Brad did not check to ensure that the 
sports nutritionists that he previously worked with had the necessary 
training and experience to treat BED. Disappointingly, these profession-
als affirmed him, telling him that his eating habits supported his perfor-
mance goals. They offered minor suggestions, such as adding more 
protein to his meal plan while supporting his intermittent fasting habits. 

Brad stated that his typical in-season intake is 1,500 calories per 
day, with most of his nutrition coming from plant-based sources. He 
practiced intermittent fasting and frequently completed morning work-
outs during his fasting period. Brad understood the importance of pro-
tein and consumed animal products occasionally throughout the week 
to support his performance. He considered carbohydrates such as 
breads, grains, and pastas to be poor sources of nutrition. Brad admit-
ted that he feels hungry throughout the day and relies on large quanti-
ties of vegetables to keep himself feeling full. In addition to training two 
to four hours per day, Brad is a landscaper and spends six to eight 
hours a day installing yard renovations. Aside from his embarrassment 



 

 
 
 
 
 
 
 
 
 
 
 
 

 
 

 

 

 
 
 

 
 

 
 
 
 

 
 

6 Foundations for the Treatment of Eating Disorders 

after bingeing, Brad denied body image concerns and stated that his 
restrictive behaviors were purely for performance gains. He said that 
he genuinely enjoys food and looks forward to preparing his meals. 

Brad described the binges as 6,000- to 8,000-calorie episodes in the 
evening after dinner. He said that he does not feel satisfied after dinner 
and goes back for a second portion of dinner to satisfy his hunger. Being 
back in the kitchen triggers an instant sense of needing more food and 
feeling out of control. Brad purposefully keeps binge foods out of his 
home and typically uses a food delivery app to gather more food despite 
dreading his next bite. Brad said that his binges stop because of utter 
exhaustion and physical discomfort. He indicated that he occasionally 
takes time off work because of discomfort the day after bingeing and 
frequently skips his morning workouts for the same reason. Brad said 
that he does not eat breakfast or lunch the following day because he 
is not hungry again until late afternoon. Purging via exercise is never 
an option because he is so physically uncomfortable after the binges. 

In the early stages of recovery, Brad’s therapist provided educa-
tion about binge eating and worked on behavioral modification to 
interrupt the restrict–binge cycles. The therapist challenged many of 
Brad’s food rules that supported intermittent fasting and clean eating. 
Despite agreeing to eat regularly throughout the day and working to 
integrate some of his off-limit foods, Brad continued to struggle with 
bingeing. His therapist regularly discussed the need to bring a reg-
istered dietitian nutritionist (RDN) onto the treatment team but Brad 
resisted the idea of working with an RDN because of his extensive 
nutrition knowledge and previous poor experiences with unlicensed 
and uncredentialed sports nutritionists. 

Brad felt defeated. He was eating more calories more often as 
well as consuming more carbohydrates. However, the bingeing con-
tinued. Brad’s therapist recommended that he have body composi-
tion and metabolic testing to determine whether his body composition 
was healthy as well as to better understand his body’s daily energy 
expenditure and metabolic needs. Desperate, Brad agreed to work 
with an RDN who specialized in the treatment of eating disorders. 
Together, they completed metabolic testing and body composition 
measurements. 

The results confirmed his therapist’s suspicion: Brad needed to eat 
more to support his body’s energy needs. Brad had 12 percent body 
fat which his treatment team considered healthy enough for his age 
and activity level. However, his daily caloric intake was significantly 
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lower than his body’s total energy expenditure (1,980 kcal/day without 
accounting for his athletic and occupational energy expenditure). His 
RDN estimated that Brad would need to consume 3,000 calories on 
moderate activity days (such as recovery workouts and a full day of 
work) and closer to 4,500 calories on training days. 

Brad was astounded by the findings. He just increased his intake 
to 2,300 calories per day as he interrupted the intermittent fasting 
and worked on integrating carbohydrates into his meal plan. Brad felt 
confident that he was eating more than his body needed, not less. But 
eager to manage the bingeing, he complied with the RDN’s recom-
mendations and increased his intake. 

As Brad followed his new meal plan, he noticed that his appetite 
was better regulated. He also realized how intermittent fasting set him 
up for binges because of his insatiable hunger in the evenings. Brad 
no longer dreaded nighttime because he trusted his RDN and his meal 
plan. In addition, he noticed improvements in his training and realized 
that despite weighing more, he was stronger on the bike, more power-
ful on his runs, and recovered more quickly in the water compared to 
past seasons. 

Brad’s bingeing episodes decreased from multiple times per week 
to once every few weeks, and eventually, he was going months without 
binge episodes. Despite his fear of weighing more, he continued to 
notice improvements in his performance and stuck to his meal plan. 
Brad voluntarily added food on days that he felt hungrier and began 
enjoying desserts after dinner without the fear of binging. Slowly, as 
Brad’s body was more adequately nourished and he developed con-
fidence in his meal plan, Brad and his therapist explored emotional 
triggers to bingeing. Brad realized that his bingeing was about insuf-
ficient fueling as well as emotional challenges that he tried to ignore by 
keeping himself busy. 

A year into his recovery, Brad continued to meet with his treatment 
team regularly. He was committed to his meal plan and quickly added 
food when he noticed lingering hunger. Brad successfully interrupted 
his bingeing and developed coping strategies to manage days that 
he felt vulnerable to the eating disorder. He began meditating daily 
and responded to his emotions rather than avoided them. Brad com-
pleted his first season at a higher weight (170 pounds) and set many 
personal bests on courses. He even podiumed in a few races. Brad 
attributed his athletic success to power and strength gains, improved 
endurance, and faster recovery between intense efforts. 
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Other Specified Feeding or Eating Disorder 

Atypical anorexia falls under the category of other specified feeding or eating 
disorder (OSFED) within the DSM 5. This diagnosis includes all of the same 
diagnostic criteria as AN but accounts for individuals who do not appear to be 
underweight; however, they may be weight suppressed as a result of chronic 
disordered eating behaviors or recent efforts to lose a large amount of weight in a 
short period of time. Larger-bodied individuals experiencing weight suppression 
are frequently overlooked because of the weight biases that exist in our culture. 

A diagnosis of OSFED commonly feels invalidating for athletes who con-
sider themselves “failures” at starvation. Or worse, they ask for help only to 
hear, “You don’t look like you have an eating disorder.” It is important to note 
that, regardless of athletes’ body size or shape, these individuals can be just as 
psychologically and physiologically ill as individuals who “look anorexic.” 
Importantly, even though their bodies appear to be at “healthy” weights, these 
athletes are often medically compromised. Individuals who conform to sport 
ideals in pursuit of excellence may be at a significantly lower body weight than 
their own genetic make-up prefers. Despite appearing “healthy,” weight sup-
pression frequently results in medical complications. It is essential to consider 
atypical anorexia as serious as AN. 

Purging disorder falls under OSFED and describes a population that purges 
(as described for BN) but does not partake in binge eating.1 While this diagnosis 
falls under OSFED, purging disorder causes clinically significant distress and 
may lead to life-threatening medical complications, which will be discussed in 
Chapter 4. 

Diabulimia refers to a group of individuals diagnosed with type 1 diabetes 
mellitus (insulin-dependent diabetes) and a concurrent eating disorder. This 
population purposefully restricts their use of exogenous insulin to influence 
their body size and shape.3 Unexplainable or recurring episodes of symptomatic 
hyperglycemia or diabetic ketoacidosis indicate that athletes may be omitting 
dosages of insulin to lose weight as a form of purging. A separate disordered 
eating behavior that occurs in both type 1 and type 2 diabetics is the practice of 
using additional insulin to compensate for binges.4 

Diabulimia is not a clinical diagnosis in the DSM 5. Instead, these individ-
uals are diagnosed with AN (low body weight) or BN (normal body weight 
with co-occurring eating disorder behaviors). It is important to remember 
that manipulating insulin is a serious, life-threatening behavior and patients 
who have both diabetes and an eating disorder require careful medical 
monitoring. 

The DSM 5 also includes avoidant/restrictive food intake disorder (ARFID). 
This diagnosis reflects a disturbance of eating that persistently interferes with 
sufficient nutritional intake.1 Behaviors include a lack of interest in eating, 
avoidance of eating based on fears related to a previous feeding experience 
or sensory characteristics of foods, and concern about aversive outcomes of 
eating, which lead to significant weight loss or nutritional deficiencies. ARFID 
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is distinguished from AN and BN because it does not include a disturbance of 
body shape or size. 

Orthorexia describes a preoccupation with healthy eating. It is not a clinical 
diagnosis per the DSM 5, but that does not negate the seriousness of this disor-
dered eating subtype. Essentially, orthorexia is clean eating gone bad. Typically, 
a healthy intention to nourish the body with high-quality food morphs into the 
elimination of certain types of foods and eventually food groups altogether 
as the standard for “clean” escalates. As food groups are eliminated, athletes 
may become increasingly more rigid in their food behaviors because they fear 
the consumption of impure foods (such as processed foods). The rigidity also 
causes athletes to avoid social gatherings which center around food. Clean 
eating behaviors can negatively impact both physical health and athletic per-
formance. As more foods are eliminated, athletes are susceptible to weight loss, 
nutrient deficiencies, and social isolation as they slide right into the develop-
ment of AN. 

Another subclinical pattern of disordered eating is correlated with muscle 
dysmorphia (historically referred to as reverse anorexia, or in slang terms, big-
orexia). Muscle dysmorphia is a subtype of body dysmorphic disorder (BDD) 
and is listed among the obsessive-compulsive-related disorders in the DSM 
5. BDD is characterized by a preoccupation with physical flaws or perceived 
defects of physical appearance that are not observable by others.1 Repetitive 
behaviors such as mirror checking, skin picking, or excessive grooming accom-
pany the distortions. Muscle dysmorphia describes a preoccupation with body 
size and insecurities regarding muscle mass. Athletes who struggle with muscle 
dysmorphia see their bodies as smaller than they actually are (as opposed to 
athletes with AN distorting their bodies as larger). They rely on exercise and, 
possibly, anabolic steroids to compensate.4 Binge eating and restrictive eating 
are common among this population.5 

Case Study: Atypical Anorexia Nervosa 

Laila is a 16-year-old African American gender-nonconforming figure 
skater.They competed in their first figure skating competition as a five-
year-old when they fell in love with the thrill of competition. Coaches 
and competitors alike consider Laila to be one of the most power-
ful and technically gifted skaters in their region. However, as Laila 
matured through puberty, judges began commenting on their size and 
shape. Since turning 14 years old, Laila continues to receive feedback 
that they need to slim down to fit the figure skating aesthetic. 

With goals to compete internationally, Laila took the judges’ com-
ments to heart and began counting their calories to alter their shape. 
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They also cut out “junk food.” Laila’s parents supported their efforts 
as they further limited their intake and committed to clean eating as 
well as added additional workouts to their already demanding training 
schedule. With no visual evidence of their efforts after a month, Lai-
la’s parents hired a non-credentialed sports nutritionist and personal 
trainer to help them lose weight. 

Despite their best efforts, Laila continued to receive comments 
about their body shape and size. Furthermore, Laila’s performance 
declined in both training and competition as they tried harder to lose 
weight.They fatigued quickly and struggled to generate enough power 
for their jumps. Laila’s usual tenacity and fearlessness on ice were 
marred by distraction and fear of judgment. They began feeling weak, 
lightheaded, and frequently out of breath during lessons. Laila also 
began experiencing gastrointestinal distress that frequently interfered 
with their training. 

Two years later, they have suffered several overuse injuries. While 
rehabbing yet another injury with their physical therapist (PT), Laila 
worried about being fit enough for an upcoming competition and com-
plained that they already struggled with fitness despite all of their 
training on and off the ice. Laila’s PT encouraged them to meet with 
a sport psychologist to rebuild their confidence as they prepared to 
compete. 

With some reluctance, Laila agreed and began meeting with a 
clinical sport psychologist (therapist). During the intake assessment, 
the therapist asked about their food and exercise behaviors. Laila 
described a very rigid routine that centered around intermittent fasting, 
clean eating, and two-a-day workouts. Laila said that their daily lunch 
salads were made up entirely of vegetables (no dressing or protein) 
and noted that their mom prepared chicken, quinoa, and a veggie for 
dinner every night. They described themself as a picky eater and said 
that they eat the same thing daily for this reason. 

Laila denied bingeing and purging; however, they shared that they 
frequently worked out in the evening because they felt so worried 
about having eaten too much throughout the day. Evidently, their fam-
ily has a home gym, so they ran on a treadmill for 30–45 minutes to 
alleviate distress.They noted that the evening workouts interfered with 
completion of homework and shared that they stay up past midnight 
trying to keep up with their academic load. 

At the time, Laila was 5 feet 5 inches and weighed 162 pounds. 
It became clear that despite their apparent healthy weight, Laila was 
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both undernourished and under-recovered. The therapist referred 
Laila to their pediatrician for a physical and bloodwork to determine 
whether Laila was medically compromised by their energy imbalances. 
The physical revealed bradycardia (46 bpm) and low estradiol (33 pg/ 
mL). They also addressed their GI concerns during the visit, which 
their pediatrician diagnosed as gastroparesis. 

Between their recurring overuse injuries and the results of their 
physical examination, Laila was diagnosed with RED-S. Taking their 
medical concerns into consideration with their fear of weight gain, 
rigidity, and evening purging behaviors (through exercise), it became 
evident that Laila also had an eating disorder. Laila’s therapist edu-
cated them on RED-S and eating disorders. Laila felt both reassured 
(yes, there is a way to describe what they experience daily) and terri-
fied (what will happen to their body if they normalize their eating and 
exercise behaviors). 

Upon their therapist’s recommendation, Laila began working with 
an RDN who specialized in the treatment of eating disorders. Under 
the guidance of their RDN, Laila and their parents began family-
based treatment (FBT) to restore Laila’s physical health. Despite 
understanding that their behaviors compromised both their physical 
and psychological health and their athletic goals, Laila struggled to 
normalize their intake for fear of weight gain and further scrutiny from 
the judges. Laila said they felt humiliated and ashamed of their body. 
They were unable to sleep during the nights leading up to competi-
tions for fear of being judged on their size and not their performance. 
They reported suicidal thoughts as they continued to challenge their 
eating disorder, worrying that they would never improve, and their 
efforts were hopeless. 

After several months of outpatient treatment, Laila continued to 
restrict their meals and frequently skipped snacks. Even with their 
parents preparing and plating meals, Laila was unable to complete 
them due to intense anxiety. Laila indicated that they were near panic 
just looking at the meals in front of them. 

Their parents complied with the treatment recommendations for 
the most part but did not seem particularly concerned about Laila’s 
health. Because they looked healthy, their parents allowed them to 
maintain their normal training routine despite recommendations to 
reduce the training load. Laila participated in their therapy sessions 
and described a strong desire to recover but could not figure out how 
to change their behaviors at home. Their anxiety was overwhelming. 
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Laila felt futile in their ability to manage their anxiety without restricting 
and overexercising. 

Laila’s therapist and RDN agreed that Laila needed more support 
and structure than outpatient treatment provided.When their therapist 
made the recommendation for Laila to enter residential treatment, 
Laila’s parents questioned the recommendation.Their response: How 
could Laila possibly be sick enough to need residential care when 
they look healthy and eat three meals per day? They wondered what 
they were missing. 

The evidence supporting the diagnosis of atypical AN: 

• Restriction of energy intake relative to energy expenditure: While 
Laila ate three “healthy” meals per day, the total caloric amount 
that Laila consumed compared to their energy expenditure (skat-
ing, cross-training, and daily activities including a demanding 
academic load) required a significantly higher caloric intake.Their 
injuries and medical complications (bradycardia, low estradiol, 
and gastroparesis) demonstrate that they are not eating enough 
for their body’s needs. See Chapter 4 for more on this discussion. 

• Body size and shape: Based on Laila’s medical complications 
and psychological state, it is clear that Laila’s body is weight 
suppressed. Laila’s RDN and pediatrician collaboratively look at 
Laila’s growth charts to determine the percentage of weight sup-
pression their body is experiencing. Laila’s parents are making 
general assumptions about their health based on comparisons 
to peers and figure skating ideals. These ideals do not account 
for Laila’s unique genetic make-up. Again, their recurring overuse 
injuries, medical complications, and psychological health indicate 
that their body is compromised by the effects of starvation. 

• Intense fear of weight gain plus preoccupation with food, exer-
cise, and body shape: Laila plans their day around workouts and 
dreads mealtimes. Additionally, they report sleep interruption due 
to the fear of having their body judged and purge through exercise 
in the evenings to compensate for dinners. Laila maintains straight 
A’s in school but spends hours on homework because they are 
unable to concentrate when studying. 

• Decreased performance: As a result of the injuries and starva-
tion, Laila’s performances are less consistent, as reflected by their 
competition scores. Feeling weak, lightheaded, and out of breath, 
Laila cannot keep up with their usual training load. Furthermore, 
their endurance and power continue to decline despite efforts to 
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improve their fitness. Laila is also distracted by fear of judgments 
which causes numerous mistakes in competition. 

• Anxiety: Laila feels anxious during their therapy and nutritional coun-
seling sessions simply when discussing the meal plan or changes in 
their exercise program.They express panic when trying to eat, purge 
out of fear, and struggle to fall asleep because their mind is racing. 

After explaining that anorexia does not always look like anorexia 
and using the above information to educate their parents on Laila’s 
mental health challenges, everybody agreed to admit them to resi-
dential care. 

Laila spent four months in a treatment program, working to nor-
malize their eating and exercise habits. The support of a structured 
program, including accountability at meals, allowed Laila to challenge 
their fears and helped them develop effective coping strategies for 
managing their anxiety. As they prepared to discharge and return 
to outpatient treatment, Laila felt empowered by their progress and 
expressed a commitment to following their meal plan while returning 
to life and sport. 

Comorbidity 
When diagnosing and treating eating disorders, it is important to recognize 
that co-occurring mental illnesses are the norm rather than an exception.6 One 
study found that 71 percent of individuals with eating disorders experienced a 
comorbid mental illness; generalized anxiety disorder was the most common 
diagnosis.7 

Comorbid conditions include: 

• Anxiety (i.e., generalized anxiety disorder, panic disorder, and social 
phobia) 

• Mood disorders (i.e., major depressive disorder and bipolar disorder) 
• Post-traumatic stress disorder (PTSD) 
• Obsessive-compulsive disorder 
• Attention-deficit/hyperactivity disorder 
• Substance use disorders 
• Personality disorders6,7,10 

Regarding personality disorders, individuals with AN tend to express more 
avoidant traits (characteristic of avoidant personality disorder and obsessive-
compulsive personality disorder), whereas those with BN tend to demonstrate 
higher levels of impulsivity (characteristic of borderline personality disorder). 
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Suicidality is common in this population. This concern coupled with comor-
bid medical complications contributes to high rates of death among individuals 
with AN.8 In fact, individuals with AN are 31 times more likely to die by suicide 
than the general population.9 Individuals with BN attempt suicide more often; 
however, those with AN are more likely to complete suicide.10 Purging behav-
iors (AN binge/purge, BN, and purging disorder) correlate with the highest 
rates of suicide completion.9 Research found that the often-overlooked eating 
disorder not otherwise specified diagnosis (now called OSFED) demonstrated 
mortality rates similar to AN.11 At this time, there are no published research 
studies that examined the rates of suicidality among athletes struggling with 
eating disorders. 

Many mental health providers conceptualize trauma as big T and little t 
trauma. Big T traumas include experiences such as physical abuse, sexual 
assault, car crashes, or war. Little t traumas describe experiences that may 
seem less threatening from a bird’s eye view but are processed by the ner-
vous system as significant threats to safety and well-being. Examples of little 
t trauma include difficulties in coach–athlete relationships, sport injuries, or 
subjective judging biases. These experiences are not as easy to identify as 
big T traumas but may contribute to significant psychological distress. One 
example of this could be a verbally abusive coach whose winning record 
causes administrative staff to “look the other way.” Disregarding such behav-
iors puts athletes in positions of enduring these abuse patterns repeatedly. 
Some athletes may tolerate the verbal abuse with minimal discomfort, while 
other athletes experience significant distress as a result of being verbally 
berated or humiliated. Athletes prone to the development of AN, those who 
are people-pleasing and conflict-avoidant, feel the words, remember the 
jokes, and suffer psychologically in silence. Little t traumas also lead to the 
development of mental illnesses such as eating disorders, depression, and 
suicidality. 

Some comorbid conditions may result from eating disorders and resolve 
naturally with nutritional rehabilitation. For example, symptoms of depression 
may present as an expected response of starvation and remit with weight res-
toration supported by nutritional rehabilitation.3 Alternatively, eating disorders 
may stem from untreated, pre-existing mental health challenges such as child-
hood anxiety or trauma. In fact, these pre-existing conditions may increase 
the risk of developing an eating disorder. It is critical to understand each indi-
vidual’s premorbid level of functioning (before the onset of the eating disorder) 
to better understand whether additional mental illnesses require individualized 
attention in addition to the eating disorder. Comorbid conditions may exacer-
bate eating disorders and complicate treatment. 

When it comes to assessing for comorbid conditions, ask. Then ask some 
more. Keep asking questions until you understand the nature of symptomology 
to the best of your ability. Realize that athletes who are starving may not pres-
ent as anxious or depressed during your initial assessment. Athletes may not 
begin to describe their experiences of co-morbid conditions until their brains 
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and bodies restore health and well-being through nutritional rehabilitation. Be 
curious. Curiosity leads to clarity. Clarity enhances treatment outcomes. 

Diversity 
Eating disorders do not discriminate. They affect individuals of all ages, sexual 
orientations, genders, races, ethnicities, socioeconomic statuses, body types, 
and sport types. Certain sport types may increase the risk of developing an eat-
ing disorder, such as aesthetic sports (figure skating or gymnastics), endurance 
sports (running), power/strength to weight sports (cycling or climbing), weight 
cycling sports (wrestling or rowing), and anti-gravity sports (ski jumping). 
But this does not mean athletes from other sports (team sports or ball sports) 
are immune to the development of eating disorders.12 Eating disorders arise 
from the perfect storm of contributing factors such as genetic predisposition, 
personality traits, life stressors, sociocultural experiences, sport and non-sport 
environments, and relationship dynamics. 

Action Steps 

1. Assume nothing. Remember that eating disorders do not look a cer-
tain way. All athletes, no matter their body size or shape, age, sport 
type, sexuality, gender identity, race, ethnicity, or socioeconomic 
status, are at risk for the development of eating disorders. 

2. Assess for and treat comorbid psychiatric conditions. 
3. Screen for suicidality regularly. 
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2 Treatment Basics 

Eating disorders are complex mental illnesses. For that reason, the treatment 
of these psychological illnesses is multifaceted and requires investment by the 
individuals being treated and their identified treatment team. Following is a dis-
cussion of the various considerations for treating athletes with eating disorders. 

Goals 
Eating disorder treatment involves four primary goals: 

1. Assessment and treatment of acute and chronic medical conditions 
2. Normalization of eating patterns and restoration of physical health through 

nutritional rehabilitation 
3. Development of adaptive coping and communication skills 
4. Guidance for mindful, purpose-driven athletic training and intentional 

recovery 

Treatment Team 
The treatment of eating disorders requires a multidisciplinary team approach. 
At the very least, athletes recovering from eating disorders need psychological, 
nutritional, and medical professionals on their treatment team. Teams may also 
include a psychopharmacologic provider, family therapist, movement specialist, 
or an athletic trainer (particularly when working with NCAA student-athletes). 
For some athletes, coaches and athletic administrators are also involved in con-
versations with the treatment team to address issues such as behavioral compli-
ance (coaches) or eligibility and financial support (administrators). 

• Psychotherapist (trained mental health clinician such as a psychologist, 
licensed professional counselor, or licensed clinical social worker). 
Psychotherapists support emotional and psychological needs, facilitate 
the interruption of disordered eating behaviors, foster the development 
of improved coping mechanisms, encourage adaptive communication 
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and conflict resolution strategies, support the development and mainte-
nance of healthy relationships, assess for comorbid mental illnesses, 
treat trauma, and facilitate family-based treatment (FBT). It is common 
for psychotherapists to become the team lead in coordinating care on 
multidisciplinary treatment teams. 

• Registered dietitian nutritionists (RDNs). RDNs are uniquely trained 
to conduct nutritional assessments, identify target treatment goal weights, 
prescribe and advance meal plans, provide nutrition education and behav-
ioral counseling, monitor the weight restoration process, and manage the 
physical symptoms and consequences of malnutrition and the nutritional 
rehabilitation process.1 These professionals also identify, implement, and 
monitor interventions used to restore the nutritional status and normalize 
feeding patterns and eating behaviors.1 It is highly recommended that 
athletes in recovery work with RDNs who are trained and experienced 
in the treatment of eating disorders to ensure that maladaptive beliefs 
regarding food, weight, and body composition are appropriately chal-
lenged (versus encouraged or neglected). The CEDRD credential indicates 
that an RDN is a certified eating disorder registered dietitian. Additionally, 
the CSSD credential indicates that an RDN is a certified specialist in 
sports dietetics. RDNs may hold one or both of these credentials but the 
designation of RDN does not guarantee specialized training in either. The 
Academy of Nutrition and Dietetics provides a free online resource for 
identifying RDNs with the CEDRD and CSSD credentials (go to www. 
eatright.org and look for “Find a Nutrition Expert” in the top right corner 
of the webpage). 

• Medical care provider (primary care provider, internist, or pediatrician). 
Medical care providers monitor individual health and address medical 
needs throughout the course of treatment. Some athletes may also work 
with specialists such as a gynecologist or urologist (to address hormone 
and bone health in addition to reproductive needs), a gastroenterologist 
(for issues such as gastroparesis and irritable bowel syndrome), or an 
endocrinologist (for the management of diabetes). Again, it is critical to 
encourage individuals to work with specialists who have education and 
experience working with eating disorders to ensure that maladaptive 
beliefs and behaviors are challenged rather than inadvertently supported 
or overlooked. For individuals who do not have access to providers with 
eating disorder education, advocate for continuing education by providing 
free resources such as the Academy for Eating Disorders’ A Guide to 
Medical Care (available at aedweb.org). 

• Psychopharmacologic provider (psychiatrist, physician assistant, or 
psychiatric-mental health nurse practitioner). These providers assess and 
prescribe psychotropic medications for individuals who need medication 
to manage the psychological symptoms related to their eating disorder 
or other co-occurring mental illnesses. They are a valuable asset to the 
treatment team and can help to diagnose or rule out underlying psychiatric 

http://www.eatright.org
http://www.eatright.org
http://aedweb.org
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comorbidities. When working with athletes recovering from eating dis-
orders, it is important to refer to a provider who has experience treating 
eating disorders as well as an understanding of athletics and prohibited 
substances that are regulated by sport governing bodies. 

• Family therapist. Family therapists help to educate support people (fam-
ily members, caregivers, partners, or friends) on the nature of eating 
disorders. They also address communication difficulties, codependency 
issues, boundary concerns, and traumas. In the case of adolescents, family 
therapists support athletes and their family’s participation in FBT. 

• Movement specialist (physical therapist, athletic trainer, or certified 
strength and conditioning consultant). A movement specialist addresses 
injuries, identifies body imbalances, and facilitates holistic strength and 
movement plans. These professionals also participate in conversations 
regarding athletes’ return to sport and competition. Yoga instructors and 
dance therapists may also be involved in supporting individuals as they 
develop awareness of the mind–body connection through mindful move-
ment. Again, it is ideal to work with professionals who have specialized 
eating disorder training to ensure that recovery is promoted as athletes 
learn to honor and respect their bodies in motion. 

• Recovery coach. An emerging new trend in eating disorder recovery is 
coaching. Recovery coaches provide in-the-moment support and help to 
bridge the gap between goals and action. They do not diagnose or treat 
any conditions. Instead, they work alongside the treatment team by sup-
porting individuals in daily life, such as completing meals, eating at 
restaurants, attending social events, abstaining from bingeing, and grocery 
shopping. 

• Family/support people. Family and/or support people often play a large 
role in the treatment process and recovery. A support person may be a 
parent, partner, roommate, teammate, or sibling. These individuals provide 
psychological and emotional support, attend family therapy sessions, and 
might contribute financially to the treatment process. For adolescents, a 
caregiver’s participation in FBT is a critical aspect of improving the 
health and well-being of the individual in recovery. Involving support 
people in family therapy may help to resolve some of the underlying 
issues contributing to the maintenance of the eating disorder thoughts 
and behaviors. 

• Coach/athletic support staff. Athletes choose whether they want their 
coaching staff involved in recovery. This is a case-by-case decision, and 
I support individual preferences. If athletes choose to include their coach 
or strength and conditioning coach, these professionals can help to modify 
training loads as athletes restore their health and return to full participa-
tion in sport. Alternatively, some athletes choose not to involve their 
coaches. Depending on the coach and level of competition, treatment 
team members may continually have to protect the confidentiality of the 
athletes they treat. 
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• Athletic administrators (NCAA student-athletes, elite, or professional 
athletes). For athletes whose athletic participation is tied to an obligation 
(such as a contract or scholarship), it may become essential to involve 
administrators to address issues such as eligibility, compliance, and finan-
cial support. These conversations become challenging as treatment teams 
advocate for the best interests of athletes, while athletic administrators 
negotiate between the treatment recommendations and bottom lines. Con-
fidentiality complicates the conversation further because administrators 
do not have access to the protected health information which supports 
treatment recommendations. When approaching these conversations, 
know your facts. If you are unfamiliar with specific aspects of the athletes’ 
contractual obligations or an organization’s medical waiver procedure, 
gather information before approaching administrators. Lastly, if you are 
unfamiliar with this process, consult with seasoned healthcare providers 
to support your preparation as you advocate for athletes’ well-being. 

One last note. It is rare for eating disorders to truly be an individual issue. 
More commonly, they represent systemic issues. Systems may reflect family or 
team dynamics. Carefully assess the roles of support people (family and friends 
as well as team representatives) before adding these individuals to treatment 
conversations. Some of these influential people may play a role in maintain-
ing eating disorders and, therefore, might not be appropriate to involve in the 
treatment process. 

