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ELECCIÓN DE LA DIETA EN PACIENTES CON
TRASTORNOS DE LA CONDUCTA ALIMENTARIA

CON PESO NORMALIZADO; PROCESO DE 
PROGRESIVA AUTONOMÍA MEDIANTE 

EDUCACIÓN NUTRICIONAL

Resumen

Introducción: El comportamiento alimentario humano
está regulado por numerosos factores. Mientras los
pacientes con anorexia nerviosa muestran un patrón
nutricional restrictivo, los pacientes con bulimia nerviosa
presentan episodios de atracón y purgas. Aunque los tra-
tamientos son muy efectivos en la normalización de la
composición corporal los comportamientos alimentarios
inadecuados tienden a mantenerse constituyendo un fac-
tor de riesgo de recaídas y recidivas.

Objetivos: El objetivo de este trabajo fue evaluar la
calidad de la elección nutricional de pacientes con tras-
tornos de la conducta alimentaria durante un programa
de un año de educación nutricional analizando la mejoría
en la capacidad de elección.

Método: Treinta y un pacientes de una unidad de tras-
tornos alimentarios planificaron un menú tras la norma-
lización de la composición corporal, tarea que repitieron
cada tres meses durante el año de intervención. 

Resultados: Los pacientes mejoraron el tiempo emplea -
do en configurar el menú (p < 0,01), el Índice de Masa
Corporal (p < 0,01), la masa grasa corporal (p < 0,01), la
energía (p < 0,05), los carbohidratos (p < 0,01) y los ácidos
grasos poliinsaturados (p < 0,05) de los menús planifica-
dos. No hubo diferencias en cuanto al total de grasas, per-
fil lipídico, vitaminas y minerales. El 12,9% y 3,2% de los
pacientes escogieron sus menús de acuerdo a las recomen-
daciones de perfil calórico y lipídico, respectivamente,
tras el año de tratamiento.

Discusión: Aunque los pacientes mejoraron el conte-
nido energético y los carbohidratos en los menús elegidos,
tendieron a reducir el contenido calórico y las grasas en
su elección, lo que puede conducir a una peor evolución. 

Conclusiones: Durante un año de educación nutricio-
nal, junto con el correspondiente tratamiento psicológico
y psiquiátrico, se observó una mejoría en los factores die-
téticos habitualmente implicados en una posible mala
evolución.

(Nutr Hosp. 2013;28:1725-1731)

DOI:10.3305/nh.2013.28.5.6725
Palabras clave: Elección de la dieta. Trastornos alimentarios.

Resultado del tratamiento. Índice de masa corporal. Recaída.

Abstract

Introduction: Human eating behaviour is regulated by
multiple factors. Anorexia nervosa patients show a
restrictive eating pattern while bulimia nervosa patients
present bingeing-purging episodes. Although treatments
are specially successful in the normalization of body
composition, maladaptive eating behaviours tend to
persist being a risk factor for relapse and recurrence.

Objectives: The aim of this work was to assess the
quality of the nutritional choice of eating disorders
patients after a year of nutritional education and to assess
improvements in choice capacity.

Methods: Thirty-one outpatients of an eating disorders
unit planned a menu after body composition normaliza-
tion and repeated this plan each three months during a
one-year programme of nutritional education.

Results: Patients improved the time spent on the assign-
ment (p < 0.01), Body Mass Index (p < 0.01), their body fat
mass (p < 0.01) and the content of energy (p < 0.05), carbo-
hydrates (p < 0.01) and polyunsaturated fatty acids (p <
0.05) in their chosen menus. No differences were found on
proteins, total fat or fat profile, vitamins or minerals. 12.9%
and 3.2% of the patients chose their menu according to the
recommendations of caloric and lipid profile, respectively,
after a year of nutritional education. 

Discussion: Although patients improved energy and
carbohydrates content of the menus they tended to
reduce caloric and fat food choices, which could lead to
relapse and recurrence. Specific nutritional education
programmes along with the mandatory psychological and
psychiatric treatment may be effective. 

Conclusions: One year of nutritional education combined
with psychological and psychiatric treatment improved
those factors usually involved in relapse and recurrence,
thus contributing to a proper outcome.
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Abbreviations

AN = Anorexia Nervosa.
BFM = Body Fat Mass.
BMI = Body Mass Index.
BN = Bulimia Nervosa.
CHO = Carbohydrates.
ED = Eating Disorders.
EDNOS = Eating Disorders Not Otherwise Specified.
MUFA = Monounsaturated Fatty Acids.
PRO = Proteins.
PUFA = Polyunsaturated Fatty Acids.
SFA = Saturated Fatty Acids.
SD = Standard Deviation.

