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Philosophy and Purpose 
 

 This site is designed by staff and consultants working for The Center for Balanced 

Living in Columbus, OH. Our philosophy is that, while eating disorders and concomitant 

conditions such as depression and substance abuse are very serious and very disruptive 

illnesses, (1) people can and do recover; (2) the process of recovery is typically long, 

complicated, and bumpy; and (3) family members play a critically important role in the 

recovery process.  

 

 We also believe that the search for causes and for something to blame is, while 

understandable in the face of disorders that challenge everyone’s sense of control, not 

productive. We choose instead to embrace and embody the philosophy that 

 

Although no one in the family is to blame for an eating disorder, everyone 

in the family has a responsibility to work together to do what he or she can 

to facilitate the loved one’s recovery and to do so without sacrificing his 

or her own health, well-being, and self-respect. 

 

 The purpose of Recipes for Hope and Change is to provide family members with 

information, support, and other tools. Working together and with knowledgeable, 

experienced professionals, family members can create and sustain a strong, meaningful 

sense of hope and work toward positive changes for their loved one, for themselves and 

for their family. 

 

                                                 
1 Michael Levine, PhD is the Samuel B. Cummings Jr., Professor of Psychology at Kenyon College, 

Gambier, Ohio, and National Scientific Advisor to The Center for Balanced Living. 

Laura Hill, PhD is CEO, David Dagg, PCC, LICDC is Director of Clinical Development and Heather 

Guthrie, PhD, LPCC is Chief of Family Programs at The Center for Balanced Living, Worthington, Ohio. 



 

 

 

What Do Families Need? The SHAIRE Model 
 

The Center for Balanced Living has for many years conducted free support groups for 

family and friends of people suffering from eating disorders. The Center offers a program 

for family members and adults who have loved ones with eating disorders titled: Fed Up? 

Get FED (link here). These are daylong conferences that provide family members with 

the most current toolbox of support, research based information and “how to” tools for 

family members with loved ones who have eating disorders.   

 

In addition, therapists at The Center have extensive experience working with individual 

clients and their families in the treatment of eating disorders and related conditions (e.g., 

depression, obsessive-compulsive disorder). In the course of this work, family and friends 

have time and again, in surveys and during support group meetings, told us that at 

different times, in the process of their loved one’s illness and recovery, they—as family 

and friends--need varying degrees and combination of the following: 

 

Support 

Hope 

Acceptance 

Information 

Respect 

Empathy 

 

There is nothing magical and extraordinary about these needs—other than how 

important they are, how powerful they are, and how difficult it can be to identify and 

sustain them. Thus, we have organized the recipes for hope and change through the first 

letters of these needs into the easy-to-remember acronym SHAIRE. 

 

We share this SHAIRE model in our work, with each other, and with our clients in 

treatment. Consequently, we are confident in sharing it with the families and friends of 

loved ones suffering from an eating disorder. 



 

 

 
 10 Fundamental Principles and Assumptions of 

the SHAIRE Model 
 

1. Eating Disorders are serious, complex conditions that often take on a life of 

their own—in fact, to such an extent that it may be very helpful for loved ones to 

think of the person (e.g., “my daughter”, “my son” or “my spouse”) and their 

eating disorder as separate entities (e.g., a “monster on her/his shoulder”). 1,2 

 

2.    Eating Disorders are caused by complex combinations of biological,  

 psychological, and sociocultural factors. This means that recovery needs to  

 address, at the very least, the following aspects of the particular disorder that  

affects your loved one3,4,1,5,6,2: 

 

 a. medical and physical health 

 b. genetic and neurobiological factors 

 c. psychological factors (e.g., fears, attitudes, goals, self-concept) 

 d. nutritional status 

 e. behavioral knowledge and competencies 

 f. interpersonal and coping skills 

 g. relationship to cultural pressures that promote negative body image  

  and disordered eating 

 

3. No one or no thing is “the cause” of an eating disorder, so blaming one’s self or  

 others is, while understandable, ultimately counterproductive.  

 

4.    Eating disorders are frightening, confusing, and, at times, maddening. Thus, an 

array of strong emotions are normal and expectable. However, one of the 

important things family members can learn in order to help their loved one is how 

to express their negative and positive emotions more effectively, constructively, 

and humanely.1,2 

 

5.    No one is to blame – but all family members have a responsibility to aid in the  

person’s recovery to the best of their ability. In fact, parents and other family 

members are one of the major keys to recovery.4,1,6,2 

 

6.    Many people do recover from eating disorders, but it takes time, determination, 

and, in most instances, coordinated intervention from family members and 

professionals.1,2 

 

7.    Expect—and try not to take personally—the gamut of human emotions and  

 foibles from the person with an eating disorder, and at times from yourself: anger,  

 confusion, ambivalence, dependence, willful independence, anxiety, clarity,  

 progress, backsliding, embarrassment, pride, etc. Your loved one is human and 

 the disorder is a monster. Thus, as you and your loved one work to  



 

 

overcome the monster, there will be struggle, emotional distress and  

outbursts, and the ups and downs of any long-term battle that is marked by fear  

and courage.1,2 

 

8.    Ambivalence, fueled by fear, anxiety and uncertainty, is the rule for people 

suffering from eating disorders: They do not want to suffer, they do not want to 

make the family’s life a “living hell,” they do not want to die, AND they are 

afraid AND they are confused AND they may be having trouble thinking 

straight.1,5,2 

 

9.        It is important for families to work with each other and professionals1,5,6,2  

to establish a united front to move beyond anger, helplessness, and blame—and 

toward 

a.  An atmosphere of compassion, consistency, security, and  

  constructive action 

b. Learning to respond dialectically and with validation. 

