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The Roles of Psychosocial Factors and Nutritional Intervention on Eating
Disorders
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ABSTRACT
With a multifaceted and intricate etiology, eating disorders are classified as mental diseases. The etiology
of eating disorders includes sociocultural factors such as family and childhood experiences, societal and
cultural pressures, imposition of media standards, as well as psychological factors such as low self-
esteem and body dissatisfaction, stress, anxiety, mood disorders, trauma, and perfectionism. To provide
a nutritional intervention that includes the normalization of eating behavior, it is necessary to understand
the psychosocial aspects underlying the illness of individuals with eating disorders. Because a dietitian
may be the first person to recognize the symptoms of an individual's eating disorder, which is a
psychiatric disorder, or the first healthcare professional to whom a patient applies for this condition, and
dietitians are a critical member of the treatment team of these patients. During the planning of nutritional
intervention; practices such as defining nutritional problems related to medical or physical condition,
evaluating anthropometric measurements and biochemical data, examining behavioral and environmental
factors, calculating energy and macronutrient requirements, increasing the amount and variety of foods
consumed, and giving recommendations regarding the normal perception of hunger and satiety constitute
the basic processes of nutrition intervention planned in line with appropriate weight restoration and health
goals. In this process, providing psychosocial support and positive reinforcement by considering the
changing needs of the individual may help to increase their commitment to the process. Being in constant
cooperation and communication with the healthcare professionals involved in the treatment and the family
of the individual during the treatment period constitutes an integral part of a well-managed treatment
process. In this respect, the health professionals in the treatment team informing the other members of
the team by considering the etiological factors of the eating disorder and providing a joint decision-making
environment makes a great contribution to the treatment process.
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1. Introduction

The importance of nutritional intervention and psychosocial aspects in the comprehensive treatment of
eating disorders (ED) and obesity is often emphasized in both scientific literature and practical
guidelines on eating disorders (1,2). It is well established that addressing these issues from a holistic
perspective can significantly enhance the efficacy of treatment outcomes. Therefore, it is important
that ED treatment programs are carried out with an interdisciplinary approach, including psychological
and nutritional interventions as well as medical observations and practices. This integrated method
ensures that all aspects of the disorder are addressed, providing a more rounded and effective
treatment plan. Additionally, these programs should be executed by a multi-professional team
specializing in their field, ensuring that each component of the treatment is managed by experts who
can provide the most effective care.

The way to ensure effective treatment is to establish and maintain a strong therapeutic alliance for the
individual, which is crucial for helping them reach the appropriate weight and adopt healthy eating
habits (3). This alliance involves building a trustful relationship between the patient and the healthcare
providers, which fosters better adherence to the treatment plan and a more positive outcome. By
ensuring that the patient feels supported and understood, the therapeutic alliance can significantly
improve the overall success of the treatment.

Considering all this information, this review aims to evaluate the role of psychosocial factors and
nutritional intervention in ED based on a multidisciplinary approach. It seeks to provide a
comprehensive understanding of how these factors interact and contribute to the development and
treatment of ED. By examining the latest research and clinical practices, this review will offer insights

