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EXERCISE AND EATING DISORDERS

Key definitions

e Physical activity is an umbrella term referring to all
movement of the musculoskeletal system. We use
the word “movement” to encompass all activity in this
presentation.

Under this umbrella, we have the following terms:

Incidental activity: movement from any activity of
daily living.

Planned activity or exercise: planned, structured,
repetitive and purposeful physical activity.

(American College of Sports Medicine, 2018)
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THERE ARE TWO KINDS OF
MOVEMENT y
RELATIONSHIPS

1. "Intuitive”
2. "Dystunctional”



Intuitive Movement (IM)

Prioritises safety; invalves noticing our physical and
physiological cues before, during and/or after movement

Pedrotty, 2007).

« Using these cues can help decide how to adjust the
movement and/or recovery for most helpful outcomes

(Calogero & Pedrotty, 2003).

* IM aims to:
o Rejuvenate the mind and body, not exhaust or deplete them
o Enhance mind-body connection, not allow or induce disconnection
o Alleviate mental and physical stress, not produce more
O Provide genuine enjoyment, not pain or dread

(Calogero and Pedrotty, 2007, p.184).

« Movement aims to be about having fun and socialising, not
about punishing yourself

(Quesnel et al, 2017)

« Choosing movement that makes you feel good!

« Shifting the focus away from changing your body
« Learning to listen to your body

« Unconditional permission to rest

« Reducing rigid rules around movement and increasing mental
flexibility




O

- Nutritionally supported, supervised, and prescribed
exercise and education in ED can help improve

- physical AND mental health, including but not limited
{4 to:
o Improved quality of life

o Enhanced bone, organ and muscle mass and
wellbeing

o Reduced central health markers of the ED (e.g., drive
for thinness, weight/shape concerns and eating
restraint)

o Improved comorbid physical and psychological
symptomatology (e.g., anxiety, depression, muscle
degradation, body esteem issues, sleep disturbances,
perceived stress and osteoporosis)

o No adverse outcomes regarding weight in people
who are deemed underweight for their individual
characteristics and family history

Chantler, Szabo, & Green (2006), Duesun d & Skarderud (2003), Fernandez-del-Valle et al. (2010), Fernandez-del-Valle et al. (2014), Hausenblas, Cook, & Chittester (2008), Ng et al.
(2013); Moola et al. (2013), Vancampfort et al. (2014).




“Dysfunctional” Relationship with
Movement

« Umbrella term; covers compulsive exercise, exercise
dependence, exercise addiction, excessive exercise,
abstinence and hyperactivity.

* Quality NOT quantity

Calogero and Ped 2007)

. Egported to be present in 20-81% of individuals living with an

. (P%@d%@tﬁefe*&paﬁe“és"e@@mﬂa'-h(iﬁ%heSt of 50 factors, second only to
low social support), longer illness chronicity, more severe

psychopathologies

« Predicts increased time in hospital, poorer long-term
outcomes.

. @'@rES”ftﬁaﬁIVZthfeﬁ"f%rﬂs&t“pvr"esenting and last remaining symptom of
an

(Davis, Kennedy, Ravelski, & Dionne, 1994).




ADDITIONAL
P INFORMATION:
- WHAT IS A “DYSFUNCTIONAL"
RELATIONSHIP WITH
MOVEMENT?



It can take many forms

Dysfunctional relationships with exercise can present differently in
different individuals. Everyone’s experience is unique.

Mood dependence Weight- and shape-

driven exercise

Withdrawal

symptoms  Lack of enjoyment
Rigidity (often  Lack of control
associated with . :

rules) Interrupting other

activities
Compulsivity and

. Continuance when
guilt

not safe to do so
e Other
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Quality over Quantity

« What are the motivations to exercise?  Frequency, intensity, time, type of

« What does the relationship with
movement look like?

« What are the circumstances in which the
movement is/isn't occurring?

exercise, rest, etc.

(Calogero and Pedrotty, 2007) 1 1



What is an
acceptable
amount of
exercise?
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What is an acceptable amount of exercise? .

There is no one answer

The acceptable amount of exercise is different for everyone. no one size fits all!