(create links to help define these words for families) 

c.  Non-negotiables for the health and well-being of the family  

  as a unit and as individuals making health more attractive  

  and feasible than illness 

 

10.       Self-care for all family members is of the utmost importance—the key is giving  

of yourself, not giving up yourself or on yourself. You can't share and build 

upon what you don't have.1,2 

 

 

_________________________________________________ 

 
1Herrin, M., & Matsumoto, N. (2007). The parent’s guide to eating disorders: Supporting  

self-esteem, healthy eating, & positive body image at home (2nd ed.). Carlsbad,  

CA: Gürze. 
2Treasure, J. (1997). Anorexia nervosa: A survival guide for families, friends and  

sufferers. East Sussex, UK: Psychology Press. 
3Andersen, A. E. (1985). Practical comprehensive treatment of anorexia nervosa and  

bulimia. Baltimore: Johns Hopkins University. 
4Health Education Center, & Eating Disorders Institute. (1999). “How did this happen?”  

A practical guide to understanding disorders—for teachers, parents and coaches.  

Minneapolis, MN: Institute for Research and Education, HealthSystem Minnesota. 
5Natenshon, A. H. (1999). When your child has an eating disorder: A step-by-step  

workbook for parents and other caregivers. San Francisco: Jossey-Bass. 
6National Eating Disorders Association [NEDA] website = www.nationaleatingdisorders.org 

 

 

 

 

 

 

 

 

 



 

 

 

S is for Support 

 
 Many of the features of eating disorders--such as the intense drive to be thin, the 

irrational fear of fat, and the belief that one’s weight and shape are central to one’s self-

concept—are common in our society.1,2 Moreover, our busy lives and the aspects of 

secrecy, shame, and fierce pride in weight loss that characterize most eating disorders 

conspire together to make it hard to see changes and make sense of them.3  By the time a 

disorder is recognized and acknowledged by caring people, the situation is usually out of 

control and serious .4 

 

 This painful acknowledgement is a reminder that the process of developing a 

disorder, identifying it as a disorder, making a commitment to finding treatment, finding 

good care, and participating in treatment, recovery, relapse, and continued recovery is 

just that—a process. And it is typically a long and complicated process, even for those 

with intellectual, financial, and social resources.4,5,6 

 

 This means that loved ones, as well as the person suffering from the eating 

disorder, need and deserve support. There are various forms of support available to 

most families. These include: 

 

 Family members re-prioritizing their time and commitments so as 

to reaffirm their love and care for each other. 

 

 Family members learning how to share their problems in 

confidential and productive ways with close friends, as well as with 

others who may be in a position to provide support, such as employers 

and clergy. 

 

 Family members attending free support groups. These groups are 

designed to provide empathy, respect, information, advice, and 

opportunities to learn from other families. Knowing that you’re not 

alone in your struggle, knowing that you have some place where 

people understand and encourage your strong emotions, and knowing 

that there is real hope are all powerful incentives to stick with the long 

process of treatment and recovery.  

 

o Click here for more information about The Center for Balanced 

Living’s free support groups for families and friends 

 

IMPORTANT NOTE: A support group may, at times, provide resources that feel 

therapeutic. However, a support group is designed to be an adjunct to therapy, and not to 

be group therapy. 

 



 

 

 Family therapy and individual therapy. In some instances, various 

factors, including the severity of the loved one’s eating disorder, make  

it nearly impossible for family members to support each other 

effectively and to find and make use of other forms of support. It is not 

uncommon for family members to be depressed or struggling with 

their own anxieties and other issues. In such instances, family 

members may benefit from individual therapy and/or family therapy.4,7 

Eating disorders treatment is best served through a multidimensional 

approach.8,9,10 At The Center for Balanced Living family members are 

expected to be a part of the treatment process when the loved one is 

under 18 years of age, and actively encouraged to be a part of family 

or couples therapy when the loved one is an adult.  

 

Again—the key issue is not “fixing people who are at fault.” The 

emphasis is on strengthening individuals and the family so that they 

make take better care of themselves and their loved one.  

