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Eating Disorders and Diabetes

If you are living with diabetes and experiencing disordered eating or an eating disorder, you are not alone.
Anyone living with diabetes can be at risk of developing an eating disorder. Approximately one in 25
Australians has an eating disorder (1) and around one in 20 Australians has diabetes (2).

Type 1 diabetes

Eating disorders are more common in people with type 1 diabetes, when compared to their peers without type
1 diabetes (3, 4). While anyone living with diabetes can be at risk of developing an eating disorder, adolescent
and adult females are most at risk. Eating disorders are twice as likely to occur in adolescent girls with type 1
diabetes than in those without (5). An increased risk also applies to disordered eating, with approximately 28%
of adolescent girls and 9% of adolescent boys with type 1 diabetes experiencing disordered eating (6).

Type 2 diabetes

There is limited research on type 2 diabetes and eating disorders. It is estimated that between 12% to 40%
of people with type 2 diabetes have an eating disorder (7). Binge eating disorder is the most common eating
disorder in people with type 2 diabetes (8).

It is never advised to ‘watch and wait'. If you or someone you know may
be experiencing an eating disorder, accessing support and treatment is

important. Early intervention is key to improved health and quality of life
outcomes.
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What is the link between eating disorders and diabetes?

There is a complex relationship between diabetes and eating disorders which differs between type 1 and type
2 diabetes.

Type 1 diabetes
Research suggests that type 1 diabetes is a risk factor in the development of eating disorders (9-11).

The management of diabetes involves an emphasis on diet, detailed meal planning, precision in food
proportions and constant monitoring of food intake (in particular, carbohydrates) (12-14). These practices are
associated with an increased risk of developing an eating disorder (12-14).

Research has shown that some people with diabetes develop fixations about food, find it difficult to maintain
normal eating patterns, and may misuse insulin for weight management (12). One research study found that
60% of people with type 1 diabetes self-reported insulin restriction (15).

Apart from insulin misuse, people with co-occurring eating disorders and type 1 diabetes do not differ from
people with eating disorders without type 1 diabetes. They share the same eating disorder symptoms including
eating disorder behaviours, body dissatisfaction, perfectionism and drive for thinness (16).

Type 2 diabetes

The relationship between eating disorders and type 2 diabetes is not as clear, with less research on this
association than in type 1 diabetes. It is thought that the relationship between eating disorders and type 2
diabetes is two-fold. Firstly, people with type 2 diabetes often follow dietary regimens (especially in people
with higher weight) that may increase risk of developing an eating disorder. Secondly, eating disorders and
disordered eating may lead to increases in body weight that, in turn, increase the risk of developing type 2
diabetes (7).

Insulin misuse may also occur in people with type 2 diabetes who are on insulin therapy.

Diabulimia

The term ‘diabulimia’ is a term often used informally to represent insulin misuse as a weight control behaviour
and/or compensation for binge eating episodes in people with diabetes and an eating disorder. However,
‘diabulimia’ is not a medical/psychiatric eating disorder diagnosis and this term gives the false impression that
the only eating disorder experienced by people with diabetes is bulimia nervosa. Insulin misuse among people
with type 1 or type 2 diabetes who require insulin can seriously impact their health.
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Risk factors and potential triggers
Risk factors and potential triggers of an eating disorder for people with diabetes may include:

 Fear of weight gain and desiring weight loss

Having higher weight
« Weight increase as a result of insulin treatment in people with type 1 diabetes

* Emphasis on food and weight in diabetes management

Transitioning from parental management to self-management of diabetes as a young person (adolescent/
young adult)

« Concern over shape and weight/negative body image

Feeling of a lack of control over one's body

Difficulty coping with long-term condition of diabetes including prognosis, complications and management
+ Poor self-image

« Withdrawing from interaction with family and supports

Warning signs
Warning signs for a person with diabetes who may be experiencing an eating disorder may include:

+ Lessening attention to diabetes management

* Increasing secrecy about diabetes management

including discomfort testing/injecting in front of q DE '
others

* Fear of the impact of insulin on body weight
+ Unexplained weight loss, gain or fluctuations
+ Extreme fluctuations in blood glucose levels

+ High to very high Hemoglobin A1c (HbA1c)on a
continuous basis

* HbA1c inconsistent with blood glucose meter
readings

« Frequent high or low blood glucose levels and/or = O
diabetic ketoacidosis (DKA), possibly resulting in

significantly or frequently

hospital admission
* Misusing insulin doses, or changing doses ﬂ

* Restricting certain food or food groups to lower
insulin dosages
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Health consequences

In addition to the health complications that occur with eating disorders and the complications that occur in
diabetes, people experiencing both conditions face added health consequences.

People with type 1 or type 2 diabetes who misuse insulin can experience severe consequences to their health.
The consequences are generally related to prolonged elevated blood glucose levels. This includes DKA, a
dangerous and acute complication of diabetes that occurs when the body has reduced insulin (17).

Short-term consequences of insulin misuse Long-term consequences associated with insulin
include: misuse include (18-20):

+ Slow wound healing * Loss of vision

+ Staph and other bacterial infections « Kidney damage

* Yeast infections * Liver disease

* Menstrual disruption * Heart disease

« Wasting or loss of muscle tissue + Foot problems

* Electrolyte imbalances

Many of these consequences can be fatal either over time (such as with kidney disease) or very quickly (such as
with DKA). The mortality risk is three times greater for people who misuse their insulin compared to those who
use their insulin appropriately (18).

Treatment

Access to evidence-based treatment has been shown to reduce the severity, duration and impact of an eating
disorder. The goals of treatment for a person experiencing an eating disorder and diabetes will depend on
the diagnosis, as well as the severity and duration of symptoms, and should be tailored to meet the individual
needs of the person.

Supporting a person to eat regular meals is a focus of treatment for many eating disorders and addressing
other emotional and psychological factors such as anxiety, depression, body image, and self-esteem are also
important. The management of diabetes should take into consideration the person’s eating disorder diagnosis,
and may involve psychological treatment, psychoeducation, and diabetes education (21).

The NICE Guidelines recommend a multidisciplinary, shared-care approach to the treatment and management
of co-occurring eating disorders and diabetes. If appropriate, the involvement of family and supports should
be considered to support eating disorder treatment and diabetes management (21).

Most people can recover from an eating disorder with community-based treatment. In the community, the
minimum treatment team includes a medical practitioner such as a GP and a mental health professional.
The involvement of an accredited practising dietitian to provide nutrition rehabilitation and education may
be required to support effective treatment and recovery. A referral to an endocrinologist to support diabetes
management may also be required.

Hospital treatment may be advised when a person needs medical and/or psychiatric stabilisation, nutritional
rehabilitation and/or more intensive treatment and support.
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Recovery

It is possible to recover from an eating disorder, even if a person has been living with the illness for many
years or is experiencing the illness alongside other comorbidities such as diabetes.

The path to recovery can be long and challenging, however, with the right team and support, recovery is
possible. Some people may find that recovery brings new understanding, insights and skills.

Getting help

If you think that you or someone you care about has an eating disorder, it is important to seek help
immediately. The earlier you seek help the closer you are to recovery. Your GP is a good ‘first base’ to seek
support and access eating disorders treatment. To find help in your local area go to NEDC Support and

Services.

Additionally, call the Butterfly National Helpline (1800 33 4673) for support from trained counsellors and more
information on available services.

To find help or learn more, visit
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