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Abstract

Objective—Publicly funded addiction treatment programs were surveyed to increase
understanding of treatment options for persons with co-occurring eating and substance use
disorders.

Methods—Data were collected between 2002 and 2004 from face-to-face interviews with
program directors of a nationally representative sample of 351 addiction treatment programs.

Results—Half of the programs screen patients for eating disorders; 29% admit all persons with
eating disorders, and 48% admit persons with eating disorders of low severity. Few programs
attempt to treat eating disorders. Programs that admit and treat patients with eating disorders are
more likely to emphasize a medical-psychiatric model of addiction, use psychiatric medications,
admit patients with other psychiatric disorders, and have a lower caseload of African-American
patients.

Conclusions—Generally, patients with co-occurring eating and substance use disorders do not
appear to receive structured assessment or treatment for eating disorders in addiction treatment
programs. These results highlight the need for education of addiction treatment professionals in
assessment of eating disorders.

Lifetime prevalence of anorexia nervosa is estimated to be less than 1%, and lifetime

prevalence of bulimia nervosa is estimated to be 1%-3%, among American women in the

general population (1). However, prevalence of eating disorders seems to be higher in
substance-abusing samples, although differences in sampling and measurements have
resulted in a wide range of estimates of co-occurrence. A review of 51 reports on the

comorbidity of eating and substance use disorders found a range of co-occurrence from none

The authors report no competing interests.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Gordon et al.

Methods

Page 2

to 55% (median= 17%) (2). The purging subtypes of bulimia are most commonly associated
with co-occurring substance use and eating disorders. Alcohol is the substance most
commonly associated with co-occurring disorders (3,4).

The co-occurrence of eating and substance use disorders can result in severe consequences,
such as more severe forms of eating disorder behaviors (such as laxative abuse and food
restriction) (5). High severity of alcohol use is related to fatal medical outcomes for women
with anorexia (6). Women with bulimia and substance use disorders have higher rates of
psychiatric comorbidity and personality disorders than women with bulimia and without
substance use disorders (5,7). Psychiatric conditions that tend to co-occur in this population
are depressive and anxiety disorders, including posttraumatic stress disorder (8) and
borderline, antisocial, histrionic, obsessive-compulsive, and avoidant personality disorders

9).

Despite the high prevalence and increased severity of co-occurring eating and substance use
disorders, little is known about the availability of treatment resources for these patients. This
survey was conducted to increase understanding of current treatment resources available to
patients with co-occurring substance use and eating disorders who present for addiction
treatment.

Data for these analyses were derived from the National Treatment Center Study (NTCS), a
longitudinal group of surveys of addiction treatment providers in the United States. The
analyses focused on a nationally representative sample (N=351) of publicly funded
programs. Public centers are defined as those that receive more than 50% of their annual
operating revenues from federal, state, or local grant sources. Surveyed programs offer
treatment for alcohol and drug problems and provide a level of care at least equivalent to
structured out-patient treatment as defined by the American Society of Addiction Medicine
patient placement criteria. Data were collected during on-site visits conducted between
January 2005 and August 2006. Details on the sampling procedures and inclusion criteria
used in the selection of the sample are available in prior publications (10). Study protocols
were reviewed and approved by the University of Georgia’s institutional review board. After
the study was described to the participating program directors, their written informed
consent was obtained.

The on-site interviews with program administrators included a series of questions regarding
the extent to which the programs identified and treated patients with eating disorders. Eating
disorders were defined as referring to any or all of the DSM-/V/ diagnostic categories
(including bulimia nervosa, anorexia nervosa, and binge-eating disorder). We combined the
categories in order to limit the number of queries added to this lengthy interview.
Administrators were asked about intake assessments and admission policies for patients with
eating disorders. Among programs admitting patients with eating disorders, information was
collected on the percentage of patients with eating disorders, whether patients can be
admitted solely for eating disorder treatment, and whether the program has access to eating
disorder treatment services.

Programs providing on-site services were asked about staff training in treatment of eating
disorders and how eating disorder services are delivered. An open-ended question asked the
administrator to describe how treatment services for patients with eating disorders differed
from the program’s standard addiction treatment.

Analyses were conducted with SPSS statistical software and included descriptive statistics
(means, standard deviations, and percentages) to describe the sample. The initial analyses
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consisted of determining the proportion of programs that did or did not assess or treat eating
disorders. All programs were classified as not admitting patients with eating disorders (does
not admit), admitting patients with eating disorders but not treating the eating disorder
(admits but does not treat), or admitting patients with eating disorders and treating the eating
disorder (admits and treats). A Levene test for homogeneity of variances showed no
statistically significant differences in these variances for these three groups, despite large
differences in group sizes.