 

 

 

 

 

_________________________________________________ 
 
1 Gordon, R. (2000). Eating disorders: Anatomy of a social epidemic (2nd edition). Malden,  MA: Blackwell. 
2 Levine, M. P., & Smolak, L. (2006). The prevention of eating problems and eating 

disorders: Theory, research, and practice. Mahwah, NJ: Lawrence Erlbaum  

Associates. 
3 Smolak, L., & Levine, M. P. (2007). Recognizing & preventing adolescent eating  

disorders and muscularity Problems. The Prevention Researcher, 14(3;  

September), 15-17. 
4 Herrin, M., & Matsumoto, N. (2007). The parent’s guide to eating disorders: Supporting  

self-esteem, healthy eating, & positive body image at home (2nd ed.). Carlsbad,  

CA: Gürze. 
5 Natenshon, A. H. (1999). When your child has an eating disorder: A step-by-step  

workbook for parents and other caregivers. San Francisco: Jossey-Bass. 
6National Eating Disorders Association [NEDA] website = www.nationaleatingdisorders.org 
7 Lock, J., & Le Grange, D. (2005). Help your teen beat an eating disorder. New York:  

Guilford. 
8Andersen, A. E. (1985). Practical comprehensive treatment of anorexia nervosa and  

bulimia. Baltimore: Johns Hopkins University. 
9Health Education Center, & Eating Disorders Institute. (1999). “How did this happen?”  

A practical guide to understanding disorders—for teachers, parents and coaches.  
Minneapolis, MN: Institute for Research and Education, HealthSystem Minnesota. 

10Katzman & Pinhas, (2005), Help for Eating Disorders: A Parent’s Guide to Symptoms, Causes and Treatments. Toronto: Robert 
 Rose Incorporated. 
 

 

 

 

 

 

 

 

 



 

 

 

 

H for Hope 

 

The Prognosis for Eating Disorders 
 

 Families and friends have told us over and over again that they need a 

combination of information, respect, and hope. In that spirit, we say as honestly and 

authoritatively as we can: At the moment, there is no getting around 3 scary facts: 

 

1. Eating disorders are very serious, sometimes debilitating, and  

(at times) deadly disorders.1,2,3  

 

2. Not everyone recovers, particularly if they have been ill for a long  

time and if their illness is compounded by severe depression, 

coexisting alcohol and substance abuse, severe obsessionality, 

and/or severe personality problems such as emotional instability 

and behavioral impulsivity.4,3  

 

3. Suprisingly little is known for certain about the course and  

prognosis of eating disorders, and about which treatments will be  

best for which individuals. 

 

 That said, we can also say honestly, that, based on the current outcome 

research, and based on our own extensive experience as therapists, the following 

generalizations apply—and are cause for realistic, productive hope:1,4,3,5,6  

 

1. Approximately 50-70% of people with eating disorders recover 

significantly if not fully.  

 

2. Recovery may proceed very rapidly, but often requires 3-7 years 

 

3. Approximately 20-30% of people with eating disorders improve to 

a significant degree but never fully recover. They are still haunted 

and limited by weight and shape concerns, anxieties about eating 

and exercising, and depression. 

 

4. Approximately 5-15% of people suffering from eating disorders 

remain quite ill and can be said to have a chronic and debilitating 

psychiatric disorder. 

 

 

There is a high probability that your loved one will feel worse before they feel better IF 

they are actively involved in treatment and trying to move through the eating disorder 



 

 

symptoms.1,5  Reducing the symptoms of eating disorders may create more cognitive and 

emotional distress, which may be taken out on the family members.  

 

 
_________________________________________________ 
 
1 Herrin, M., & Matsumoto, N. (2007). The parent’s guide to eating disorders: Supporting  

self-esteem, healthy eating, & positive body image at home (2nd ed.). Carlsbad,  

CA: Gürze. 
2 Kaplan, A. S., & Garfinkel, P. E. (Eds.). (1983). Medical issues and the eating disorders:  

The interface. New York: Brunner/Mazel. 

3 Steinhausen, H-C. (2002). The outcome of anorexia nervosa in the 20th century.  
 American Journal of Psychiatry, 154, 313-321. 

4 Keel, P. K., & Mitchell, J. E. (1997). Outcome in bulimia nervosa. American Journal of  

Psychiatry, 154, 313-321. 

5Treasure, J. (1997). Anorexia nervosa: A survival guide for families, friends and  

sufferers. East Sussex, UK: Psychology Press. 

6 Vrabel, K. R., Rosenvinge, J. H., Hoffart, A., Martinsen, E.W., & Ro, O. (2008). The  
course of illness following inpatient treatment of adults with longstanding eating  

disorders: A 5-year follow-up. International Journal of Eating Disorders. 41, 224-232. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

A is for Acceptance 
 

 Your participation in the process of your loved one’s recovery will be facilitated 

and enhanced by your attention to a version of the famous “serenity prayer” associated 

with recovery from alcoholism. Specifically, it is important to learn what you cannot 

control (and are misguided in trying to control), to learn and practice what you can 

control, and to develop the wisdom to know/learn the difference. 

 

This sounds simple, but it is not, at least not at first. In fact, it requires courage. 