Anahtar Kelimeler: yeme bozuklukları, psikososyal faktörler, beslenme müdahalesi

ÖZ
Yeme bozuklukları, karmaşık ve çoklu faktörlü etiyolojiye sahip olan psikiyatrik bozukluklardır. Yeme
bozukluklarının etiyolojisinde aile içi ve çocukluk dönemi deneyimleri, toplumsal ve kültürel baskı, medya
standartlarının dayatılması gibi sosyokültürel faktörlerin yanı sıra düşük benlik saygısı ve beden
memnuniyetsizliği, stres, kaygı, duygu durum bozuklukları, travma ve mükemmeliyetçilik gibi psikolojik
faktörler bulunmaktadır. Yeme davranışının normalleştirilmesini içeren bir beslenme müdahalesi sağlamak
için yeme bozukluğuna sahip bireylerin hastalığının altında yatan psikososyal yönlerin anlaşılması
gerekmektedir. Çünkü bir bireyin psikiyatrik bir hastalık olan yeme bozukluğuna dair semptomlarını ilk tanıyan
kişi veya bir hastanın bu durum için başvurduğu ilk sağlık uzmanı diyetisyen olabilmektedir ve diyetisyenler bu
hastaların tedavi ekibinin kritik bir üyesidir. Beslenme müdahalesinin planlanması sırasında; tıbbi veya fiziksel
durumla ilgili beslenme sorunlarının tanımlanması, antropometrik ölçümlerin ve biyokimyasal verilerin
değerlendirilmesi, davranışsal ve çevresel faktörlerin incelenmesi, enerji ve makro besin ögesi
gereksinimlerinin hesaplanması, tüketilen gıdaların miktar ve çeşitliliğinin arttırılması, açlık ve tokluğun normal
algılanmasına ilişkin öneriler verilmesi gibi uygulamalar, uygun ağırlık restorasyonu ve sağlık hedefleri
doğrultusunda planlanan beslenme müdahalesinin temel süreçlerini oluşturmaktadır. Bu süreçte bireyin
değişen ihtiyaçları gözetilerek psikososyal destek ve olumlu pekiştirme sağlanması sürece olan bağlılığını
arttırmaya yardımcı olabilmektedir. Tedavi süresince tedaviye dahil olan sağlık uzmanları ve bireyin ailesi ile
sürekli bir iş birliği ve iletişim içinde olmak iyi yönetilen bir tedavi sürecinin ayrılmaz parçasını oluşturmaktadır.
Bu açıdan tedavi ekibi içinde yer alan sağlık profesyonellerinin yeme bozukluğunun etiyolojik faktörlerini
dikkate alarak ekip içerisindeki diğer üyeleri bilgilendirmesi ve ortak karar alma ortamı sağlaması tedavi
sürecine oldukça büyük bir katkı sunmaktadır.
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into optimizing treatment strategies and improving patient outcomes. This holistic view will ultimately
contribute to the advancement of treatment methods and the betterment of individuals suffering from
ED and obesity.

Eating Disorders, Epidemiology and Etiology

Diagnostic standards for eating disorders are based on a comprehensive evaluation of psychological,
behavioral, and physiological traits. These disorders are classified as mental diseases due to their
profound impact on mental health and behavior (4). According to the Diagnostic and Statistical Manual
of Mental Disorders-V (DSM-V), clinical ED are categorized into eight distinct groups: anorexia
nervosa (AN), bulimia nervosa (BN), binge eating disorder (BED), pica, rumination disorder,
avoidant/restrictive food intake disorder (ARFID), other specified feeding and eating disorders, and
unspecified feeding and eating disorders (5). Each of these categories encompasses specific
diagnostic criteria that aid in the accurate identification and classification of the disorder.

The lifetime prevalence of ED is estimated to be between 1 and 5%, reflecting the significant number
of individuals affected by these conditions. Diagnostically, a study conducted in Europe in 2016 using
DSM-V criteria revealed that the prevalence rates were <1-4% for AN, <1-2% for BN, and <1-4% for
BED, and subthreshold ED symptoms were found in the range of <1-4%. These findings underscore
the varying degrees of severity and manifestation of ED across different populations. Furthermore, it
has been reported that the rate of ED in Asian countries is increasing every year, indicating a growing
public health concern in these regions (6). Although there has been no comprehensive study
conducted in our country in recent years, these rates are in the range of 1-3%, mirroring global data
(7).

ED are characterized by a range of behaviors that negatively impact health. These behaviors include
extreme measures such as self-induced hunger, restricted eating, skipping meals, overeating, the use
of weight-loss drugs, laxatives, and diuretics, as well as excessive exercise. These actions are often
driven by concerns about body weight and appearance, reflecting the deep-seated anxieties and
psychological distress associated with these disorders (8). Many factors play a role in the etiology of
ED, indicating a complex interplay of biological, psychological, and sociocultural influences. Biological
explanations highlight genetic predisposition and neurotransmitter dysregulation as key contributors to
the development of ED (9). Interestingly, recent studies have reported genetic differences between AN
and BN, suggesting distinct biological underpinnings for these disorders (10).

On the other hand, psychodynamic explanations emphasize early developmental conflicts, problems in
parental relationships, and the denial of femininity as potential factors weakening ego strength,
particularly focusing on AN (11). Cognitive-behavioral explanations posit that dysfunctional thought
patterns regarding weight, body shape, and form play a critical role in the formation and maintenance
of ED symptoms. These explanations suggest that weight control or compensation methods reinforce
and perpetuate the disease (12,13). The cognitive-behavioral approach, especially in its more current
form, considers ED from a transdiagnostic perspective, asserting that a similar structure underlies AN,
BN, and BED (13).