Levels of Care 
People often break the treatment of eating disorders down into two catego-
ries: outpatient and inpatient. While these are two levels of care, several other 
options exist between them. A higher level of care (HLOC) is warranted for 
individuals who are medically unstable, are unwilling to engage with treatment 
recommendations, or despite their best efforts, are stuck in their eating disor-
der behavioral patterns without evidence of progress. HLOC provides medical 
monitoring, daily structure, accountability, and more opportunities to engage 
therapeutic support at critical moments (such as meals). Essentially, the more 
ill individuals are, the more structure and support they require. 

• Inpatient (IP). This is the highest level of care and is reserved for the 
most medically compromised patients who require 24-hour medical super-
vision. Admitting into IP treatment means that individuals admit into a 
medical hospital and the primary focus of their treatment is medical 
stabilization. Individuals spend the majority of this time in their assigned 
hospital rooms. Some hospitals offer eating disorder treatment units, 
which include more comprehensive, eating disorder specific care, whereas 
other hospitals do not have specialized units and likely are not staffed 
with trained eating disorder healthcare providers. If possible, it is worth 
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the effort to admit athletes to specialized eating disorder IP units to ensure 
the quality of care and supportive interventions. 

• Residential. As implied in the name, residential treatment programs 
provide 24-hour care with overnight housing accommodations and full-
day treatment programming. Unlike IP, individuals at the residential level 
of care move about the treatment facility throughout the day participating 
in individual, family, group, and meal therapy as well as psychiatry and 
nutritional appointments. Residential treatment programs staff medical 
providers to identify and treat acute and chronic medical conditions. 
Typically, these programs are staffed by the entire treatment team during 
the day and a separate support staff for nightly supervision. 

• Partial hospitalization program (PHP). This level of care is similar to 
residential treatment programs with one key difference: PHP includes 
full-day programming, while patients continue living at home (or in sup-
portive housing). Generally, these programs are five to seven days per 
week and eight to ten hours per day. Like residential, individuals in PHP 
participate in individual, family, group, and meal therapy throughout the 
day as well as receive regular individual, psychiatry, and nutritional sup-
port. PHP includes medical oversight but is not staffed (or equipped) for 
medically unstable patients. 

• Intensive outpatient program (IOP). This level of care bridges the gap 
between full-day programs and once per week individual therapy and 
nutritional counseling provided in the outpatient setting. A common IOP 
schedule includes three to five days of partial day treatment (four to six 
hours per day). IOP provides structure through supervised meals (one to 
two meals per day plus snacks), group therapy, and individual treatment 
team appointments (individual therapy, nutritional counseling, psychiatry, 
and family therapy depending on the program). More recently, treatment 
facilities began offering virtual IOP programs in response to individuals 
who live in remote areas or do not have access to treatment nearby and 
are in need of more support. A pilot study yielded promising results 
indicating that a virtual IOP treatment program demonstrated clinically 
meaningful progress for individuals engaged in the program.2 

• Outpatient (OP). OP is the lowest level of care and is appropriate for 
individuals who are medically stable and compliant with treatment team 
recommendations. At this level of care, patients meet with individual 
providers among their treatment team once a week (psychiatry and medi-
cal visits may occur less frequently based on need). 

Referral to a Higher Level of Care 

Making the referral to a HLOC can be difficult. Transitioning into a treatment 
program is typically the last step athletes want to take for many reasons, including 
interruptions in athletics, academics, careers, and relationships. They may also be 
resistant because of apprehension about gaining weight, losing control of food 
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choices, interrupting overexercise, or interfering with purging behaviors. Further-
more, stigmas about mental illness and the underdiagnosis of eating disorders 
among athletes due to sport culture norms create additional barriers to treatment 
(see Chapters 5 and 6 for more in-depth discussions on these issues). But HLOC 
exists for a reason, and that reason is to prioritize the health of athletes. HLOC is 
recommended when athletes are medically unstable, unable (or unwilling) to inter-
rupt eating disorder behaviors on their own, or are at risk of harming themselves. 

Evidence-Based Psychotherapies 

Children and Adolescents 

When it comes to the treatment of minors, it is crucial to understand the role of 
caregivers in the treatment process. Adolescent athletes with eating disorders 
depend on caregivers to help meet their basic needs. Therefore, caregivers must 
be integrated into the treatment plan. FBT is the evidence-based, gold-standard 
treatment option for adolescents struggling with AN.3,4,5 

A gold standard does not equate to ease. FBT is a powerful intervention that 
requires commitment and conviction from caregivers. First, it requires buy-in. 
Throughout my career, I supported many families who were “all in” on recovery. 
Parents took their roles seriously, attending nutritional counseling and working 
with the treatment team to navigate difficult changes and behavioral pushbacks. 
Likewise, I worked with numerous caregivers who do not want to take on this 
role. They avoid or diminish the importance of FBT, allowing their adolescents 
to continue making decisions about their meal plans and preparing their own 
food. Not surprisingly, these adolescents struggle to progress in their recoveries. 

Second, this treatment protocol may challenge caregivers’ own beliefs about 
nutrition and health. I reside in a region that takes pride in “clean eating” and 
numerous families have orthorexic tendencies. While caregivers may express 
flexibility and fully support recovery, their ongoing beliefs about eating specific 
types of foods (and behavioral commitment to those beliefs) undermine the 
basic premise of recovery that all foods are okay in moderation. 

Third, recovery is exhausting. FBT becomes a full-time job both for the 
individual in treatment and for their caregivers. Fatigue happens. 

Finally, and most importantly, for caregivers who are highly invested in their 
minor’s athletic pursuits, they may struggle to accept aspects of treatment recom-
mendations such as complete weight restoration or the interruption of training and 
competition. Over the years, I have had countless conversations with caregivers 
who support their female athletes in eating more food and resuming menstrua-
tion but minimize the importance of gaining weight or limiting exercise (to avoid 
potentially negative impacts on performance and body image). Some caregivers 
focus on “just healthy enough” and do not want to go “all in” on recovery. 

While FBT is evidence-based treatment for adolescents and recommended 
up to 18 years of age, it may not be suitable for late adolescence. This is par-
ticularly true for athletes who have experience traveling and competing on 
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national and international stages. This group of adolescent athletes typically 
have a level of independence and maturity that makes FBT particularly chal-
lenging. As is true for all of recovery, there is no one-size-fits-all approach to 
FBT. When taking on late adolescent athletes who have traveled extensively 
without a caregiver’s support (for example, traveling with a national team to a 
world cup), evaluate their level of independence and motivation before making 
a firm recommendation on FBT. 

More recently, researchers examined the efficacy of FBT in the treatment of 
adolescents with BN. FBT demonstrated promising results along with cognitive 
behavioral therapy for eating disorders (CBT-ED) adapted for adolescents.5,6 Unfor-
tunately, at this time, there are no evidence-based therapy recommendations for 
BED, AFRID, or OSFED. But CBT-ED and CBT-guided self-help are supported 
as a second line of treatment for BED.5 

Adults 

The Academy for Eating Disorders (AED) published an international guide 
to support the best practices for the treatment of eating disorders.5 The guide, 
which is built upon evidence-based psychotherapeutic interventions, identified 
CBT-ED as the recommended treatment for AN, BN, and BED. The Maudsley 
method of AN treatment for adults and specialist supportive clinical manage-
ment were also recognized by the guide as therapies for the treatment of AN. 
Guided self-help versions of CBT demonstrated treatment efficacy for BN and 
BED. At the time of this publication, ARFID and OSFED have no published 
guidelines. Instead, the AED guide recommended that clinicians treat individu-
als based on their presenting symptoms. For example, treat individuals with 
atypical AN as though they meet the criteria for AN by following treatment 
guidelines for AN. 

An in-depth discussion of the aforementioned treatment modalities extends 
well beyond the scope of this book. Furthermore, entire publications are 
devoted to the discussion of evidence-based therapies for the treatment of eat-
ing disorders. The AED guide referenced above provides a wonderful starting 
point for mental health providers interested in treating athletes with eating dis-
orders; however, it is not all encompassing and does not include other treatment 
modalities such as dialectical behavioral therapy (DBT) or acceptance and com-
mitment therapy (ACT) which are commonly used to treat eating disorders. I 
strongly recommend that any clinician who is new to treating eating disorders 
pursues continuing education and supervision to ensure best practices for work-
ing with these complex psychological and medical illnesses. 

Nutritional Considerations 
It is incredibly important for all nutrition professionals who support athletes 
to understand the complex intersection between disordered eating to boost 
performance and the maintenance of eating disorders. What may appear as a 
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performance enhancement tactic might actually disguise an underlying men-
tal illness. Because disordered eating behaviors are common in sport cultures, 
it is easy to overlook a potentially life-threatening illness. I screen all athletes 
who come into my practice for disordered eating behaviors and eating disor-
ders regardless of their reason for contacting me. Therefore, I encourage all 
nutritionists to make eating disorder screening a regular part of their intake 
process regardless of whether athletes indicate that they struggle with these 
issues. 

An in-depth discussion of nutritional counseling as it relates to the treat-
ment of eating disorders extends well beyond my scope of practice. Rather 
than stepping beyond my training and expertise, I encourage nutritionists to 
seek specialized eating disorder and sports nutrition training if treating ath-
letes with eating disorders is of interest to you. Even if you are not interested 
in treating eating disorders, I strongly encourage you to learn to screen for 
these complex mental illnesses to ensure timely interventions and appropri-
ate referrals. The International Association of Eating Disorder Professionals 
Foundation (IAEDP), the Academy of Nutrition and Dietetics, and Eating 
Disorder Registered Dietitians and Professionals (EDRDPro) are starting 
points for nutritionists who are interested in developing these specializa-
tions. Additionally, the AED published the Guidebook for Nutrition Treat-
ment of Eating Disorders which is a free online resource (available at www. 
aedweb.org). 

A few key notes regarding nutritional considerations when treating ath-
letes with eating disorders: First and foremost, eating disorders are complex 
mental illnesses with co-occurring medical complications which may be life-
threatening. A more in-depth discussion regarding the effects of malnutrition 
is presented in Chapter 4. Second, individuals recovering from restricting 
behaviors enter a hypermetabolic state and require significant caloric intake 
to support weight restoration (as indicated).7 High-calorie needs among this 
population are the norm rather than the exception in recovery. Meal plans 
designed to meet the needs of these hypermetabolic individuals often feel 
incredibly overwhelming for the athletes in our care. It is important to empa-
thize with athletes as they discuss the challenges of their meal plans, recog-
nizing that doing what is “right” in recovery rarely feels rewarding in the 
moment. Finally, eating disorder specialists often idealize the goal of intui-
tive eating and, perhaps at the detriment to the athletes we serve, forget how 
important it is for them to understand prescriptive eating in the early days 
of recovery. It is all but impossible for athletes to eat intuitively when they 
experience early signs of fullness, bloating, constipation, or reflux during 
the initial stages of nutritional rehabilitation.7 Not to mention the misfiring 
of hunger signals which complicate athletes’ experiences of hunger and full-
ness.8 Educate individuals on the importance of working through these symp-
toms with prescriptive meal plans and foster hope that they will reach the end 
goal of intuitive eating in the future, when their minds and bodies are more 
secure on the recovery journey. 

http://www.aedweb.org
http://www.aedweb.org
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Weight 
It is important to remember that weight is not the only indicator of an eat-
ing disorder.9 In fact, athletes who restrict their intake may be at seemingly 
healthy or high weights but are actually weight suppressed. Weight status 
does not guarantee proper fueling nor does it rule eating disorders out. Fur-
thermore, for children and adolescents, we may not observe weight loss but 
rather a change in their physical development, whether that means that they 
fall off their growth chart trajectories or experience a delayed onset or inter-
ruption of puberty.9 

Body mass index (BMI) is one of the most common ways medical profes-
sionals measure the health of their patients; however, it is not a reliable mea-
surement of health or well-being.7,9 The equation used to calculate BMI does not 
account for ethnicity or sex and overestimates the health risks associated with a 
higher BMI while minimizing health risks associated with being underweight.9 

Most concerning for athletes, muscularity inflates BMI causing providers to 
misinterpret the health of this population.7 

How do we define a healthy body when mathematical equations fail us? We 
tune into the body to better understand its natural setpoint. Every individual has 
their own genetically predetermined setpoint, which guides the body in how it 
utilizes energy.10 A biologically appropriate weight is achieved in the absence 
of restricting, bingeing, and overexercising and supports normal physiological 
and psychological well-being.9 Furthermore, it is consistent with sex, ethnicity, 
and genetic predispositions. 

Before diving further into this discussion, I want to emphasize that weight is 
a marker of progress, a data point. By no means is weight the only indicator of 
progress nor should it be emphasized by the treatment team. One of the most 
important aspects of recovery is the ability to emotionally disconnect from the 
number on the scale. Therefore, it is critical that treatment team members track 
this number mindfully. Truthfully, the only individuals who need access to this 
information are the medical professional, RDN, and psychotherapist on a given 
case. Other members of the treatment team can receive general updates without 
needing to know specific details about restoration. Lastly, either the RDN or 
the medical professional weighs the athletes because it is important for the 
psychotherapist to maintain a weight neutral therapeutic space. 

As we support athletes in recovery from eating disorders, we must check our 
own internal weight bias to ensure that our beliefs (overt and implicit) do not 
influence clinical recommendations. For example, if a larger-bodied runner is 
actively working to lean down to achieve the ideal body type, it is critical for 
the treating RDN to take a step back and focus on this athlete’s unique needs 
and genetic predispositions versus simply agreeing to support weight loss. If 
we are not careful, it is easy to buy into sport culture’s weight bias and unin-
tentionally promote unhealthy weight loss or support the maintenance of an 
eating disorder. In fact, research found that even eating disorder specialists are 
not immune to weight bias.11 
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Curious about your own implicit weight bias? Check out Harvard’s free 
resource: Project Implicit (www.implicit.harvard.edu). 

Weight restoration, goal weight, or target weight range. All terms lead to one 
place for individuals recovering from restricting-based eating disorders: fear. 
Given that I just argued against mathematical equations for determining health, 
how do we know when individuals return to their biologically appropriate weight? 

We (psychotherapists, RDNs, and medical professionals) look for clues that 
guide us toward an answer as unique as the person sitting in front of us. Start 
with where an individual’s weight was prior to the onset of the eating disor-
der. This can be tricky for adults who developed their eating disorder during 
adolescence and had not yet achieved a healthy adult weight. Equally as com-
plicated are determining weights for adolescences whose bodies are growing 
and developing. 

For females who experienced puberty and menstrual cycles prior to the onset 
of their eating disorder, periods become a biological indicator of improving 
health. However, this is not a perfect science. It may take several months for 
menses to resume after restoring to an identified weight range for some indi-
viduals, whereas others may begin menstruating while underweight (this does 
not mean they are done restoring).7 For a general target, identify the weight 
range that individuals last menstruated at and check hormone levels periodi-
cally to track health changes while waiting for menstruation to resume. If ques-
tions arise regarding persistent hypothalamic hypogonadism, pelvic ultrasounds 
provide an option for evaluating uterine size and maturity.7 

Unfortunately, males do not have the obvious physiological indicator that 
their bodies are at a healthier weight. Identifying the weight at which their 
sex drive and sexual functioning significantly decreased helps to determine a 
weight in which their bodies were nourished and healthy.7 Additionally, sta-
bilization of medical complications due to starvation such as hypothermia or 
hormone imbalances also indicates that individuals are at healthier weights for 
their unique genetics.12 

Adolescent target weights are more difficult to identify because their bod-
ies are still developing. For this population, childhood growth charts come in 
handy. They provide data about where individuals typically track with regard to 
their history of physical development. I ask caregivers to request copies of their 
child’s growth charts from the pediatrician to help understand the individual’s 
weight history. Together with the RDN and the pediatrician, we can determine 
a target weight range by using an individual’s current height to identify a cor-
responding weight which tracks with the individual’s pre-established growth 
curve. This is the standard approach for identifying target weight ranges in 
underweight and weight-suppressed children and adolescents. Growth charts 
are a compass for navigating this process, but it is important that the treatment 
team also integrates treatment responses and individual progress to fine-tune 
the navigational compass. 

When supporting weight restoration among adolescents, they must know that 
their initial goal weight range is a starting point and will likely change as their 

http://www.implicit.harvard.edu
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bodies continue maturing. For example, I treated a pre-pubescent male whose 
initial goal weight range was around 110 pounds. As soon as he maintained that 
weight for a few months, his body hit a growth spurt. As the athlete grew taller, 
his goal weight range shifted upward. Within a year, he was several inches 
taller and his new weight range was 125–130 pounds. Notably, once the athlete 
maintained his initial weight goal (110 pounds) and his body was adequately 
nourished, he was less concerned about his weight. This is not to say that his 
body image improved instantly; instead, this athlete experienced the benefits of 
his meal plan and a well-nourished body. Adequately fueling his body became 
an acceptable way of life. 

I share this anecdote knowing that weight restoration does not always directly 
correlate with a reduction of body image preoccupation. More frequently, 
individuals grow increasingly more aware of their bodies as they restore their 
health. Often, they resist weight restoration in effort to avoid the discomfort of 
their changing bodies. It is important to empathize with athletes as they worry 
about their changing bodies while also holding firm to treatment recommenda-
tions. Patience blended with accountability is an important trait for treatment 
teams as they support weight restoration. Ultimately, if individuals are unable 
or unwilling to comply with this treatment recommendation, it is important to 
explore the appropriateness of referring these athletes to an HLOC. 

Eating disorders do not discriminate. Sexual minorities may face unique 
challenges when discussing weight restoration. In particular, individuals who 
are assigned female at birth and experience gender dysphoria may resist weight 
restoration to avoid resumption of their menstrual cycle.7 For these individuals, 
we must take careful considerations to explore the psychological ramifications 
of getting a period. We can support gender dysphoric individuals in maintain-
ing their physical and psychological health by exploring options to suppress 
their periods such as an IUD.7 This does not lessen the concern for bone and 
cardiovascular health (see Chapter 4). It simply means that we become creative 
in tracking markers of health while supporting gender dysphoric individuals, 
such as monitoring labs to track hormone levels. 

Last but certainly not least: larger bodies, restricting, and weight. It is criti-
cal to remember that “normal weights” do not equate to healthy weights for 
all individuals. As discussed, genetic predispositions influence weight, shape, 
and size. These variations frequently cause healthcare providers to overlook 
serious issues when it comes to athletes in larger bodies. These athletes can be 
weight suppressed. And, despite appearing healthy, they can be medically and 
psychologically compromised. 

I regularly have conversations with providers and support people who question 
the validity of an athlete’s eating disorder because the athlete existed in a larger 
body. The question was: How can this athlete possibly restrict to the degree reported 
when their weight and BMI are exceptionally high for their height? This example 
highlights the stigmas and weight bias that exist not only in society at large but 
also among healthcare professionals. Rather than getting caught up in the num-
bers, focus on the psychological experiences of food, body, and exercise when 



28 Foundations for the Treatment of Eating Disorders  

 
 

 

 

 
 
 

            

 

 

 

 
 

 

 
 
 
 

eating disorders may be of concern. Larger-bodied athletes may or may not gain 
weight when they resume a healthy eating and exercise balance. Tracking their 
medical and psychological health while normalizing behaviors will help to deter-
mine their biologically appropriate weight. 

It may take upward of six to nine months of weight maintenance, proper eat-
ing, and appropriate exercise behaviors for bodies to resume a healthy status.12 

While I patiently wait for individuals’ health to stabilize, I often notice a sig-
nificant change in their headspace. I describe it as “turning on the light.” When 
bodies are in a state of starvation, athletes are preoccupied with food. They are 
constantly thinking about what they ate, what they will eat next, how it will be 
prepared, or new recipes to try. I call this “sitting in the dark.” They cannot see 
beyond their need for nutrition. Once they restore to a minimum healthy weight 
for their body, the light switches on. They are able to think about things beyond 
food and experience less preoccupation with eating (and other disordered eating 
behaviors). When I share this observation, athletes notice it too. They now have 
the capacity to work on other issues related to their eating disorders, experience 
moments of satisfaction or joy, and have a small sense of freedom and spontane-
ity. The light switch is akin to a setpoint, which I discussed earlier. 

I start to understand each unique individual’s light switch as I support them 
in recovery. No mathematical equation can reliably predict it. I note the weight 
in which I observed these positive cognitive changes as well as notice their 
anxiety and control increase when they lose weight. Dropping below their set 
point causes the light to dim because their bodies shift back into starvation. I 
share this observation with athletes. Commonly, they notice the changes in their 
headspace and shifts in the quality of life. We use that number as the bottom 
line for their psychological health. 

Comorbidity 
As discussed in Chapter 1, eating disorders commonly co-occur with other 
psychological illnesses. Most concerningly are high levels of comorbid suicid-
ality. Screen for suicidality and other comorbid conditions during your initial 
assessment. Continue to reassess for comorbid mental illnesses as treatment 
progresses to ensure the safety of athletes as well as to provide the highest 
quality of care. Experiences of comorbid conditions may be blunted by starva-
tion and might not present until physical health improves through nutritional 
rehabilitation. 

Prohibited Substances in Sports 
National and international anti-doping agencies monitor the use of prohibited 
substances among competitive athletes. For example, athletes in the United 
States fall under the sanctioning of the United States Anti-Doping Agency 
(USADA) as well as the World Anti-Doping Agency (WADA). NCAA, 
elite, and professional athletes are randomly tested for prohibited substances 
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throughout the year as well as immediately following competitions. Age group 
athletes may also be tested. 

While the prohibited list includes obviously harmful substances such as ana-
bolic steroids and erythropoietin (EPO), commonly used medications for thera-
peutic purposes such as albuterol are also prohibited in certain circumstances. 
Therefore, before prescribing any medication, it is critical that healthcare pro-
viders check the Global Drug Reference Online (Global DRO; globaldro.com). 
Athletes who medically rely on substances listed as prohibited can apply for a 
therapeutic use exemption (TUE) with the support of their prescribing provider. 

Action Steps 

1. Obtain releases of information and establish regular communication 
with members of the treatment team to coordinate care and ensure 
best treatment practices. 

2. Assess individual cases medically and behaviorally to recommend 
the appropriate level of care. 

3. Use weight as a marker of progress while remembering that it is not 
the only indicator of improved health. 

4. Check (and challenge) your own weight bias. 
5. Create a bookmark for the Global DRO in your web browser to 

ensure easy access when prescribing medications to athletes. 
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3 Defiance or Desperation 
The Reality of Biologically Based 
Mental Illness 

It is a common assumption for people outside of the world of eating disorders 
to believe that recovery is a simple matter of choice. Many people still falsely 
believe that mental health is a choice: We choose to feel happy. We decide to 
think positively. We resolve to eat just right—not too little and certainly not 
too much. Let me be perfectly clear: If mental health was a choice and eating 
disorders were a decision, I can guarantee that I would be out of a job. Not 
a single athlete I work with (past, present, or future) would ever voluntarily 
elect to think and feel the way mental illness causes them to feel. If they 
could choose to wake up without anxiety, depression, or an eating disorder, 
they would. 

So, it is not a choice. But why? The simple answer is that eating disorders 
are biologically based mental illnesses involving networks of neural pathways 
(both neural circuits and chemical reactions) that malfunction.1 Research dem-
onstrated that eating disorders impact both brain structure and brain reward 
pathways, causing brain activity alterations.2 Let’s be honest: There is nothing 
simple about that. 

The truth is that eating disorders are not a choice because the brain’s mal-
functioning creates constant, relentless static that interferes with goals and 
value-driven behaviors.1 The static exists in the mind as mental noise, distract-
ing and overwhelming individuals. They may also experience physical static 
(buzzing) throughout their bodies, creating discomfort and agitation. Dr. Laura 
Hill noted that individuals who appear to be treatment-resistant due to their 
willful behaviors may not be intentionally sabotaging their own health but, 
instead, are desperately seeking ways to quiet the chaos of their minds.1 

Dr. Hill summed the danger of eating disorders up poignantly. She observed 
that the body will self-correct for most illnesses, but individuals with eating 
disorders do not experience a threshold of too much.1 She noted that, instead, 
these individuals could starve, purge, or overexercise themselves to death. 
Eating disorders are not choices and individuals who suffer from these ill-
nesses lose perspective. The static of the mind and body coupled with the 
fear of “what if ” makes these maladaptive behaviors the most viable option 
for relief at any given moment. 

DOI: 10.4324/9781003138426-4 
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Recovery, on the other hand, is intangible. It is a great black abyss, an 
unknown promised land. Relief is a distant future; rarely do athletes feel the 
immediate benefits of acting in opposition to their eating disorders. 

This chapter provides a brief introduction to emerging science that explores 
why eating disorders are treatment-resistant. An entire book could be writ-
ten on this topic alone. This chapter aims to build a framework for healthcare 
professionals to develop a basic understanding of the biological basis of eating 
disorders. We are not dealing with easy choices and willful defiance. What 
seems like a simple answer to many of us often feels incredibly painful, on a 
cellular level, to those in recovery. 

Key Players 
To begin understanding that eating disorders are not simply choices but are 
biologically based mental illnesses, we need to identify the factors influencing 
the thoughts and behaviors that healthcare providers are up against. From a 
sports perspective, we are reviewing films of upcoming competition: The better 
we understand their moves, motives, and tactics, the better we can respond to 
treatment interferences and outcompete eating disorders. 

Serotonin is a neurotransmitter that contributes to the experiences of hunger 
and fullness.1 

Dopamine is a neurotransmitter that is linked with rewards, such as providing 
pleasure after eating and movement.1 It also contributes to motor control and 
aids in decision-making.1 Because of the malfunctioning of dopamine in eating 
disorders, individuals struggle with gut responses and decision-making.1 Truly, 
they do not experience a gut response and might prefer multiple-choice versus 
open-ended questions. 

Vasopressin is an antidiuretic hormone that plays a role in preventing 
dehydration.1 

To complicate the picture, the human body has about 20 other chemical 
messengers that influence appetite and satiety.3 One of these hormones is 
leptin. 

Leptin mediates energy intake and expenditure as well as plays a role in regu-
lating appetite and metabolism.4 When individuals restrict their intake, leptin 
aids in appetite suppression and lowers metabolism to protect against weight 
loss.3 It is stored in fat cells and typically runs low in starving bodies.4 The sites 
that leptin responds to are chemically influenced by emotions and sleep pat-
terns, both of which may be disrupted during an eating disorder.3 

Predispositions 
As discussed in Chapter 1, the traits that support excellence in sport also facili-
tate the development of eating disorders. Many athletes are perfectionistic, 
high-achieving, and self-sacrificing people-pleasers. In addition, AN and BN 
correlate with specific temperaments. 
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Generally speaking, individuals who struggle with AN demonstrate high 
levels of harm avoidance and inhibition, perfectionism, anxiety, dysphoria, 
obsessiveness, and emotional constriction.1,5 These traits are characteristic 
of childhood temperaments and, therefore, are experienced as ego-syntonic.6 

Research found that altered reward circuits in the brain are associated with 
adaptations in learning and dopamine functioning, which creates sensitivity 
to punishment, and therefore, predisposes this high-achieving, perfectionistic 
group to the development of AN.2 BN, on the other hand, is characteristic of 
individuals who struggle with impulsivity and sensation-seeking behaviors.1,5 

Intersection Between Neurobiology 
and Eating Disorder Symptomology 
Researchers are just beginning to understand the biological basis of these men-
tal illnesses, such as discovering the physiological processes that contribute to 
what we often simplify as choices in recovery. We know that certain personal-
ity traits and genetic predispositions set a stage for eating disorders. Research 
now explores how various eating disorder behaviors affect neural pathways and 
how brain activity influences the maintenance of disordered eating behaviors. 

Structurally, neural pathways are the same for individuals with AN or BN 
and individuals without eating disorders.1 Rather, the parts of the brain respon-
sible for regulating hunger, mood, and impulse control function differently for 
individuals with eating disorders.1,5,7 More specifically, serotonin and dopamine 
malfunction in parts of the brain that manage hunger, taste, mood, and pain.1,5,7 

This means that these neurotransmitters may fire differently in certain parts of 
the brain compared to non-eating-disorder activity in a healthy brain. This helps 
to explain why non-eating-disorder brains reduce recovery to simple choices 
such as “just eat.” For individuals whose brains fire in healthy ways, they do not 
experience the mental chaos associated with malfunctioning neurotransmitters. 

Restricting 

AN alters the physical experience of food, rendering these individuals fear-
ful. They are unable to taste and respond to hunger and fullness cues due to 
impaired sensations of hunger and the absence of gut feelings.1 Furthermore, 
some individuals may not experience hunger even though their bodies are starv-
ing.1 It is quite a paradox to imagine that starving bodies lose touch with hunger 
signals. This contradiction may lead to confusion and frustration among health-
care professionals and support people: How can athletes deny hunger when they 
are literally starving? Remember that they may not be lying. Evidence supports 
these individuals’ experiences. The physiological impact of AN leads to adapta-
tions in their taste, hunger, and fullness cues. 

The absence of these normal physiological functions results in panic. The 
brain is consumed by the “shoulds” of the treatment team, wishes of loved ones, 
and fears of an eating disorder. Subsequently, as serotonin surges and anxiety 
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skyrockets, these individuals engage in their only reliable coping mechanism 
to manage their distress: Restriction. 

Individuals with AN experience increased serotonin at specific brain recep-
tors and eating further escalates serotonin activity in their brains.1,9 The exces-
sive serotonin activity among these individuals leads to physical agitation and 
mental chaos.1,6,9 Restricting food intake is a reliable way for these athletes 
to delay distress because starvation decreases serotonin activity, minimizing 
negative shifts in anxiety and mood.1,5,6 This behavior pattern, consistent with 
harm avoidance traits so common among this population, becomes a power-
fully rewarding feedback loop: Thinking about eating creates anxiety. Eating 
escalates anxiety. Not eating leads to a calmer, quieter brain.1,5 Notably, this 
anxious response is exacerbated by weight restoration. 

As a result of the altered neurotransmitter activity, the brain’s pleasure center 
(feeling brain) underfires, while the hunger station (thinking brain) overfires.9 

Due to these neural misfirings, decision-making is often overwhelming and 
further escalates anxiety.9 Simple choices such as what to eat for snack are 
confusing and exhausting. Individuals recovering from AN lean on familiarity 
and routine to help navigate the chaos and confusion of their own minds. 