Introduction

Human eating behaviour is regulated by multiple
reasons such as physiological (like hunger and satiety),
emotional (positive or negative mood may influence
hunger and satiety sensations), external cues (like the
smell of a food), socio-cultural factors (social norms or
traditions) and others like political, religious and
economic reasons.1

Eating habits and nutritional knowledge also influ-
ence the food choice.2,3 Family educational models and
family and peers support influence eating habits. It is
observed that daughters dieting frequently have
mothers with restrictive eating habits. In addition chil-
dren whose parents cannot control their ingest have the
same problem. TV viewing while eating is correlated
with eating less fruit and vegetables, and on the other
hand with more precooked, processed and fast food
and it correlates with the belief that dietary and fat-free
products are more nutritive.2,4,5 What is more, eating out
correlates with more energetic and fatty food consump-
tion2. Emotional food choice is related with more irra-
tional food beliefs, bulimia and binge eating in women.
Health and natural food choice is related to more
rational food beliefs and less psychopathology.
Weight-control food choice results to be more aesthetic
than healthy and is related to restrictive food pattern,
drive for thinness and body dissatisfaction.3

Dieting is one of the main factors in the development of
an eating disorder (ED) and is related to unhealthy behav-
iours like vomiting, skipping meals, considering food as
forbidden, having a big concern about nutritive character-
istics of food and carrying out physical activity to lose
weight.6,7 However, it is observed that rigid dieting
increases the risk for having inadequate food behaviours
more frequently than flexible dieting8 and is more
common in women or girls.6,7 Pathological dieters present
more magical beliefs about food and health, which is
related to ideological food choice. The loss of pleasure
associated with food is related to stressed and worrying
situations and promotes guiltiness and self-dissatisfaction.
In ED the loss of pleasure associated to food may be
related to dopaminergic system that acts differently in

restrictive and bingeing-purging disorders (while
bingeing-purging patients compensate negative emotions
with sugar consumption, restrictive ones diminish positive
emotions related to food and have positive reinforcement
of privation), having both an emotional food choice.7

Anorexia Nervosa (AN) patients usually choose foods
with less energy and macronutrient, specially fats, than
people without ED and they usually follow a menu defi-
cient in calcium, vitamin A and vitamin D.9,10 However,
Mayer et al. found that people with AN used to choose
more carbohydrates (CHO) and proteins (PRO) than the
control group in a laboratory environment11. In addition,
diet variety is usually limited, avoiding food high in
palatability such as sauces and condiments, bread and
starches, meat, cured meat, fats and oils, sweets and fried,
but choosing vegetables more frequently.9,10 Also AN
patients use to choose smaller portion sizes.12

Bulimia Nervosa (BN) patients eating behaviour is
characterized by binge-purge episodes.13-20 There is no a
specific eating pattern described in BN as their behaviour
is unpredictable and chaotic. However, BN patients use to
choose higher energy foods and higher palatable foods
than AN patients.13 During bulimic episodes patients
choose foods higher in fat and CHO, specifically refined
CHO, and lower in PRO.13-17 They base their food choice
in sweets, salty snacks and desserts during the bingeing
episode.13-15 Addictive capacity of CHO has been
proposed to explain CHO bingeing in obese and bulimic
people during distress periods but it is not settled down.15-17

Hunger-satiety sensations are subjective and
disturbed in ED patients and influence their food
choice. In that way, neither AN nor BN patients show
sensory-specific satiety except in case of BN patients
and low-caloric food.13,18-20

The purpose of the nutritional treatment in ED aims
to restore body composition and physical functioning
while normalizing eating patterns, food choice, eating
behaviour and food and health cognitions.20-23 Cogni-
tive-behavioural therapy tries to avoid food restrictive
patterns and to restore Hunger-satiety sensations.8,20,22

However, the most of the recommendations are based
on clinical experience.20

Although treatments are specially successful in the
normalization of body composition, maladaptive
eating behaviours tend to persist being a risk factor of
relapse.12,22 In addition, there have been little advances
in treatments during decades so it is necessary new
interventions in order to improve eating behaviours as
well as to normalize body composition and to give the
appropriate psychological treatment during the whole
therapeutic proccess.22

Nutritional education (involving health risks of
nutritional behaviour typical in ED) is a recent inter-
vention in order to improve food choice and food and
health beliefs in ED patients promoting changes in
their eating patterns thus leading to body composition
normalization.4,6,8,24

The aim of this work was to assess the quality of the
nutritional choice of ED patients after a year of nutritional
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education by a nutritionist and to assess improvements in
election capacity to reach a better nutritional choice and a
reduction of the time when selecting their menu.