To determine how much exercise is “enough”, many factors need to be considered such as:
medical stability (cardiac and biochemical markers, menstruation, weight trajectory, etc)
nutritional and hydration intake
symptomology experienced (e.g. dizziness)
energy levels / fatigue
injury, pain, illness
intention for exercise

ability to apply skills around unhelpful thoughts and behaviours (e.g. identifying red and
orange flags such as the intention being compensatory, ability to modify activity safely, ability
to apply coping skills effectively, etc)



A framework to work towards °

The World Health Organisation Physical Activity Guidelines

- Outlines the amount and intensity of physical activity required to have “optimal” benefit on health and
wellbeing

- Guidelines are for the general population only (not clinical population)

- Could be used as a framework to slowly work towards

E.G. ADULTS 18 - 64:

Ideally, adults are active most days of the week, and each week accumulate:

)

)
)
)

2.5 to 5 hours of moderate intensity physical activity
1.25 to 2.5 hours of vigorous intensity physical activity
An equivalent combination of moderate and vigorous activities

Include muscle-strengthening activities as part of daily physical activity on at least 2 days each
week. This can be planned and structured strength exercise or incidental activity

Include flexibility up to daily

World Health Organisation (WHO) (2020)



Increasing exercise safety

Identify the plan for
movement (e.g. a
60 minute gym
session)

Undertake a risk
assessment: look
for red, orange and
green flags to
exercise

Modify the plan if
needed (e.g.
decrease intensity
or duration of the
plan), then
commence the
movement

During the session,
check in to see if
any flags have
developed during

At the end of the
session, reflect on
how the session
went, rest and
implement recovery
strategies

Reflect
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Other factors that can increase exercise safety .

Prioritise adequate intake prior to engaging in an exercise session
Adding a social element: developing social wellbeing and a different intention
Minimising the all or nothing mindset: all or “something”

Lilmiting situations where individuals may feel a high concern with the opinions of others or a need to
please

Make the movement fun, exciting and variable
Removing the use of numbers to signify health benefit: fitness trackers, smart watches, strava, etc
Avoiding emphasis on technique to reduce perfectionism

Seek advice from trustworthy, evidence-informed and appropriately trained practitioners and
resources, such as:

e Health care professionals and services specifically trained in and designed for eating disorder recovery (can
include exercise physiologists and physiotherapists - view databases at the Butterfly Foundation, InsideOut
Institute for Eating Disorders, etc)

o Clin)ical guidelines for exercise and eating disorders (such as the Safe Exercise at Every Stage [SEES] guidelines,
etc).



https://events.butterfly.org.au/Portal/ReferralSearch/TreatmentServices
https://insideoutinstitute.org.au/treatment-services
https://insideoutinstitute.org.au/treatment-services
https://www.safeexerciseateverystage.com

What to do if
guideline-
based
exercise is
not possible?
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EXERCISE AND EATING DISORDERS

Is abstinence the answer?

We wouldn't tell someone with an ED to “just eat”, yet we often recommend people "just stop
movement” °

(Dobinson, Cooper and Quesnel, 2019)

Exeycise abstinence has been associated with:
Increased risk of relapse symptoms crerecs 00
Poorer treatment OUTCOMES avandsands & veabel 2010
More severe psychopatholOgies s, s vaie srove etal, 2008
Worsened illness chroniCity ous e, s e crave tat, 2008 , ,
o Negative withdrawal symptoms due to the removal of a vital (and often sole) coping

Strategy, pa rtiCU|ar|y i no neW Coping Ski”S have been adopted firSt (Geller, Cockell, & Goldner, 2000; Morris, Steinberg, Sykes, & Salmon,
0) . . .
o Secretive movement? "Sweeping it under the rug"?

May accidentally undermine treatment and recovery outcomes, as a key component
reinforcing the ED may still be present and remain unchallenged ... o
Zero minutes of movement does not equal a "fixed” relationship with movement
May simply return to “dysfunctional” movement again after treatment ends

s it ethical to not explore safe and intuitive movement skills, support and education during
treatment?

Note - some people prefer to abstain from movement in recovery and that is completely fine if it feels helpful not harmfull)

etal., 2008)
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What to do instead?

. Collaborate to find a level of movement the individual thinks is fair (this is not alw_gys
possible). [

*  Genuine curiosity, care and collaboration. Ask questions and offer reflections:
o  What do you think of your movement?
o Do you have any concerns?
o How can | support you?

+  Tryto find areas of movement or focus that the individual feels is valuable to their
movement. The “yes and” approach.