Lastly, neurotransmitter changes also lead to distortions of body image and 
altered perceptions of one’s body. Noteworthy is the fact that the malfunc-
tioning of these neurotransmitters during the course of AN is more significant 
compared to aberrant neurotransmitter activity of schizophrenia.10 

Purging 

As stated earlier, maladaptive activity of serotonin and dopamine contributes 
to dysregulation of appetite, impulse control, and mood.5 The act of purging 
through self-induced vomiting causes a surge in vasopressin, and subsequently, 
creates a morphine-like high.1 Because vasopressin is an antidiuretic, it is also 
released in response to diuretics and laxatives (variations of purging) to pre-
vent dehydration.1 The response (morphine-like high) to each of these purging 
behaviors positively reinforces individuals and leads to habitual, pleasure-
seeking behaviors.1 In addition to the momentary high, individuals also experi-
ence relief as they empty their bodies and detach from all the emotions evoked 
after eating. 

Bingeing 

With emerging research and neuroimaging, scientists discovered a correla-
tion between BED, addictions, and other impulsive/compulsive disorders. All 
three demonstrate maladaptive neural activity among the parts of the brain that 
regulate motivation and impulse control.11 Specific to BED, changes in brain 
functioning lead to decreased inhibition of reward-related food consumption, 
decreased reward sensitivity as a result of decreased dopamine, and imbalanced 
neural pathways.11 
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Many falsely assume that bingeing is a pleasurable activity; however, the 
actual behavior is quite the opposite. Due to the under-firing of dopamine, 
individuals do not experience the pleasure of food consumption.1 Instead, the 
anticipation of binge episodes leads to pleasurable experiences. Low mood or 
dysphoria enhances the value of food causing a neurobiological chain reaction 
that results in bingeing.2 Maladaptive firing in parts of the brain that manage 
goal seeking, motivation, reward sensitivity, habitual and compulsive behavior, 
executive functioning and decision-making, feeding regulation, and taste per-
ception in addition to altered dopamine functioning contribute to compulsive 
food consumption.11 

Exercise 

While the relationship between overexercising and eating disorders is still 
being explored from a neurobiological perspective in the human brain, sci-
entists uncovered valuable findings in laboratory rats. These findings suggest 
that the combination of restricting intake and hyperactivity becomes a vicious, 
self-reinforcing pattern that is primarily regulated by the hypothalamus and 
other limbic system areas.12 Referred to as activity-based anorexia in academic 
literature, scientists discovered that hyperactivity of lab rats is facilitated by 
neuropeptide Y and suppressed by leptin.13,14 Additionally, a systematic review 
identified changes in neural circuitry, neuropeptide activity, and hormonal func-
tioning as key findings in activity-based anorexia in lab rats.15 

Human physiology is not an exact replica of rodent physiology. Nor can we 
understand the psychology of lab rats. However, these studies highlight that 
activity-based anorexia may be linked to physiological adaptations and alludes 
to a biological basis for these behaviors. Once again, we conclude that inter-
rupting exercise behaviors extends beyond a choice because the choice itself is 
complicated by maladaptive neurochemical activity. 

Rewiring the Brain 
Regardless of type, eating disorders are strategic attempts to manage psycho-
logical suffering rather than hedonic pursuits.6 These mental illnesses may be 
treatment-resistant, but it is possible to rewire the brain. The process of rewiring 
the brain requires consistent, repetitive interventions to support these individu-
als as they work to normalize neurotransmitter activity, reconnect with their 
emotions, and discover their intuition.1 

To help athletes understand the process of rewiring their brains, I illustrate 
the idea with a hiking metaphor. I ask them to picture a hiking trail with a clear 
path ahead of them. We observe the trees and bushes surrounding the path and 
agree that the trail is obvious because many have traveled the trail; repeated 
footsteps have stamped down the dirt and rocks. The way forward is a clear 
choice and easy to navigate. To rewire the brain, I ask them to turn 90 degrees, 
step off the familiar trail, and create a brand-new trail. 
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We turn and look into the forest surrounding us. We see trees, bushes, rocks, 
and weeds. There is no clear path. This is recovery. Slowly, we forge a new 
trail by navigating the terrain and clearing space ahead of us. I (as the therapist) 
carry the compass, helping to navigate the way. This unfamiliar trail continues 
to look overgrown and unwelcoming for many days and weeks to come. Bushes 
continue to grow over the trail we are building. But the more often we can step 
off the eating disorder trail and navigate the recovery trail, the more familiar 
it becomes. Slowly, a path will form, and a new trail becomes recognizable. 
It requires less effort to navigate this trail the more often athletes frequent it. 
This is the brain rewired. Repeated practice and consistent effort yield results. 

Rewiring the brain takes up to two full years.8 Athletes (and all those sup-
porting these individuals) need to be in this process for the long haul. We can-
not build a new trail in a day, and three months of treatment certainly will 
not solidify new neural adaptations. Missteps will happen, and people will be 
frustrated. Because of the neurobiological basis of these illnesses, they take 
time, effort, and patience to heal. 

Finally, when we think of recovery, the gold standard involves intuitive eat-
ing and mindful movement. However, during early efforts to interrupt eating 
disorder behaviors, individuals need structure, detailed rules, and rituals to help 
them navigate the unfamiliar and overwhelming experience of food, body, and 
psyche. Rather than asking them what “feels” right, provide two right answers 
and encourage individuals to pick their preferred choice.1 Open-ended ques-
tions lead to chaos and confusion. Going back to the hiking metaphor: Carry 
the compass and provide a topography map. Help athletes find their next steps. 
Set them up for success by helping athletes to navigate unfamiliar terrain with 
your knowledge about these biologically based mental illnesses. 

Action Steps 

1. Remember that eating disorders are complex, biologically based 
mental illnesses that make seemingly simple choices painfully com-
plicated for athletes recovering from eating disorders. 

2. Replace open-ended questions with multiple-choice options when 
athletes are overwhelmed by anxiety. 

3. Educate athletes and support people about the process of rewiring 
the brain during eating disorder recovery. 
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4 Beyond the Brain 
The Physical Effects of Disordered 
Eating Behaviors 

Eating disorders are frequently thought of simply as mental illnesses or psy-
chological disorders. But bodies are medically compromised by nutrition 
imbalances due to restricting, bingeing, and purging behaviors. More accu-
rately, eating disorders are mental illnesses with serious medical consequences. 
Because of individual genetics, eating disorders do not have a “one size fits all” 
effect when it comes to medical complications.1 

Some athletes may engage in restrictive nutritional patterns and overexercise 
for years without any concrete, measurable medical consequences, whereas 
other athletes experience medical compromise due to malnutrition or purging 
after a short period of time. For example, I have treated several athletes who 
were admitted to inpatient treatment after three to five months of restricting 
behaviors because of dangerously low heart rates. I have also supported athletes 
who have engaged in similar behaviors for years, decades even, but continue 
to present as medically stable. Regardless, it is important to understand that all 
athletes struggling with eating disorders suffer from potentially life-threatening 
mental illnesses. 

The following chapter is a summary of medical issues that may arise 
from disordered eating behaviors. It is not meant to be an exhaustive 
discussion but rather a comprehensive introduction to the intersection 
between mental illness and medical consequences. Furthermore, this is my 
commitment to ensure that athletes struggling with eating disorders are 
not medically overlooked. I encourage you to review the cited references 
for further education regarding the medical concerns discussed throughout 
this chapter. 

In the book, Eating Disorders in Sport, Dr. Pauline Powers identifies three 
sports myths2: 

1. Lower heart rates demonstrate high levels of fitness and athletic 
conditioning 

2. Amenorrhea indicates successful physical training 
3. Decreased performances result from poor conditioning, warranting 

increased training loads 

DOI: 10.4324/9781003138426-5 
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As you read through this chapter, I encourage you to reflect on these accepted 
sports norms and come to your own conclusions about how they might com-
promise athletes’ health and safety. 

Restricting 
In her book Sick Enough, Dr. Jennifer Gaudiani conceptualized the cave person 
brain to help describe the effects of restrictive fueling behaviors.1 In essence, 
the cave person brain refers to the most primitive functions of the human brain 
which maintain our existence, such as temperature regulation, digestion, heart 
rate, blood pressure, and hormone regulation, to name a few. It is wired to pro-
tect the human body when individuals enter into a period of starvation (inten-
tionally or unintentionally) by slowing the heart rate and digestion, lowering 
blood pressure, reducing blood flow to extremities, and decreasing metabolism 
to maintain body weight. 

The potential effects of chronic starvation (insufficient caloric intake) are 
pervasive and may affect multiple body systems. Importantly, visible weight 
loss is not the only indicator of athletes in a state of starvation. The multi-organ 
effects of nutritional restriction affect individuals in all body types. They may 
appear to be at a normal weight but are weight suppressed and medically com-
promised because of restrictive eating. 

Cardiovascular Concerns 

There are several concerns related to cardiovascular health as a result of 
restricted caloric intake. Vital signs are perhaps the easiest to measure. Both 
bradycardia (slow heart rate) and hypotension (low blood pressure) are indica-
tions of starvation.1,2,3,4 Bradycardia is defined as a heart rate of less than 60 
beats per minute (bpm).3 Heart rates equal to or less than 40 bpm are a serious 
cause for concern, warranting immediate hospitalization for cardiac monitoring, 
especially when accompanied by hypotension, lightheadedness, or arrythmia.1,3 

When working with athletes, it is easy to overlook bradycardia as a serious 
health concern because many athletes develop well-conditioned cardiorespira-
tory systems, which result in lower resting heart rates. Noteworthy, though, is 
that this effect is not universal across sport disciplines. Increased fitness that 
leads to lower heart rates, and subsequently, bradycardia, is linked to endurance 
and ball sports, whereas strength-based athletes and gymnasts are less likely to 
develop this physiological adaptation.5,6 Coined the athlete’s heart, this condi-
tion (which is not a medical diagnosis) describes the normal physical changes 
of an athlete’s heart structure and functioning due to intense cardiorespiratory 
exercise.7 Research found that endurance athletes may experience moderate to 
severe bradycardia as a result of adaptations to the training load with heart rates 
ranging from 40 to 60 bpm.6 

There is a simple way to discern between the effects of cardiorespiratory 
training and a starving heart: Dr. Gaudiani’s Walk Across the Room Test.1 
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Well-conditioned and properly fueled bodies require little energy to transition 
from a seated position to standing and subsequently walking across a room or 
down the hallway. In doing so, the seated resting heart rate and heart rate follow-
ing minimal exertion will mirror each other with little to no change. In contrast, 
bradycardia due to starvation causes a measurable change from a resting (seated) 
to an active state (walking across the room). A starved heart responds to minimal 
exertion and may increase its rate by 50 percent or more due to undernourished 
skeletal and cardiac muscle coupled with the stress of malnutrition. Notably, 
blood pressure will remain the same despite the heart rate shifts during this test. 

It is important to remember that, because of genetic variability, not all athletes 
will present with changes in heart rate during the Walk Across the Room Test.1 

I worked with one athlete who had restricted her intake and overexercised for 
years before seeking treatment for her eating disorder. When claiming her low 
heart rate was due to a well-conditioned heart, I asked her to walk down my 
hallway and back after measuring her resting heart rate. They were nearly identi-
cal. But I was not deceived. This only confirmed what we already knew: Despite 
years of suffering from an eating disorder, her genetic predisposition continued 
to protect her from all measurable medical concerns at that point in time. 

Hypotension is another complication of starvation. It is defined as a systolic 
measurement reading lower than 90 mmHg or a diastolic measurement reading 
less than 50 mmHg.3 Common complaints associated with hypotension include 
dizziness or lightheadedness, and more seriously, fainting upon standing. 

Interestingly, individuals who purely restrict (meaning they do not engage in 
purging behaviors) typically have normal labs, although anemia (low red blood 
cell count), leukopenia (low white blood cell count), neutropenia (low neutrophil 
count), and thrombocytopenia (low platelet levels) are associated with AN.1,3 In 
Sick Enough, Dr. Gaudiani considered hypoglycemia (low blood sugar) due to 
starvation to be the primary cause of cardiac arrest among this population.1 She 
identified hypoglycemia levels less than 70 mg/dL as a predeath warning sign, 
urging immediate intake of easily absorbed glucose. Concerningly, individuals 
with hypoglycemia are at the highest risk for cardiac arrest and irreversible brain 
damage during the night hours, the longest fast (from food) of the day.1 When 
considering the normalization of intermittent fasting among athletes, not only 
does the window of fasting lengthen, but athletes also frequently workout during 
their fasts, further increasing the risk for hypoglycemia. 

Caloric deprivation may have serious consequences on the heart itself, includ-
ing a reduction of cardiac size.1,2,3 The heart, a muscle, can literally shrink as the 
body copes with chronic starvation. (On a side note, the brain also shrinks in size 
as the body metabolizes the myelin sheath that coats individual nerve cells as a 
fuel source during starvation.) The result: Starvation leads to reduced contracture 
force, reduced cardiac chamber size, and lowered cardiac output.3 Such changes 
may lead to medical concerns, including arrhythmias (irregular heart rate and 
rhythm), mitral valve prolapse (improper closure of the valve between heart 
chambers), pericardial effusion (fluid between the heart muscle and sac sur-
rounding it), and QT prolongation (electrical disturbance of the heart muscle).1,2,3 
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How does being an athlete factor into these concerns? In addition to the 
potential catastrophic outcome of heart failure, a weakened heart muscle 
running on insufficient fuel typically leads to reduced exercise capacities.2,3 

Reduced exercise capacity coupled with fatigue or weakness (common with 
starvation) might cause athletes and coaches to consider the need for more train-
ing, when instead, the athlete needs more rest and improved fueling. Equally 
as concerning is the fact that athletes push themselves to overload their bodies 
for training adaptations and performance gains, further stressing already com-
promised cardiac systems. Sudden changes in position, explosive movements, 
and variations in energy output (slow to fast, easy to hard) may exacerbate 
symptoms (chest pain, palpitations, lightheadedness, weakness, or dizziness), 
leading to syncope (fainting).2 

Sadly, athletes suffering from eating disorders often normalize the symptoms 
such as lightheadedness and dizziness. An athlete once said to me, “You just 
get used to [being lightheaded and dizzy]” with a smile on her face. Athletes 
know how to suffer in sport, in life, and in illness. Over the years as an eating 
disorder specialist, I realized that few of the athletes I treat will ever lie directly 
to my face. But they are rarely forthcoming with information. They lie by omis-
sion. Knowing the facts helps to guide the treatment team in better supporting 
their health and well-being. Our duty is to ask questions to better understand 
potential cardiac concerns, regularly monitor their individual health, and be 
informed. 

Hormone Concerns: Females 

Since the conception of the Female Athlete Triad in 1997, the relationship 
between restrictive eating behaviors, reproductive health, and bone health has 
been on the radar of athletes, coaches, and sports medicine staff.8 Presently, 
many well-intended recommendations to protect female athletes are based on 
old and insufficient data. Equally disturbingly, male athletes are often over-
looked when it comes to the relationship between restrictive eating, reproduc-
tive health, and bone health. With over 20 years of research since learning about 
the triad, new evidence supported the development of RED-S (this will be 
discussed in more detail in Chapter 8). Important research developments chal-
lenge the common recommendation to supplement with oral contraceptive pills 
(OCPs) to protect female bone health. This section dives into current knowl-
edge to update outdated beliefs and support the health of athletes of all genders. 

Educating athletes on the effects of starvation related to their bone and 
hormone health is critical once restricting behaviors are identified. While the 
effects of hypothalamic hypogonadism are not life-threatening in the immedi-
ate sense, they may have lifelong effects that can seriously impair the health of 
athletes. What is hypothalamic hypogonadism? This medical condition occurs 
when the body shuts down the hypothalamus in response to starvation, which 
subsequently disrupts the production of sex hormones (estrogen and testos-
terone).1 As the hypothalamus shuts down the production of these hormones, 
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the body reverts to prepubescent hormone levels.1,3 When I support athletes 
through weight restoration, they often remark on the physiological changes 
that mirror puberty (for example, breakouts on their faces). In essence, adult 
athletes are experiencing aspects of puberty again as their bodies begin produc-
ing sex hormones. 

Estrogen is an important hormone to understand because it supports repro-
ductive health and plays a vital role in bone and cardiovascular health. Estrogen 
is independently synthesized by fat cells in addition to the ovaries and affects 
tissues and organs throughout the body.3,11 It is considered low when estradiol 
(a form of estrogen) levels are less than 50 pg/mL.1 Many providers are aware 
that low estrogen levels put athletes at risk of osteoporosis; however, few know 
about the link between low estrogen and cardiovascular disease. One study 
revealed that ongoing irregular menstrual cycles in young females increases the 
risk for cardiac disease events by 50 percent.12 While it is often hard to garner 
concern among young athletes about their skeletal health, they typically express 
more urgency (and subsequently, willingness) to restore their health once learn-
ing about the potential for cardiac disease later in life. 

When it comes to menstruation and menstrual cycles, there are many terms in 
the literature. Delayed menarche refers to a late (or delayed) onset of menstruation 
during adolescence. Oligomenorrhea describes infrequent menstrual cycles. Amen-
orrhea is the absence of menstrual cycles. An adolescent who has not yet begun her 
period late into adolescence is diagnosed with primary amenorrhea, in contrast with 
someone who has a history of menstrual cycles but then stops menstruating who 
is diagnosed with secondary amenorrhea. I share these terms because it is impor-
tant to understand variations in menstrual health and to ask athletes more detailed 
questions about their menstrual cycles. When treating female athletes with eating 
disorders, it is critical to be comfortable talking about periods. 

Functional hypothalamic amenorrhea (FHA) is a type of secondary amenor-
rhea that refers to estrogen deficiency (as the root of menstrual interruption) 
in young women.11 It can result from disordered eating, excessive exercise, or 
psychological stress.1,13 FHA is defined as having amenorrhea for three or more 
months and low levels of estrogen (less than 50 pg/mL), follicle-stimulating 
hormone (less than 10 mIU/mL), and low-luteinizing hormone (less than 
10 mIU/mL), as well as the absence of other medical conditions such as poly-
cystic ovarian syndrome (PCOS) or thyroid dysfunction.11 FHA has been linked 
to higher levels of cortisol and hypothyroidism, both of which also impact bone 
health.3,11,12 Within my practice, it is common for athletes to contact me with 
the specific goal of recovering from FHA. Many of those athletes have a his-
tory of an eating disorder and still struggle with disordered eating thoughts and 
behaviors despite believing they are in recovery. 

One group conceptualized the idea of athletic amenorrhea, describing it as a 
by-product of intermittent or chronic metabolic stress resulting from high levels 
of energy expenditure, inadequate fueling, and psychological stressors (such as 
training, competition, and relationships).13 Regardless of the term, it is critical 
to understand that the interruption of menstruation may have profound, lifelong 
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effects on athletes’ bodies. Sport culture normalizes amenorrhea as an effect 
(sometimes a perk) of the physiological demands of training and competing. 

The quick fix is to take OCPs to protect bone health under the guise that 
having an artificially induced period will prevent osteoporosis. Let me be clear: 
OCPs do not protect bone health.1,10,11 Instead, they induce a withdrawal bleed 
(not a resumption of healthy hormone functioning), which lures athletes into 
believing that their bones are no longer at risk for deterioration and, subse-
quently, enables ongoing energy imbalances. Without the absence of monthly 
menses, there is no reason for concern, further putting athletes’ bone health at 
risk for osteoporosis development. In short, I encourage athletes to stay off of 
OCPs while weight restoring unless they are sexually active and rely on OCPs 
for the prevention of unwanted pregnancy. (Note: It is possible for athletes to 
conceive despite being amenorrheic.1,3) 

The gold standard for the resumption of menstruation (and promotion of bone 
health) is weight restoration. When focused on weight restoration to resume 
menstrual function, my first goal is to target the weight at which menses were 
lost. Individual athletes have unique genetics and may require different levels 
of body fat to resume and maintain menstruation (compared to calculations or 
numbers derived from medical charts). 

Additionally, this process may be complicated among adolescent athletes 
who are still maturing physically as well as impacted by the effects of energy 
availability (EA) and stress. There is no magic number or equation that guar-
antees the resumption of menstruation. It is a case-by-case evaluation based on 
the information known about each unique individual. When numbers are not 
adding up (seemingly healthy weight coupled with a sustained period of suf-
ficient fueling do not promote spontaneous menstruation), I recommend body 
composition and metabolic testing (from trusted eating disorder specialists) to 
better understand the body’s current state of being. 

In unique situations when weight restoration is difficult to achieve, amen-
orrhea is prolonged or occurs during a critical period such as adolescence, 
transdermal estradiol (known as the patch) has been scientifically proven to 
support bone health. When administered over 12 months and paired with cyclic 
oral progesterone, transdermal estradiol has improved bone mineral density 
(BMD) among amenorrheic athletes.10 The difference between the patch and 
OCP involves the method of delivery, sparing the estradiol from the effects of 
the digestion in the gut and liver.1,10 As with the use of any medication in athlet-
ics, be sure to consult sport governing bodies to ensure that this option complies 
with prohibited substances. 

Hormone Concerns: Males 

While much of this medical chapter is applicable to all athletes, regardless of 
sex, there are some sex-based differences when it comes to hormone health and 
starvation. Knowing that male athletes are often overlooked because they do 
not have a natural “red flag” of poor health (amenorrhea), I highlight the effects 
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of hypothalamic hypogonadism on males to ensure that healthcare providers 
develop a better understanding of the concerns that these athletes face (and 
hopefully, implement more rigorous screening as a result). 

When starving, males experience a decrease in testosterone, leading to a 
reduced anabolic state and negatively affecting bone health.1,3 Notably, males 
tend to lose bone mass faster than females.1 This fact is quite alarming given 
the frequency of which males are overlooked when it comes to diagnosing and 
treating eating disorders because of stigmas. In addition, questions regarding 
hormone health (and sexual functioning) are typically disregarded because, 
again, males do not menstruate. Meanwhile, these very individuals are at risk 
for significant bone loss at a faster rate than their female counterparts.1 

To receive a diagnosis of hypothalamic hypogonadism, males must complete 
two morning blood draws to detect testosterone levels (less than 300 ng/dL is 
considered low).1 Additionally, other symptoms must co-occur. These symp-
toms include low sex drive, impaired sexual functioning, reduced spontaneous 
erections, decreased muscle mass, loss of body hair, increased levels of body 
fat, decreased energy, compromised bone density, and onset of depression.1,2 

Similar to females, weight restoration is the gold standard for the reversal of 
these symptoms. When needed, topical testosterone may be utilized to protect 
bones from further deterioration; however, both the WADA and National Colle-
giate Athletic Association (NCAA) prohibit the therapeutic use of testosterone 
even when medically indicated.1 So, elite athletes must focus on weight restora-
tion as their primary tactic for improving their physical health while protecting 
their sport eligibility. 

Bone Health 

Human bodies optimize skeletal development during childhood and adoles-
cence, with individuals reaching peak bone health between the ages of 17 and 
22 years.1,3,9,10 By the early twenties, individuals are no longer able to signifi-
cantly increase the mineralization of their bones. They occupy the skeleton they 
will have for life, with a constant running process of minor bone resorption 
balanced by minor bone formation.1 

Returning to the conversation of hormones and reproductive health, adolescents 
must be closely monitored and held accountable to nutritional and weight restora-
tion goals to ensure that their bodies can build strong bones to last their lifetime. 

Bone loss due to starvation occurs rapidly, with measurable changes occur-
ring as quickly as six months at the onset of restricting.1,11 Amenorrheic athletes 
are equally at risk compared to non-athletes for low BMD because the positive 
effects of the weight-bearing activity are lost during starvation.10 The primary 
concern for low BMD, especially among athletes, is increased fracture risk. 
With these facts in mind, monitoring bone health among athletes with restric-
tive eating behaviors is critical. Within a year of the onset of restrictive eating, 
athletes should have a baseline dual-energy X-ray absorptiometry (DXA) scan 
to assess bone health.1 
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When interpreting the DXA scan results of children, adolescents, and young 
adults, Z-scores are the standard of measurement (T-scores denote bone health 
of individuals who are 50 years or older).1,2 Importantly, children, adolescents, 
and young adults do not receive diagnoses of osteopenia. Their bones are 
within the expected range (greater than −2.0 standard deviation/SD), below 
the expected range (less than −2.0 SD, absence of significant fracture history), 
or osteoporotic (less than −2.0 SD plus history of fractures).1,2 Osteoporosis is 
defined as having low bone mass and deterioration of bone structure (which 
leads to bone fragility).3 Osteopenia (less severe bone compromise) is only 
diagnosed in adults 50 years and older.1 

Under normal circumstances, athletes are expected to have higher BMD 
because of their regular participation in (weight-bearing, bone-loading) 
sports.1,2,9 The American College of Sports Medicine (ACSM) recommends 
further investigation of BMD Z-score less than −1.0 SD, considering these 
results as low BMD among athletes.2,9 The IOC also designates Z-scores less 
than −1.0 SD as abnormal in young athletes.1 

To note: Among the nonathlete population, Z-scores greater than −2.0 are 
within the expected range, so standard interpretations may overlook low BMD 
among athletes.1 It is important to understand Z-scores as they relate to the ath-
letic population to ensure proper interpretation of test results and best practices 
for treatment. 

Gastrointestinal Concerns 

Nearly every individual who restricts their caloric intake will face some type of 
gastrointestinal (GI) issue during their illness and/or in recovery. While many 
individuals may feel comfortable describing feelings of being bloated and stom-
ach distention, few initiate conversations regarding their bowel movements. I 
make it a habit to ask about these potentially sensitive bodily concerns to ensure 
that these issues are not interfering with nutritional rehabilitation. I often bring 
it up jokingly to ease the discomfort, noting that I talk about poop all the time 
(which is quite accurate between my occupation as an eating disorder specialist 
and being the mother of two young children). Once I normalize the conversa-
tion and lighten the topic, athletes typically have a lot to share about their bowel 
habits and related concerns. 

Constipation is a common issue for individuals who starve themselves. It is 
a physiological result of low-calorie intake: The colon and large intestine slow 
down to conserve energy.1,3 This issue resolves itself with proper nutrition and 
increased energy availability. Fiber in low doses may be helpful; however, high 
doses typically lead to bloating and discomfort.1,3 This is counterintuitive, and 
many individuals overuse fiber in hopes of improving the regularity of bowel 
movements only to experience more discomfort. 

Gastroparesis is another common issue for this population. This condition 
occurs when there is a delay in stomach emptying leading to early experiences 
of fullness (after normal portions), bloating, nausea, abdominal discomfort, 
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and distension.1,3 Individuals with gastroparesis may complain of fullness after 
a few bites of a meal or snack. Similar to constipation, high-fiber foods do not 
help remedy this issue and in fact exacerbate the symptoms. I work with RDNs 
to encourage individuals to decrease their intake of raw fruits and vegetables 
when this becomes an issue. A large portion of the athletes I support consume 
barely cooked or raw vegetables and fresh fruit as the majority of their meal 
plan (to appease hunger cues as well as manage orthorexic tendencies). Replac-
ing these foods with other (more processed and/or calorically dense) alterna-
tives to decrease their GI discomfort is often overwhelming and scary. 

Referring back to my note about lying by omission, athletes typically do 
not offer up how they prepare their foods unless asked. During a conversation 
I had with an athlete, he mentioned that nobody in his family liked to eat his 
vegetables. When I inquired why, he said that he cooked them just enough to 
be warm but still raw by most people’s standards. In his mind, raw equaled 
healthier. We had a discussion exploring the link between the GI distress he 
described and food preparation. Ultimately, I referred him to his RDN for a 
more in-depth conversation. Again, you do not know what is really going on 
unless you ask specifically. Ask about poop. Ask about food preparation. Ask 
until you understand. 

Other Medical Concerns 

It is not uncommon for starving individuals to present with euthyroid sick syn-
drome, generally meaning abnormal thyroid tests due to physiologic stress (as 
with starvation) but not due to a problem with the thyroid itself.1,3 Diagnos-
tically speaking, medical providers evaluate for euthyroid sick syndrome by 
testing T4 (thyroxine), T3 (triiodothyronine), and TSH (thyroid-stimulating hor-
mone) levels.1,3 In malnourished individuals without euthyroid sick syndrome, 
the T4 and T3 levels are low, but the TSH level typically remains within the 
normal range.3 

To further understand the true state of the thyroid functioning, providers 
can order an anti-TPO (thyroid peroxidase) antibody level to discern whether 
individuals have an autoimmune disorder of the thyroid (negative antibodies 
rule out autoimmune hypothyroidism).1 This differential diagnosis is critically 
important because euthyroid sick syndrome treated mistakenly as hypothyroid-
ism with thyroid hormone may negatively affect BMD.1,3 

In addition to abnormal thyroid functioning, starvation leads to liver compli-
cations. Restricting behaviors may lead to elevations of liver enzymes, includ-
ing aminotransferase (AST) and alanine aminotransferase (ALT), in addition 
to hepatitis (inflammation of the liver).1,3 

Finally, starvation leads to compromise of the integumentary system (hair, 
skin, and nails). Individuals with restricting behaviors may bruise easily and 
struggle with dry, cracked skin. This can be complicated by comorbid OCD and 
contamination fears resulting in infection due to the frequent handwashing. In 
addition, fingernails may be dry and brittle. It is common for this population 
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to experience hair loss but also grow lanugo (the soft, downy hair found on 
newborns) to insulate the body and protect from hypothermia. 

Refeeding Syndrome 

While the simple solution to addressing the above concerns is nutritional reha-
bilitation and weight restoration (as indicated), the very process of reintroduc-
ing food at adequate amounts can become problematic. Refeeding syndrome is 
a deadly combination of hypophosphatemia (phosphate levels less than 3 mg/ 
dL) and dangerous levels of edema, including fluid retention in the lungs.1,3 

Low phosphorous may lead to muscle weakness and breakdown, which directly 
affects vital muscles, including the heart and diaphragm, and may compromise 
heart and lung functioning.1,3 Complications of refeeding syndrome include 
edema, breakdown of red blood cells, skeletal muscle injury, and death.1,3 This 
lethal complication of nutritional rehabilitation is completely preventable by 
simply monitoring electrolyte levels (specifically phosphate, potassium, and 
magnesium level) as meal plans are established and progress.1,3 Additionally, 
tachycardia (heart rate greater than 100 bpm) is a warning sign of this poten-
tially fatal complication.2 

Notwithstanding these medical risks, the “underfeeding syndrome” is more 
prevalent and perhaps equally as dangerous.1 Underfeeding syndrome occurs 
when caloric intake is started at too low of a level in individuals who have been 
starving out of fear of developing refeeding syndrome. While it is easy to diag-
nose and treat hypophosphatemia by monitoring electrolyte panels during key 
weeks, it can be harder for providers to unlearn old recommendations. Without 
question, it is better to increase calories at a steady and meaningful pace than to 
increase intake too slowly in an effort to avoid refeeding syndrome.1 

Purging 
The following section focuses solely on the effects of purging in the absence of 
additional restrictive behaviors. For athletes who restrict and purge, they are at 
risk for the above medical concerns (listed under “Restricting”) as well as the 
issues addressed in this section. 