Methods

Design 

Participants were encouraged to imaging being
alone at home during a week so they could plan their
diet without their families’ food preferences influence.
To plan their menu participants were given food
options in form of cards distributed in four intakes per
day (breakfast, lunch, snack and dinner). 

These options included the food elaborations of
highest consumption in the study population consid-
ering all the food groups (cereals or starches, dairy
products, fruits, vegetables, fish, eggs, lean meats,
cured meats, oils, fats and sweets). The settings of the
menu were carried out every three months. 

The menus were evaluated in terms of nutrients
(nutritional tracker software designed by Alce Inge-
niería, Complutense of Madrid University). To assess
caloric and lipid profile it was followed the WHO
recommendations.

Body composition was measured by tetrapolar
bioelectrical impedance with 50 kHz frequencies and 500
µA (TANITA TBF-410®) with 0.1 kg precision and
capacity from 0-200 kg. Height was measured by 1mm
precision scale with capacity of 60-200cm (SECA 220 ®).

Time spent in the assignment was measured with a
watch chronometer (CASIO A178W®) without patient’s
knowledge. 

Participants

The study involved 106 ED outpatients of an ED unit.
The inclusion criteria were weight-restored according to
the WHO Body Mass Index (BMI) classification criteria
and attending treatment weekly or bi-weekly. 

The period of study was from December 2010 until
January 2013. Seventy-five participants were lost over
that period because of discontinuation of treatment,
leaving the study or extension of the treatment visiting
frequency because of improvements in its outcome.

Procedure

Participants planned the first menu after having
restored their weight within the period from December
2010 to January 2012 and repeated it every three
months until a year. The menu was performed individ-
ually in a room with appropriate conditions and in the
presence of a therapist who was able to solve possible
doubts. The time spent on the settings of the menu was
measured in each of the tests and body composition
was measured before starting it.

This work was performed during a year of treatment,
which consisted of a multidisciplinary structured behav-
ioural program and nutritional education accomplished
by a psychiatrist, a psychologist and a nutritionist.
Patients were seen individually and families received
support by the entire therapist team weekly or biweekly.
Treatment aimed at normalize body composition, eating
patterns and psychopathology symptoms. Pharmacology
treatment was recommended when needed.

Statistical analysis

Data are presented as means and standard deviation
(SD). Friedman test was used to determine differences
in macronutrients (CHO, PRO and lipids) and fatty
acids content (Monounsaturated Fatty Acids (MUFA),
Polyunsaturated Fatty Acids (PUFA) and Saturated
Fatty Acids (SFA)). In order to analyse the degree of
adequacy with respect to the caloric and lipid profile
given by the WHO, the Cochrane test was applied.
Differences between ED subtypes were analysed using
the Kruskal-Wallis test. In all cases the level of signifi-
cance was set at p < 0.05.

Ethical 

The present work carried out the Ethical Principles
for Medical Research Involving Human Subjects in
accordance to the Helsinki Declaration and the
research protocol was approved by the Direction of the
Behavioural Science Institute (Seville, Spain). Partici-
pation in the study was voluntary obtaining the
informed consent of patients older than 18 years and
their parents or tutors for those underage.

Results

In the present work 31 outpatients of an ED unit were
involved. They were 21.9 ± 7.27 years old (range 14-44)
and they had been under treatment for 55.26 ± 96.28
weeks. With respect to the age, there were not statistically
significant differences between ED subtypes. 45.16%
were AN patients, 29.03% were BN patients and 25.81%
were ED not otherwise specified (EDNOS).25

Body composition

The BMI improved from the first measure (20.92 ±
5.85 at the baseline vs. 21.95 ± 4.68 after three months;
p < 0.01 and 20.92 ± 5.85 at the baseline vs. 22.10 ±
4.40 after a year; p < 0.01). Data shown in figure 1.