We define “courage” as being committed to doing what needs to be done for your loved 

one and yourself, and sticking to that commitment even though you are anxious, 

uncertain, embarrassed, and/or angry. In fact, we feel strongly that it is important for 

family members to model true courage, so that their loved one may draw the strength to 

cope with and work with her or his own anxieties and doubts. And true courage is defined 

by a combination of anxiety and decisive, caring action.1  

 

What you cannot control.  You cannot control the fact that your loved one has a 

serious illness.  You cannot control how your loved one thinks, what your loved 

one says, what your loved one does.  You cannot control the biological, 

neurological, or genetic causes for eating disorders.   

 

What you can control. You can control how you react to a very serious illness—

with compassion, understanding, patience, courage, and consistency You can 

learn as much as possible about the causes and treatments for eating 

disorders.2,3,4,5,6  This will help you be better armed to be active in treatment and 

be an advocate for cultural change.  You can learn how to distract your loved one 

in a healthy way when they need it.  You can offer support, set limits, and 

maintain your own self-care.  You can learn to control your reactions to eating 

disorders. 

 

Support, practice, and “the wisdom to know the difference.” 

 

  
_________________________________________________ 
  
1 Rachman, S. J. (1978). Fear and courage. San Francisco: W. H. Freeman. 

2 Herrin, M., & Matsumoto, N. (2007). The parent’s guide to eating disorders: Supporting self-esteem, healthy eating, & positive 

body image at home (2nd ed.). Carlsbad, CA: Gürze. 
3Katzman & Pinhas, (2005), Help for Eating Disorders: A Parent’s Guide to Symptoms, Causes and Treatments. Toronto: Robert 

 Rose Incorporated. 

4 Lock, J., & Le Grange, D. (2005). Help your teen beat an eating disorder. New York:  
Guilford. 

5 Natenshon, A. H. (1999). When your child has an eating disorder: A step-by-step  

workbook for parents and other caregivers. San Francisco: Jossey-Bass. 
6 Treasure, J. (1997). Anorexia nervosa: A survival guide for families, friends and  

sufferers. East Sussex, UK: Psychology Press. 

 



 

 

 

I is for Information 
 

What are The Warning Signs of an Eating Disorder? 

 

Detection is Not as Easy as it Sounds 

 

 Sometimes it seems like there is no end to the guilt and frustration that family and 

friends feel in regard to a loved one’s eating disorder.1 One source that we have 

encountered frequently is captured in the following statement: 

 

“I can’t believe it took me so long to see ‘it,’ to figure out that things were 

out of control. I feel like such an idiot; it seems so obvious now, and I 

guess it was obvious to her friends.” 

 

We understand this feeling, if only because it reflects the genuinely human 

desire to “be in touch with one’s family or close friends,” to “be in control” and to 

be able “to do something instead of nothing.” However, we encourage family 

members and friends to go easy on themselves. Detecting an eating disorder is not 

that easy. Remind yourself that even veteran physicians, social workers, and 

psychologists often “miss” the diagnosis.  

 

Here are some of the reasons that it is difficult, and may take a long time, 

to detect an eating disorder:2,1,3,4,5  

 

 A number of the features of an eating disorder (e.g., fear of fat, drive for 

thinness, extreme weight loss, temporary “control over hunger”) are 

extensions of characteristics that are common and valued in our society. 

This makes it hard to distinguish disorder and disability from “a bit 

too much of what is normative.” 
 

 People slipping into eating disorders are anxious, secretive, embarrassed 

and defensive about themselves for various reasons. They are also afraid 

of forfeiting control. It is hard to detect complex problems when the 

person is secretive, defensive, and intent on maintaining control. 

 

 Family members are, in most cases, extremely busy these days—long 

hours at work or school, jobs or sports (or both) after school, getting 

together with friends, and so forth. It is not unusual for days to go by 

without family members sitting down to a meal together, or even having 

much chance to talk and enjoy each other’s company. It is hard to detect 

and work through complex problems when people are extremely busy 

and expect each other to be independent and productive. 



 

 

 

 

Warning Signs 
 

It is indeed important to be alert for the: 

Hallmark signs of Anorexia Nervosa 

 stubborn food refusal,  

 minimal and ritualistic eating,  

 extremely low weight or dangerous weight loss 

 

Hallmark signs of Bulimia Nervosa: 

 uncontrollable binge-eating  

o (which means uncontrollably eating a larger amount of food than 

what others would eat in a similar time frame)  

 purging: which includes: 

o  self induced vomiting 

o diuretic abuse  

o laxative abuse 

o excessive exercise 

o fasting or refusing to eat for long periods of time to counter fear of 

weight gain 

 

Hallmark signs of other forms of Eating Disorders: 

 spitting and chewing foods 

 binge eating and not purging 

 purging and not binge eating 

 

 

By the time these classic features are seen, correctly interpreted, and 

acknowledged, there is a good chance that considerable damage has been done 

and the problem may be life-threatening. This means that it is very important, if 

possible, to be alert for the signs of an eating disorder other than the “hallmark 

features.” 

 

Following are some of the prominent “warning signs” of a serious eating 

disorder.6,7,8,9,4  Note that, with the exception of evidence of purging, no one of 

them is all that alarming or inexplicable, in and of itself. That means concerned 

family members and friends need to pay attention to the pattern of signs. 