*  This could include adding:

Weight neutral goals

Intuitive & mindful movement

Improving positive relationship with movement
Community and social engagement

Focusing on movement that is enjoyable

Focus on movement that positively enhances wellbeing
Education

“Debriefing” to help facilitate mindfulness before, during, and after movement -
this can involve reflections regarding emotions, sensations and thoughts cussmreses

O 0O O O O 0 O O

+  Compassionate informed consent.
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Every Person is Trying S

< . ’ . \ .
:.‘ S _~' o N W o, P Sy ¥ : -
" ’ > I L * 3 . e

their Best bR

- It's important to remember that a person livingwith ~ © * = [ do ] = Lr Tl
an ED and a dysfunctional relationship with e e —— o
movement, who is not able to or struggles to follow =% =~ Sl L TR
the guidelines is only someone exhibiting the signs S SRR el
of an ED. .. "-',.’.f‘.:.;“‘ .‘. O i it s : , )

- Itis critically important to not punish or get angry at ~ * .." ; ' BQS{W R 't
someone for exhibiting the signs of their mental B e SELHI N

health condition. = ;o
BRI T T K A 3 .:.":A‘ , _‘-;,. A ‘.o_. '.
- Everyone is always doing their best. If someoneis L= @ o o oL LT

struggling with a movement plan in recovery, itis LA RIS S ok |
never the persons fault. The plan needs to change. ‘ . | )
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. WHAT CAN I SAY THAT .:
* MAY BE HELPFUL?

Practical Tips



Tips for parents and caregivers

Promote a positive message that all types and intensities of movement can be beneficial across all domains of
wellbeing, not only physical

Role model wellbeing-enhancing exercise behaviours (i.e. for fun and health benefits) and highlight to your
loved one how it makes your body and mind feel.

Having a mindful awareness of language use around exercise: try to avoid using language that suggests exercise
is a way to work for or burn off food, or as a way to modify shape (e.g. | better go for a run after | eat this).

Promoting connection to the body and honouring how the body is feeling
Encouraging activity that they enjoy

Seek advice from trustworthy, evidence informed and appropriately trained practitioners and resources






O
Intuitive Movement,

Check-In

-
&

Note: the 5 Steps of Intuitive
Movement are available for pre-sale
at autonomyinmovement.com.au

/
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https://autonomyinmovement.com.au
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HOOQING HELPFUL MOVEMENT

Note: If you are in recovery from an eating disorder, it is recommended you and your treating team utilise the SEES Clinical Guidelines at safeexerciseateverystage.com.

Moderate intensity,
duration and impact ideas

Intensity
(How hard)

Moderate
Can finish 1-2 sentences but moderately short of
breath; <6/10; <3 x12 reps if resistance training.

< 30min/day
Option to break session up so 15min low, 15min
mod intensity, etc. Limit incidental activity to
what is necessary (e.g. walking to car).

Time
(How long)

Any of the previous column’s activities plus the options
of: Non-competition (NC) tennis, NC swimming,
Reformer Pilates, TheraBand /light weights OR body
weight circuit, NC dancing, NC volleyball, NC martial
arts (practice only), NC badminton, ball practi

NC soccer, camping, housework, etc.

Type
(What activity)

Dobinson, Cooper and Quesnel (2019), World Health Organisation (2020) 26



ReD FLAQQ
6¢ unhelpeul, moverment;

27



THE AT T(RRRAI) PRINCIPLE @

Changing moverment; in-the-moment;

%
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0T KW (o ot (NI i
e oA SN Resistance (kg)
7o)
et Speed (kph)
N
D Power/watts
PP Incline/decline
Degree of

concentration

Wl Wt

TIME RECOVERY
Sets and reps TYPE Hrs/days /weeks
Sec, min, hrs between sessions
Distance (m, km) Floxibility Hydration
Strength Nourishment
Cardiorespiratory Rehabilitation
/pulmonary Rest
Balance Socialise

Coordination
Proprioception
Agility
Reaction time
Speed
Power
Part(s) of body
used
Class/individual
Outdoor/ indoor
Sitting/standing
/lying

Incidental activity
Nurture mental
health
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Ellen Masson

Contact Information

Contact Number: 0423 690 910
Email: info.yourmovementspace@g

mail.com

Business Name: Your Movement
Space

Address: 13/1 Broughton St,
Kirribilli, 2061, NSW

Types of Appointments Offered:
Face to Face & Telehealth

Website: https://www.yourmovem
entspace.com.au/
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Jessica Luke

Contact Information

Contact Number: 08 9346 6932
Email: lukej@ramsayhealth.com.au

Business Name: Ramsay Health
Plus, Hollywood

Address: Entrance 6, Verdun Street,
Nedlands, WA, 6009

Types of Appointments Offered:
Face to Face & Telehealth

Website: https://www.ramsayhealt
hplus.com.au
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Alanah Reilly

Contact Information

Contact Number: 0421 866 717
Email: contact@autonomyinmoveme
nt.com.au

Business Name: Autonomy In
Movement

Address: 46 Douglas St Milton QLD
4065

Types of Appointments Offered:
Face to Face & Telehealth

Website: autonomyinmovement.com.au

Instagram and Facebook:
@autonomyinmovement
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