When it comes to purging, there are two primary concerns regarding health 
and safety: electrolyte imbalances and dehydration. 

Purging behaviors (self-induced vomiting, diuretics, laxatives, or enemas) 
can result in sudden, unexpected death as a result of electrolyte abnormali-
ties.1,2,3,4 More specifically, hypokalemia (potassium level less than 3.0 mEq/L) 
leads to serious and potentially fatal heart arrhythmias when left untreated.1,3,4 

Complaints of heart palpitations, fainting, lightheadedness, or irregular heart 
rhythms warrant immediate medical attention.1,3 Additional concerns included 
hypomagnesemia (low magnesium levels), metabolic alkalosis (elevated pH 
levels of the body), and metabolic acidosis (increased acid accumulation in 
the body).3 
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Purging with diuretics and laxatives leads to severe dehydration. Individuals 
who abuse habit-forming laxatives (including those with senna or bisacodyl as 
active ingredients) experience the most significant levels of dehydration.1 Laxative 
abuse may also cause cramping, nausea, diarrhea, kidney stones, and pancreatitis.1,3 

Chronic dehydration may lead to decreased kidney functioning, and diuretic 
abuse is associated with kidney failure.1 Markers of kidney functioning include 
blood urea nitrogen (BUN) and creatine (Cr). The BUN to Cr ratio is an indica-
tor of hydration status.1,3 A ratio of greater than 20:1 (BUN:Cr) may indicate 
severe dehydration.1 Importantly, normal Cr ranges vary based on age, sex, 
weight, and muscularity (meaning larger, more muscular bodies will naturally 
have higher Cr values); therefore, it is imperative that Cr ranges are specifically 
evaluated based on the individual being tested before determining whether the 
BUN:Cr ratio and Cr levels are healthy.1 

Bicarbonate (bicarb/CO2) is another indicator of hydration status.1,3 Very high 
levels of bicarb indicate severe dehydration (greater than 30 mEq/L).1 Levels 
greater than 40 mEq/L warrant immediate medical attention because levels this 
high may lead to seizures and other serious medical complications.1 Needless 
to say, if electrolyte imbalances alone cause fatalities, the combination of elec-
trolyte imbalances and dehydration is lethal. 

In addition to laxatives and diuretics, athletes may utilize ipecac or mechani-
cal means to induce vomiting. Ipecac is a cardiac toxicant that leads to irrevers-
ible cardiac disease when abused.3 Furthermore, athletes may abuse thyroid 
medication, which leads to tachycardia.1,2 

In addition to the concerns of electrolyte imbalances and dehydration, ath-
letes who purge may also be affected physically by the mechanism of purging. 
For example, those who purge through self-induced vomiting are at risk for 
dental erosion, parotid gland swelling, sores on the corner of their mouths, and 
calluses on their knuckles. They may also experience hoarseness, sore throats, 
laryngitis, heartburn, cough, painful swallowing, or difficulty swallowing.3 

More seriously, these individuals are susceptible to the development of gastro-
esophageal reflux disease (more commonly known as GERD), upper GI tract 
bleeding (that may be indicative of a gastric ulcer), acid reflux that can lead to 
Barrett’s esophagus (precancerous cells in the esophagus), esophageal tears, 
and vision loss due to retinal detachment.1 Any vomiting of blood warrants an 
immediate medical evaluation. 

Addressing GI concerns, electrolyte abnormalities resulting from purging 
may lead to constipation.3 Furthermore, the interruption of laxative abuse can 
cause rebound constipation and fluid retention. For individuals who are preoc-
cupied with the frequency of their bowel movements and feeling “empty,” these 
conditions pose a difficult, potentially intolerable, experience of their bodies. 

Diabetes 
As discussed earlier, diabulimia can be diagnosed in individuals at extremely 
low weights as well as individuals at seemingly healthy weights. Therefore, 
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they are at risk for all of the above complications based on their unique behav-
ioral patterns in addition to medical complications related to the management 
of their diabetes. In Chapter 1, I reviewed the fact that AN has one of the 
highest mortality rates among psychiatric illnesses. Alarmingly, individuals 
who are diagnosed with AN and diabetes face an even greater risk for death.1,3 

Healthy management of diabetes involves regular tracking of blood glucose 
levels to manage blood sugar levels.14 Measurements are taken through a fin-
gertip poke or a continuous glucose monitor. Blood glucose levels vary based 
on time of day. Before meals (fasting), 80–130 mg/dL is considered a healthy 
range, whereas less than 180 mg/dL reflects normal blood glucose variation 
following the onset of a meal (for up to two hours).14 

This population may manipulate their insulin to lose weight by omitting 
insulin doses or increase their insulin to compensate for bingeing.3 Essen-
tially, by skipping doses of insulin, individuals trap glucose within their 
blood vessels so that they cannot be metabolized into muscle and tissue as 
an energy source.1 This behavior leads to frequent urination, which results 
in severe dehydration in addition to the risk of diabetic ketoacidosis (DKA).1 

DKA occurs when the body starts to break down fat and muscle as an energy 
source and produces ketones as a result.1 Ketone build-up in the bloodstream 
may result in seizures, comas, or death.1 DKA is a medical emergency and 
requires immediate hospitalization. Multiple unexplained DKA episodes 
indicate that individuals may be manipulating their insulin to alter body 
shape and size.3 

Another potential effect of insulin omission is a high hemoglobin A1C 
level.1,3 A1C measurements average blood sugars over the past two to three 
months, with higher ranges indicating greater risk for medical complications 
associated with diabetes.15 Reported as a percentage, normal A1C levels are 
less than 5.7 percent.1,15 Generally speaking, the goal for diabetics is to main-
tain an A1C less than 7 percent; although physicians guide their patients to tar-
get ranges that reflect their unique genetics and health concerns.15 Chronically 
high A1C levels increase the risk for heart attacks and strokes.1 Other medical 
concerns for this population include retinopathy (eye disease and potentially 
blindness), nephropathy (kidney disease), and neuropathy (nerve damage).3 

Similar to diuretic abuse, interruption of insulin abuse may lead to severe 
edema that requires medical management.1 Importantly, it is imperative for 
medical providers to slowly correct A1C levels over a period of time to avoid 
potentially severe nerve pain and deterioration of eyesight.1 Slow and steady 
stabilization of hyperglycemia leads to more promising treatment outcomes 
despite the sense of urgency to rapidly address these medical concerns. 

Bingeing 
In preparing to write this chapter, I stopped to think: What medical complica-
tions are directly related to bingeing in the absence of restricting and purg-
ing? Nothing came to mind. My research yielded a similar outcome: Nothing 
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addressed the medical complications of bingeing. Eventually, I found literature 
supporting what I already knew: We have no standard medical evaluation for 
individuals suffering purely from bingeing behaviors.16,17 Bingeing is tradition-
ally linked to body size, and many discussions focus on the medical consider-
ations of larger-bodied individuals instead of the behavior itself. 

Anecdotally, individuals who binge (as defined by the DSM 5, see Chap-
ter 1) report serious GI discomfort following a binge. Most commonly, it is the 
extreme physical pain from overeating that interrupts a binge episode.18 They 
often describe intense shame and disgust about their behaviors. The physical 
discomfort in their bodies reinforces these intense emotional reactions. While 
bingeing may not directly compromise physical health, it is important to con-
sider the serious psychological repercussions of this behavior pattern. 

Another consideration involves individuals who had metabolic/bariatric sur-
gery. While these elective procedures are considered fairly safe, reports of indi-
viduals bingeing to the point of gastric ruptures surface on occasion. Depending 
on the severity, these incidents may lead to life-threatening emergencies. 

Individuals with larger bodies are not necessarily at greater risk for disease 
because of their body size. Sadly, they are at increased risk for disease because of 
their medical care experiences.1 Weight bias and stigma about larger-bodied indi-
viduals (assumptions about their lifestyle and personality traits) frequently lead to 
compromised care. Well-meaning doctors, hoping to promote health, often cause 
more psychological harm than good. Countless patients of mine have spoken of 
this very struggle: Memories of doctors commenting on their size as children and 
continuing to hear those messages as adults. Adults looking to reclaim their rela-
tionship with food and exercise seek the expertise of medical providers only to be 
told that their body weight is the cause of their complaint. As a result, individuals 
who experienced shame or judgment in medical offices avoid seeking medical 
support at the expense of their own health and well-being.1 

It is important to remember that not all individuals who binge have larger 
bodies. I treat many athletes for BED who do not occupy a larger body. Just as 
we need to challenge our assumptions and beliefs regarding larger bodies, it is 
also critical as healthcare providers that we do not assume that individuals with 
more athletic builds or lean body types cannot have BED. It takes a tremendous 
amount of courage to seek help for eating disorders. Once again, being told 
“You do not look like somebody who [binges]” comes off as invalidating, dis-
couraging, and shaming. Assumptions and stigmas lead to invalidations, which 
perpetuate the eating disorder cycle. 

Listen. Be curious. Check your assumptions. Challenge the stigmas. Tune 
into your own bias. 

Anabolic Steroid Abuse 
As discussed in Chapter 1, a subset of athletes who struggle with body 
image concerns abuse anabolic steroids. The use of steroids may lead to sig-
nificant health concerns. Generally speaking, athletes abusing steroids may 
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suffer from acne, abnormal liver functioning (including jaundice), lower levels 
of HDL (good) cholesterol, edema, weight gain, increased levels of hemoglobin 
(increasing risk for blood clots or stroke), and increased risk of injury to liga-
ments and tendons.3 

The list does not stop there. Anabolic steroids have sex-specific effects too. 
Males may experience testicular atrophy, decreased sperm counts, impotence, 
gynecomastia (enlarged breasts), premature prostate enlargement, baldness, and 
heightened anger (or rage).3 The abuse of anabolic steroids among females 
leads to facial hair growth, oligomenorrhea or amenorrhea, reduced breast size, 
enlarged clitoris, deepened voice, and enlarged larynx.3 

Sports Myths 
Circling back to the sports myths discussed earlier in this chapter, it has likely 
become clear that these faulty assumptions, widely accepted in sport culture, 
put athletes at medical risk. In fact, athletes are often more medically compro-
mised (compared to non-athlete peers) once they begin treatment for their eat-
ing disorders because these medical concerns are commonly overlooked and, 
in fact, accepted as the norm for high-level competitors. 

Fact. Lower heart rates can be a sign of serious medical concern and warrant 
medical evaluation. 

Fact. Amenorrhea is the body’s way of communicating that it needs more fuel 
to continue to perform basic physiological functions such as menstruation. Fur-
thermore, sex hormones play a critical role in bone and cardiovascular health. 

Fact. Consistently suboptimal or poor performances can be linked to a variety of 
reasons, including inadequate fueling. Athletes who do not respond to the training 
load and/or cannot complete workouts require thoughtful reflection and inquiry, 
not more training. Training and fitness gains are a result of more than physical 
effort. For example, fueling, sleep, illness, overtraining/under-recovery, mental 
health, and stress (academic, relational, and athletic) impact performance as well. 

Action Steps 

1. Evaluate all athletes who practice disordered eating behaviors for 
potential medical complications regardless of body shape or size. 

2. Challenge common sport myths about amenorrhea, oral contracep-
tives, and low heart rates. 

3. Assess hormone and bone health among all athletes who restrict their 
intake regardless of sex. 

4. Monitor the medical health of athletes with eating disorders regu-
larly throughout the recovery process. 

5. Remember that athletes can “look healthy” and be medically 
compromised. 
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Part II 

Bridging the Gap 

In Part I, I established essential knowledge for the assessment and treatment of 
eating disorders. Now it is time to dive into considerations unique to working 
with athletes. Treating eating disorders is complex and requires a multidisci-
plinary team because of the biological basis and medical complications of these 
mental illnesses. Treating athletes with eating disorders adds another layer of 
complexity. Sport culture and athletic behaviors used to enhance performance, 
such as tracking food intake and training for multiple hours per day, mirror the 
same criteria used to diagnose eating disorders. Part II explores the nuances of 
treating athletes with eating disorders, empowering healthcare providers with 
essential skills for navigating sport-specific issues. The process is far from 
black and white. In fact, I exist in the gray much of the time. 
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5 Shades of Gray 

As a clinical sport psychologist who specializes in eating disorders, I exist in 
the gray. I stand with one foot in the sport world, while my other foot is firmly 
planted in the clinical world. This becomes challenging at times. Sport world 
individuals question my clinical recommendations, while clinicians challenge 
my expertise. 

For example, if I recommend an athlete interrupt exercise and sport train-
ing to prioritize weight gain, skepticism arises regarding the necessity of sport 
disruption. On the flip side, by accepting sport culture norms, clinicians ask 
whether I understand that movement can be a precursor to relapses. The answer 
to both is yes. Yes, at times interruption of sport is essential to prioritize the 
health of athletes. Likewise, allowing athletes to resume sport participation 
supports their athletic identities and, in healthy environments, may strengthen 
(or even accelerate) their recoveries. 

With these challenges in mind, I invite you to join the dance of treating ath-
letes recovering from eating disorders. 

Cultural Considerations 
In the late 1970s, anthropologist Edward T. Hall conceptualized the idea of 
a cultural iceberg.1 Within this idea, Hall reflected on our ability to observe 
a small portion of an iceberg, while the majority of it is hidden beneath the 
surface of the water. He characterized culture as a similar phenomenon. We 
observe a small portion of a culture, such as behaviors and practices; how-
ever, the large majority of that culture requires further exploration to know and 
understand the foundations for it. Core values, roles, attitudes, ethics, body lan-
guage, communication styles, and priorities exist beyond superficial, surface-
level observations.1 

It is essential to conceptualize sport as a culture and to recognize that each 
sport and team have their own culture. Generally speaking, athletic commu-
nities value physical and mental strength, competitiveness, performance, and 
relational styles such as being a team player, a team leader, and coachable. Addi-
tionally, athletes who are on scholarship or sponsored have the responsibility of 
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representing a university or brand. This means they have a public persona that 
depicts the ideal version of their athletic selves. Essentially, athletes operate 
socially as though all eyes are on them to ensure that they represent themselves, 
their teams, and their brands respectably. 

The sports cultural iceberg becomes quite complicated as you dive further into 
exploration. Athletic cultures vary based on sport discipline, competitive level, 
age, sex, nationality, and coaching styles. For example, one study compared the 
experiences of distance runners from the United Kingdom (UK) and Kenya.2 

UK runners demonstrated higher levels of eating disorder pathology as a result 
of internalized standards of the ideal (lean) body type coupled with high achiev-
ing personalities. On the contrary, the Kenyan runners viewed running as a job 
and used sport to achieve success, leading to improvements in performance and 
self-esteem. This study reflects the differences in internalized values based on the 
culture of the same sport and competitive level in different countries. UK athletes 
identified an aspect of success as maintaining sport-specific body ideals, while 
Kenyan runners focused on performance and upward mobility in their lives. Inter-
estingly, the Kenyan runners only reported disordered eating behaviors and body 
awareness after being exposed to Western ideals at international competitions. 

This study illustrated that sport type alone was not predictive of disordered 
eating behaviors or body image disturbances. Returning to the cultural iceberg, 
we observe behaviors and witness general trends in various sports from a dis-
tance. But making generalized assumptions based on a limited understanding 
of unique sport cultures leads to flawed assessments of health and well-being. 
Additionally, these assumptions commonly disconnect healthcare providers 
from the very athletes they desire to help. 

Radical Acceptance of Athletic Excellence 
I use a continuum to help illustrate the concept of health, lifestyle, and competi-
tive levels. One end of the continuum represents poor health and sedentary life-
styles, while the other end represents extreme nutritional control and exercise 
behaviors. Elite athletes exist on the far end of extreme practices in pursuit of 
performance excellence. They manipulate their bodies in hopes of achieving 
their athletic goals. 

Some view these athletes as the epitome of health. I observe elite athletes 
as self-sacrificing competitors, seeking to be their best at the expense of many 
other aspects of life. They represent the highest level of sport, but the lifestyle 
of competition at this level comes at a cost. Although elite athletes may appear 
psychologically healthy, their minds, bodies, and relationships endure signifi-
cant stress. Only they can determine whether the sacrifices are worth it. 

It is common among sport culture for athletes to stretch their physical limits 
to excel athletically. This may include several hours of training or multiple 
workouts per day. It is also common for athletes to develop a strong interest 
in their nutrition to optimize performance and recovery. In fact, disordered 
eating behaviors are generally accepted within many sport cultures as athletes 
work toward performance excellence. Countless athletes restrict specific foods, 
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weigh or measure food, track their caloric intake, and weigh themselves daily. 
Additionally, athletes frequently train through minor injuries in hopes of recov-
ering from injury while maintaining their fitness or position on the team. 

However, no matter the goal, sport, or competitive level, athletes need to 
regularly consume all three macros to adequately nourish their bodies. Fats, 
proteins, and carbohydrates are essential for maintaining health and improving 
performance. Additionally, certain behaviors such as weight cycling and purg-
ing, are extremely dangerous and not acceptable under any circumstances. Strict 
regulations must be in place to eliminate these devastating and potentially life-
threatening practices. These regulations need to be implemented and enforced by 
national and international governing bodies, although the efforts to implement 
such regulations often start with grassroots efforts by passionate individuals who 
are committed to creating awareness of the problems and advocating for change. 

Psychologically healthy athletes can pursue athletic excellence (AE) through 
disordered eating behaviors but not all athletes can separate these behaviors 
from deeper psychological roots. Furthermore, not all bodies are genetically 
capable of enduring such extremes without becoming medically compromised. 
There is no clear way to determine which athletes are able to practice these 
behaviors while maintaining their health compared to those who exist on the 
slippery eating disorder slope. The greatest risk of normalizing disordered eat-
ing behaviors in sport is that athletes may be less aware of clinically significant 
and potentially life-threatening issues. Equally as concerning is the fact that 
coaches may be less apt to identify athletes with eating disorders if these behav-
iors are an accepted practice within their team culture. 

While disordered eating behaviors are normalized in many sport cultures and 
may support performance excellence, they teeter on the line of health. Encour-
aging or supporting disordered eating behaviors is a bit like playing roulette. 
Advocating for these behaviors is similar to tossing athletes’ health onto the 
wheel and hoping that they win (both in performance and health). However, it is 
impossible to know who will win in this dangerous game and whose life may be 
on the line. The outcome of these behaviors is simply unpredictable. Therefore, 
it is essential to view all disordered eating behaviors as potentially clinically 
significant concerns and I assess all athletes for these dangerous mental ill-
nesses regardless as to why they sought my professional help. If my assessment 
indicates that the athletes are psychologically and medically healthy, I practice 
radicle acceptance as I work with athletes to support their goals. 

When I encourage radical acceptance of these practices, some healthcare 
professionals balk at me. They wonder to themselves or directly to me, “How 
can I be an eating disorder specialist and practice acceptance of disordered 
eating behaviors?” The behaviors themselves are not inherently problematic 
if two conditions are met: (1) athletes practice these behaviors with flexibility 
and (2) athletes are not medically or psychologically compromised as a result 
of the behaviors. In an ideal world, disordered eating behaviors would be eradi-
cated from sport and performance realms. But our world is far from ideal, and 
these behaviors are a means for improving athletic performance. So, for as 
long as manipulating the body provides a legal performance boost, athletes will 
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continue to practice disordered eating behaviors to keep up (or surpass) their 
competition. Therefore, athletes must have access to professionals to guide their 
practices. For example, rather than making generalized recommendations to 
lose weight, refer athletes to trusted RDNs to help guide the process of shifting 
their body composition or encourage them to work with a known strength and 
conditioning consultant to increase their lean muscle mass. 

The flexibility of performance-based disordered eating behaviors is a critical 
protective factor for physical and psychological health. In this context, flexibility 
refers to the ability to practice behaviors on and off throughout a season based on 
necessity. For example, athletes may be hyper-focused on nutrition, perhaps cut-
ting out certain foods during a critical part of the season, but relax their restrictive 
habits during off-season, allowing themselves to eat larger portions or to enjoy 
the foods and drinks that they refrain from in-season. Likewise, with fitness, ath-
letes may push hard during preseason training with two-a-day (two workouts per 
day) but then ease up on intensity as they begin competing in addition to taking 
time away from sport training during off-seasons. These types of fluctuations in 
behavior demonstrate that athletes are using disordered eating behaviors as a tool 
for performance instead of relying on them to manage daily life. 

Eating disorders, on the other hand, are not flexible. The thoughts and behav-
iors are rigid. They are predictable and unyielding to life changes. The behav-
iors persist regardless of seasonality, illness, or injury. In-season or off-season, 
athletes with eating disorders continue to train intensely and/or manipulate 
their intake. When I observe these patterns, all bets are off regarding radical 
acceptance. I work with efforts to optimize performance, but I am unwilling 
to accept any behavior that has the slightest indication of an eating disorder. 
I address these behaviors directly and assess for the presence of a clinical or 
subclinical eating disorder as soon as I observe rigidity in behavioral patterns 
or maladaptive thought processes. 

To be welcomed into sport cultures and the lives of athletes, it is important 
to approach these communities with acceptance. Admittedly, “welcomed” may 
be too optimistic. “Tolerated” may be a more accurate descriptor. Depending 
on your profession, you may or may not be a welcomed visitor into the sport 
culture. Historically, needing help for mental challenges was stigmatized and 
viewed as a weakness. Athletes and coaches are slowly embracing psychologi-
cal support in recent years. However, as a psychologist, I realize that for some 
individuals, I may be the last professional that they want to speak to. This is true 
for both clinical and performance needs. So, I tread lightly with inquisitiveness 
as I am invited into the lives of athletes needing my help. 

Knowing that I am on trial from the moment I meet a new athlete or team, I 
show up with curiosity and gratitude. Slowly, athletes share their struggles and 
introduce me to their cultural norms. I am an expert on psychology and eating 
disorders; they are the experts on their experiences. As long as they feel like 
they are a part of my team and I am a part of their team, and as long as I respect 
their values, goals, and culture, I am able to stick around long enough to start 
helping these athletes. 
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Just as we would not reject individuals’ values and norms based on their 
ancestry or heritage, we must also learn to understand and appreciate the culture 
of sport. Acceptance brings us to a place of understanding and appreciation, 
allowing us to walk alongside athletes as they exist in their sport. To many 
athletes, their teammates and coaches become an extension of family. Rather 
than judging their families or traditions, we need to show up with openness. 
As we build trust, we earn the opportunity to not only speak truth, but more 
important, we connect with listening ears and willing (although, likely appre-
hensive) minds. 

Athletes are hardwired to thrive and desire excellence. Join them in their 
worlds to improve their chances of success in recovery. 

Sport-Specific Risk Factors 
When we think of athletes, we think of mentally tough and resilient human 
beings. As a result, some falsely assume that athletes are at a lower risk of 
mental health concerns. This is partly true: Many athletes are confident, resil-
ient, and gritty. They have a history of experiencing success in sport and some 
assume leadership roles. But their very participation in sport also increases 
risk factors that they face as a result of the demands of competition. The real-
ity: Athletes face the same risk factors as their nonathlete peers in addition to 
sport-specific risk factors. 

Risk factors that all individuals face, athlete or not, include genetic predis-
positions, temperament, relationship stress, trauma, identity confusion, matu-
rational fears, body dissatisfaction, effects of media, life transition, cultural 
influences, history of a family member with an eating disorder, and history 
of controlling their nutritional intake.3 On top of this list, athletes face several 
more risk factors unique to being a competitor or performer. Sport-specific risk 
factors include: 

• Coach–athlete relationship 
• Team dynamics 
• Revealing uniforms 
• Seasonal status 
• Performance level 
• Injuries/interruption of training and competition 
• Early start in sport 
• Overtraining 
• Weight cycling 
• Sport type3 

Regarding sport types: Athletes who participate in aesthetic sports (figure skat-
ing, gymnastics, and diving), endurance sports (running, Nordic skiing, and 
swimming), power-to-weight/strength-to-weight sports (cycling and climbing), 
anti-gravity sports (ski jumping), weight-class sports (wrestling, rowing, and 
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judo), and high-intensity sports (alpine skiing and martial arts) are at a higher 
risk for adopting disordered eating behaviors and developing eating disorders.3 

No athlete is immune to the development of eating disorders because every 
athlete has their own genetic make-up, temperament, and life experiences 
in addition to the sport-specific stressors they may face. Some athletes may 
develop eating disorders as a result of athletic experiences, whereas other ath-
letes may develop eating disorders for reasons completely independent of sport. 
Furthermore, sport type is not a guaranteed protective factor against the devel-
opment of eating disorders because the experience of sport is multifaceted. All 
athletes face additional risk factors regardless of whether they participate in a 
high-risk sport. 

Referring back to the cultural iceberg, we can observe a small portion of 
athletic experiences from an outsider’s perspective but cannot fully appreci-
ate the culture until we dive deep with curiosity. As we learn more, we cre-
ate opportunities to appreciate the protective factors of sport while identifying 
concurrent risk factors. And, the more we appreciate and accept the nuances 
of sport culture and athletic experiences, the more trust we establish with the 
athletes that we treat. 

Action Steps 

1. Relinquish judgments about sport cultures and norms as you seek to 
understand athlete’s lives and experiences. 

2. Assess for flexibility among performance-driven food and exercise 
behaviors to discern whether these behaviors contribute to the main-
tenance of an eating disorder. 

3. Explore both sport-specific and general risk factors when evaluating 
the mental health of athletes. 
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6 Me, Myself, and I 
Honoring the Athlete 

Now that we examined the role of sport culture in athletes’ lives, it is time 
to explore the athletes’ experiences of themselves in a defined role. Athletic 
identity, the degree to which individuals associate themselves with the athlete 
role, is built upon cognitive structures, affective experiences, behaviors, and 
social dynamics.1,2 Concerningly, disordered eating behaviors and attitudes are 
frequently correlated with the athletic identity.3 

I frequently have conversations with athletes who are at a crossroads with 
their competitive careers. Those entertaining a break from competition often 
wonder what will happen to their athletic identities if they are not competing. 
We discuss the fact that athletic identity is not defined by competition, nor is 
it contingent upon structured training. It is a construct of self. It reflects how 
we think and act, what we value and prioritize, personality traits that foster 
excellence, and often, a passion for challenge and adventure. Athletic identity 
is about so much more than fitness and competition. It is a way of being, a 
lifestyle, and a value system. 

Superpowers 
People commonly associate the athletic identity with self-esteem, self-worth, 
and self-efficacy. It is associated with physical and mental strength. Words 
such as tenacious, passionate, bold, confident, strong, resilient, disciplined, 
competitive, hard-working, determined, and dedicated top the lists of athletic 
attributes. It is true that there are many benefits to athletic identity. Benefits 
of this personal construct include physical fitness, satisfying performances, 
“ideal” personality traits, improved relationships, and (fairly) secure sources 
of confidence and self-esteem.1 But identities are fluid and dynamic.4 They ebb 
and flow upon athletes’ successes and failures in sport as well as their connec-
tions with other athletes.1 

Much of what I just described illustrates the psychological and social experi-
ences of athletic identity. But this identity is all-encompassing. It becomes a 
means for understanding athletes’ experiences of their minds, bodies, relation-
ships, and images of themselves in the world. Athletes with strong athletic 
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identities are self-sacrificing and compromise other aspects of their lives to 
pursue athletic goals. Athletes with healthy minds are aware of these sacrifices. 
They accept them as temporary issues that will improve once they step away 
from competition. 

Athletic identity creates foundations upon which beliefs and actions are built. 
For example, athletes’ belief systems determine how they care for their bodies 
physically (such as periodized training, rest, and nutrition). Relationships may 
be built on the premise of having similar values to promote and protect these 
identities. The way athletes publicly present themselves often involves a bit 
of acting, playing the part of being strong, resilient, and confident. The public 
assigns specific roles to athletes; they create images of how athletes should 
speak and act. Athletes assume these roles in public but may relax into more 
authentic versions of themselves in private settings. The honor and respect 
athletes receive in the public eye can be both invigorating and exhausting at 
the same time. 

Finally, social media adds a layer of complexity to athletic identity. Athletes 
are now expected to have a social media presence to promote brands, sponsors, 
and programs. They become a brand themselves. What may be viewed as an 
asset (self-promotion) often creates internal turmoil as athletes have to respond 
to critics and unsolicited feedback much of the time. 

Kryptonite 
With such strength and resilience, what leads athletes to the development of eat-
ing disorders? Specific to athletic identity, a few issues arise that may compro-
mise the mental health of athletes. First, athletes make sacrifices for sport and 
performance; however, disruptions (injury, illness, or unforeseen life events) 
may cause high stress levels.4 To manage the heightened stress levels, athletes 
may look for control by restricting their intake or numbing with bingeing and/ 
or purging behaviors. Additionally, overcommitment to sport may lead to over-
training, anxiety, depression, maturational issues, and performance-enhancing 
drugs.1 

For some athletes, athletic identity becomes all-encompassing. They sacrifice 
other aspects of their lives for sport. Instead of being multidimensional and 
honoring several aspects of themselves, some athletes only foster this identity.2 

These athletes may be at higher risk for physical and psychological health 
concerns. This is the point at which strong athletic identity becomes a double-
edged sword, especially when considering that mental illness is stigmatized in 
sport culture.5 

Thus, comes the double bind: Existing in cultures and maintaining identi-
ties that foster strength, confidence, and resilience but also pass judgment for 
being weak. Athletes constantly face this double standard: Ask for help with 
training, nutrition, strategies, and technique. Just do not admit a need for psy-
chological help, although, as I stated in Chapter 5, more and more athletes are 
speaking out about their personal struggles with mental illness. Additionally, 
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more professional teams are endorsing the use of sport and performance con-
sultants. Slowly, mental health is becoming an acceptable conversation among 
athletes. 