Specifically, with one exception, the more signs that are present and the more 

frequently you observe (“feel”) them, the greater should be your index of 

suspicion and concern, and the greater the need for the situation to be evaluated 

by a professional who has experience in these matters.  

 



 

 

The exception is evidence of purging. Repeated self-induced vomiting 

and/or use of laxatives, diuretics, or enemas is cause for alarm and for a medical 

and psychological evaluation, whether or not the person has an eating disorder.10,1  

 

 Withdrawal from, or avoidance of, activities that the person should be 

doing or has previously enjoyed doing, because of anxiety, 

embarrassment, and concerns about weight and shape. 

 

 Expressions of increased anxiety or obsessive thoughts over calories, 

weight, body size and shape that do not diminish—and often intensify—as 

weight is lost. 

 

 Excessive, rigid, exercise routines even if little food has been consumed. 

At times the excessive exercise is thought to “burn off” calories that are 

taken in or might later be taken in. The exercise regimen will be adhered 

to despite bad weather, fatigue, other obligations, illness, and injury.  This 

exercise may, however, be a physical agitated like expression triggered by 

significant neurobiological disturbance as the person loses excessive 

amounts of weight below what is healthy and normal for her/his age and 

height. 

 

 Preoccupation with weight, food, calories, dieting, food supplements, 

cooking, etc., to the extent that it consistently intrudes on conversations 

and interferes with doing other things. 

 

 Ritualistic eating habits such as chewing every bite a specific number of times or 

cutting food into very small pieces. 

 

 Fixated attention on calories 

 

 Evidence of secretive self-induced vomiting, such as: 

 

o Bathroom smells or messes 

o Rushing to the bathroom immediately after a meal and then 

disappearing to one’s room, or returning to the kitchen with 

bloodshot eyes 

o Swelling of the sub-mandibular (under the jaws) salivary glands to 

yield “a puffy” or “chipmunk” facial appearance. 

o Unusual dental problems in a young person, such as erosion of the 

enamel at the base of the back of the lower front teeth, or loss of 

vertical height of the teeth. 

o Unusual and slow-to-heal cuts or sores on the backs of the fingers 

or knuckles of one hand (caused by the teeth, as one uses fingers to 

induce vomiting). 

 



 

 

 Wrappers, advertisements, coupons, and other evidence of interest in and 

use of laxatives, diuretics, enemas, purgatives, or emetics (drugs such as 

syrup of Ipecac that are designed to induce vomiting in emergency 

instances of poisoning). 

 

 Evidence of binge-eating, including the hoarding and stealing of food, or 

the consumption of amounts of food that are huge and clearly inconsistent 

with the person’s size or weight. 

 

 Alternating periods of severely restrictive dieting and overeating (binge-

eating, overeating, constantly grazing). These phasic fluctuations are often 

accompanied by perceptible weight fluctuations of 10 or more pounds. 

 

 Inexplicable (and unresponsive to treatment) problems with menstruation 

and/or fertility. 

 

 Extreme concern about appearance, shape, or a particular weight (“I’ve 

got to get to 106 pounds; I’ve just got to!”) as a defining feature of self-

esteem. This “undue influence of weight and shape on self-concept” may 

be accompanied by dichotomous, perfectionist thinking (e.g., either I am 

“thin and good” or “fat, gross, and bad”). 

 

 Paleness, weakness, and complaints of being lightheaded or dizzy that are 

not accounted for by the circumstances or by other medical problems.  

Are Eating Disorders Really “Only About Eating and Weight?” 

As is the case for so many aspects of the eating disorders, the answer to this  

question is complicated. Perhaps the best way to phrase it is as a combination of No “ and 

“Not only . . .”  

 

“No” 

Negative body image, a pre-occupation with weight and shape, and 

disordered eating are the surface symptoms that express the underlying dynamics of 

the emotional illness (the “dis-ease”) and the pain a person experiences. Here we are 

reminded that eating disorders are a serious illness. The definition of an eating disorder 

involves serious problems created by attitudes, beliefs, and behaviors in regard to eating, 

not eating, the management of weight and shape, and the use of all these to cope with 

stress and with other problems.11,12,13  For example, “We now know from research that 

anorexia nervosa is a brain disease with severe metabolic effects on the entire body. 

While the symptoms are behavioral, this illness has a biological core, with genetic 

components, changes in brain activity, and neural pathways are currently under study. 

“(Thomas R. Insel, MD Director of the National Institute of Health). 

 

 

 



 

 

 

“Not Only” About Eating, Weight, and Shape: Co-Morbidity 

“Morbid” in this instance means “having to do with illness.” Thus, “co-

morbidity” refers to “co-occurring illnesses,” that is, disorders that have a probability 

of co-occurring with eating disorders at a rate significantly greater than their baseline rate 

in our population.  