The Body Fat Mass (BFM) improved during the first
three months (19.48 ± 10.24% vs. 21.53 ± 7.70%; p <
0.01) and between the last three months (21.72 ±
6.49% vs. 23.12 ± 7.00%; p< 0.01). Differences
between the beginning and the final measure were

Diet choice in weight-restored patients
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statistically significant (19.48 ± 10.24% vs. 23.12 ±
7.00%; p < 0.01).

Time spent on the assignment

Participants spent a shorter period of time to choose
the menu at the end of the study with respect to the begin-
ning of the treatment (20.48 ± 8.19 min vs. 13.48 ± 5.18
min; p < 0.01). There were statistically significant differ-
ences between the first and the second time (20.48 ± 8.19
min vs. 17.67 ± 6.22 min; p < 0.05) and between the third
and the fourth time (17.67± 6.22 min vs. 14.81 ± 5.29
min; p < 0.05). These data are shown in figure 2.

Energy and macronutrients 

Participants improved the total energy content in their
menus (1,868.93 ± 448.6 kcal/day at baseline vs.
2,010.22 ± 435.24 kcal/day after a year; p < 0.05).
Although after three months the total energy chosen was
higher than after a year it was not statistically significant.
There were significant differences between the first and
the second menu chosen (1,868.93 ± 448.6 kcal/day at
baseline vs. 2,062.22 ± 317.37 kcal/day after three
months; p < 0.05). These data are shown in figure 3.

The CHO content of the menu was higher after three
months (203.7 ± 50.14 g at baseline vs. 224.8 ± 38.02 g
after three months; p < 0.05) and it improved again
between six and nine months (225.23 ± 37.18 g after

six months vs. 237.22 ± 38.41 g after nine months; p <
0.01). After a year participants chose less CHO than
after nine months but that difference was not statisti-
cally significant (203.7 ± 50.14 g at baseline vs. 225.28
± 53.58 g after a year; p < 0.01). 

The fat content increased during the first three
months (77.24 ± 21.37 g at baseline vs. 86.01 ± 14.64 g
after three months; p < 0.05) and it decreased during
the next three months (86.01 ± 14.64 g after three
months vs. 82.44 ± 14.28 g after six months; p < 0.05).
There were not significant differences after a year.
These data are shown in figure 4.

PRO content did not show statistically significant
differences.

During the first nine months menus did not adjust to
caloric profile recommended by WHO. After a year
12.9% of patients’ chose their menu in accordance to
recommended caloric profile.

Fats profile

The total content of MUFA in the menu chosen did
not show statistically significant differences after a
year. It strongly improved during the first three months
(37.75 ± 11.38 g at baseline vs. 43.22 ± 7.58 g after
three months; p < 0.01) and significantly decreased
between the second and the third menu chosen (43.22 ±
7.58 g after three months vs. 41.01 ± 7.59 g after six
months; p < 0.05) and the third and the fourth ones
(41.01 ± 7.59 g after six months vs. 38.55 ± 8.42 g after
nine months; p < 0.05). 
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PUFA significantly improved after a year (9.11 ± 2.57
g at baseline vs. 10.15 ± 2.52 g after a year; p < 0.05) with
the highest increase between the third and the fourth menu
chosen (9.32 ± 1.56 g after six months vs. 10.00 ± 2.28 g
after nine months; p < 0.01). Neither PUFA-ω3 nor
PUFA-ω6 showed statistically significant differences
after a year. PUFA-ω3 improved during the first three
months (0.27 ± 0.09 g at baseline vs. 0.31 ± 0.05 g after
three months; p < 0.01) but decreased between the third
and the fourth menu (0.30 ± 0.06 g after six months vs.
0.25 ± 0.04 g after nine months; p < 0.01). PUFA-ω6
increased during the first three months (2.99 ± 1.11 g at
baseline vs. 3.42 ± 0.55 g after three months; p < 0.05) but
significantly decreased between the second and the third
menu chosen (3.42 ± 0.55g after three months vs. 3.24 ±
0.64 g after six months; p < 0.05) and the third and the
fourth ones (3.24 ± 0.64 g after six months vs. 2.68 ± 0.49
g after nine months; p < 0.01). These data are shown in
figure 5.

Neither SFA nor cholesterol was significantly
different after a year.

About lipid profile after nine months of nutritional
education 12.9% of the patients’ choice were maid
based on WHO recommendations and after a year only
3.2% did. During the first nine months any choice was
maid in accordance to the recommendations.