I hope that the paragraph above eventually becomes outdated and inaccu-
rate. But for now, we must understand that athletes may avoid asking for help 
because mental illness undermines much of what their athletic identity is built 
upon. Athletes correlate mental illness with weakness and fear, both their own 
judgments and competitors taking advantage of such weakness.6 Furthermore, 
athletes may struggle to integrate their mental illness with their athletic iden-
tity.7 This juxtaposition may be confusing, leading to self-doubt and further 
perpetuating the maladaptive thoughts and behaviors of eating disorders. 

Finally, athletes with eating disorders may resist treatment not only because 
of their negative perceptions of mental illness but also for fear of how treatment 
providers will relate to them.7 It is common for athletes to feel misunderstood or 
judged by healthcare professionals who do not appreciate their athletic identi-
ties, goals, and commitment to sport. Often, athletes wait for negative conse-
quences, such as being pulled from sport or recurring overuse injuries, before 
consenting to eating disorder treatment.8 

Identity Reconstructed 
Growth mindsets reflect individuals’ willingness to learn from mistakes or fail-
ures.9 In contrast, fixed mindsets describe individuals who believe that their 
ability is static and must be proven through perfection. In her book Mindset: 
The New Psychology of Success, Dr. Carol Dweck cited a New York Times arti-
cle that poignantly illustrated two different experiences of failure. People with 
growth mindsets experience failure as a one-time action (“I failed”), whereas 
individuals with fixed mindsets translate the action of failure into an identity 
(“I am a failure”).9 

When athletic identity is compromised by eating disorders, athletes may 
experience increased levels of self-doubt, surrendering the power of their ath-
letic identities and clinging to the safety of their eating disorders. While their 
preoccupations with food, body, and movement may interfere with their athletic 
goals, the new approach for managing distress creates a false sense of security. 
They retreat into their illnesses to avoid the uncomfortable risks (and potential 
failures) of recovery. The trick becomes helping these athletes reconnect with 
the strength and resilience of their athletic identities to promote cognitive and 
behavioral change. Part III of this book discusses tactics for engaging athletic 
identities as assets in recovery. 

As you support athletes recovering from eating disorders, I encourage you 
to reflect upon the ideas of growth and fixed mindsets. Athletic identities, at 
their best, reflect the traits of growth mindsets. These mindsets understand that 
effort leads to the actualization of potential and adversity creates opportunities 
for growth.9 Athletes recovering from eating disorders struggle with versions 
of fixed mindsets. Their need for perfection today coupled with the fear of 
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tomorrow’s what-ifs leads to the avoidance of challenges and discomfort as 
well as translates well-intended feedback into threats. Constant risk analysis, 
comparisons, and future tripping stop these athletes dead in their tracks. (Please 
remember that these thought and behavioral patterns are not conscious deci-
sions but the effects of biologically based mental illnesses. See Chapter 3 for a 
discussion on the neurobiology of eating disorders.) 

Remind athletes of the risks they took in sport and their abilities to resiliently 
respond to failures. Help them reconnect with their athletic identities to build 
momentum in recovery. Empower them with past successes to facilitate growth 
through present moment opportunities. 

Action Steps 

1. Explore the value of the athletic identity for individuals recovering 
from eating disorders. 

2. Harness the power of the athletic identity by helping athletes recall 
their past experiences of overcoming obstacles and adversity. 

3. Foster the growth mindset by encouraging athletes to challenge their 
judgments about weakness and, instead, embrace a willingness to 
grow through hardships. 
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7 Objectified 
Body Image in Sport 

The first notion of body image arose in 1935 when Dr. Paul Ferdinand Schilder 
defined body image as the picture of our bodies formed within our minds.1 It 
may seem as though not much has changed since then; however, this simple 
idea developed much complexity over time. 

Today, the experience of body image is multidimensional as individu-
als relate to various experiences within their bodies and the world. Based on 
images formed in our minds, we develop beliefs about our weight, size, and 
appearance as well as our body as a whole organism and as individual parts. 
Society, relationships, physical attributes, and personality traits all influence 
perceptions of our bodies.2 As we internalize cultural body ideals around us, 
our self-worth evolves. Commonly, individuals feel empowered if they fit into 
society’s desirable templates and ashamed if not.3 

As an experience, athletes report body image in three ways. First, they 
describe body image disturbance through distortions of how they see their body. 
This represents the classic image of an individual with anorexia looking in the 
mirror and seeing themselves in a much larger body. 

Second, many athletes describe sensory experiences of their bodies that vali-
date maladaptive beliefs and perpetuate distorted images of their bodies. For 
example, athletes describe feeling “fat” because they feel their stomachs hang 
over the waistband of their pants, their bodies “jiggle” while moving, or they 
experience the sensation of their thighs rubbing together. Neurobiologically 
speaking, increased awareness of previously unconscious somatosensory expe-
riences reflects the dominant pattern of brain activity.4 Essentially, the more 
athletes evaluate themselves (think about aspects of their bodies that they do not 
like), the more self-aware they become (more attuned to those aspects of their 
bodies). For some, this means that they have sensory experiences of negative 
body image. While athletes may have sensory experiences that create awareness 
of their insecurities, it is important to remember (and remind them) that fat is 
not an emotional feeling. Encourage athletes to identify the emotions that they 
feel when they have sensory experiences of being “fat.” 

Finally, athletes experience themselves through the eyes of others. This 
means that they project their insecurities onto the perceptions of others and 
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assume other people notice all of the imperfections created within their own 
minds. 

In addition, experiences of body image vary based on context. Athletes report 
experiences of athletic body image and social body image.5 Athletic body image 
describes individual experiences of their bodies while engaged within their 
sport or athletic community. Social body image refers to athletes’ experiences 
of their bodies outside of sport. 

For example, a female runner may feel insecure in her body while training 
with other runners because her body does not conform to the runner’s body 
ideal. But being lean and athletic, she feels confident in her body while attend-
ing classes or family gatherings. Rugby players tend to have the reverse expe-
rience. Valued for strength and power, female rugby players frequently have 
larger bodies. They may feel confident and secure in their bodies while training 
and competing; however, in non-sport contexts such as academics, they might 
feel insecure because their bodies do not represent the traditional depiction of 
femininity and beauty. 

Developmental Considerations 
Puberty tends to be an awkward phase of life for all individuals, regardless of 
pre-existing body image concerns. Generally speaking, this metamorphosis, 
which transitions children’s bodies into those of adolescents, leads to improve-
ments in self-esteem among males and declines in self-esteem in females.6 In 
fact, males are more likely to feel dissatisfaction for being too small. I com-
monly have adolescent male athletes in my office discussing their strategies to 
gain weight and build muscle as they prepare for high school sports and plan 
for their college athletic careers. 

Females, on the other hand, naturally gain weight as their body develops 
and prepares for reproductive maturity. Throughout puberty, females may gain 
an average of 50 pounds, including 20–30 pounds of fat, which is deposited 
primarily on the hips, thighs, buttocks, and waist.7 This change in body com-
position not only influences their experiences of appearance. It may also affect 
aspects of sport performance, such as endurance, power, agility, and balance, as 
athletes adjust to the changes in their bodies.5 Furthermore, athletes participat-
ing in aesthetic sports (such as gymnastics or figure skating) may experience 
biases based on sport ideals favoring childlike (prepubescent) bodies. Likewise, 
uninformed coaches and parents may encourage weight loss in support of ath-
letic performance at the detriment of physical and psychological health. 

Body dissatisfaction during puberty appears to be most common among Cau-
casian females.7 This does not mean that athletes of other races, ethnicities, 
genders, or sexes are not negatively impacted. In fact, puberty and the transi-
tion into adolescence may be particularly challenging for gender nonconform-
ing individuals. For these individuals, the maturation of one’s body may pose 
specific challenges because their gender expression feels contradicted by their 
bodies assuming more defined sex-based characteristics. For example, gender 
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nonconforming females may struggle with the development of breasts or onset 
of menstrual cycles because these physical characteristics remind them of the 
incongruence between their biological sex and gender identity. On the contrary, 
gender nonconforming males may feel challenged by the growth of facial hair 
for the same reason. 

Sex-Based Differences 
Body image is influenced by industries that seek to make profits off body dis-
satisfaction. Internalized standards for body ideals are sex-based. Females tradi-
tionally desire thinness and focus on weight loss as a means for achieving ideal 
bodies. More recently, however, the slogan of “strong is the new beautiful” has 
taken mass marketing and social media by storm. As a result, instead of the 
waif-like body ideal, many females also now desire strong, toned bodies. They 
want to be thin and muscularly defined. 

Males, on the other hand, are fed images of men with sculpted abs and bulg-
ing muscles. Similar to the more modern female body ideal, men often desire 
to lose body fat while maintaining lean muscle mass. Coined the Adonis Com-
plex, males seek muscularity, bulk, and power as they pursue hypermasculine 
ideals.8 I witness this challenge in my own practice as young, prepubescent 
males strive for larger shoulders and more defined abs, desiring the bodies of 
grown men (who may be artificially muscular). For some, these concerns may 
lead to muscle obsessions and compulsive exercise, resulting in clinical issues 
such as muscle dysmorphia.9 For more on muscle dysmorphia, please refer to 
Chapter 1. 

Other common body image concerns among males include efforts to avoid 
being (or feeling) fat and looking chubby (or flabby).7 As discussed, they often 
pursue weight gain to support the development of their upper bodies (shoul-
ders, chests, and arms) and abdominal muscles in pursuit of the V-shaped body 
ideal.7,9 Beyond the aesthetics of masculinity, males may also struggle with 
dissatisfaction about other aspects of their bodies including their complexions, 
facial features, breast fat, and penis size.9 Ranging from mild insecurities to 
obsessive preoccupations, these concerns may develop into BDD. 

The term “threatened masculinity” refers to an attempt to establish “male-
ness” among social groups.9 This concept originally refered to men trying to 
reestablish their sense of power and competence as women entered the work-
force.8,9 But one study found that males establish dominance hierarchies among 
themselves based on perceived maleness.10 The results of this behavioral obser-
vation revealed that school-aged boys chose the best-looking, most athletic, and 
physically mature peer as their pack leader. 

It is hard to discern whether dominance hierarchies are a response to perceived 
threats such as women’s rights movements or are based on more primitive needs 
such as survival and natural selection. Regardless, it is important to understand 
that males struggle with body image in a multitude of ways and these insecu-
rities may lead to clinically significant issues. Equally important is to realize 
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that males experience body dissatisfaction differently than females. They are 
more likely to be concerned about how their belt fits than their thighs touch-
ing. Standardized assessments may miss these differences, and males may feel 
invalidated when their experiences of body dissatisfaction are characterized by 
female concerns. As is the theme of this book: Ask questions and be curious. 
Avoid assumptions and always explore. 

Sport-Specific Concerns 
In addition to the social media and mass-marketing campaigns, athletes face 
sport-specific body ideals that influence the experiences of their bodies. As 
discussed earlier, contextual body image refers to the idea that athletes may 
feel confident in their bodies in one aspect of life (school) but struggle with 
body dissatisfaction in another part of life (sport). Sport uniforms and clothing 
as well as subjective judging play into these experiences of contextual body 
image. Body image disturbance in either context may lead to disordered eating 
and eating disorders. 

In recent years, social media added to the mix of body awareness and body 
image concerns. Athletes are inundated with images of themselves as photogra-
phers and fans snap pictures of them at all points of performance and training. 
Unrequested and likely not Photoshopped, these images flood social media 
feeds. Today’s athletes bear witness to themselves deep in performances and 
compare those images to other athletes and sport ideals (some of which may be 
altered or staged). Twenty years ago, athletes were excited to make the sports 
section of a local newspaper. Today, many athletes dread the flooding of images 
on a daily basis. 

Body image also takes on a physical component as athletes evaluate their 
body’s ability to perform at high levels. Athletes may experience negative body 
image because they struggle with speed, agility, endurance, or power/strength-
to-weight ratios. These challenges may lead them to believe that they are carry-
ing extra weight. Coaches, teammates, and images of sport-specific body ideals 
may reinforce these beliefs. Most athletes embrace competitive sport ethics, a 
desire and willingness to overcome barriers to success.11 This means that they 
are willing to conform to ideals if that supports improved performance; how-
ever, bodies perform at their highest levels when they are honored and cared 
for as genetically unique organisms and not forced to conform to unnatural 
standards. The best of intentions may lead to serious physical and psychologi-
cal health concerns. 

Acceptance Doesn’t Mean Approval 
In her book The Body Is Not an Apology, Sonya Renee Taylor commented 
that when people do not see themselves reflected in the world in which they 
exist, they come to conclusions about what that means about their worth.12 She 
considered invisibility to be a statement. We exist in a world that is inundated 
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with images of bodies—ideal bodies. From the invention of Photoshop to the 
underground market of anabolic steroids, our society created aesthetic perfec-
tion under the illusion of “real” bodies. These images do not reflect actual 
human bodies. But these impossible standards are internalized by athletes at all 
levels. It is more common to witness a photoshopped and posed athletic body 
through media than to observe an unedited real body in action. 

Body terrorism describes the idea that bodies are assigned value and worth 
based on where they fall on a hierarchy of desirable bodies.12 Body image 
concerns may lead athletes to moments of self-doubt and fear, resulting in poor 
performances and perpetuating the belief that their bodies are the problem, not 
the world around them. Furthermore, improving body image does not guarantee 
that athletes who are judged by appearance will no longer experience discrimi-
nation based on their body size or shape. This is because negative body image 
reflects issues of social construct, not individual pathology.3 In addition, body 
image concerns and body dissatisfaction come at a cost: athletes’ time, money, 
and energy.3 They may be driven to compromise relationships and performance 
in hopes of finding confidence, contentment, or satisfaction. 

Typical efforts to manage body image concerns include avoidance and 
appearance fixing tactics.3 These efforts may alleviate anxiety in the moment 
but do not provide long-term relief. Such short-term solutions often lead to fail-
ure and disappointment, perpetuating the avoid/fix cycle. Instead, athletes must 
use facts and feelings to breed acceptance. I explain to athletes that acceptance 
does not mean approval, but it allows them to maintain their emotional integrity 
by separating events or circumstances they cannot control (such as genetics or 
sport cultures) from their emotional experiences. 

In her book, Taylor differentiated between fear and danger by asking whether 
people are afraid of true peril or the unknown?12 Her antidote is to become fear-
facing, to look at the source of fear and question its origins. The unknown of 
body acceptance is terrifying to some athletes based on the what-ifs that fill their 
minds. Most body image fears are based on -isms (sizeism, weightism, ableism, 
racism, sexism, ageism, elitism, etc.). That said, some are based on real-life 
traumas (scrutiny by judges, coaches, or competitors and sexual assault). By 
examining the sources of fear, athletes develop a new perspective about their 
fears as well as underlying motivations for wanting to change their bodies. 
Instead of being influenced by the what-if, they can start to respond to what is. 

Finally, it is important to remember that body image disturbance is often 
the last symptom of eating disorders to remit. I normalize that athletes may 
never love their bodies and approach the treatment of body image concerns by 
promoting body acceptance, not body positivity or self-love. Body acceptance 
means that no body is inherently good or bad, perfect or flawed; it just is. The 
truth is that no one loves their body all of the time. Nor do athletes need to love 
their bodies (or pretend to) to be psychologically healthy. We all have periods 
of body dissatisfaction, but, for those who practice body acceptance, periods of 
body dissatisfaction are momentary and fleeting. Interspersed between periods 
of body dissatisfaction are moments of body acceptance and body gratitude. 
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The fluidity of body acceptance creates a sustainable approach to neutral body 
image. 

I encourage athletes, at all points of recovery, to practice daily body grati-
tude. Thankfulness may range from the body’s resilience to endure and recover 
from eating disorders to an ability to perform in sport. Athletes may express 
gratitude for their bodies through values-based activities such as hugging some-
one they cherish. Some may even list appearance-based gratitude. There is no 
right or wrong. The only goal is to shift the focus away from what is “wrong” 
with the body by identifying what is “right.” Body gratitude helps to balance 
out body dissatisfaction, supporting body acceptance. 

Action Steps 

1. Encourage athletes to set boundaries on their social media consump-
tion to minimize their exposure to “ideal” bodies as well as reduce 
their experiences of being flooded by images of their own bodies. 

2. Explore how fear and body image interact to maintain disordered 
eating behaviors. 

3. Conceptualize body acceptance to help athletes understand that they 
do not need to love their bodies to make peace with them. 

4. Support the development of body gratitude as athletes work through 
nutritional rehabilitation. 
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8 Imbalanced 
Relative Energy Deficiency in 
Sport (RED-S) 

In 2014, the International Olympic Committee (IOC) published a consensus 
statement to address the ever-growing population of athletes pushing their 
bodies to the limits in pursuit of performance excellence. Relative Energy 
Deficiency in Sport (RED-S) serves as an update to the 2004 IOC Consensus 
Statement, the Female Athlete Triad.1 As a review, the Female Athlete Triad 
refers to a relationship between EA, menstrual dysfunction, and low BMD. 
RED-S was born in response to increasing evidence that low energy availability 
(LEA) affects more than reproductive and bone health among females. 

Relative Energy Deficiency in Sport encompasses a syndrome that affects the 
metabolic rate, bone health, immunity, protein synthesis, cardiovascular, repro-
ductive, and psychological health among athletes of all sexes.1,2 Furthermore, 
RED-S describes a relationship between physical health and EA. Athletes may 
suffer from RED-S when their nutritional intake becomes insufficient to sup-
port their daily energy expenditure (including energy requirements for health 
and physiological functioning, activities of daily living, and sport).3 It may 
include but does not equate to psychological distress nor do RED-S symptoms 
guarantee the diagnosis of an eating disorder. 

The ACSM described three distinct etiologies for energy imbalances in 
athletes.4 These etiologies included eating disorders and comorbid mental ill-
nesses, intentional but poorly informed efforts to change body composition 
in favor of performance outcomes, and a failure to increase energy intake to 
compensate for increased energy expenditure through exercise. As discussed 
in previous chapters, athletes may utilize disordered eating behaviors such as 
restricting, fasting, diet pills, laxatives, and vomiting to achieve their goals of 
changing their body composition.4 The decision to engage in these behaviors 
may be entrenched in team or sport culture; however, it might also come from 
a widely used but poorly referenced resource: the world wide web. 

It is important to distinguish which of the etiologies leads athletes to energy 
imbalances. We cannot assume that all athletes who struggle with RED-S 
have eating disorders, nor can we assume that all athletes who experience the 
effects of energy imbalances purposefully restrict their intake. Research dem-
onstrated that some athletes simply do not experience increased hunger despite 
heavier training loads.4 We must acknowledge that some athletes may practice 
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disordered eating and be psychologically healthy (meaning that they practice 
such behaviors with flexibility and are able to normalize their eating habits 
when an identified goal passes), although, no matter the origin, RED-S com-
promises athletes’ health and must be addressed appropriately by medical and 
nutritional professionals (and psychological support as indicated). 

Low Energy Availability 
Low energy availability results from restricted nutritional intake, increased 
exercise loads, or a combination of both. It is difficult to accurately quantify 
EA because of a lack of standardized protocols for the assessment of energy 
intake and expenditure, as well as concerns regarding the reliability and valid-
ity of self-reported metrics.1 However, an operational definition of EA exists to 
help healthcare professionals assess EA concerns among athletes.2 

EA = Energy Intake (kcal) – Exercise Energy Expenditure (kcal)/ 
Fat-Free Mass (FFM) (kg) 

To achieve healthy physiological functioning for females, athletes typically need 
an EA of 45 kcal/kg FFM/day.5 Physiologically, the body is negatively impacted 
at an EA of less than 30 kcal/kg FFM/day, making this the threshold for LEA.2 

However, as discussed in Chapter 4, genetic differences influence how bodies 
respond to EA. This means that some individuals may require higher values 
of EA to maintain their health as well as experience the detrimental effects of 
LEA at EA values greater than 30 kcal/kg FFM/day. For example, one study 
found that sustained LEA at levels above 30 kcal/kg FFM/day induced amenor-
rhea among some females.6 The inverse may also be true for other individuals 
meaning that they may not become amenorrheic at EA values less than 30 kcal/ 
kg FFM/day,6 although EA below 30 kcal/kg FFM/day exceeded 50 percent 
predictable probability of individuals experiencing amenorrhea.6 

Health Consequences 

Relative Energy Deficiency in Sport describes the relationship between LEA and 
impaired health. Expanding beyond the Female Athlete Triad, RED-S encompasses 
the endocrine, metabolic, hematological, cardiovascular, GI, immunological, psy-
chological, and growth and development concerns of LEA.1 For more information 
about the direct effects and medical concerns of LEA, please refer to Chapter 4, 
which discusses the medical complications related to energy imbalances in detail. 

Performance Consequences 

The pursuit of performance excellence may inadvertently take athletes straight 
out of competition. RED-S is associated with multiple performance-interfering 
factors such as declines in endurance, muscle strength, training response, 
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glycogen stores, concentration, and coordination, as well as increased risk of 
injury or illness, impaired judgment, and negative psychological shifts leading 
to depression and irritability.1 Interestingly, anxiety does not show up on the 
performance effects of RED-S in the literature; however, I have yet to work 
with an athlete who experiences LEA and does not have comorbid anxiety 
(although in some, it may be far less concerning than others). 

Diversity Considerations 
The conceptualization of RED-S developed a framework for working with ath-
letes of both sexes; however, research has yet to develop a clear understanding 
of how energy imbalances affect athletes of diverse backgrounds. The 2018 
IOC consensus statement update noted a clear need for better understanding 
the energy needs of Paralympic athletes.2 For example, research has not investi-
gated the energy expenditure of aberrant movement patterns or prosthetic use as 
well as the significance of impaired bone health due to altered skeletal loading. 
Likewise, the update called to attention the poor representation of athletes with 
diverse racial and ethnic backgrounds. Thus far, research does not accurately 
represent LEA among African-American, Hispanic, and Asian athletes.2 

Screening and Risk Assessment 
Disordered eating practices are widely accepted in sport. Because RED-S can 
exist in athletes of all body types (including those who appear to be at a healthy 
weight), it is critical to screen for RED-S during annual physical exams. An 
in-depth screening to rule out RED-S includes the assessment of: 

• Hormone health/reproductive health 
• Bone health/DXA (as indicated) 
• Electrolyte levels 
• Metabolic functioning 
• Cardiac health/electrocardiogram (as indicated) 
• Psychological health3 

Additionally, healthcare professionals can use the following list as red flags 
indicating that athletes may be experiencing RED-S: 

• Substantial or rapid weight loss 
• Weight fluctuations 
• Prolonged periods of abnormally low body fat percentages 
• Prolonged periods of LEA to achieve performance goals 
• Abnormal menstrual cycles or delayed menarche 
• Endocrine dysfunction 
• History of stress fractures 
• Recurrent injuries or illnesses 
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• Interruption of expected growth and development (adolescent athletes) 
• Decreased or inconsistent performances 
• Mood and/or social behavior changes 
• Presence of disordered eating or an eating disorder3 

Sport Participation 
The IOC RED-S consensus statement included a guide for healthcare profes-
sionals who support athletes with RED-S. The model is divided into green, 
yellow, and red lights and breaks down the decision of allowing athletes to 
participate in (or return to) sports.1,3 

Green light reflects athletes who are medically and psychologically healthy 
and adequately nourish their bodies. These athletes are considered low risk for 
RED-S. 

Yellow light reflects moderate risk and encourages providers to proceed with 
caution as they address RED-S symptoms. Athletes who are medically stable 
and compliant with treatment recommendations are permitted to continue par-
ticipating in sport (although their training loads may be modified to support the 
restoration of their health). Athletes who are not medically stable or are unwill-
ing to comply with treatment are removed from active sport participation. Note: 
The interruption of physical activity does not mean that athletes cannot partake 
in team activities. Maintaining their connection with the team is encouraged to 
support their athletic identity and psychological health (assuming that athletes 
have positive associations with their team). 

Red light indicates high risk and recommends complete interruption of physi-
cal activity. These athletes are medically compromised, and it is unsafe for them 
to continue participating in sport until medically cleared. Again, these athletes 
may attend practices if their treatment team believes that it positively supports 
their psychological health. 

Although not empirically validated, the British Journal of Sports Medicine 
published the RED-S Clinical Assessment Tool (CAT). Designed to guide 
healthcare professionals through the decisions of assessing and treating athletes 
with RED-S, this is a free resource that you can download online through the 
journal website.3 See the reference list for the web address. 

Case Study: RED-S 

Scarlett is a 21-year-old Caucasian cisgender female Division I NCAA 
student-athlete. As a junior, she prioritizes her academics while also 
maintaining the number 3 position on her school’s cross-country team 
(XC). Scarlett is perfectionistic and high achieving. She is the ultimate 
competitor, and self-sacrificing is synonymous with her name. Scarlett 
is currently recovering from RED-S after years of being amenorrheic. 
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When she was a freshman preparing to join the cross-country pro-
gram, Scarlett’s university sports medicine team completed a thor-
ough physical examination to ensure that her body was medically 
healthy and prepared to train in a collegiate program. At that time, 
Scarlett reported amenorrhea to the sports medicine team. She elabo-
rated that she began menstruating in eighth grade and had regular 
cycles prior to becoming amenorrheic during her sophomore year of 
high school. Scarlett noted that her mileage increased substantially 
after a strong freshman season, when she began to entertain the 
idea of running DI. Scarlett stated that she has not menstruated since 
then. Her university sports medicine team recommended that Scarlett 
start OCPs to jumpstart her period. She was also referred to an RDN 
trained in sports nutrition. 

As her freshman year of college progressed, Scarlett worked with 
the RDN to ensure adequate energy intake and started monthly with-
drawal bleeds as a result of taking OCPs. She worked closely with the 
RDN and heeded all advice on performance-based nutrition. Scarlett 
continued to eat cleanly and avoided processed foods to optimize her 
performance. She struggled to maintain her weight because of the 
increased training load of her college program but denied restricting 
her intake or efforts to lose weight. She indicated that she ate when 
she was hungry and allowed herself to eat to the point of fullness. 

Scarlett was sick frequently throughout her freshman year of col-
lege and prone to catch whatever virus went through the team or her 
college dorm. 

Entering her sophomore year of college, Scarlett experienced a 
stress fracture in her foot during preseason training. She was baffled 
by the injury because she continued to experience monthly periods 
and followed the recommended meal plan. Determined to maintain 
her fitness, Scarlett cross-trained by swimming and pedaling the arm 
bike. She hoped to compete during the XC season despite the injury. 
Scarlett spent nearly every day in the athletic training room working to 
recover and return to running as quickly and competitively as possible. 

She successfully returned to XC that fall and played a vital role in 
her team’s success at their conference championships. Because Scar-
lett had a shortened XC season, she decided to train more intensely 
than usual during a short off-season to prepare for indoor track. Three 
weeks into the indoor track season, Scarlett experienced pain in her 
hip. She assumed that it was a soft tissue injury and continued to run 
through the pain in addition to rehabbing before and after practice.The 
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week before her conference championships, Scarlett could no longer 
run through the pain. She could barely walk and was diagnosed with 
another stress fracture. 

As a result of two stress fractures in recent months, the sports 
medicine team ordered a DXA scan to evaluate Scarlett’s bone health. 
Her bone scan showed Z-scores of –1.9 in the spine, –1.5 at the femo-
ral neck, and –2.0 at the total hip. 

The team physician told Scarlett that she had osteopenia. After 
confirming that Scarlett was menstruating monthly, she was once 
again referred to the RDN to ensure that she was eating adequately. 
Scarlett agreed to supplement with calcium and vitamin D and com-
pleted a nutritional recall to better assess her EA. 

At this point in Scarlett’s case, two issues arise. 

1. Scarlett was mistakenly encouraged to take OCPs to protect her 
bone health. We know from Chapter 4 that OCPs do not protect 
bone health. During a vital period of bone formation, instead of 
tracking Scarlett’s hormonal and reproductive health, she and the 
athletic staff mistakenly assumed that her body was healthy due 
to a monthly withdrawal bleed. 

2. Scarlett does not have osteopenia, but in fact, osteoporosis. 
Osteopenia is only diagnosed in adults 50 years and over. Fur-
thermore, because she is a weight-bearing athlete, we expect her 
bone density to be higher compared to nonathlete peers per the 
IOC and ACSM. See Chapter 4 for more on this discussion. 

Feeling depressed and anxious about missing the remainder of her 
indoor, and likely outdoor, track seasons, Scarlett reached out to a 
clinical sport psychologist to work through the mental challenges of 
injury. As she and her therapist worked through Scarlett’s issues, the 
therapist checked in several times regarding fueling habits to rule 
out an eating disorder. She described herself as a “clean eater” and 
denied purposeful restricting, purging, and bingeing behaviors. She 
trained per her coach’s plan and rarely did anything extra. 

Scarlett indicated that she worked closely with an RDN to ensure 
appropriate intake but struggled to maintain a healthy weight while 
training at the collegiate level. At that point, Scarlett was still on OCPs, 
and nobody had checked her estrogen levels.The therapist expressed 
concern about Scarlett’s use of OCPs, citing research that OCPs do 
not support bone health in amenorrheic individuals. The therapist 
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obtained a release of information and also shared these concerns 
with Scarlett’s sports medicine team. 

Upon discontinuing the OCP, Scarlett stopped having monthly with-
drawal bleeds. After three months of no indication of a menstrual cycle, her 
therapist referred Scarlett to a gynecologist to discuss her hormone and 
reproductive health.The gynecologist ordered a number of labs, including 
estradiol. Scarlett’s estradiol levels came back concerningly low at 16 pg/ 
mL. Between her DXA scan, low estradiol levels, recent stress fractures, 
depression, and history of frequent viral infections, it became clear that 
Scarlett had RED-S despite her efforts to fuel her body adequately. 

Scarlett, concerned about her health with regard to both her NCAA 
career and long-term well-being, agreed to work with the RDN to gain 
weight to improve her health. She accepted that she would need to 
shift her body composition in favor of a higher body fat percentage 
to restore menstruation and improve her hormone and bone health. 

She was not eager to gain weight and worried about how her lean 
body would change but worked diligently to follow the recommenda-
tions of the RDN. Scarlett followed every nutritional recommendation 
with the goal of restoring her health. Her early efforts yielded little to 
no progress regarding weight restoration, so Scarlett agreed to reduce 
her exercise load to improve her EA. With increased nutritional intake 
and a 50 percent reduction in her weekly mileage, Scarlett began gain-
ing weight at a slow and steady pace. She gained about a half-pound 
per week for three months and resumed menstruation as she learned 
to maintain a healthier weight and body composition. 