These categories were compared on a number of variables selected from the larger set of
NTCS items to identify distinguishing characteristics of programs that provide eating
disorder services. The selected variables reflect organizational, clinical, and patient
characteristics that may be related to eating disorder treatment. For example, use of selective
serotonin reuptake inhibitors (SSRIs) and use of gabapentin were selected as variables
because these medications may be beneficial in treatment of eating disorders. Analyses of
variance (ANOVAs) were conducted to determine differences among the three treatment
categories. Some of the cases had incomplete data and were not available for all analyses,
resulting in totals of fewer than 351 cases.

Eating disorder treatment services were also compared by the gender composition of
programs. Finally, qualitative analyses identified treatment practices and barriers to eating
disorder treatment.

Half of the programs (N=173, or 51%) screen admissions for eating disorders at intake and
assessment. These programs were almost evenly divided, with 28% (N=95) screening all
patients and 23% (N=78) screening patients only if an eating disorder is suspected. Over
one-quarter of the programs (N=49, or 29%) that conduct eating disorder screenings use a
standardized diagnostic interview (14% of the total sample). The remaining programs that
screen for eating disorders rely on an informal evaluation by a clinical staff member or the
clinical history provided by the patient’s primary care physician. Approximately 6%+11%
of the client population in all programs were reported to have an eating disorder.

Over one-fourth (N=100, or 29%) of programs admit all patients who screen positive for an
eating disorder regardless of severity, whereas 48% (N=169) admit patients whose eating
disorder is not deemed severe enough to interfere with addiction treatment. Almost all
programs require a primary drug or alcohol addiction diagnosis, with less than 7% (N=21) of
programs admitting patients solely for eating disorder treatment. Fewer than one in six
programs (N=51, or 17%) attempt to treat eating disorders. Only 3% (N=9) have a formal
referral arrangement to address eating disorders. The remaining programs do not offer any
services to address eating disorders.

To identify characteristics of programs that treat patients with eating disorders, we
categorized the programs into one of three groups: does not admit (N=66), admits but does
not treat (N=212), and admits and treats (N=51). Results indicated that the three types of
programs are organizationally very similar (Table 1). The primary differences were between
admit-and-treat programs and the other programs. Admit-and-treat programs are
significantly more likely to address patients’ needs from a psychiatric perspective, as seen
by their use of medications, such as SSRIs and gabapentin, use of psychiatric assessments,
admission of patients with other co-occurring psychiatric disorders, and a higher degree of
emphasis on the medical model. Also, admit-and-treat programs had significantly lower
caseloads of African-American patients.
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Four out of five of the programs in this sample treat men and women (N=279, or 81%),
whereas 11% (N=37) are women-only programs and 8% (N=28) are men-only programs.
When compared with gender-mixed (N=42, or 16%) and men-only programs (N=2, or 8%)
by ANOVA, the women-only programs had a higher percentage offering services for eating
disorders (N=7, 19%). However, the small number of women-only and men-only programs
did not provide adequate power to determine statistical significance (p=.144).

The 51 admit-and-treat programs provided additional information on how they addressed
eating disorders. Qualitative data showed three distinct ways in which the treatment of
patients with co-occurring eating disorders differs from standard addiction treatment. First,
patients with eating disorders tend to receive individual therapy, often with a mental health
counselor or licensed clinical social worker trained in treatment of eating disorders. Second,
treatment emphasizes food-consumption behaviors, such as the development of a specific
meal or nutrition plan, the keeping of food-intake journals, and so on. Third, patients with
eating disorders tend to be monitored for bulimic behaviors, such as their activities at
mealtime, trips to the bathroom, and so on.

Admit-and-treat programs reported having at least one staff member trained in eating
disorder treatment. For about half of these programs (N=24, 47%), this person is a
psychiatrist or other physician, whereas 53% (N=27) reported having a counselor trained to
treat eating disorders. Only two programs employed a certified eating disorder specialist. In
most programs (N=46, or 90%) patients with eating disorders were integrated with other
addiction treatment patients. Only five programs (10%) offered a separate track for
treatment of eating disorders. All programs used individual counseling to address the eating
disorder, 55% (N=28) used group therapy, 57% (N=29) used family therapy, and 47%
(N=24) used pharmacotherapy.