Vitamins and minerals

Any statistically significant differences were found
in the amount of vitamin B

12
, vitamin D, folic acid,

calcium or iron.

Differences in ED subtypes’ choice

Energy choice was higher in AN patients menus after
six months (p < 0.05) and after a year (p < 0.05). In addi-
tion, they chose menus with much more content of PRO
(p < 0.05), fats (p < 0.05), SFA (p < 0.05), vitamin B

12
(p <

0.01), vitamin D (p < 0.05), calcium (p < 0.05) and iron (p

< 0.05) after a year. AN patients chose menus with higher
content of MUFA after six months (p < 0.05). With
respect to cholesterol, the content in the menus chosen by
AN patients was higher at the beginning (p < 0.05) and
after nine months (p < 0.01). No differences were found
considering CHO, fibre, PUFA or folic acid menus
content in comparison with other ED diagnosis subtypes.

Discussion

The major of evidences published on the topic of nutri-
tional choice in ED patients are conducted in AN or over-
weight/obese cravers. Little is known about what is the
food pattern that characterized BN patients.9-12,15-17

However, bulimic eating habits are based on restriction
episodes followed by bingeing/purging or vice versa.13-20

In this study, all subtypes of ED were included. More-
over, most of studies are transversal while this is a year
follow-up study in ED patients’ diet choice.

The period of time spent in the menu setting
improved after a year, this indicates that during nutri-
tional education patients improve their knowledge
about healthy food thus leading them to choose faster.
Although brain feeding regulation is unclear, thus
medial prefrontal and obifrontal regions showed
abnormal activation patterns in ED patients these
patterns improving with body composition normaliza-
tion17. It might indicate a better diet choice ability. 

Clinical outcome in ED patients indicates the effec-
tiveness of treatment in normalizing body composition
and improving some psychopathological symptoms
although some relevant clinical symptomatology tend to
maintain over time.1 Relapse and recurrence are esti-
mated to be between 30 and 60 percent of the cases.1,10-12,19

ED patients’ food pattern tends to persist over time
based on restrictive food choice and altered
sensations.13-18,20 Moreover, AN patients tend to restrict
energy and fat density foods while BN patients tend to
maintain CHO craving with a low sensory-specific
satiety in both subtypes. In AN, patients tend to classify
some foods as “safe foods” (those which do not make
them grow fat) and in BN patients maintain a strong
desire of hypercaloric and palatable foods.9,11,13,18,20,26

The present work showed that ED patients improved
the energy content of the menus chosen during a year of
nutritional education. Although it was not statistically
significant, they chose a higher energy density menu
after the first three months and tend to reduce it over the
next months until a year. This is in accordance with
other results that affirm an improvement in energy
content diet choice in AN patients while they tend to
decrease over time.11-12,22,26 However, in this work energy
content of diet choice was lower than in other works,
which may be explained because differences on treat-
ment environment (most of studies were conducted
during hospitalization), socio-cultural or because this is
a choice record instead of real ingest one.10,11,12,22

Opposite to other works, in this study ED patients

Diet choice in weight-restored patients

with eating disorders

1729Nutr Hosp. 2013;28(5):1725-1731
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increased CHO diet choice content significantly but
they maintained fat and PRO choice.10-12,22,27 Fat avoid-
ance is related to poorer outcome.9,10 Micronutrient
choice is under needs coinciding with another recent
work.9 PUFA choice increased in the present work but
it is not included in other studies.

In accordance to other studies, AN patients tend to
chose menus with higher content of PRO9-11 but, different
to other evidences, in this work AN patients chose more
fats than other ED patients,9-17 which might be understood
as the effectiveness of the nutritional education in combi-
nation to the psychological and psychiatric treatments.
The CHO choices were not significantly different among
ED subtypes, this being contrary to the Mayer et al. find-
ings.12 Major of evidences show that BN patients tend to
choose higher CHO and fats food content during bulimic
episodes13-17 but the present work aimed to analyse the
patients’ choices in a normal situation, which could
explain the absence of differences in the menus CHO
content among different ED. 