As Scarlett prepared to start preseason for her junior year, her treat-
ment team slowly and thoughtfully allowed Scarlett to increase her 
training load. Each increase in training resulted in an addition to her 
meal plan. She tracked her menstrual cycle and agreed to hold off on 
increasing her training if her period was late or absent. Scarlett success-
fully returned to competing at the DI level while protecting her health 
and continued to menstruate monthly throughout her collegiate career. 

Action Steps 

1. Use annual exams to routinely rule out RED-S for all athletes. 
2. Track red flag warnings throughout athletes’ seasons to identify the 

potential development of RED-S. 
3. Assess the appropriateness of athletic participation with the IOC 

consensus statement’s red/yellow/green light guidelines when ath-
letes are recovering from RED-S. 
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9 Passion versus Placation 
Understanding Movement Among 
Athletes 

Discerning between athletic training for the pursuit of sport excellence versus 
the maintenance of eating disorders can be confusing. On the outside, what 
appears to be an unhealthy practice of movement might reflect the reality of 
competing in a specific sport or at a particular level of sport. It is easy to define 
exercise behaviors as “disordered” when working off assumptions. Likewise, 
it is easy for athletes to reduce concerns about exercise habits because of sport 
culture norms. The reality is that some athletes train to the extent that they 
compromise other aspects of life in pursuit of athletic goals with a high level 
of self-awareness. Other athletes claim to be training for something meaningful 
but use sport as a guise for maintaining an eating disorder. 

To understand the motivation behind movement and detect maladaptive exer-
cise patterns, we need to expand beyond terms such as “excessive” and “too 
much.” It is essential to challenge labels and stigmas about athletes based on 
the sports in which they participate. There are no set standards for how much or 
how hard athletes need to train to achieve their goals. Only curiosity will truly 
allow healthcare providers to understand the relationship between movement 
and athletes’ psychological health. 

Variations of Overexercise 
Since the inception of eating disorder diagnoses, terms describing the maladap-
tive relationship between movement and these mental illnesses have endlessly 
evolved. Today, research continues to explore the relationship between eating 
disorders and maladaptive exercise patterns; however, the lack of standardized 
terms and operational definitions continues to complicate our understanding of 
the relationship between the two. 

Most recently, three terms received significant attention in the literature: 
excessive exercise, compulsive exercise, and compensatory exercise.1 Exces-
sive exercise refers to time, frequency, and intensity. When considering the 
norms of athletic training among athletes, this term becomes irrelevant. What 
may appear excessive to some might reflect the physiological demands of train-
ing at a certain level within a given sport. 
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Compulsive and compensatory exercises have more relevance for working 
with athletes. Compulsive exercise describes an intense drive to manage dis-
tress through movement.1,2 The drive is commonly associated with attempts 
to manage body shape and size. Individuals may also use exercise to manage 
uncomfortable feelings (both emotions and physical sensations). Compulsive 
exercise occurs both as a preventive measure (“I must exercise today to man-
age my anxiety.”) and as a reactionary response (“This feels uncomfortable; 
go for a run.”). These thoughts and behaviors are automatic and typically arise 
without forethought, although athletes may also plan for the completion of their 
exercise compulsions if a workout does not go according to plan. For example, 
if an athlete plans for a 30-minute workout but completes only 25 minutes, they 
may find a way to complete another 5-minute workout later in the day. This 
example also highlights that compulsive exercise is not always about exercising 
in excess. Rather, it is often about completing specific plans that neutralize body 
image concerns for the day. Compulsive exercise is commonly associated with 
other obsessive-compulsive traits, including perfectionism.2 

Compensatory exercise reflects the use of exercise to manage the effects of 
nutritional intake on weight and shape.1 This reactionary behavior is a form 
of purging, although a more subtle version of this exists as well. I often work 
with athletes who exercise ahead of time to compensate for what they will eat 
throughout the day. Instead of eating to fuel the body, they proactively manage 
their anxiety about eating by exercising (compensating) at the start of the day. 
This is a preventive purge rather than a reactionary one. 

Equally noteworthy is exercise dependence. Exercise dependence describes a 
craving for physical activity, which leads to extreme exercise practices and results 
in negative physiological and psychological consequences.3 Based on a model of 
addiction, exercise dependence is conceptualized similarly to alcohol dependence. 
A proposed diagnosis of exercise dependence includes the following criteria: 

• Tolerance: Ongoing increases in duration, frequency, or intensity to 
achieve the desired effects 

• Withdrawal: Attempts to interrupt the behaviors result in unpleasant 
symptoms 

• Intention effects: Current behaviors exceed the original intention for 
exercise 

• Loss of control: Inability to interrupt exercise behaviors despite a desire 
to do so 

• Time: Dedicates a significant portion of time to exercise 
• Reduction in other activities: Interferes with social, occupational, and 

recreational activities 
• Continuity: Continues to exercise despite physical and psychological 

concerns4 

When reflecting on each of the above terms, it becomes clear that the moti-
vations behind maladaptive exercise behaviors (MEB) are incongruent with 
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athletic success. While the treatment goal for each of these concerns may 
be the same (interrupt maladaptive thoughts and behaviors while establish-
ing healthy exercise behaviors), understanding the motivation behind move-
ment is important. This knowledge leads to specific treatment interventions 
designed to address the psychological drive underlying the maladaptive 
behavior. 

For example, I intervene with exposure-response prevention techniques 
for athletes with predispositions for obsessive-compulsive traits and compul-
sive exercise behaviors. For athletes struggling with compensatory behaviors, 
I focus on developing distress tolerance and emotional regulation skills. For 
individuals who identify as athletes because of their attachment to movement 
behaviors but do not actually train or compete in sport, I begin with values, 
exploring where joy and play fit into their current behaviors. 

For the purposes of this book, I will clump the above patterns of move-
ment under the general term of “maladaptive exercise behaviors.” MEB 
refer to athletes who use exercise to manage their preoccupations with body 
shape and size as well as overly rely on movement to manage their internal 
states. 

Fitness Defined 
Fitness developed a lot of hype over the past few years with big pushes toward 
concepts such as “strong is the new beautiful.” When consuming mass media, 
two messages appear: You need to be fit, and you need to look fit to be desirable, 
acceptable, and worthy in our society. But fitness is not black and white. There 
is no “fit” or “not fit” measurement. Some individuals may appear fit but have 
little fitness. Likewise, some individuals may look unfit but have a tremendous 
amount of fitness. So, what is fitness? 

Fitness is a multifaceted construct that involves many aspects of the human 
body’s potential for growth and improvement. That said, the definition is sur-
prisingly simple. Fitness, as defined by the U.S. Department of Health and 
Human Services (HHS), is the ability to carry out the activities of daily life 
with vitality and without undue fatigue as well as experiencing plentiful energy 
to enjoy recreational activities and to respond to emergencies.5 From there, fit-
ness is broken down into categories: cardiorespiratory fitness, musculoskeletal 
fitness, flexibility, balance, and speed of movement. The HHS distinguished 
performance-related fitness as factors that contribute to athletic excellence (AE) 
such as aerobic endurance or power, muscle strength and power, flexibility, 
speed of movement, and reaction time.5 

It is ironic that the general population defines fitness by appearance when 
the very definitions of fitness have nothing to do with aesthetics and instead 
reflect physical abilities and physiological adaptations. The term “fitness” has 
become a social construct, a money-making industry for many businesses, and 
a way to promote insecure sources of confidence through preoccupations with 
physical appearance. 
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Fitness Influencers on Social Media 

Noncompetitive athletes or exercisers tend to follow the same routines day after 
day for weeks and months at a time. They might add weight, increase time, 
or mix up their exercises, but they lack guidance from a program designed to 
facilitate measurable fitness gains. More recently, many individuals rely on 
social media influencers for workout routines. Many of these influencers do not 
have education or specialized training in fitness and health. Sometimes, their 
only credentials are their physical appearance. Naïve athletes identify them as 
reputable sources because they look fit and have desirable bodies. And so fol-
lows my lesson on social media and the fitness industry: 

1. Social media fitness influencers and the fitness industry profit off body 
dissatisfaction. The message they sell is that your body is not enough 
(thin enough, muscular enough, toned enough). They promise that if you 
follow them or buy their products, you will be happier. But this system 
does not guarantee happiness, confidence, or results. It only leads to 
dependence on the products or services (which is how they profit). 

2. Without formal education or training, some social media influencers gather 
their information off the Internet too. They may not understand periodiza-
tion, fitness progressions, or anatomy and physiology. It is likely that 
they do not know the definition of fitness or HHS exercise 
recommendations. 

3. They may not have a proper form or technique. Likewise, these platforms 
do not allow for coaching others on form and technique. You trust them 
intrinsically not to harm you but have to accept that you may be injured 
without proper guidance. 

I share this knowing that there are many qualified fitness professionals who use 
online platforms to positively influence individuals. The moral of the story is to 
research fitness professionals’ backgrounds and education before subscribing 
to their programs. If the person or product has no credentials, pass. Encourage 
athletes to find reputable sources that support their goals and values. Better yet, 
refer them to a trustworthy fitness professional who you know and trust. 

Periodization: Planned Training With a Purpose 
When treating athletes with eating disorders, specifically those who struggle 
in their relationship with exercise, it is important to understand the premise for 
how training is programmed annually. There is a science behind developing 
fitness and improving competitiveness. It is called periodization. 

Periodization is a thoughtful progression designed to improve both gen-
eral and performance-related fitness over the course of a season. This con-
cept involves increases in duration, frequency, and intensity of exercise and 
integrates purposeful rest and recovery periods. Rest is actually when the 
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body adapts to the training load. Many athletes do not know that their bodies 
get stronger during rest, not work. When training, athletes’ bodies are being 
loaded (stressed) by the workout, and they are not making performance gains 
in the moment. Without rest, there is no progression—just fatigued bodies with 
increased chances of overtraining and injuries. 

Because of technology, we have many ways to measure intensity through 
training devices such as heart rate monitors, power meters, and old-school 
stopwatches. While these devices provide excellent feedback for athletes and 
coaches, it is also vital to understand intensity from an internal perspective. 
RPE is a scale designed for individuals to assess their perceived effort during 
training. When treating eating disorders and MEB, I rely on this scale to help 
athletes develop a better understanding of their bodies’ responses to exercise. 
Heart rate, breath, physical sensations, and the ability to sustain intensity over 
a period of time are combined to assess RPE. 

RPE Scale 

1–2 
Very light activity. Hardly exerting energy. 
3–4 
Light activity. Expending energy but can sustain this pace indefinitely. 
5–6 
Moderate activity. Comfortably exerting self. Able to carry on con-
versations with occasional pauses. Can maintain this pace for a long 
period of time (hours). 
7 
Somewhat hard. Working to maintain intensity. Breath quickens and 
heart rate elevates. Feel challenged. Able to maintain for long intervals 
of time with focus. Brief sentences or short replies. 
8 
Vigorous activity. Challenged by exertion. Controlled deep breathing 
and elevated heart rate. Able to maintain for short intervals (<15 min-
utes). No desire to speak but able to acknowledge others. Brief replies. 
9 
Very hard. Breath quickens and heart rate elevated. Focused on inten-
sity and outcome. Unaware of others. Difficult to maintain for more 
than a few minutes. 
10 
Maximal effort. Max heart rate and breathing. Focused on the outcome. 
Maintain for a very short period of time (seconds). 

Periodization also programs variations in movement as the body responds 
to the training load. For example, to develop strength through musculoskeletal 
loading, athletes start with basic movements (i.e., squats and push-ups) at higher 
reps to build stabilization and develop muscular endurance. Over the course of 
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a season, athletes eventually progress to power strength training which includes 
Olympic lifting (i.e., power clean) and plyometric training (i.e., box jumps).

Alternatively, endurance athletes periodize their cardiorespiratory training. 
They start preseason with long mileage at slow paces. As athletes enter the 
early season, they increase their intensity slowly, working from moderate- to 
high-intensity efforts through interval training. Interval lengths are based on 
the intensity; higher intensity efforts lead to shorter intervals. As athletes enter 
competition season, they focus on maintaining fitness and recovery between 
competitions while making small gains throughout the season. Off-season leads 
to dedicated time out of sport and enjoying other leisure activities.

Reading Between the Lines
With an understanding of fitness and periodization, we now have a foundation 
for detecting nuances between athletes pursuing AE and those struggling with 
MEB. I created a chart to help healthcare professionals conceptualize purpose-
ful, excellence-driven movement compared to maladaptive exercise patterns.

Table 9.1 Comparisons between  the pursuit of athletic excellence and the maintenance 
of maladaptive exercise behaviors

 Athletic Excellence Maladaptive Exercise Behaviors

Exercise Builds fitness
Supports competition

Defines identity

Goal Excel athletically Alter/maintain appearance
Alleviate psychological discomfort

Mindset Flexible
Adaptable
Rational

Rigid
Compulsive
Anxious

Intensity and Volume Varies
Rest: Essential
Sweat: Effort-based
Suffering: As needed

Constant
Rest: Unnecessary
Sweat: Essential
Suffering: Required

Numbers Feedback
Guidance

Obsession
Preoccupation

Performance Incremental progress Plateaus/declines
Plan Seasonal periodization

Interruption: Concern
Illness/injury: Recover  
and adjust

Daily needs/maintenance
Interruption: Intolerable
Illness/injury: Ignore

Knowledge Resourceful
Open-minded
Curious

Untrusting
Close-minded
Resistant

Pleasure Inherent sense of joy
Satisfaction

Boring
Obligation
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The exercise row refers to the purpose behind movement. AE athletes focus 
on developing general and performance-related fitness to improve competi-
tiveness. On the contrary, MEB athletes move to maintain their identities of 
appearing or being fit. They transitioned from training to compete to maintain-
ing fitness under the illusion of athletic pursuits. 

Goal examines the drive behind movement. AE athletes strive to be the stron-
gest competitors possible. They show up to workouts and suffer to improve 
competitiveness. MEB athletes move to alter (or maintain) their physical 
appearance as well as to manage body image insecurities. 

Mindset addresses the psychological experience of exercise training pro-
grams. AE athletes embody flexible, adaptable, and rational mindsets. These 
athletes work with their coaches (sport coaches, strength coaches, PTs, and 
athletic trainers) to adapt their training schedules based on how their bodies are 
responding to training, competition, injuries, and illnesses. MEB athletes strug-
gle with change. They are rigid, compulsive, and anxious about their movement 
plans. They do not adapt their training loads based on injury, illness, or poor 
performances. They move regardless of how they perform, relying on move-
ment to manage their headspace. 

Intensity and volume evaluate the intention behind movement. AE athletes 
understand that workouts vary in intensity and volume. They recognize that 
rest is an essential aspect of training (and likely enjoy days off ). For these 
athletes, sweat is a result of effort. Whether they sweat or not is dependent 
on the intensity of the day and the weather. Likewise, they accept suffering in 
training (and competition) but understand that suffering daily is not essential 
(nor useful) for fitness gains. 

Maladaptive exercise behavior athletes believe that movement must be con-
stant and consistent (meaning that they likely train in a similar way on any given 
day). These athletes see rest as unnecessary and intolerable (the amount of anxi-
ety on a rest day surpasses any potential benefit of rest for performance gains). 
This group values the idea of sweat equity: More sweat equals better (appear-
ance) outcomes. Sweat becomes a satisfier for the management of insecurities 
and body image preoccupation. Finally, this group must suffer to appease the 
insecurities driving their internal distress. Suffering in a daily workout becomes 
a box to check, an insecure source of confidence. 

Numbers. From heart rate monitors and power meters to smartwatches and 
movement trackers, technology changed the game with regard to both tracking 
fitness gains and emphasizing the already compulsive nature of eating disor-
ders. AE athletes use numbers as feedback to guide the training process. These 
trackers indicate when athletes should increase or decrease training loads. For 
example, if an athlete’s heart rate is low and not responding as predicted during 
a given workout, they would likely benefit from a day of rest or low-intensity 
exercise versus following the training plan as originally prescribed. AE athletes 
take extra recovery days as needed to support their performance goals. 
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On the contrary, MEB athletes try harder to get their heart rates back into 
the designated range. They push their bodies further into states of fatigue and 
exhaustion. Their obsessions with numbers mean that they move through injury, 
illness, or under-recovery. Their preoccupation with numbers leads athletes to 
disregard their bodies’ natural cues. They move to satisfy their brains at the 
expense of their bodies. 

Regarding performance, AE athletes follow their periodization and thought-
fully reflect on their fitness progression throughout a season. These athletes 
experience incremental gains as their bodies respond and recover from training 
loads. MEB athletes experience performance plateaus and eventual declines 
due to the lack of recovery and variety in their training plans. 

Plan reflects the seasonal periodization discussed earlier. AE athletes value 
the progression of their training plan, perhaps enjoying specific training periods 
more than others but never choosing to skip over aspects of training because 
they are too slow or boring. Interruptions in their training programs create con-
cern as they are driven toward excellence and want to ensure that they continue 
to pursue their competitive goals. As a result, these athletes work closely with 
their coaches to get back on track. 

Maladaptive exercise behavior athletes value movement for instant gratifica-
tion and view it as a daily necessity. Interruptions to their plans are intolerable, 
and they ignore indicators of needing to modify or adapt their training loads. 
These athletes train through injury and illness; they continue to exercise despite 
the negative effects on their performances. Their reliance on working out to 
manage their headspace interferes with rational and thoughtful responses to 
interruptions. 

Knowledge describes athletes’ desire to improve. AE athletes want to know 
more. They value research and scientifically based recommendations. They 
are curious and open-minded. When coaches bring new information to them, 
they integrate that information into their training plans. MEB athletes mini-
mize the advancement of science and ignore research-driven recommenda-
tions. They operate under the opinion that the science does not apply to them 
or their goals. They resist change. These athletes are close-minded when 
it comes to information that might support their training progression and 
competitiveness. 

Finally, pleasure. Athletes pursue sports because they enjoy particular aspects 
of their sport. They derive a sense of pleasure and joy from participating in 
their sport. AE athletes experience joy and feel satisfied by their participation 
in sport. Certainly, there are days and workouts when sport is a challenge and 
far from fun. But the overall benefits of sport far outweigh hard training days 
or disappointing competitions. MEB athletes lose connection with the inher-
ent joy of their sport. Movement becomes a daily obligation, a mundane and 
boring task that must be completed. Competition may become an unwelcomed 
interruption in their daily exercise plans. They may find ways to train on their 
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own if the competition itself does not satisfy their need to move. They do not 
experience joy or pleasure through workouts. The primary benefit comes from 
managing internal discomfort. 

In each of the above categories, it is essential to realize that athletes do not 
need to check every box to struggle with MEB. Instead, this chart creates an 
opportunity to qualitatively explore athletes’ experiences of sport and exercise. 
I often share my chart with athletes and ask them to reflect on aspects of the 
chart with which they connect. Those that struggle with MEB realize they are 
in the red (my printed charts are color-coded with MEB experiences strategi-
cally placed in a red column). Typically, these athletes do not argue the fact that 
their exercise behaviors are unhealthy, but they may struggle significantly with 
changing them. Others deny that they have a problem and continue to lean on 
“being an athlete” to protect their behaviors even when they clearly fit on the 
MEB side of the chart. 

Conversation Starters 

For healthcare providers not well-versed in sports, the following are sugges-
tions of questions to explore athletes’ exercise habits and motivations. 

Table 9.2 Questions exploring the nature of athletic training and exercise behaviors 

Target Explore 

Value Why do you participate in your sport? 
How does your sport bring you joy? 

Goals What are your short-term athletic goals? 
How do you plan to progress in sport over the next few years? 

Rest How many rest days and/or active recovery days do you take per week? 
and Please describe what active recovery means to you. Do you engage in 

other forms of exercise on your active recovery or rest days?Recovery 
Tell me about your off-season. 

Intensity Based on the RPE scale, how intense is a typical workout? 
How does your workout intensity vary throughout a week? 
Who programs your workouts? How closely do you follow the workouts? 

Volume How many days per week and/or times per day do you train? 
How long are your workouts? 
Do you add time or sets to your workouts? If so, why? 

Flexibility How do you respond to injuries or illness? 
What happens if your workout plan is interrupted? 
What do you typically do during your off-season? 
How do you manage your training schedule when traveling for personal 
(non-sport) reasons? 
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Standardized Scale: Athletes’ Relationship 
With Training Scale (ART) 

Created to address the need for assessment tools regarding training behav-
iors and beliefs among athletes, the Athletes’ Relationship with Training Scale 
(ART) detects MEB among athletes.6 Previous assessments designed to detect 
MEB were standardized on non-athlete populations. Because athletes’ training 
volumes and intensities differ significantly from non-athlete populations, those 
scales were not useful in understanding exercise patterns among athletes. The 
ART is a 15-item self-report questionnaire that can easily be administered by 
healthcare professionals to assess athletes’ training practices. 

The Great Paradox: Exercise in Treatment 
As a graduate student and early career clinician, many of the articles and pre-
sentations I relied on to develop myself as an eating disorder specialist main-
tained the stance that exercise is detrimental to eating disorder treatment. I also 
heard countless arguments against individuals returning to running—ever. But 
in this sea of anti-exercise rhetoric, Drs. Ron Thompson and Roberta Sherman 
stood their ground, stating that athletes could safely participate in sport if they 
were medically stable, nutritionally compliant, and engaged in therapy.8 In fact, 
they encouraged sport participation. 

Over a decade later, evidence now supports exercise for all individuals being 
treated for eating disorders—not just athletes.9,10 The reason for this new rec-
ommendation is that exercise promotes physical and psychological health. It 
is a recommended behavioral intervention to manage depression and anxiety. 
Additionally, exercise facilitates the mind–body connection, allowing individu-
als to experience their bodies in healthy ways. 

Integrating exercise and athletic training into treatment plans requires 
thoughtful preparation and regular monitoring. The ground rules for exercising 
stand: Athletes must be medically stable, nutritionally compliant, and engaged 
in therapy. From there, treatment providers can determine safe exercise plans 
for athletes. The term exercise refers to movement and varies based on the 
level of care and the health of athletes. For some athletes, this could mean a 
10-minute walk. Others might continue to participate in sport at reduced train-
ing loads. Others may continue full sport participation. 

Recently, the Journal of Sport and Health Science published a protocol for 
the therapeutic use of exercise in treatment.9,10 The authors identified 11 keys to 
the successful integration of exercise in treatment: Work as a multidisciplinary 
treatment team, continuously monitor medical status and safety concerns, regu-
larly screen for maladaptive exercise thoughts and behaviors, create a written 
contract outlining the details of the exercise plan, include psychoeducation, 
use exercise privileges to positively reinforce other recovery-based behaviors, 
gradually build intensity and volume, create individualized exercise plans, inte-
grate nutrition into the plan, and regularly debrief with athletes. 
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Exercise Redefined 
As adults, we often forget what so many children intuitively know: Play is exer-
cise. At some point in our lives, we begin to define exercise as purpose-driven 
movement to achieve an outcome goal. But children move for pleasure. They 
run and jump, climb and crawl, traverse across unstable surfaces, and dangle 
from monkey bars purely for joy and personal discovery. They are not trying 
to lose weight, improve their lactate threshold, or increase their vertical jump. 
Kids just want to have fun. 

Being an athlete poses a unique challenge: Training is not always fun or 
enjoyable. Most workouts are designed to stretch athletes’ capacities and capa-
bilities, challenging them both physically and mentally. Despite the arduous 
nature of athletic training, athletes with healthy minds and bodies still find joy 
in their sports. Competition, relationships, community, travel, adventure, and 
success are just a few of the inherently pleasurable aspects of sport. Healthy 
minds pursue sport not just for daily gratification but also as a long-term invest-
ment in values, passion, and pleasure. 

As discussed earlier, athletes with eating disorders and maladaptive relation-
ships with exercise disconnect from enjoying their bodies in motion. They lose 
touch with the pleasure and passion that initially attracted them to sport. Eating 
disorder recovery becomes a process of not only learning to properly fuel the 
body and develop healthy coping strategies. Recovery means reclaiming move-
ment as a source of joy, reconnecting the mind and body, and playfully exercising. 

Mindful and intuitive movement describes the adult version of children’s 
play. As adults, we may not want to swing from monkey bars or slide down 
fire poles, but that does not mean we cannot enjoy movement. First and fore-
most, I purposefully replace the word exercise with movement. Exercise is a 
loaded word; it has many associations with eating disorder roots. Movement 
encompasses all experiences of the body in motion, from an afternoon stroll 
to an intense interval workout or heavy lift. Movement is about being with the 
body in the moment. 

Not surprisingly, redefining exercise starts with mindfulness. Mindful move-
ment encourages a mind-body connection in the present moment, an aware-
ness of one’s physical experiences as they go through the motions. (Sidenote: 
There are certainly times when athletes purposefully disconnect from their 
bodies to endure suffering during an intense workout or competition. The key 
here is “purposefully.” They are aware of their strategies to disconnect, and 
therefore, can also intentionally reconnect with their bodies once the suffering 
passes.) Mindful movement releases judgments and purposefully lets go of the 
shoulds, comparisons, and minimizations which take the joy out of movement 
and disconnect the mind and body. Encourage athletes to experience movement 
through sensations and feelings. Use curiosity to adapt and modify. Open the 
mind up to possibility, and the body will follow. 

Next comes intuition. Intuition describes the ability to know something by 
relying on feelings rather than facts.7 Looking at the Latin origins of intuition, 
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the word intueri breaks down into in “upon” and tueri “to look.”7 Applying this 
to our discussion about mindful and intuitive movement, recovery encourages 
athletes to look upon (or within) their bodies, quieting the mind and listening for 
the body’s reactions to movement. Intuitive movement describes the ability to 
take the body’s responses to training at face value and then use that information 
to guide the training progression. This may involve adding rest days when feel-
ing under-recovered or prone to injury as well as supports increasing training 
loads if the body feels open to additional stress. Likewise, intuitive movement 
reflects athletes’ headspace and supports modifications based on psychological 
and emotional needs. 

As discussed in Chapter 3, athletes recovering from eating disorders struggle 
to experience gut responses. Therefore, the concept of intuitive movement is 
more appropriate for athletes solidly in their recoveries. During the early stages 
of recovery, similar to meal plans, movement needs to be prescriptive. 

Play defines our earliest experiences of exercise and is an essential aspect 
of mindful and intuitive movement. Finding ways to integrate joy, happiness, 
and spontaneity into movement plans is critical for athletes working to restore 
their health. Play brings our minds into the present. We move and feel and sense 
during play. Our hearts light up, and passion follows. Play dismantles rules and 
rigidity, allowing the mind and body to excel. Help athletes develop a lifelong 
healthy relationship with movement. Remind them to play, encourage them to 
explore, and support them in redefining exercise. 

Case Study: Muscle Dysmorphia 

Lance is a 19-year-old Latino gay male. He is an NCAA student-athlete 
and just completed his freshman year of college. During his debut sea-
son, Lance became the leading scorer on his lacrosse team. Despite 
being a starting freshman and developing strong relationships with his 
teammates, Lance felt insecure about his place on the team.Through-
out his freshman year, he found himself feeling preoccupied with his 
body, constantly worrying that he was smaller and chubbier than his 
teammates. 

Body image concerns were nothing new to Lance. He was a 
larger child and received countless remarks about his “love handles” 
throughout elementary and middle school. Lance leaned out as his 
body developed throughout puberty, but he still felt embarrassed by 
his lack of muscularity and definition. His discomfort increased as his 
peers developed muscular bulk and became more toned. 

Lance talked his parents into a gym membership after taking a 
strength and conditioning class during his freshman year of high 



94 Bridging the Gap  

 
 

 

 
 

 
 

 

 
  

 

 

 

 
 
 
 
 
 

  
 
 

school. He argued that other kids were bigger and stronger than him. 
He was a talented lacrosse player with hopes of playing in college 
but worried that he would not be big enough to play at the collegiate 
level. His parents agreed, and Lance began lifting weights three days 
per week while one of his parents worked out as well.These workouts 
were in addition to five days of lacrosse practice and competitions. 

A year later, Lance had developed more strength and muscle defi-
nition; however, he still worried about his torso. He spent increasingly 
more time checking his body in the mirror. In addition to his lacrosse 
practices and gym workouts, Lance woke up early every morning to 
complete 30 minutes of core workouts in his room. Following these 
workouts, Lance spent 10–15 minutes flexing his muscles in the mirror, 
looking for progress, and feeling frustrated by his flaws. His preoccu-
pation with body image increased as he spent more time attempting to 
develop a six-pack. Despite measurable strength gains in the gym and 
regular success in lacrosse, Lance believed that he was overweight. 

By his junior year, Lance was old enough to drive himself to the 
gym and began going daily after lacrosse practice. He developed rela-
tionships with some of the older men at the gym who taught him new 
exercises. Lance also started following male models on social media 
and tried to integrate their ideas into his workouts. Through social 
media, Lance learned about high-protein fads and convinced his par-
ents that he needed more protein to achieve his performance goals. 
They hesitated to support his request, and Lance assured his parents 
that he would be well nourished. He also began supplementing with 
creatine and protein powders. Hardly a minute of Lance’s day passed 
without him thinking about his next workout and drive for muscularity. 

At this point, Lance trained two hours per day with his lacrosse 
team, spent another hour lifting at the gym, and completed his morn-
ing core workouts. He skipped social gatherings with friends to lift 
and avoided eating out for fear of interrupting his special meal plan. 
Lance continued to train through illnesses and found ways to work 
out on family vacations. On the few days that Lance was unable to 
exercise, he became so irritable and moody that his family began 
accommodating his request for gym time no matter what they had 
planned for the day. 

As his junior year progressed, Lance began the college recruit-
ment process and visited several universities. While training with the 
NCAA lacrosse teams, Lance compared himself to the older players 
and feared that he was not muscular enough to play at their level. 
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Desperate to feel more secure in his body, Lance decided to take a 
round of steroids to stimulate muscle growth.While he noticed improve-
ments rather quickly, Lance knew that he could not use them while 
playing in college and committed to never taking them again. But he still 
felt a drive increase his size, so Lance asked around his gym and came 
up with a list of supplements to take such as amino acids and DHEA. 