 

 Unfortunately, there are a number of psychological disorders that are “co-morbid 

with” the eating disorders.14,15,16,17  Important examples for family members to be aware 

of are: 

 

 Depression  (co-occurs commonly in all eating disorders) 

 

 Social phobia (social anxiety disorder; co-occurs more commonly in anorexia 

nervosa) 

 

 Obsessive compulsive disorder (co-occurs more commonly in anorexia nervosa, 

as to “obsessional” characteristics, such as perfectionism and an insistence or 

order, routine, and symmetry) 

 

 Substance abuse (co-occurs more commonly in bulimia nervosa and in anorexia 

nervosa with co-morbid binge-eating and purging). 

 Post-Traumatic Stress Disorder (sexual abuse from childhood can cause a 

ripple effect of symptoms that develop into or trigger the development of binge 

eating disorder and bulimia nervosa more than anorexia nervosa) 

 

In a materialistic culture that defines people in general and females in particular in terms 

of weight and shape and sexuality, the ingredients for development of an eating disorder 

make sense (and, for a while, “work”) for those who are predisposed to be anxious, 

fearful, impulsive, obsessive, and/or rigid.2  It may not make sense to family members—

and researchers are still trying to understand fully—but eating disorders become a way of 

coping and surviving for people. 

 

Significance for families. To reiterate, anorexia nervosa, bulimia nervosa, and 

EDNOS are serious illness that that have symptoms of uncontrollable eating, not eating, 

and desperate methods of weight and shape management. But they are also disorders of 

being and development, of the self and of relationships.18,12  

 

This is one reason why recovery takes so long. But we see this also as a basis for hope, 

because the developmental spirit is strong in human being, in large part because it 

connects the personal (the self) with others such as caring family, friends, and therapists. 
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R is for Respect 

The Role of Respect 

 
 We believe that self-respect and respect for others—as individuals and as human 

beings—is fundamental to a healthy, productive life.  To respect a person is to:1  

 

 Care about them as a human being 

 

 Care enough about them to try to see (literally, to see again, i.e., re-spect) where 

they are coming from in terms of how they perceive, think, and feel about things. 

 

 Care enough about them as a human being to try to ensure that they have a chance 

to meet their basic physiological needs, be safe and secure, have meaningful 

relationships, develop their competencies, and have a chance at a productive, 

meaningful life. 

 

The power and the pain and the uncontrollable momentum of an eating disorder 

usually threaten to rob the sufferer and the family of self-respect and respect for each 

other. As if this is not bad enough, hostility (driven by fear and ignorance) from society 

about the nature of mental disorders in general and eating disorders in particular further 

erodes self-respect, as does the tendency of some well-meaning physicians and therapists 

to blame the sufferer for being spoiled and willful, and to blame family members for 

being “inept” or “dysfunctional as a family.” 

Some Basic Do’s 

 

 Every person is different, and by definition family members and close friends 

usually know best how to talk to the person whom they care about – what words to use, 

what tone of voice to take, how much information they can handle when they are upset, 

and so forth. Nevertheless, our experience and that of experts across the world suggests 

that that there are some basic things you can easily do in order to facilitate—over the long 

haul (see above)—the process of working with your loved one to acknowledge a problem 

and the need for professional, expert evaluation. Here is our list of basic 

recommendations:2,3,4,5,6  

 

 Arrange to talk to the person in private; you’re going to be talking about 

personal, sensitive, and emotionally charged matters. 

 

 Designate one person or at most two to speak with the person – do not “gang up” 

on the person 

 

 Allow ample time to listen attentively and communicate effectively – do not 

do this “on the fly” or “in between” other important matters. 



 

 

 Ask (in the proverbial gentle but firm, insistent manner) the person to “hear 

me out, first, and then I’ll listen carefully to your response.” 

 

 Say (again, gently and kindly, but firmly and seriously) “We’re very concerned 

about you these days. How are you doing . . . really? Listen to the response non-

judgmentally.  Your purpose here is two-fold: (1) communicate and 

demonstrate your willingness to listen; and (2) ascertain whether there is a 

medical emergency (see above). 

 

 Communicate your concerns.  Describe specific times when something your 

loved one did or something you noticed about your loved one worried you and 

how these things make you concerned that he/she may need professional help. 

 

 Communicate your belief that the situation requires a professional 

evaluation: “I am not certain what is going on, but I am very concerned, and I 

strongly believe that we need a professional evaluation.” 

 

 Communicate your willingness to help the person through this process.  You 

may, for example, offer to help them locate a professional who has experience in 

assessment and evaluation, to go with them to the professional’s office, to go out 

with them afterwards to talk over what transpired, and so forth. 

 

 Allow your loved one time to think over the conversation. If, after you speak, 

there is essentially silence or passive and defensive suspicion on the part of your 

loved one, smile kindly and with compassion, and then say “Please think over 

what I’ve just said and how I feel, and let’s talk again in a couple of days or 

whenever you are ready to, OK?” 

 

 If the person resists (see below) forcefully or angrily, express yourself and 

express your continued concern for and support for your loved one.  Don’t 

get angry or forceful.  Try to avoid arguing. 