Furthermore, it is emphasized that the personality and family structures of individuals with ED may
also contribute to the development of the disease (14). Sociocultural explanations argue that the social
environment and media influence eating problems through their impact on self-esteem and body
dissatisfaction. These explanations draw attention to the importance of preventive studies targeting
these sociocultural factors (15–17). As evidenced by these diverse perspectives, the etiology of ED is
multifactorial and complex, which directly impacts treatment approaches in the field.

Psychosocial Factors in Eating Disorders

With a multifaceted and intricate etiology, ED are classified as mental diseases. These disorders arise
from a complex interplay of genetic, biological, psychological, and environmental factors (18). Among
these, psychosocial factors hold a significant place. According to extensive studies, there are various
sociocultural factors, such as family experiences, childhood experiences, social and cultural
pressures, and the imposition of media standards. Alongside these, psychological factors such as low
self-esteem, body dissatisfaction, stress, anxiety, mood disorders, trauma experiences, and
perfectionist personality traits also play crucial roles in the etiology of ED (19–22).
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Particularly noteworthy is the association between traits of obsessive-compulsive disorder or
obsessive-compulsive personality and both anorexia nervosa and bulimia nervosa. These traits tend to
linger even after recovery from the ED, indicating a persistent underlying vulnerability (23–25). Family
characteristics, including avoidance, strange communication patterns, insufficient boundaries between
people, and poor parenting practices, may significantly contribute to the development and
maintenance of these disorders.

Adolescence is a critical stage of life marked by a transition towards independence from parents and
other family members. From a relational viewpoint, it is especially beneficial to investigate whether
family factors provide a basis for behavioral and emotional well-being during this period, particularly in
terms of risky behaviors. Given that most individuals live with their parents during childhood and
adolescence, the quality of family communication and the parent-child relationship deserve significant
attention regarding the individual's emotional and social adaptive development. In this respect, family
dynamics and childhood experiences may also be effective in preventing the emergence of eating
disorders (26). For instance, a study indicates that individuals with ED often have perfectionist parents
who hold high concerns about weight and body shape (27).

People's eating behaviors and habits can be influenced and modified by the cultural characteristics
and living conditions of the society in which they reside (28). With the increase in the idealization of
thinness within certain societies and cultures, behaviors characterized by self-starvation and an
intense fear of weight gain or obesity have been observed, highlighting the impact of social and
cultural changes on the etiology of ED (29). Young women frequently experience negative body
image, particularly concerning body dissatisfaction (30). Numerous studies have demonstrated that
exposure to social media can exacerbate eating problems and body image issues (31). In this way, the
internalization of social pressure stemming from contemporary industrial society or Western culture's
feminine beauty standards is etiologically linked to ED (32). When users realize that they cannot
achieve the standardized ideal body, they often experience dissatisfaction with their bodies because of
social comparison on social media (33,34).

Anxiety disorders and depression are among the most prevalent mental illnesses among adolescents
(35). Particularly during adolescence, these are two of the most common comorbid diagnoses of ED
(36–38). Like those suffering from anxiety disorders, individuals with eating disorders may resort to
unhealthy coping mechanisms, such as disordered eating, to manage their feelings (39). Additionally,
the persistence of accompanying anxiety symptoms even after alleviation of ED symptoms increases
the risk of individuals reverting to old coping behaviors associated with eating disorders (40). More
severe ED psychopathology is linked to concomitant anxiety disorders, particularly in female
adolescents and young adults (41). Specifically, avoidance of social situations, comorbid social
anxiety, and fears of unfavorable evaluation impede recovery efforts by hindering participation in
therapy and the development of a positive therapeutic alliance (42).

Moreover, it has been reported that the prevalence of traumatic experiences in young adults may
trigger adjustment problems, potentially contributing to the development of pathologies related to ED
(43). Traumatic experiences threaten the physical and psychological integrity of the individual, making
their role in the development of ED particularly important. Many previous studies have shown that a
history of trauma is frequently found in individuals with ED, underscoring the significant impact of
these experiences (21,43).

Among psychological variables, personality characteristics contribute to how individuals perceive,
relate to, and interact with their environment (29). Perfectionism, a personality trait characterized by
the tendency to strive for perfection, has been suggested to increase the risk of developing ED.
Moreover, perfectionism can have both positive and negative aspects, with clinical or maladaptive
perfectionism theorized to be the personality trait most relevant to the risk of ED (45).