It is well-known that AN patients tend to overestimate
energy and fat content of the food they eat, which possibly
explains that they do not reach energy needs.9,11,19 More-
over, the media positively influences altered food behav-
iours maintenance. This is based on the promotion of
personal transformation by means of weight loss and
dieting, food restriction to promote physical, emotional
and psychological healthy state and beauty, and mainte-
nance of thinness obsession.7,28-30 In addition, food infor-
mation, magazine pictures, family and peers reinforce
may lead to preservation of unhealthy eating behaviours.28

It is observed that in ED patients maladaptive eating
behaviours persist focused on anticipatory anxiety
related to meals because of irrational and magical food
beliefs; fears related to food with avoidance of high fat or
energy density foods; high concern about the content of
the food they eat; effect of food on their shape and
weight; tendency to restrictive food behaviour; abnormal
Hunger-satiety sensations after weight normalization;
and altered weight changes perception.7,10,11,19,20,22,31 AN
patients avoid energy-density, high fat and high palatable
foods and maintain high satiety sensation 14 minutes
after the meal is over, which may influence diet choice.
After discharge they tend to reduce serving portions and
more caloric content foods to maintain skipping meals
and to control weight behaviours.12,19,20,26 BN patients
maintain restrictive behaviours and taboos about food,
avoidance of fat-density foods and inclusion of more arti-
ficial sweetened unhealthy beverages when reducing
purging behaviours. Being so meals satiety sensation
disappear about 14 minutes after the meal, which
increases the risk of bingeing.20,32,33 Food inhibition and
“prohibited” foods lead to anxiety and eating in secret
which is accompanied with shame and culpability. CHO
consumption may improve mood through serotoninergic
system, thus preventing CHO craving and bingeing while
distress mood.13,15,16

BMI normalization is similar to that found in other
works but in AN there is a tendency to reduce their BMI

after discharge.6,26 BFM proportion also predicts the
pathology course with a lower percent of BFM related to
poorer clinical outcome.34 In this work although BFM
significantly improved during a year, the percentage is
similar to the lower one in the Bodell et al. study.34

Unhealthy eating behaviours precede weight loss
and malnutrition is related to complications and
mortality.9,10 A healthy varied and balanced diet is
essential to a proper recovery of an ED.9,12,23

Nutritional education effectiveness on ED patients is
unclear but evidences indicate that food choice based on
healthy topics improve food choice and eating behav-
iour.3,5,24,27,28,35 Specific programs based on variety and
quality of the diet and concrete food are more effective
than those based on energy even while diet variety related
to clinical outcome remains controversial.12,24,26 Cognitive-
behavioural treatment and nutritional education including
eating sociability, exposure response preventing therapy,
weight-changes experience, nutritional risks for abnormal
eating behaviours and healthy food choice are effective in
clinical evolution.1,8,20,22-24,31 In the present work 12.9% of
ED patients chose menus based on WHO caloric profile
recommendations and 3.2% did in accordance to lipid
profile recommendations.

Limitations 

The sample size was relatively small as it may influ-
ence the results obtained. Moreover, different subtypes
on ED respond differently to nutritional education and
they present different eating patterns4 so more
researches are needed to clarify these differences.

While in the nutritional treatment of ED outpatients
five intakes per day were recommended (3 major meals
and 2 snacks) this work only had options for four
intakes per day because this style is more frequent
among Spanish population.

Giving patients cards with food options may influ-
ence their food choice so it would be preferable
working freely without cards to be able to assess
patients menu planning capacity.

Body composition measures were not carried out in
a standard protocol as neither menstruation period nor
food and beverages intake were took into account
because it was measured during treatment visiting
before starting the assignment.

Results show a weekly menu food choice so it could
not be considered as a real food menu. Even food choice
highly determines what patients will eat, it is not what
they really had eaten. Self-report menu may have been
under-reporting or over-reporting while patients may had
been choosing their menu in accordance to what they
thought their therapists wanted them to choose.

Conclusion

ED patients present a maladaptive eating behaviour
that tends to maintain after body composition normal-
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ization. Healthy food choice, diet variety, energy-
density, high fat and high palatable food consumption,
proper Hunger-satiety sensations, adequate weight-
changes perception, BMI maintenance in accordance
to peers without ED symptomatology and BFM
proportions are related to a better outcome and a lower
relapse prevalence. Different studies support that nutri-
tional interventions along with psychological and
psychiatric treatments are effective to improve eating
behaviours and to normalize BMI and body composi-
tion. In addition, these interventions contribute to
improve the food choice ability when diet planning.

However, more researches are needed to clarify food
choices differences among different ED and long-term
nutritional intervention treatment effectiveness.
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