 

[You may say, for instance] I am not going to argue with you. I know 

what I feel, I know what I have observed, and I (still) feel very strongly 

that this situation needs to be evaluated by an expert. If you change your 

mind and are ready to discuss this further, I am always available to talk 

with you and to support you.” 

 

Some Basic Don’ts 

  

 Avoid diagnostic labels.  Your role is not to respond to “So, like, you think I 

have some type of eating disorder?! Well, I don’t!” Your role is to communicate 

care, concern, a conviction that the situation needs to be evaluated, and constant 

support. 



 

 

 Don’t get caught up in the “health game.” Avoid discussing whether her/his 

weight is right, s/he is eating the right diet, or engaging in too much exercise. 

 

 Avoid conflicts or a battle of wills.  If your loved one refuses to acknowledge a 

problem, calmly “hold your ground,” calmly repeat your concerns and your belief 

that the situation needs to be evaluated (the old “broken record technique” is an 

effective one) AND leave yourself available as a supportive listener. 

 

[You may say, for instance] I just don’t feel ‘”everything is all right.” I 

am (still) very concerned about you. I hear you saying that “everything is 

fine” and that I “should just let it go, it’s no big deal,” but what I’ve 

noticed it [repeat several specific observations]. I (still) feel very strongly 

that this situation needs to be evaluated by an expert. If you change your 

mind and are ready to discuss this further, I am always available to talk 

with you and to support you.” 

 

 Avoid placing blame, shame, or guilt.  You can think it, you can feel it “in your 

bones” as they say – but don’t say things like “everyone knows you have a 

problem” or “can’t you see what you’re doing to this family?!”  Instead, say 

things like “I’m worried about you never eating lunch” or “I’m concerned about 

how much time you spend running on your bad ankle.”   

 

 Avoid asking “why” your loved one is doing this. We know, and now you 

know, that eating disorders are not really or solely about eating or weight or 

shape. Nevertheless, this will likely not make any sense or matter at all to your 

loved one until much later in the process. Asking “why” is only going to make 

you sound critical and judgmental, which will put your loved one on the defensive 

in ways that will be unproductive. 

 

 Avoid giving simple solutions or simplistic advice, such as “You just need to 

exercise more and eat a little less” or “Don’t worry, all women get a little tummy 

as they get older; you just have to accept that.” Avoid acting as if you have “the 

answer” and your loved one is just too stubborn or messed up to see your 

righteousness . . . . 

_________________________________________________ 
 
1 May, R., & Yalom, I. (2005). Existential psychotherapy. In R. J. Corsini & D. Wedding  

(Eds.), Current psychotherapies (7th ed., pp. 269-298). Belmont, CA:  

Thomson/Brooks Cole. 
2 Levine, M. P. (1987). Student eating disorders. Washington, DC: National Education 

 Association. 
3 Herrin, M., & Matsumoto, N. (2007). The parent’s guide to eating disorders: Supporting  

self-esteem, healthy eating, & positive body image at home (2nd ed.). Carlsbad,  

CA: Gürze. 
4National Eating Disorders Association [NEDA] website = www.nationaleatingdisorders.org 
5 Smolak, L., & Levine, M. P. (2007). Recognizing & preventing adolescent eating  

disorders and muscularity Problems. The Prevention Researcher, 14(3;  
September), 15-17. 

6 Treasure, J. (1997). Anorexia nervosa: A survival guide for families, friends and  

sufferers. East Sussex, UK: Psychology Press 
 



 

 

 

E for Empathy 
 

The Role of Empathy 
 

 

Empathy is not a magical healing power. Nor it is a “state” of experience that leaves 

people feeling warm and fuzzy, and thus somehow better off. Rather, it is an 

interpersonal process of being open to another person’s world, of trying to understand 

that person’s inner world, of trying to communicate your understanding (not your 

approval or disapproval, but your understanding) of that person’s inner world, and of 

being open to clarification and correction by the other person.1,2  

 

Empathy for Families and Friends 

 

Families and friends of a person suffering from an eating disorder have, for years, 

told us the following. Even though many of them “have heard about” and “know about” 

eating disorders, the emotional impact and the behavioral disruptions created by the 

eating disorder and the person’s defensiveness leave family and friends feeling isolated 

and helpless. Moreover, as time goes on, and the tensions and problems build, almost 

everyone involved has, at some point, felt or done or said things that leave them 

wondering about their own sanity and their own worth as a person.3,4 

 

We work with eating disorders, we are parents and aunts and uncles, and some of 

us have suffered from eating disorders or other mental disorders such as depression. So, 

we know that—and we want you to know that we know that:  

 

 You are not crazy, even though at time you may have thoughts, and feelings, and 

impulses that feel unusual and out of control, and even frightening. 

 

 You are not alone. Other families and friends have “been where you’re at now” 

in many respects. 

 

 You are—and you feel—confused and helpless at times. This is because you 

are human, you care about your loved one, and you have tried many things to 

help, including doing everything for them and doing nothing.  