Administrators of programs that admit but do not treat patients for eating disorders (N=212)
were asked a series of questions to learn more about why eating disorder treatment was not
offered. The four most frequent reasons were that no staff were trained in eating disorder
treatment, that there was inadequate medical staff or medical resources, that eating disorder
treatment requires a more intensive level of care than the program provides, and that there
was insufficient demand for these services relative to the resources required.

Discussion

This survey of a nationally representative sample of publicly funded substance abuse
treatment programs explored the assessment and treatment of co-occurring substance use
and eating disorders, types of eating disorder services provided in addiction treatment
programs, and barriers to eating disorder treatment. We found that only half of publicly
funded programs reported conducting any screening for co-occurring eating disorders, and
only 49 (14%) programs in this sample use a standardized assessment instrument to assess
for eating disorders. In general, the programs reported a lower prevalence of patients with
co-occurring eating disorders (6%), compared with earlier cited estimates of 17% (2).
However, this percentage is larger than that seen in the general population and warrants
assessment for this disorder in addiction treatment.

Given the low rate of assessment and unstandardized assessment techniques for eating
disorders, it would not be surprising that programs underestimate their prevalence in
treatment populations. However, it also may be the case that these programs do not
experience a high case mix of patients with co-occurring eating disorders. Caucasian women
are more likely to experience anorexia or bulimia, whereas African-American women are
more likely to experience binge-eating disorder, which is not fully recognized in DSM-/V
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(11). As such, eating disorders among African Americans may be underdiagnosed. In our
sample, admit-and-treat programs were more likely to report a lower percentage of African-
American patients than programs that do not provide eating disorder treatment, suggesting
that assessment may be more focused on anorexia and bulimia.

Despite the high prevalence of eating disorders among women, we found only insignificant
trends for programs to provide eating disorder treatment services in relation to their
proportion of female patients or by the female gender composition of the program.

Eating disorder treatment requires a multidisciplinary treatment approach (12), which may
be difficult for addiction treatment programs to provide. Also, patients with co-occurring
eating and substance use disorders often have more severe eating disorder symptoms (5,6) as
well as other co-occurring axis | and Il disorders (5,7-9) that increase the complexity of
treatment as well as the resources needed to provide adequate care.

Admit-and-treat programs were more likely to provide psychiatric services and have the
resources to provide individual therapy for eating disorders with trained professional staff.
Although evidence-based integrated treatment for eating disorders is not yet available, most
of the programs attempt to integrate substance use and eating disorder treatment. Admit-and-
treat programs were also more likely to use medications such as SSRIs and gabapentin.
SSRIs are commonly used to treat co-occurring depression, and gabapentin is used to treat
anxiety disorders, and both depression and anxiety are common co-occurring psychiatric
disorders that are common in this population.

This survey was limited to publicly funded treatment programs and may not reflect the
current assessment and treatment practices of private treatment facilities. The results also
were limited by the inability to accurately identify the actual proportion of patients with
eating disorders admitted to the programs. It is possible that the populations served by the
programs have a low prevalence of eating disorders and do not need additional, costly
services for this condition. Alternatively, it is possible that these populations experience a
high prevalence of eating disorders that are neither diagnosed nor treated. It is possible that
programs did not consider patients with binge-eating disorder or other eating disorder
conditions, which may have underrepresented the prevalence of eating disorders in their
treatment populations. The results also were limited by the self-report responses of the
administrators, who may not have been aware of the practices and skill levels of staff.

Conclusions

Despite the high prevalence of co-occurring substance use and eating disorders, most
publicly funded addiction treatment programs do not address eating disorders either through
assessment or treatment, possibly because of limited resources and the perception of low
need. Primary eating disorders are most often treated in psychiatric facilities with better
resources. However, there may be a substantial number of patients with co-occurring eating
and substance use disorders admitted to addiction treatment programs. These patients may
be better served if addiction treatment programs increase their ability to assess and address
eating disorders. Programs that are unable to provide eating disorder treatment may develop
referral relationships with appropriate mental health care providers for these services.

These results highlight the need for further research. Use of standardized assessments that
include all eating disorders will more accurately identify the prevalence of eating disorders
in addiction programs. Studies of private-sector treatment programs may find a larger
percentage of patients with co-occurring substance use and eating disorders. Replication of
the survey with larger numbers of single-gender programs also may reveal whether female-
only addiction treatment programs are more likely than other programs to offer eating
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disorder services. These results underscore the need for implementing standardized
assessments, as well as developing and testing eating disorder interventions among persons
with substance use disorders.
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