Nutritional Intervention in Eating Disorders

Throughout the screening and treatment phases of patients with anorexia nervosa, bulimia nervosa,
and other ED, nutrition intervention, including nutritional counseling, is a crucial component of therapy.
This intervention is not only essential for helping to restore normal eating patterns and nutritional
status, but it also plays a pivotal role in the overall recovery process. Dietitians are instrumental in
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providing medical nutrition therapy, which is a fundamental aspect of the comprehensive treatment
approach for individuals with ED. Their role is multi-faceted and involves not only the creation of
individualized dietary plans but also a deep understanding of the psychological and neurological
characteristics that underpin these disorders (4).

Often, the dietitian may be the first medical expert a patient approaches for help with their ED or the
first to identify the symptoms of the condition in an individual (46). This initial interaction is critical, as it
sets the stage for the subsequent stages of treatment. Therefore, dietitians need to possess a
nuanced understanding of the psychological and neurological aspects of ED in order to provide
effective and empathetic care. Their expertise allows them to address the complex interplay of factors
contributing to the disorder, including behavioral, cognitive, and emotional aspects.

The basic nutritional intervention encompasses several key components. The first step involves a
thorough assessment of the dietary requirements of the affected person. This assessment is crucial for
developing an effective treatment plan and includes evaluating current nutritional status, identifying
any deficiencies or imbalances, and developing a tailored nutrition plan. Nutritional rehabilitation
therapies are then implemented to address these needs and help restore normal eating patterns (4).
An essential aspect of this process is the assessment of nutritional status. For example, the food
consumption record approach may be more practical and reliable than laboratory testing for assessing
current food intake and diagnosing potential micronutrient deficiencies, especially in cases of bulimia
nervosa and anorexia nervosa (47). This method provides a detailed and practical understanding of
the patient’s eating habits and nutritional intake.

A person-centered and cooperative approach is crucial to leveraging the patient’s motivation for
change. During the initial assessment, the dietitian can gauge the individual's readiness for change
and use this information to enhance their intrinsic motivation for recovery (48). This motivational
approach helps in setting realistic and achievable goals, fostering a sense of agency and commitment
to the treatment process. Engaging the patient in setting their own goals and understanding their
personal motivations can lead to more effective and sustained changes in behavior.

Treatment planning should be carefully tailored to the severity of the disease and the specific needs of
the individual. Especially during adolescence, it is important that the content of the diet and the timing
of meals are appropriate to the growth and development process (49,50). The planning of nutritional
intervention involves a comprehensive analysis of the individual’s nutritional status. This includes
identifying nutritional problems related to medical or physical conditions, evaluating symptoms and
behaviors associated with ED, assessing anthropometric measurements and biochemical data, and
interpreting attitudes and behaviors related to eating. Additionally, examining behavioral and
environmental factors, such as family dynamics and social influences, is crucial for developing a
holistic and effective treatment plan (51,52).

In the subsequent stage, practices such as calculating energy and macronutrient requirements,
providing guidance to normalize eating patterns to ensure weight change, increasing the variety and
number of foods consumed, and offering recommendations regarding the normal perception of hunger
and satiety become fundamental aspects of nutrition intervention. These interventions should be
aligned with appropriate weight restoration and health goals (4,53). This stage also involves regular
monitoring and adjustments to the nutritional plan based on the patient's progress and changing
needs.

For patients who cannot be treated on an outpatient basis, inpatient intervention is often the most
effective approach. Before initiating treatment, a detailed analysis of weight change and nutritional
history should be conducted. Establishing a target weight that supports the resumption of normal
menstrual cycles is crucial. The goal is to ensure that the patient achieves a weight that allows for
normal physiological functioning, which may include adding a few extra pounds to support overall
health. Menstruation typically resumes when weight reaches approximately 90% of relative weight,
which serves as a good starting target (54). The target weight should be progressively increased with
growth, and adjustments should be made to achieve a normal BMI or 100% relative weight in the later
stages of treatment. This is particularly important for pre-menarcheal patients with anorexia nervosa
(55). Setting achievable intermediate weight goals in collaboration with the patient can be beneficial,
as a personalized diet with some flexibility can enhance the patient’s sense of self-control and facilitate
acceptance of weight gain (56).
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Patients are encouraged to consume a well-rounded diet that includes foods they have previously
avoided. The diet should consist of easily consumed soft foods, and individuals should be provided
with vitamin and mineral supplements as needed. The energy and nutrient content of the diet should
be gradually increased to prevent refeeding syndrome, a potentially dangerous condition that can
occur when introducing food to a malnourished individual. Close monitoring of the patient’s tolerance
status during the nutritional therapy process is essential to ensure that the diet is well-tolerated and
that any adverse effects are promptly addressed (49,50).