Lance committed to a NCAA program his senior year of high school 
and continued to lift daily after practice. His parents expressed con-
cern, and Lance assured them that he was following legitimate pro-
grams. What he did not share is that he cherry-picked workouts that 
seemed like they would help him lean out and develop more muscle. 
His parents offered to hire him a personal trainer to help guide his lift-
ing, but Lance said he felt confident in his current plan. Lance actually 
felt out of control and was embarrassed by his body preoccupations. 

He recognized that his lifting routine interfered with lacrosse, but he 
could not convince himself to spend less time at the gym. He contin-
ued to worry that he was too chubby and that his college teammates 
would make fun of him. Lance tried to drive straight home after a 
couple of practices but felt his heart racing as he turned away from 
the gym and quickly changed his mind. Lance continued to supple-
ment and increased the intensity of his core workouts to ensure that 
his six-pack was visible to others. 

Once Lance arrived at college, he settled into the lacrosse team’s 
rhythm and enjoyed guidance from the team’s strength and condition-
ing coach. He worried that he was not lifting heavy enough but did not 
have the time to add lifts to his already full schedule. He completed 
core workouts in his dorm room. Lance found it easy to keep up with 
his high-protein meal plan but missed out on team gatherings as a 
result. He felt safer eating in the dining halls where all of the food was 
labeled with nutritional info. 

Lance was a respected member of the team because of his talent 
and work ethic; however, he slowly became an outsider because of 
his choices to eat alone and avoid all gatherings that involved food. 
Lance was convinced that nobody liked him because of his body. He 
started lifting on weekends to manage his anxiety. As the season 
wound down, Lance used the extra time to resume his previous lifting 
schedule. He spent all of his free time at the campus rec center. No 
matter how much time he spent in the gym, Lance felt weak, and his 
body image continued to plummet. He felt defeated by the time he 
arrived home that summer. 
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Feeling hopeless, Lance researched more supplements and began 
taking a supplement with high levels of caffeine to improve his mus-
cle definition and performance over the summer. In addition, Lance 
structured his entire day around workouts. He ran eight miles every 
morning before completing his sport-specific training (agility and skill 
work). After lunch and a short nap, Lance went to the gym and spent 
90 minutes lifting. Lance’s parents expressed concern, commenting 
that his plan seemed rigid and time-consuming. Lance guaranteed that 
he was eating well and getting plenty of sleep. He told them that he 
wanted to be one of the best lacrosse players in the nation. But Lance 
knew that was all a guise. While he wanted to perform well, his inten-
tion was to develop the leanest, most muscular body possible. He was 
not particularly concerned with his athletic development that summer. 

About a month into his training plan, Lance still worried that he was 
overweight. No matter how much he ran or lifted, he could not develop 
the leanness around his waist that he desired. He felt fat jiggle when 
he moved and regularly checked in the mirror. Because he knew that 
he would be drug tested back on campus, Lance doubled the dosage 
of his supplement, hoping for the body he desired before returning to 
campus. 

The following day, after completing his morning workouts and eating 
his high-protein lunch, Lance took the supplement before his afternoon 
lift. He preferred taking it before his lifts because the supplement was 
advertised as a performance enhancer. He did not feel well on the drive 
to the gym due to GI discomfort. He was nervous about how the GI 
issues might upset his workout and worried that he might look bloated 
in the gym mirrors. Lance’s anxiety spiraled from there. As he got set up 
in front of a weight rack, his face was flushed, and he felt like his heart 
was racing. Lance sat down to take a drink of water when a gym mem-
ber stopped by to say hello. Lance started mumbling incoherently as his 
muscles twitched. Instantly concerned, the gym member called a staff 
member for assistance. 

Lance was quickly rushed to the hospital after saying that his heart 
was racing, and he was worried that he was having a heart attack. 
At the hospital, Lance was diagnosed with caffeine intoxication. The 
admission to the hospital led to many difficult discussions regarding 
his decisions to use supplements, compulsive exercise behaviors, 
and eventually, his body image disturbances. Lance’s parents identi-
fied a local eating disorder specialist, and he began weekly therapy 
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sessions. As part of his treatment plan, Lance also worked with an 
RDN and limited his exercise to skills and agility work with his former 
lacrosse coach. His goal is to return to campus at the end of the sum-
mer and rejoin his team, but Lance is also aware that he may need to 
redshirt for a year if he does not make enough progress in treatment 
prior to the season starting. 

Action Steps 

1. Look beyond volume, frequency, and intensity to understand the true 
nature of exercise motivations. 

2. Adjust treatment interventions based on the psychological drive 
underpinning maladaptive exercise behaviors. 

3. Educate athletes on the true definitions of fitness and the dangers of 
following social media influencers. 

4. Integrate mindful and intuitive movement into treatment plans. 
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Part III 

Leveraging Past Success 

In Parts I and II of this book, I covered the basics of eating disorder treatment 
as well as unique considerations for treating athletes with eating disorders. Part 
III focuses on concepts and strategies for motivating recovery behaviors among 
this population. Specifically, I translated skills that I use in my performance-
enhancement practice to engage athletes recovering from eating disorders in 
meaningful change. What follows are some of my most successful recovery-
based interventions. 
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10 A Case Against Perfection 

When I welcome athletes into my practice, I explore their connections to per-
fectionism. Some claim the title of perfectionist with pride, whereas others 
identify with the concept and understand that these beliefs contribute to their 
reasons for seeing me. Some athletes express no commitment to perfectionism 
at all. 

Given that my professional goal is to help athletes thrive in life and sport, 
some falsely assume that I advocate for perfectionism. But this assumption 
is far from the truth. I directly confront and challenge perfectionistic belief 
systems. Drs. Ron Thompson and Roberta Sherman observed that the traits 
which allow athletes to excel in sport are the same traits that support the devel-
opment and maintenance of eating disorders.1 It is true: Traits such as being 
high-achieving, people-pleasing, and perfectionistic lead to success in many 
aspects of life. But these very same traits often become the demise of athletic 
success and health. 

I frequently joke with athletes that perfectionism is self-doubt dressed up in 
a prom dress. It is attractive and glamorous from the outside, but the construct 
of perfectionism does not live up to its promises of improved confidence, self-
esteem, and self-worth. Simply put, perfectionism is self-doubt in disguise. 
When I share this with athletes, I often get a deer-in-the-headlights response. 
How could working toward flawlessness be a negative thing? Their minds race 
as they wait for me to unpack this critical truth. 

I break it down with facts: 

1. Perfection, by definition, is the absence of flaws or mistakes. I ask them 
how many flawless, mistake-free performances they watched in sports at 
elite and professional levels of competition. 

2. To evaluate whether one competed perfectly, athletes must review their 
performances in search of errors. The only way to know that a perfor-
mance was flawless is to guarantee the absence of mistakes. Inevitably 
during this reflection, mistakes are found, and confidence is negatively 
impacted. 

3. Equally as concerning is planning for perfection. To compete perfectly, 
athletes must think about the future to plan for flawless performances. 
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When their minds are future-focused, they make mistakes in the present. 
This sends their minds into the past, frustrated or worried about the 
mistake, leading to more mistakes in the present moment. Performances 
spiral downward from there and self-doubt soars. 

4. Last but not least is the “why bother” attitude. I ask whether athletes 
have experienced moments in sport when they did not think they could 
perform something perfectly and how that uncertainty impacted their 
willingness to try. Often, not always, athletes identify with this statement 
recalling times when they let up (or gave up) in training or competitions 
because they were not performing to their expectations. This becomes a 
critical issue when it comes to recovery-focused behaviors for eating 
disorders: Why bother trying if I know I cannot complete 100 percent of 
my meal plan? Why bother trying to sit with anxiety if I can only tolerate 
it for 12 seconds? 

I help athletes understand that not only does perfectionism undermine confi-
dence and resilience, but it also interferes with mindfulness in its most basic 
sense. We cannot exist in the present moment when our minds are planning for 
perfect futures and reacting to past errors. Then, I plant seeds for excellence. 
I emphasize that letting go of a perfectionistic drive does not equate to relin-
quishing high standards. In fact, excellence shares the same high standards of 
perfection; however, it creates room for error. Excellence expects adversity and 
obstacles and mistakes. I conceptualize failure as a teacher. Athletes start to feel 
empowered, realizing that they do not need to be perfect to achieve greatness. 
Rather, it is their willingness to work hard, stay focused, and take risks that 
allow them to excel in sport and life. 

This is the same platform from where I build eating disorder recovery. If I 
expect athletes to be perfect at recovery, I am setting them up for failure. My 
goal is not to support athletes in achieving recovery through perfect behaviors 
(and this simply does not happen). Instead, I focus on effort, attitude, and a 
willingness to try. Every experience is an opportunity to learn more about these 
athletes as individuals as well as within their illnesses. Together, we concep-
tualize excellence in recovery. We identify obstacles as opportunities to learn 
and mistakes as feedback, agreeing to try something different—all the while 
holding that same high standard of interrupting eating disorder thoughts and 
behaviors to restore physical and psychological health. 

Excellence in recovery is a long and winding road. When I first meet with 
athletes, I encourage them to reflect on whether they are ready to commit to 
years with me, just as they have committed years toward succeeding within 
their sports. I reflect on the amount of time and energy they spent developing 
themselves as athletes, noting that recovery takes a similar level of commit-
ment and determination. I explore the idea of using their internal resources and 
past experiences (successes and failures) as assets for recovery. I conceptualize 
the idea of pairing their athletic identities with traditional sport psychology 
approaches to power their recoveries forward. 
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We commit to one step at a time: one success and one failure at a time, neither 
being better nor worse than the other. The path toward excellence begins with 
a single step just as recovery begins with a single effort. Success or failure, the 
willingness to learn and adapt is what brings excellence in recovery to fruition. 
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11 The Willingness to Suffer 

As a clinical sport psychologist with a background in endurance sports, I fre-
quently receive calls from prospective athletes who need help in competing to 
their full potential. As these athletes discuss their training history and repeated 
competition disappointments, the common theme is an inability to tolerate dis-
comfort during critical moments in sport. I reflect this back, noting a difficulty 
with suffering. Instantly, I detect their eagerness as I hear, “Yes, teach me how 
to suffer!” 

When I was a competitive cyclist and coach many years ago, I subscribed 
to the motto of “train harder than you race.” The wisdom: Physiologically, we 
can train our bodies to adapt to the different demands and stresses of sport, 
creating familiarity with the intensity of competition. But if we do not adapt 
psychologically (learning to tolerate the discomfort of pushing our bodies at 
high levels), no amount of training guarantees success—hence, the psychologi-
cal skill of suffering. 

Before teaching the skill of suffering, I always take time to differentiate 
between warning pain (physical pain indicating the occurrence of an injury or 
the potential for an injury) and performance pain (physical discomfort from 
pushing the body at high exertion levels). I ensure that athletes know that I 
am not teaching them how to train through injuries or to push their bodies past 
healthy limits; instead, the goal is to help athletes develop the mental fortitude 
to compete to their fullest potential. Suffering, as a skill, creates opportunities 
to compete with integrity, never allowing discomfort or doubt to interfere with 
the physical capacity of trained bodies. 

Similarly, when I consult with new athletes who seek my support for the 
treatment of eating disorders, I also address the concept of suffering. I openly 
discuss that I will ask athletes to do uncomfortable things, such as eating past 
fullness or taking complete rest days. I acknowledge that these recommenda-
tions may make them incredibly anxious, scared, and even angry at times. I 
explore the idea of holding discomfort and conflict within our relationship, 
speaking to my job of earning their trust. Then, I introduce the concept of suf-
fering. We reflect on their ability to suffer in sport and conceptualize the role 
of suffering in recovery. 
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Over the years, as an eating disorder specialist, it has become clear: The 
willingness to suffer is the gateway to recovery. 

One of the best ways to illustrate athletes’ abilities to suffer is to have them 
recall one of the hardest workouts they can remember. For endurance athletes, 
these are likely a specific type of interval repeats. For other athletes, these may 
be associated with conditioning (the training they do outside of sports practices 
to improve their cardiorespiratory fitness). I ask athletes to describe the work-
out to me. Then I wonder: Would they stop mid-workout if it began to feel too 
hard? The answer is always no. I continue to explore: Would they stop if their 
legs began to fatigue and their breathing was slow to recover? No. I follow up 
with: Would they stop if they began slowing down? Again, no. So, I inquire: 
How do they find the courage, commitment, and perseverance to finish tough 
workouts? As I ask this, I know that certain workouts are designed to make 
athletes fail (based on the concepts of periodization and overloading for physi-
ological adaptation). The common response is a desire to excel within sport. 
For athletes, giving up in workouts is rarely an option. No matter how tired or 
how difficult a workout becomes, athletes keep pushing. These experiences of 
tolerating discomfort become the foundation for suffering in recovery. 

However, there is one large obstacle that separates the willingness to suffer 
in sport from the willingness to suffer in recovery: motivation. Athletes endure 
discomfort because their sport provides purpose and meaning in their lives. 
Commonly, sport supports their core values. Athletes recovering from eating 
disorders typically want to return to sport, they want to resume their “normal” 
lives; however, fear, anxiety, and what-if’s override these larger goals dur-
ing moments of distress. As a result of this dissonance, suffering in recovery 
requires a clearly defined purpose. 

In the book, Man’s Search for Meaning, Dr. Viktor Frankl noted that indi-
viduals do not have a choice as to whether they participate in suffering; how-
ever, he concluded that people always have choices about how they respond to 
suffering.1 He pointed to the fact that people can react negatively or neutrally 
and, most importantly, Dr. Frankl observed that when individuals find mean-
ing within their suffering, their experience of suffering shifts. The clarity of 
purpose provides a small sense of control. Meaning makes the discomfort of 
suffering tolerable. 

Make Suffering Meaningful 
To help athletes translate the concept of suffering into a tangible idea, I break 
it down into five key concepts. 

1. Passion. It may seem paradoxical to include the idea of passion in a 
section about suffering; however, it is a critical concept for one significant 
reason: Passion and fear exist mutually exclusive of each other. Athletes 
have opportunities to compete with passion or fear. It is impossible to 
feel both passion and fear at the same moment in time. Therefore, it is 
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essential that athletes connect with some sense of passion in an effort to 
suffer in recovery. I target passion through values work, helping athletes 
find their “why” for recovery. This reason needs to be more significant 
than fulfilling the expectations of others. (Although people-pleasing often 
motivates initial efforts in recovery, passion is critical for when these 
motivators wear off.) Identifying values allows athletes to tap into an 
intrinsic sense of motivation and provides the reason to suffer when 
recovery feels overwhelming. 

2. Confidence. Confidence is not an emotional feeling but rather a cognitive 
belief. When it comes to suffering, athletes must believe that they have 
the ability to suffer. In recovery terms, it is critical that athletes believe 
that they can be uncomfortable and tolerate the psychological distress 
related to finishing a meal or taking a full rest day. When they question 
their abilities to tolerate physical and psychological discomfort, it becomes 
difficult for athletes to commit to recovery-based actions. Seeds of doubt 
flourish quickly in moments of distress. We review their past workouts, 
hardest competitions, and greatest achievements in sport, remembering 
that they have a high threshold for suffering mentally and physically. We 
establish a foundation for believing in their abilities to suffer in 
recovery. 

3. Integrity. Integrity is an interesting concept. It is a word and idea that 
most athletes are familiar with. But when I ask them to define integrity, 
athletes typically mumble about the idea of “doing what’s right” but 
struggle to define it. I describe integrity as the action that backs up per-
sonal values and beliefs. It is the wingman to confidence. A belief (con-
fidence) with no backup (integrity) serves little purpose. Integrity is the 
commitment to doing the hard things in recovery. Once athletes believe 
that they have the ability to recover and connect with a willingness to 
recover, they must take action to support their beliefs. Integrity in action 
becomes completing 100 percent of meal plans, purposefully slowing 
down activity (or literally sitting down) in favor of weight restoration, 
white-knuckling urges to binge or purge, and trying new coping skills 
when eating disorder behaviors would be so much easier. Similar to hard 
workouts, moments in recovery may get ugly. Committing to support a 
belief through actionable change slowly builds toward health and 
well-being. 

4. Mindfulness. When I explain mindfulness to athletes, I expand beyond 
the importance of staying present and focus on letting go of judgment. 
A nonjudgmental stance is critical to improve the capacity for suffering. 
Labeling suffering as “bad” creates doubt, and athletes begin second-
guessing their abilities to continue enduring discomfort. In a split second 
of doubt, the opportunity for a standout performance is lost. 

I conceptualize suffering as a fact, a physiological and psychological 
experience that is difficult to tolerate. It is not bad or good. It is simply 
a predictable experience within competitive sports. I acknowledge that 
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suffering is not fun and few people enjoy it; however, suffering is an 
essential factor for pursuing excellence. 

With this in mind, I explore the ability to suffer in eating disorder 
recovery without judging the experience. I address the eating disorder’s 
judgmental nature, noting that these mental illnesses convince athletes 
that suffering is bad and should be avoided at all costs. (Ironically, the 
maintenance of eating disorders guarantees daily suffering.) I encourage 
athletes to focus on one meal and one choice at a time, noting that the 
long-term investment of recovery might seem insurmountable; however, 
a single meal and a single moment often seem more tolerable. I build on 
the idea of suffering in the moment nonjudgmentally and encourage 
athletes to tackle recovery moment-by-moment, just as they complete 
difficult workouts one effort at a time. 

5. Gratitude. In my experience, the large majority of the athletes that I 
work with feel some level of gratitude, but they rarely draw a connection 
between gratitude and their goals. When it comes to suffering, a grateful 
heart is a willing heart. Gratitude increases the sense of purpose and 
motivation. Athletes who tap into gratitude during tough moments of 
training or competition often discover increased capacities for suffering 
and increased energy to push through the toughest moments. Similarly, 
when athletes refocus their attention to sources of gratitude during chal-
lenging moments of recovery, they find the courage to push through 
difficult moments. I encourage athletes to maintain a daily gratitude 
journal as a regular reminder of the goodness in their lives. 

Break Suffering Down 
Suffering is intimidating. Some athletes look at workouts and feel anxiety 
because they quickly tally the total amount of suffering built into their day. 
Others look at workouts and break them down before adding anything up. For 
example, when I trained as a cyclist, my coach programmed three sets of three 
intervals at three minutes per interval of VO2 max efforts. VO2 max is the maxi-
mal amount of power a body can produce over a short period of time. Simply 
put, VO2 intervals are meant to hurt. A lot. If I focused on the big picture of 27 
minutes at max output, I would have talked myself out of the workout before 
I even began. Instead, I broke the workout down. I focused on one set and one 
interval at a time. Within that one interval, I had smaller benchmarks to get 
myself through the first minute, second minute, third minute, the final 30 sec-
onds, and the last 10 seconds (at which point my legs and lungs wanted to quit). 
These process goals made the momentary suffering manageable. 

Similarly, the big picture of recovery (following a meal plan, taking a rest 
day, abstaining from bingeing or purging) may seem overwhelming, perhaps 
nearly impossible. Think about it: Waking up and committing to tolerating anxi-
ety and discomfort for 12–14 hours of a day. Every day. For weeks, months, and 
years. That is a big task for anybody, especially when giving into the thoughts 
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and urges yields immediate relief. I encourage athletes to break their days down 
into smaller chunks. One meal at a time, one bite at a time, one minute at a time. 

Process goals (as I illustrated earlier) offer another way to break suffering 
down. The key to creating helpful process goals is to focus on smaller steps 
that will result in favorable outcomes. For my workout example, the outcome 
was the completion of VO2 efforts to the best of my ability. In recovery, process 
goals help athletes focus on achieving smaller victories throughout a day. For 
example, athletes who purge can set a timer for five minutes before allowing 
themselves to purge. During that five minutes, these athletes can engage another 
activity while waiting for the timer to go off. They do not say to themselves, “I 
will never purge again.” Instead, they commit not to purging for another five 
minutes. The momentum builds on itself. 

Suffer With HEART 
Passion is a critical component of recovery. Without a strong will or desire 
to recover, interrupting eating disorder thoughts and behaviors is extremely 
difficult (if not impossible at the outpatient level of care). HEART takes the 
concept of suffering with passion one step further. It combines passion with 
controllables. 

Hope. The willingness to suffer is a direct result of the hope for something 
great. In competitive terms, athletes tolerate difficult workouts and endure the 
hardest moments of competition because they believe in their preparation and 
hope that their best efforts will result in greatness. That may be a championship 
win or a personal best. In either case, the outcome they hope for is personally 
meaningful and worth suffering for. Translating this idea to recovery, hope is 
based on the idea that recovery is more rewarding than the safety of eating 
disorders. 

Identifying hope in recovery may be challenging because athletes often feel 
as though they are being asked to jump into a black hole of discomfort, without 
being able to see the bottom, hoping that they will land on their feet eventually. 
It is key to help athletes identify a time when they really invested in training 
and competition because they hoped for something great. Then explore how 
that might relate to their current challenges and goals in recovery. Alternatively, 
ask what the costs of their eating disorders have been and then explore how 
recovery might allow athletes to re-establish those parts of life as they heal. For 
healthy minds, it is easy to see the benefits of recovery; however, for minds 
overwhelmed by eating disorders, hope may not be so obvious. These athletes 
are not being difficult when they cannot identify hope—just honest. 

Effort. When it comes to competition, there are few things that athletes are 
actually in control of. They have no control over competitors, referees, weather, 
coaching decisions, body sensations, or teammates. They cannot even com-
pletely control their own thoughts. Nevertheless, athletes have absolute control 
over their effort. Therefore, it is critical that individuals who want to excel in 
sport purposefully manage their effort levels in training and competition. 
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When it comes to recovery, athletes cannot control how or when their eating 
disorder thoughts will show up. There are only two certainties: The thoughts 
will arise throughout the day, and the frequency and intensity of those thoughts 
vary daily. Effort in recovery means committing 100 percent to recovery-based 
action regardless of how loud or intense these thoughts and urges become. 

Attitude. Similar to effort, attitude is another controllable in sport and life. 
Athletes can rely on their attitudes to create a foundation for excellence regard-
less of how a performance is progressing. Often, athletes identify positive atti-
tudes as their best option; however, I stretch them to explore what a mindful or 
wise (mind) attitude might look like in competition. For example, frustration 
is not traditionally associated with a positive attitude, but it can be a power-
fully effective emotion in performance situations. Mindful attitudes use facts 
and feelings to adapt and compete to the best of one’s ability in any situation. 

In the case of frustration, it might be an indicator that the original plan of 
attack is not leading to the desired outcome, signifying a need for a change in 
effort, tactics, or technique. Alternatively, if an unfair call is made, athletes 
have the opportunity to react emotionally or use frustration to fuel their best 
performance in the next play. Wise athletes capitalize on frustration to take 
their competition up a notch, ensuring excellence in performance regardless 
of outside factors. 

As discussed earlier, eating disorders are predictably unpredictable. In recov-
ery, the eating disorder becomes the competition. Athletes work hard to ensure 
that their competition does not influence their performances, continually evalu-
ating and adapting to ensure their best probable outcomes. Similarly, instead of 
hoping for positive emotions to strengthen recovery, encourage athletes to take 
a mindful approach with the goal of accepting emotional experiences to help 
direct the “next best play” in recovery. 

Risk and Resilience. Tentativeness does not yield excellence in sport. The 
greatest successes of athletic careers are peppered with risk, some measured and 
carefully thought out, while others were born of gut feelings. Eating disorders 
are peculiar illnesses in that the very goal of these illnesses is to avoid risk and 
danger; however, the eating disorder behaviors themselves pose a great risk 
when it comes to health and well-being. I explore this paradox with athletes, 
reflecting on their successes in sport and the risk associated with those career-
defining moments. I inquire why the risks were worth the potential (but not 
guaranteed) payoff. Then, I explore how risks in recovery might also yield 
powerful results. 

Many athletes are resilient but might not realize that they possess this internal 
resource. Some athletes spend their entire careers avoiding failure. But, at some 
point, failure is unavoidable. And, typically, athletes find their way back to 
training and competition regardless of these failures. This is resilience: Failing 
and then showing up to try again in a different way. 

Athletes take risks daily in sport and always find their way back toward pur-
suing their goals when their efforts fall flat. Similar to sport, recovery involves 
multiple daily risks. The more willing athletes are to take risks, the stronger 
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their recovery becomes. When athletes question their readiness to take a risk, I 
help them remember points of their careers when they felt particularly vulnera-
ble such as playing at the next level of competition or learning a new skill. I ask 
which factors helped them to find the courage to continue pushing themselves 
even when things felt scary, difficult, or foreboding. I connect those experiences 
with recovery, reflecting on the fact they previously took risks, failed at times, 
and bounced back to try again. 

Thankfulness and Thoughtfulness. Thankfulness falls in line with gratitude, 
as discussed earlier. Shifting athletes’ focus toward people and experiences 
outside of themselves engages a willingness to be uncomfortable. 

Thoughtfulness encompasses the idea of self-talk, being aware of one’s inter-
nal dialogue, and actively steering it in a direction that supports personal values 
and goals. I teach athletes the skill of self-talk reframing as well as support them 
in creating affirmations for themselves. Suffering with HEART requires athletes 
to be mindfully aware of their internal dialogue and possessing a strong belief 
in themselves. Chapter 13 discusses these ideas in further detail. 

Action Steps 

1. Identify athletes’ past successes of suffering in sport to foster beliefs 
in their abilities to tolerate discomfort as athletes challenge their eat-
ing disorders. 

2. Help athletes find meaning and purpose in suffering to shift their 
experiences of discomfort in recovery. 

3. Break recovery down into daily process goals to make the interrup-
tion of an eating disorder more tolerable. 

4. Illustrate HEART to foster a sense of control within the experience 
of suffering. 

Reference 
1. Frankl VE. Man’s Search for Meaning. Beacon Press: Boston, MA, 2006. 



 

 
 

 

 
 

 
 

  

 

  

12 The Power of Competition 

Most athletes love competition, whether those are sanctioned events or per-
sonal goals. Athletes train to compete. The competitive mindset is powerful 
and driven and, most importantly, familiar. When athletes embark on eating 
disorder recovery, we ask them to do many uncomfortable things: Take respon-
sibility for the maladaptive thoughts and beliefs circling their minds, tolerate 
their anxiety as they purposefully put themselves in uncomfortable positions, 
expose themselves to vulnerability by sharing their thoughts, fears, shame, and 
guilt (to name a few) with healthcare professionals. At the end of the day, they 
do not feel like they have won. In fact, their eating disorder voices commonly 
convince them that they have lost: They did not follow their eating disorder 
rules, nor did they succeed at recovery. They wake up to fight another battle. 
These battles last all day. Every day. For years. 

Over the years, I strived to engage athletes in meaningful and purpose-driven 
competition within their recoveries. Within this quest, I translated many of 
my sport and performance psychology interventions into ideas for motivating 
healthy cognitive and behavioral shifts with a goal of lasting change. I also 
developed a few recovery competitions to foster accountability and personal 
responsibility as athletes continue to live life uncomfortably. 

Values 
Simply defined, values reflect the things that bring joy, satisfaction, and mean-
ing to athletes’ lives. Often, though not always, the pursuit of sport facilitates 
a connection to individuals’ values. When athletes are at a crossroads in their 
sport, I implement a values identification exercise. This exercise helps athletes 
reflect on their core values and assess whether those values are supported by 
their sport or level of competition. 

Values are also a critical aspect of motivation and the willingness to suf-
fer. They are the “why” of suffering. Motivation for success typically falls 
under one of the two umbrellas: passion and desire or outside expectations and 
shoulds. Values identification exercises encourage athletes to take ownership of 
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their why and support thoughtful reflections on their investment and involve-
ment in sport. 

Similarly, values identification exercises help athletes examine how their 
eating disorders impact their core values. It is rare for athletes to state that their 
eating disorders support their values; although, on rare occasions, athletes made 
cases for this. Commonly, although not always, these athletes were in a state 
of starvation. 

After helping athletes to identify their core values, I ask athletes to define 
the concept and why it is meaningful. Then, I encourage them to explore how 
sport allows them to connect with their values as well as how it interferes. 
Finally, we discuss how their eating disorders support and interfere with their 
values. The homework (I always assign homework): Track your daily efforts 
and opportunities to connect with your values. If you notice that you do not 
connect with a core value for two to three days, make an extra effort the follow-
ing day to connect with that value in a meaningful way. This exercise helps to 
redirect athletes’ focus from all that is going wrong on a given day to identifying 
opportunities to connect with meaningful aspects of life. 

Daily Competitions 
One of my most “popular” activities is the daily competition. This exercise was 
specifically created to increase personal accountability, motivation, and success 
on a regular basis. 

To implement this exercise, I ask athletes to create an image of what their 
sport looks like on paper. This image might reflect a basketball court with 
hoops on either end, an oval running track, a road going up a mountain, or a 
rock wall. Let them create the image, reminding them that there is no right 
or wrong way to draw it. Next, I identify the athlete as one competitor, and 
their eating disorder becomes the other competitor. Finally, I describe how the 
athlete and eating disorder win points or advantages in the daily competition 
of recovery. Athlete points include recovery-based actions such as completing 
100 percent of a meal or snack, eating on time, sticking to the workout plan, 
resisting urges to purge, engaging in self-care, or practicing healthy coping 
skills. The eating disorder wins points anytime the athlete engages in eat-
ing disorder behaviors such as restricting, purging, overexercising, or body 
checking. 

At the end of the day, athletes tally their advantage (points, steps, meters, 
miles, moves on a climb) and compare with the eating disorder’s total. This 
becomes their reflection point. I encourage all athletes, performance or clini-
cally based, to reflect at the end of each training and competition with three 
questions: 

1. What did I do well today? Make a point to repeat these actions. 
2. What did I do poorly? Create a modification plan for the next day. 
3. What am I proud of ? Take note of my success. 
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These questions encourage athletes to think through their actions and priorities 
in recovery. Some athletes may be fairly invested in their meal plans but are 
less concerned about improving their maladaptive exercise behaviors. Other 
athletes might white-knuckle it all day with anxiety and never think to use 
healthy coping skills. In sport, successful athletes plan and prepare for their 
next competition. The daily reflection supports preparation for the next day of 
recovery, creating new opportunities to compete with the same familiar foe. 

Podium Meals 
Another effective way to engage the athletes’ competitive drive is to imple-
ment the podium meal challenge. Athletes like to win. Podium meals translate 
anxiety-provoking moments into real-life opportunities for small victories. 