 

Remember: Feeling powerless at times is painful, depressing, and, above all, 

normal. But feeling powerless does not mean you are, indeed, powerless to take 

constructive, loving steps to help your family member 

 

 

 

 



 

 

 

_________________________________________________ 
 
1 Rogers, C. (1980). On becoming a person. Boston: Houghton Mifflin. 
2 Rogers, C., Dorfman, E., & Gord, T. (1951). Client-centered therapy: Its current  

practice, implications, and theory. Boston: Houghton Mifflin. 
3 Herrin, M., & Matsumoto, N. (2007). The parent’s guide to eating disorders: Supporting  

self-esteem, healthy eating, & positive body image at home (2nd ed.). Carlsbad,  

CA: Gürze. 
4 Treasure, J. (1997). Anorexia nervosa: A survival guide for families, friends and  

sufferers. East Sussex, UK: Psychology Press. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

Some Hope-Filled Messages from Family and Friends  

who have attended “FED UP? Get FED!” 

 

 

I have learned that no matter how hard I try I can’t read her mind, know exactly what to 
say, be there all the time, or fix this. It’s a great way of feeling powerless, but in a good 
way because I’m not always trying to hold everything together. 
 

I’m more emotionally equipped to deal with this horrible illness and my beautiful 

daughter. I want her “fixed” but now realize it’s a long complicated recovery. 

Thankfully, we’ll do it together.  

 

Finding out how an AN brain works and what they are feeling really helps on our end. 
We usually hear “I don’t know why” 100 times. 
 

It was helpful to understand what is going on their heads throughout the day. I liked 

learning the importance of validating both her feelings and mine. I liked the importance 

of being genuine with what I say, not trying to memorize the "right" thing to say. I feel I 

can let her know how it makes me feel what is going on with her and support her when 

she needs it by using the information…. 

 



 

 

Resources: Books 
 

When Your Child Has an Eating Disorder 

 

Health Education Center, & Eating Disorders Institute. (1999). “How did this happen?”  

A practical guide to understanding disorders—for teachers, parents and coaches.  

Minneapolis, MN: Institute for Research and Education, HealthSystem 

Minnesota. 

 

Herrin, M., & Matsumoto, N. (2007). The parent’s guide to eating disorders: Supporting  

self-esteem, healthy eating, & positive body image at home (2nd ed.). Carlsbad,  

CA: Gürze. 

 

Katzman, D. K., & Pinhas, L. (2005). Help for eating disorders: A parent’s guide to  

symptoms, causes & treatments. Toronto: Robert Rose. 

 

Lock, J., & Le Grange, D. (2005). Help your teen beat an eating disorder. New York:  

Guilford. 

 

Natenshon, A. H. (1999). When your child has an eating disorder: A step-by-step  

workbook for parents and other caregivers. San Francisco: Jossey-Bass. 

 

Treasure, J. (1997). Anorexia nervosa: A survival guide for families, friends and  

sufferers. East Sussex, UK: Psychology Press. 

 

Prevention 

 

Berg, F. M. (2001). Children and teens afraid to eat: Helping youth in today’s weight- 

obsessed world (3rd ed.). Hettinger, ND: Health Weight Network. 

 

Kater, K. (2004). Real kids come n all sizes: 10 essential lessons to build your child’s  

body esteem. New York: Broadway Books. 

 

Neumark-Sztainer, D. (2005). “I’m, like, so fat!” Helping your teen make healthy choices  

about eating and exercise in a weight-obsessed world. New York: Guilford. 

 

Consult Gurze Books  A comprehensive catalog of eating disorder books and other 

resources (list link) 

 

 

 

 

 

 

 



 

 

Resources on the Web 
 

National Eating Disorders Association: www.nationaleatingdisorders.org 

 

National Eating Disorders Association’s Parents and Family Network (PFN): 

 http://www.nationaleatingdisorders.org/p.asp?WebPage_ID=562 

 

Eating Disorders Association of South Australia: Section for “Friends & Family” 

 http://www.edasa.org.au/refuses_help.htm 

 

Eating Disorders Foundation of Victoria (Australia): Click on section entitled 

 “Family & Friends” -- http://www.eatingdisorders.org.au/content/view/42/66/ 

 

National Eating Disorders Information Centre (Canada): “Help for Family &  

Friends” –  http://www.nedic.ca/giveandgethelp/helpforfriendsfamily.shtml 

 

Eating Disorders Information Network (Atlanta, GA): Family and Friends – 

 http://www.myedin.org/Family-and-Friends.html 

 

National Association of Anorexia Nervosa and Associated Disorders (ANAD) 

 Finding support groups in various states: 

http://www.anad.org/22322/index.html 

  

http://www.nationaleatingdisorders.org/
http://www.nationaleatingdisorders.org/p.asp?WebPage_ID=562
http://www.edasa.org.au/refuses_help.htm
http://www.eatingdisorders.org.au/content/view/42/66/
http://www.nedic.ca/giveandgethelp/helpforfriendsfamily.shtml
http://www.myedin.org/Family-and-Friends.html
http://www.anad.org/22322/index.html
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