Providing psychosocial support and positive reinforcement, while considering the evolving needs of
the individual, is crucial for increasing adherence to the treatment process (57). This support can
include counseling, motivational interviewing, and the development of coping strategies to deal with
emotional and psychological challenges. Maintaining continuous cooperation and communication with
healthcare professionals involved in other stages of treatment, as well as with the patient’s family, is
integral to a well-managed treatment process. This collaborative approach helps to ensure that all
aspects of the patient’s recovery are addressed, from medical and nutritional needs to psychological
support and social factors (4,58). Furthermore, the multidisciplinary team should also focus on
developing and implementing evidence-based treatment strategies. This involves staying updated with
the latest research findings and incorporating best practices into the treatment plan. Evidence-based
treatments are critical for improving outcomes and ensuring that the interventions used are effective
and supported by scientific research.

In conclusion, the comprehensive treatment of ED requires a multidisciplinary approach that integrates
medical, nutritional, and psychological interventions. Dietitians, as part of this team, play a crucial role
in restoring nutritional health, promoting healthy eating habits, and supporting the overall recovery
process. Through effective teamwork and a deep understanding of the psychosocial factors involved,
healthcare professionals can support patients in achieving long-term recovery. Continued research is
essential for further improving treatment strategies and outcomes for individuals with ED.

Multidisciplinary Approach in The Treatment of Eating Disorders

When treating ED, a multidisciplinary strategy that includes access to dietary, psychological,
psychiatric, and physical interventions is highly recommended to achieve full recovery. This
comprehensive approach has long been acknowledged and was formally reiterated in the Society for
Adolescent Medicine's position paper, which emphasizes the critical role of doctors, nurses,
nutritionists, and mental health specialists as integral members of the care team involved in the
treatment process (59, 60). Each of these domains has distinct yet complementary treatment goals,
which are essential for addressing the multifaceted nature of ED.

Medical care primarily focuses on helping the patient gain the appropriate weight and return to normal
physical health. This involves monitoring vital signs, managing any medical complications that arise
from the eating disorder, and ensuring the patient's overall physical well-being is restored. The
medical team works to stabilize the patient's physical condition, which is a crucial first step in the
recovery process. Nutritional care is centered around restoring regular eating habits and meeting
specific dietary needs based on individual differences. Dietitians play a pivotal role in developing
personalized meal plans that ensure the patient receives the necessary nutrients to promote physical
health and recovery. This involves not only addressing any existing nutritional deficiencies but also
helping the patient develop a healthier relationship with food. Nutritional rehabilitation is tailored to
everyone’s unique needs, preferences, and recovery goals, making it a cornerstone of the treatment
plan. Psychological care aims to resolve issues related to the body and self-image, address distorted
cognitions, and manage accompanying disorders such as mood and anxiety disorders. Psychologists
and mental health specialists work with patients to explore the underlying emotional and cognitive
issues that contribute to their ED. This therapeutic work often includes cognitive-behavioral therapy
(CBT), which helps patients challenge and change unhealthy thought patterns and behaviors.
Additionally, therapy may address issues of self-esteem, body dysmorphia, and coping mechanisms,
providing patients with the tools they need to achieve and maintain recovery (61).

Improvement processes related to the family and social environment are also vital. These processes
include providing social support, fostering effective communication, and enhancing the quality of family
relationships. Family-based therapy can be particularly effective, as it involves educating family
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members about the disorder and how to support their loved one in recovery. Improving family
dynamics and building a supportive home environment can significantly impact the patient's recovery
journey, providing them with a network of understanding and encouragement (62).

The importance of a multidisciplinary approach in treating ED is even greater than in other mental
illnesses because evidence suggests that early intervention, particularly within the first three years of
the onset of the disorder, produces significantly better outcomes (62). Early intervention can prevent
the disorder from becoming chronic and reduce the severity of symptoms, making it easier for patients
to achieve long-term recovery. In this respect, trained health professionals and health service
practitioners play a vital role. They inform other members of the treatment team, ensuring a cohesive
and informed approach that addresses all aspects of the patient's condition. By providing a joint
decision-making environment that considers the etiological factors of ED, they contribute substantially
to the treatment process (63).