I often use podium meals as a metric for success when athletes eat out at 
restaurants or travel because these unfamiliar situations exacerbate anxiety and 
lead to safe meal choices (often at a detriment to the meal plan), although this 
idea can certainly be implemented at home to help facilitate variety among 
meal choices. 

The podium meal challenge creates a hierarchy of meal options. Athletes 
and I agree what gold, silver, and bronze medal meals might be. The gold 
medal meal is a very challenging meal, something that is avoided but also a 
meal option that athletes previously enjoyed (before the eating disorder). This 
meal choice includes foods that athletes have chosen not to eat because they 
worry about how the meal will impact their bodies (such as weight gain, feeling 
bloated, or consuming unhealthy ingredients). Silver medal meals are stretch 
meals. These are foods that athletes eat on occasion but experience anxiety 
before, during, and after the meal. They prefer to avoid these types of meals 
but have had success eating them since beginning treatment. Finally, the bronze 
medal meal is a safe food that the athlete eats at home. The discomfort comes 
from not controlling the food preparation. Athletes earn their medals if, and 
only if, they complete enough of the meal to satisfy their meal plan require-
ments. Ordering a cheeseburger (risky food) and taking three bites after peel-
ing the bun off (avoidance and incompletion) does not count as a gold medal. 
I honor the attempt and intention as well as discuss strategies for being more 
successful next time. 

Importantly, salads never make the podium. They are too safe. There is no 
risk involved, which means that they are not medal-worthy. Competitors do not 
win by playing it safe. Great competitions are built on the willingness to risk. 
So, for podium meals, no risk means no reward. 

Warm-ups 
One day I was sitting in my office with an athlete when it dawned on me that 
much of recovery is left up to chance. As a clinician, I addressed opportu-
nities for behavioral change, created a safe space for emotional processing, 



114 Leveraging Past Success  

 

  

 

 

 
 

 

 

 
 

challenged maladaptive beliefs, and provided education. But I never addressed 
mental preparation as an important aspect of daily behavioral change. 

Not surprisingly, preparation for competition is a critical aspect of success. 
I always discuss the process of mental preparation with the athletes who see 
me for performance reasons. They spend pre-competition days preparing their 
minds and bodies for competition. On competition day, athletes mindfully fuel 
their bodies and ground their headspace with goals, imagery, and affirmations. 
They show up early to venues to physically and mentally warm up. Success is 
the result of thoughtful planning. 

Athletes rarely arrive at competitions and walk straight onto the field or a 
start line without a warm-up (the rare occasion being the result of a logistical 
snafu). Warm-ups are vital for preparing bodies for the demands of competition. 
Likewise, warm-ups create time and space for athletes to focus their minds and 
shift into their competitor headspace. These preparations ensure that the minds 
and bodies of athletes are ready to compete. Not warming up leaves everything 
to chance. 

This epiphany led me to conversations with athletes about “warming up” for 
meals and snacks. Instead of wandering into the kitchen at mealtime and hoping 
to be more successful on a given day, I encourage athletes to take a moment to 
identify their goals and intentions before the meal. This warm-up might include 
reflecting on the previous day’s daily competition to identify a specific target for 
change, reframing negative self-talk, or reviewing affirmation statements. The 
point of these warm-ups is to focus and prepare the mind for success during the 
next meal or snack instead of hoping for a better outcome. 

Additionally, mental warm-ups create opportunities to manage anxiety. Simi-
lar to performance anxiety in sport, athletes often experience anxiety leading 
up to meals and snacks (which leads to avoidance and restriction). Rather than 
entering a kitchen with dread and apprehension, athletes can strategically use 
their warm-up time to address their anxiety through deep breathing, progressive 
muscle relaxation, or meditation. 

As we know all too well, the eating disorder will not magically go away 
one day. Encourage athletes to take some control back by purposefully warm-
ing up their minds and hearts as they compete with the eating disorder once 
again. These warm-ups can become advantage points earned in their daily 
competitions. 

Adversity Response Plans 
Adversity response plans (ARPs) prepare athletes for mistakes in competition, 
empowering them by planning for errors rather than hoping to avoid them (and 
being distracted once they occur). They are simple and brief in nature. The pri-
mary goal of ARPs is to ground athletes in the moment, shaking off the mistake 
and refocusing on the next best play or opportunity. 

As discussed in Chapter 10, excellence does not exist in the absence of mis-
takes and failures; instead, it thrives in the presence of them. Competitions are 
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full of blunders, just as struggles punctuate eating disorder recovery. ARPs 
foster resilience as athletes plan for bouncing back from mistakes and failures. 
In a competition, this occurs in a matter of seconds. In eating disorder recovery, 
ARPs span minutes and hours. 

To facilitate ARP in recovery, first acknowledge that athletes make mistakes 
daily. We expect them to fail; it is a natural and normal part of this process. Suc-
cess in recovery is not the absence of challenges or mistakes. Rather, success is 
defined by how athletes choose to respond to these failures as they move forward. 
Encourage them to develop an ARP for recovery based on the following steps: 

• Step 1: Own the mistake or failure. Athletes cannot change their thoughts 
and behaviors if they do not take accountability for them. 

• Step 2: Assess the present moment by asking: What do I need to do for 
myself right now to get back into the recovery mindset? 

• Step 3: Take action. Engage in an activity to ground oneself in the moment 
and reconnect with personal values (recovery whys). 

• Step 4: Create a plan for the next time they will encounter a similar situ-
ation. If they have time, athletes can visualize themselves successfully 
following through with their plan. 

A final thought. When we discuss the reality of mistakes and failures in recov-
ery, we chip away at shame, one of the most substantial roots of eating disor-
der belief systems. The more we encourage athletes to prepare for adversity, 
conceptualize failures as opportunities to learn, and illustrate concrete action 
steps for change, the stronger athletes become in their recoveries. It is one thing 
to tell athletes that they have many internal resources to draw on because of 
their athletic identities and past success; however, it is much more powerful 
to highlight their strengths and skills through a clear demonstration of these 
resources. Otherwise, we inadvertently risk shaming the very athletes we aim 
to help by implying they should already know how to do recovery because of 
their previous success in sport. 

Action Steps 

1. Help athletes identify their values to establish motivation and mean-
ing behind daily actions that challenge their eating disorders. 

2. Tap into the competitive mindset through daily accountability 
activities to increase personal awareness and commitment toward 
recovery-based behavior. 

3. Leave nothing to chance. Encourage athletes to practice mental 
warm-ups for emotionally difficult parts of their day. 

4. Establish a plan for bouncing back from mistakes and failures in 
recovery. 



 

 

 

 

 

 

           

13 Lasting Belief 
Confidence in Recovery 

When it comes to a list of my favorite skills to teach or presentation topics, con-
fidence comes in as a top favorite. This may be because confidence is a learned 
skill rather than an inherited trait or whimsical feeling. Confidence, the belief 
in one’s ability, is a daily choice. We choose to invest in our confidence through 
actions. Some athletes appear to “naturally” have confidence. A more accurate 
observation might be that confident athletes grew up in homes or environments 
that nurtured the development and maintenance of this important life skill. 

A Matter of Math 
Confidence is an immeasurable state of mind. We cannot define it concretely. 
Nevertheless, an equation for developing confidence exists. The belief in one-
self is built upon four factors: 

Past Success + Preparation + Present-Day Controllables + Passion 

1. Past Success. Encourage athletes to list their proudest moments in sport. 
For team sport athletes, ask them to focus on individual experiences and 
contributions in addition to team successes. 

2. Preparation. Help athletes identify their daily efforts to prepare for 
workouts and competitions. 

3. Present-Day Controllables. Redirect athletes’ focus from things that 
they cannot control (i.e., other competitors, venues, and weather condi-
tions) to the things they can control (their thoughts, feelings, and actions). 

4. Passion. Discuss the power of passion and its relationship with significant 
accomplishments. Remind them that passion brings purpose to difficult 
moments, creating opportunities for greatness. 

Daily Wins 
Building on the idea of preparation, daily wins create ownership of everyday 
efforts that contribute to excellence. I encourage athletes to track at least three 
things they are proud of each day. These wins might reflect how they performed 
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in a practice or competition, a new personal best, intentional use of a mental 
skill, purposeful fueling, or adequate sleep. There is no right or wrong on this 
list. If athletes believe the win contributes to their goals, have them track it. 

The list of daily wins adds up, and confidence incrementally grows. When 
I first assign this task to athletes, we do the math together. For example, if an 
important competition is eight weeks away and athletes track three daily wins 
until then, they will have 168 reasons to believe in themselves on competi-
tion day (eight weeks × seven days/week × three daily wins). This typically 
builds enthusiasm for the activity as athletes imagine how powerful the list 
will become. This exercise supports three factors of confidence: Past success, 
preparation, and present-day controllables. 

For recovery, there is no set timeline for when a list will be most meaning-
ful, so the math may not concretely add up. But daily wins still play a critical 
role in athletes developing a belief in their abilities to recover. At the end of the 
day, it is easy to focus on all that went wrong. As eating disorders rant about 
broken rules and (perceived) body changes, athletes’ minds fill with doubt, 
fear, uncertainty, exhaustion, and hopelessness. They wonder whether they can 
really recover, or whether recovery is worth all of the suffering. Daily wins shift 
athletes’ perspectives to what is going right. They take credit for small efforts 
that slowly add up over time. On the hardest of days, athletes can refer to their 
daily wins list as an affirmation of their hard work and progress over time. 

It is important to remember a win in our eyes as healthcare professionals 
may not be a celebratory experience for the athletes whom we treat. One athlete 
tearfully disclosed to me that recovery wins did not feel good. She described 
her efforts to stand up to her eating disorder and shared about how uncomfort-
able acting in opposition to the mental illness made her feel. I appreciated her 
honesty and validated her experiences. 

Referring back to Chapter 3, eating disorders are biologically based mental 
illnesses. Doing what is “right” in terms of recovery often leads to significant 
discomfort and anguish. Empathize with athletes as they compete with their 
eating disorders by acknowledging that success may translate to incredible dis-
tress for the athletes we treat. Hold them accountable to recovery-based actions 
while providing safe spaces for athletes to process the distress and discomfort 
of these painful journeys. Recovery wins might feel more similar to the loss 
of a championship game than a win by any definition of the word. They may 
rarely feel good or rewarding during the early stages of recovery. With time, as 
athletes’ health improves, they start to feel pride in their wins. Until then, hold 
this space and honor the dissonance between what is asked of these athletes 
compared to how they feel following through with those recommendations. 

Performance Goals 
Goal setting is nothing new to athletes. Coaches, parents, and teachers encour-
aged them to set goals from as young as they can remember. When I ask athletes 
to share their knowledge of goal-setting, I typically hear one of the two things: 
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A description of short-term and long-term goals or an explanation resembling 
SMART goals. Both of these approaches to goal setting are valid and reliable. 
But I focus on a different approach to goal setting. I encourage athletes to set 
outcome and performance goals. 

Outcome goals reflect concrete, measurable goals. They focus on individual 
against other. The “other” might be another team, a competitor, a time on the 
clock, a starting position, or making a desired team. Every one of these goals 
is motivational and inspiring. These goals encourage athletes to commit their 
hearts and minds to achieving success. But there is one hang-up with out-
come goals: Athletes have no guarantee as to whether they will achieve these 
goals. There is always another person or factor involved that is outside of their 
control. For example, athletes may have performances of a lifetime during a 
championship game only to be outplayed by their competitors. Athletes may 
overlook their contributions to the game and focus on the disappointment of los-
ing instead. Blame, shame, guilt, and anger may override any sense of success. 
While these goals motivate hard work, they frequently compromise confidence. 
Athletes focus on the outcome at the expense of paying attention to the things 
they can control. For this reason, I encourage athletes to set outcome goals for 
motivational reasons but do not spend much time talking about them beyond 
that. 

Performance goals are intangible and difficult to measure. They are qualita-
tive in nature and completely within athletes’ control. These goals build con-
fidence by redirecting athletes from me versus other (outcome goals) to me 
versus myself. When athletes focus on excelling at the things they can control, 
their performance improves, and confidence follows. Typically, achieving per-
formance goals puts athletes in a position to accomplish their outcome goals. 

What do athletes actually have control over during training or competition? 
They always have the ability to control their effort, attitude, technique, and 
tactics. When athletes first explore this idea, they speak generally, such as “I 
want to give 100 percent effort during my performance.” This is a great desire; 
however, the lack of specificity makes it hard to achieve. I take them a step fur-
ther: What is one aspect of your performance that you want to give 100 percent 
effort to? For soccer players, they might decide to commit 100 percent effort to 
winning 50–50 balls or going up for headers. For runners, this might mean 100 
percent effort on the hilly section of a cross-country course or maintaining focus 
during the third lap of an 800-m race. Similarly, I often hear “Be more aggres-
sive” as a tactical goal. Draw athletes out. Ask them what it means to compete 
aggressively. How might they look and feel if they are playing aggressively? I 
take a similar approach with attitude and technique goals, ensuring that athletes 
have a clearly defined goal and target to work toward. 

Just as athletes cannot control how their opponents compete or what calls a 
ref makes, they cannot control the noise or intensity of their eating disorders. It 
is essential that athletes accept—and expect—their eating disorders to show up. 
To be loud and to relentlessly demand their attention. If athletes develop goals 
based on controlling their eating disorders, they are bound to fail. All-or-nothing 
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goals and absolutes such as “I will eat 100 percent of my meal plan tomorrow” 
or “I am not going to purge for a week” demonstrate wonderful intentions but 
lack awareness about all of the external factors that influence daily experiences. 
Performance goals encourage athletes to focus on how they will manage their 
eating disorders rather than conquering them. Examples include: 

• Effort: I commit to my mental warm-up before each meal and snack 
today. 

• Attitude: I will purposefully connect with my Wise Mind each time I 
notice that I drifted into my eating disorder headspace. 

• Technique: I will practice self-talk reframing three times today. 
• Tactic: When I notice that I feel overwhelmed or frantic, I will stop in 

my tracks to take three box (4x4) breaths. 

Owning the Inner Dialogue 
I ask nearly every athlete that I work with to track their self-talk for at least 
a week. On more than one occasion, athletes returned with wonderfully posi-
tive statements about themselves. Day after day, affirmations, positive guid-
ance, and goals filled their journals. I kindly and compassionately reflected 
back that, if this were the true nature of their inner dialogue, they would not 
need to see me. Perfectionism at its finest: Do not show flaws, not even to 
the sport psychologist that you hired to help improve your competitive edge. 
Now, when I assign this task, I preface it with the fact that I want to witness 
the nitty-gritty, ugly details of their mind. I note that the better I understand 
what goes on in their headspace, the more effective I will be at helping them. 
I always promise these athletes that no matter what they share, I will not 
judge them. 

My approach to self-talk reframing is similar to my approach to body accep-
tance (see Chapter 7). I use facts to redirect the mind and facilitate neural adap-
tations rather than blow smoke in mirrors with inflated positive statements and 
affirmations that athletes do not believe. The process I support is quite simple: 

1. Identify the negative statement about oneself. 
2. List all of the facts related to that statement. 
3. Identify action steps for reconnecting with goals and values. 

For example, to help athletes struggling with confidence in sport (generalized “I 
am no good at my sport”), we identify facts about how long they participated in 
their sport, how frequently they practice per week, what their natural strengths 
and sport-specific skills are, what their past successes are, and what coaches 
or competitors said to them in the past. From there, we identify action steps to 
redirect their attention toward their goals and values. Action steps might include 
practice my ARP, use mindfulness to get out of my head, or smile to remind 
myself that I enjoy my sport. 
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For athletes in recovery, I follow the same format to help individuals identify 
facts that they know to be true about themselves (and their bodies) and create 
action steps for disconnecting with their eating disorders. An example might 
include a fear about meal plan completion (“If I eat my entire breakfast, I will 
feel fat and bloated”). From there, we identify facts about previous experiences 
completing the meal plan, the level of trust with their RDN, knowledge about 
nutrition, and truths about the eating disorder. Next, athletes identify action 
steps to reconnect in the present moment and strategies for completing their 
meal plan. 

Affirmations 

In addition to self-talk reframing, I also encourage athletes to recite affirma-
tions to themselves as they work to rewire their brains and reclaim their internal 
dialogues. This is a challenging task for athletes, regardless of whether we are 
doing performance or clinical work. I encourage athletes to identify statements 
about themselves as a human “being” and human “doing.” For athletes in recov-
ery from eating disorders, I encourage them to add at least one body gratitude 
statement to this list. Once complete, I ask them to read their list back to me, 
repeatedly, until they recite their affirmations with confidence and conviction. 
The real fun occurs when I direct athletes to recite their affirmations to them-
selves in front of a mirror. Out loud. I validate their discomfort as they squirm 
at the idea but reassure them that many athletes have felt the same way before 
and benefited from this exercise. 

The Mind’s Eye 
Visualization, or imagery, is a commonly used sport psychology intervention. 
Most athletes that I support tried to use visualization at some point in their ath-
letic careers; however, few received instruction on how to effectively imagine 
their desired outcomes. Consequently, they never had much success with the 
skill. 

There are a few keys to ensure the quality of visualization. First, imagery 
scripts need to be detail-oriented, engaging all five senses in addition to mind 
and body awareness. For example, when developing a script, ask athletes what 
they see, hear, feel externally and internally, smell, and taste (when appropri-
ate). Encourage them to notice what they are thinking and feeling both emotion-
ally and from a sensory perspective. 

Next, imagery scripts need to be rehearsed in real time. I encourage athletes 
to focus on specific aspects of a competition rather than trying to visualize an 
entire performance. Third, imagery can occur from the first- or third-person 
perspective. First-person is ideal for building confidence and mastery of new 
skills, although the third-person perspective also facilitates confidence. Finally, 
it is essential that athletes visualize their desired outcomes (goal achievement) 
versus what they do not want to occur. As the saying goes, “Your thoughts 
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lead to your reality.” When imagery scripts are directed toward the worst-case 
scenarios, athletes prepare for failure. 

For athletes in recovery, I encourage them to visualize themselves navigating 
a specific aspect of their day and how they would effectively manage their eat-
ing disorder thoughts and urges. For this script, athletes identify an “athlete ver-
sus eating disorder” scenario such as wanting to purge and successfully relying 
on healthy coping skills instead. I discuss the importance of including the inten-
sity of eating disorder thoughts and sensations, depicting true distress, as they 
imagine themselves practicing a particular coping skill and slowly overcoming 
the distress. Within this visualization, the script ends once athletes arrive at a 
calmer state (mentally and physically). As another idea, athletes can explore 
how their lives might change when they have more time and space to be pres-
ent in life versus distracted by the eating disorder. This might mean enjoying 
a recreational hike with friends or spontaneously going out for ice cream with 
teammates. They can fantasize and daydream about how great recovery will be. 

Action Steps 

1. Help athletes start a daily tracking system to support their confidence. 
2. Encourage athletes to create goals based on things that they can 

control in recovery. 
3. Teach athletes to reframe their negative self-talk by identifying facts 

and action steps. 
4. Develop visualization scripts to help athletes practice replacing eat-

ing disorder behaviors with recovery-based actions. 



 

 
  

 
    

 
  

 
  

 

 

 

 

 

14 The Coach’s Hat 

I share with all potential new athletes that they will get both a therapist and 
a coach if they choose to work with me. As a therapist, I provide a warm, 
compassionate, nonjudgmental space. I explore emotions and develop a foun-
dation of trust so that the therapeutic relationship can safely hold vulnerability 
and honesty as sensitive and difficult conversations arise. As a coach, I stretch 
athletes (metaphorically) and ask them to do uncomfortable things. I hold 
them accountable for their actions (or lack thereof ), and sometimes, I make 
athletes mad. Well, I make their eating disorders mad. I welcome conflict into 
my office as it allows me to reflect on the power and irrationality of these 
mental illnesses. 

Athletes in recovery from eating disorders benefit significantly from multi-
disciplinary treatment teams but do they need another coach? After all, many 
of the athletes sitting in your office likely have at least one coach, and often, 
many more than that. Coaches take on multiple roles in athletes’ lives, with 
their most basic job being the development of fitness and sport-specific skills. 
Depending on the organization or sport, coaches often take on responsibilities 
that extend well beyond skill development and fitness training. For the purposes 
of this chapter, we are going to focus on the primary role that all head coaches 
assume: to positively influence the fitness, skills, and sport IQ of their athletes. 

You may not be qualified to create fitness programming for the athletes with 
whom you support. Furthermore, I suspect that you are not a master of multiple 
sports, so skills and strategy are certainly not your responsibility. However, if 
we pause, we find that these very same coaching duties apply to healthcare 
professionals treating athletes with eating disorders. 

1. Athletes struggling with eating disorders lack “mental fitness.” Their 
minds are compromised by unhealthy nutrition and exercise behaviors. 
Regardless of which eating disorder behaviors are used, their minds are 
not “fit.” They seek recovery as a means for restoring both their physical 
and mental health. The treatment team’s job is to help athletes reestablish 
whole-body health. Throughout this process, treatment teams help athletes 
improve their “mental fitness.” 
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2. Athletes work with coaches because they desire expert guidance in achiev-
ing their goals. Similarly, athletes work with eating disorder specialists 
because they need help in reclaiming their health. They look to coaches 
for clear direction and purposeful action. It is essential for treatment 
teams to provide these as well. Individuals recovering from eating dis-
orders rely on clear expectations, accountability, and direction. 

3. Athletes expect to be challenged. Challenge is a critical aspect of growth 
and success in future competitions. They may not love having their eating 
disorders challenged but rationally understand that this is a vital aspect 
of their recoveries. 

Training Plans 
A primary job for any coach is to plan for the upcoming competitive season. 
Coaches assess the schedule and competition as well as the strengths and weak-
nesses of their athletes to create thoughtful programming to improve their chances 
of success. First, coaches look at the big picture: What does our season look like? 
What are our goals for this season? Who will be our most formidable competi-
tors? From here, coaches break the season down into smaller and smaller chunks 
of time. This is periodization. It is a systematic plan that breaks seasons down into 
macro and micro cycles aimed at improving all aspects of athleticism to support 
peak performances at critical points of a season. Essentially, this plan becomes 
the road map that provides the general direction for daily practices and workouts. 

Eating disorder recovery is quite similar. Commonly, athletes recovering 
from eating disorders have a goal to restore their health, so they can resume 
their normal lives. While there is no target date for recovery (although some 
athletes may focus on restoring their health in time to compete at a particular 
point in their season), they need daily plans to help guide their efforts. 

As you have likely gathered by now, I am an advocate for mental skill-building. 
Typically, athletes respond positively to skill-building (especially when I relate the 
skills back to their sports). I have gleaned over the years, however, that no matter 
how motivated athletes are, if they do not have a plan in place and regular account-
ability, mental skills quickly become a distant memory versus a reliable resource. 
Not surprisingly, the skills are rarely effective when athletes try using them during 
difficult moments if they have not regularly practiced the strategies up to that point. 

With this in mind, I encourage athletes to create a “training plan” for devel-
oping their “mental fitness.” It may look something like this: 

• Mindful Monday: Practice engaging my five senses during a meal and 
at practice. 

• Thoughtful Tuesday: Take note of my internal dialogue and actively 
practice self-talk reframing by recording my negative self-talk, then 
reframing it. 

• Relaxation Wednesday: Practice my favorite deep breathing exercise at 
least once today. 
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• Passionate Thursday: Identify action steps for connecting with a specific 
value today. 

• Gratitude Friday: Pause to appreciate small and big moments throughout 
my day. 

Stairs to Success 
Another strategy that effectively supports the development of mental fitness and 
boosts confidence in recovery is developing Stairs to Success. Referring back 
to the performance and process goals I discussed earlier, focusing on things 
within one’s control more effectively facilitates positive outcomes compared 
to focusing on the outcome itself. 

This exercise helps athletes organize their efforts into a meaningful plan and 
encourages athletes to take credit for the hard work they are already doing. Essen-
tially, it is an extension of the mental fitness training plan and daily wins (see 
Chapter 13). I break recovery down into categories, each being a factor that posi-
tively impacts health. Examples include: fueling, hydration, rest and recovery, 
movement, mental skills, emotional health, connection, spirituality, and values. 
Then I create an image of stairs on a blank sheet of paper and label each stair with 
a category title. For example, on the first stair, I may write “Fueling.” Underneath 
that stair, athletes record all of their fueling behaviors that support their health. I 
encourage them to include one or two target actions that they would like to begin 
practicing in the immediate future. The process continues as athletes label each 
stair and record corresponding behaviors supporting that category. Once com-
plete, the page is filled with recovery-based action steps that remind athletes of 
their daily efforts as well as provides a roadmap for tough days. 

As you put on your coach’s hat, be mindful of the fact that many athletes are 
people-pleasers by nature. It is important to remember that a critical aspect of 
recovery is to develop an individual sense of self. This includes learning to advo-
cate for one’s needs and finding the courage to disagree or assert one’s own opin-
ion. In coaching athletes, I encourage them to take the lead in developing their 
mental fitness training plans. For example, we only include the skills that they 
respond positively to versus including all mental skills because they “should” 
benefit from them. And, as I said earlier, I welcome conflict and disagreement 
in my office. I encourage athletes to speak up as they learn to take ownership of 
their recovery, because, after all, if they are only developing mental fitness to 
please me, athletes will rarely stand on solid ground in their recoveries. 

Action Steps 

1. Develop a mental fitness training plan to support athletes in building 
reliable coping skills and self-efficacy in recovery. 

2. Create Stairs to Success to boost confidence and provide direction 
for daily recovery efforts. 

3. Encourage athletes to own their mental fitness by replacing “shoulds” 
with personal preferences for mental skills practice. 



 

 

 

 
         

    
 

 

            
 

 
 

Conclusion 

In 1989, Dr. Dan Chambliss examined the phenomenon of excellence among 
elite swimmers.1 Dr. Chambliss concluded that excellence is mundane. He 
described it as the result of many small actions (some intentional, others stum-
bled upon) that, when combined and practiced consistently over time, resulted 
in extraordinary performances. His point was that the process of achieving 
excellence was quite boring, but the commitment to those daily efforts yielded 
exciting results. 

As stated throughout this book, excellence in sport mirrors the recovery pro-
cess. Recovery does not rely on talent or superhuman powers; the strength of 
recovery lies in the mundanity of daily, deliberate efforts to change and the 
willingness to suffer. There is not a specific skill, pill, threat, or reward that 
will catapult athletes from illness into health. There are no hidden talents for 
recovery nor are there genetic traits that expedite the process. Recovery is a 
daily grind. It is the total of continual efforts which slowly reestablish mental 
and physical health. Recovery is not exciting nor is it glamorous; it results when 
change becomes the only option. 

Much like circles, recovery has no beginning or end. It starts with a single 
effort and a slight willingness to change. From there, the process evolves: Pas-
sion and purpose, along with facts and feelings, guide efforts. The circle of 
recovery feels elusive at times, making risks seem riskier and daily efforts more 
intolerable. Athletes circle back over the same lessons many times throughout 
their recoveries because these biologically based mental illnesses relentlessly 
defend themselves. 

In her book Grit the Power of Passion and Perseverance, Dr. Angela Duck-
worth commented that enthusiasm and excitement are typical when individu-
als set goals for themselves, but endurance is rare.2 While not all athletes are 
enthusiastic about interrupting their eating disorders, they often show up willing 
to try. Over time, the process wears on them. They become tired. Tired of being 
uncomfortable. Tired of baby steps. Tired of the daily grind. 

When athletes embark upon recovery, they slowly agree to give up their per-
ceived sense of control in exchange for daily suffering. Confidence wavers and 
doubt soars as athletes wonder whether recovery is worth the heart (and head) 
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ache. Encourage athletes to engage their hearts as they challenge their minds. 
Normalize the fact that they cannot control their maladaptive thoughts despite 
wanting to; encourage them to meditate instead. Teach them to manage discom-
fort to make the sacrifices of recovery bearable. Tap into their athletic identities 
to motivate action. Celebrate small successes, understanding that athletes may 
feel like they are failing (at their eating disorders). Teach them about the things 
they can control so that they can stop fighting the things they cannot. Honor 
mistakes and failures as a part of the process while holding them accountable 
to their goals and values. 

Lastly, take a deep breath. Many deep breaths. It frequently takes several 
years before athletes stand on solid ground in recovery. It is rare for individu-
als to be truly behavior free in the early stages of treatment. It is common for 
slips and relapses to occur. Athletes will test the water to see what thoughts 
and behaviors they can hang onto while being in recovery. These are learning 
moments in the circle of recovery. Comfort athletes as they fail again and again. 
Prepare to revisit the same points on the recovery circle many times throughout 
this journey. Hold hope and believe in them when athletes question themselves. 

As excitement wears off, the need for endurance sets in. This is neither good 
nor bad. It is simply the reality of excellence. Extraordinary outcomes are the 
result of daily mundanity. The repeated efforts of recovery lead to a future of 
health and well-being. Recovery is extraordinary. 
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Mental Skills Summary 

Chapter Key Points Action Steps 

The Willingness to 
Suffer 
Chapter 11 

Make it meaningful. 

Break it down. 

Connect the experience of suffering 
with passion, confidence, integrity, 
mindfulness, and gratitude. 
Identify process goals to help athletes 
focus on one step at a time. 

Suffer with HEART. Focus on controllables within the 
experience: Hope, effort, attitude, 
risk and resiliency, thankfulness, and 
thoughtfulness. 

The Power of 
Competition 
Chapter 12 

Identify the why. 
Engage the 
competitor’s mindset. 

Actively prepare 
headspace for daily 
challenges. 

Establish core values. 
Create daily competitions between 
athletes and their eating disorders. 
Use podium meal challenges to 
encourage safe risks. 
Use mental “warm-ups” to prepare for 
recovery-based actions. 
Create an ARP to develop resiliency. 

Lasting Belief: Build on past success. Track daily wins. 
Confidence in Set performance goals. Base goals on controllables within 
Recovery recovery. 
Chapter 13 Use facts to establish 

the truth. 
Practice self-talk reframing to 
challenge maladaptive beliefs and 
realign with goals and values. 
Create an affirmations list. 

Imagine success. Develop a visualization script to 
improve self-efficacy for recovery-
based actions. 

The Coach’s Hat 
Chapter 14 

Plan purposefully. Create a mental fitness training plan. 

Build stairs to success. Boost confidence in recovery by 
helping athletes identify their past and 
current behaviors that support health. 
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