The implementation of evidence-based treatments for ED is another critical component of successful
recovery. Evidence-based treatments are therapies and interventions that have been scientifically
proven to be effective. These treatments often include a combination of cognitive-behavioral therapy,
family-based therapy, and medical nutrition therapy, among others. The use of these proven methods
ensures that patients receive the highest standard of care, increasing the likelihood of a successful
outcome.

Establishing a therapeutic alliance, where the patient feels included and actively involved in their
treatment, is also crucial. This alliance fosters a sense of trust and cooperation between the patient
and their care team, making it easier for the patient to engage in and adhere to their treatment plan.
When patients feel heard and understood, they are more likely to commit to the recovery process and
make the necessary changes to achieve and maintain their health (64).

In summary, treating ED effectively requires a comprehensive, multidisciplinary approach that
addresses the medical, nutritional, psychological, and social aspects of the disorder. Early intervention
and the use of evidence-based treatments, combined with a supportive therapeutic alliance, are key
factors that promote a successful recovery. By working together, healthcare professionals can provide
a holistic treatment plan that meets the unique needs of each patient, helping them to achieve full
recovery and improve their overall quality of life.

2. Conclusion

Both the scientific literature and practical guidelines on ED emphasize the critical importance of
nutrition intervention in the comprehensive treatment of these disorders. Nutrition intervention is a vital
component that supports the therapeutic goals of weight gain, nutrient restoration, and the adoption of
healthy, weight-maintaining eating habits. The goal of nutrition intervention in the treatment of ED lies
in fostering a therapeutic alliance that supports the client's overall recovery process. This alliance is
essential for helping clients achieve their weight goals and maintain these gains through sustainable
eating habits.

ED are complex psychiatric disorders with a multifactorial etiology that includes genetic, biological,
psychological, and social factors. Because of this complexity, a multidisciplinary approach is
necessary for effective treatment. Dietitians play an integral role in the comprehensive treatment team,
working alongside psychologists, psychiatrists, and other medical practitioners to provide holistic care.
Their expertise in medical nutrition therapy is crucial for addressing the unique dietary needs of each
patient and supporting their journey toward recovery. In this respect, specialists within the treatment
team must prioritize teamwork and effective communication. Having an expert perspective on the
subtleties and complexities of eating patterns is essential. This involves understanding the
psychosocial factors that contribute to the development and maintenance of eating disorders, such as
low self-esteem, body dissatisfaction, stress, anxiety, mood disorders, trauma, and perfectionist
personality traits. By integrating this understanding into their practice, specialists can provide more
targeted and effective interventions. Supporting medical treatment with nutritional interventions
facilitates sustainable outcomes in both the prevention and treatment of ED. Nutritional interventions
can include detailed assessments of nutritional status, personalized meal planning, and continuous
monitoring of dietary intake and health markers. These interventions help restore normal eating
patterns and nutritional status, which are critical for the overall health and well-being of the patient.
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Moreover, a multidisciplinary approach ensures that all aspects of the patient's health are addressed.
Medical practitioners monitor physical health and manage any medical complications. Psychologists
provide therapy to address cognitive distortions and emotional issues, while psychiatrists may manage
any co-occurring psychiatric conditions with appropriate medication. Dietitians ensure that the patient's
nutritional needs are met and help them develop a healthier relationship with food.

In this collaborative environment, the treatment team can develop a comprehensive care plan that is
tailored to the individual needs of the patient. This plan should include strategies for dealing with
potential setbacks and maintaining progress over the long term. Continuous collaboration and
communication among team members are essential for adapting the treatment plan as the patient's
needs evolve. Despite the progress in understanding and treating ED, more evidence-based research
is needed to improve treatment outcomes. Research can help identify the most effective primary and
secondary treatments, uncover new therapeutic approaches, and refine existing ones. This ongoing
research is vital for developing a deeper understanding of ED and enhancing the effectiveness of
interventions.

In conclusion, the comprehensive treatment of ED requires a multidisciplinary approach that integrates
medical, nutritional, and psychological interventions. Dietitians, as part of this team, play a crucial role
in restoring nutritional health and promoting sustainable eating habits. Through effective teamwork
and a deep understanding of the psychosocial factors involved, healthcare professionals can support
patients in achieving long-term recovery. Continued research is essential to further improve treatment
strategies and outcomes for individuals with ED.
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