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SELF-CARE 
SUGGESTION

Content in this program might be triggering for 

someone with their own personal, familial, or relational 

history with Eating Disorders. You are urged you to 

take care of yourself if any information causes you to 

feel uncomfortable in any way. 
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LEARNING OBJECTIVES

1. Participants will have the opportunity to increase their understanding of the 

impacts on a person’s reproductive life, birthing experiences, and pediatric 

outcomes of having a current or past Eating Disorder diagnosis.

2. Participants will gain a broader awareness of the important nuances that an 

Autism Spectrum Disorder diagnosis brings both to the treatment of their Eating 

Disorder and to their reproductive experiences in the future. 

3. Participants will receive racially descriptive ED information for the purposes of 

creating targeted treatment strategies according to gender and racial types. 

4. Participants will learn suggestions that the ED treatment team can make for 

improving the pregnant woman’s reproductive experience with healthcare 

professionals.
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AT THE END OF THIS SESSION, YOU 
WILL BE ABLE TO:

1. Identify a key shift in the traditional ED treatment 
approach which might prove more effective when 
working with patients on the Autism Spectrum.

2. Name the irreversible reproductive risk factors 
which can impact male patients with ED.

3. Describe the criteria and risk factors of Pregorexia.
4. Understand the triggering impact on an ED patient 

with a history of purging who suffers from morning 
sickness or hyperemesis gravidarum during 
pregnancy.

5. Name a strategy to reach into the BIPOC 
communities to educate, identify, diagnose and 
make treatment of males and females that exhibit 
symptoms of EDs in more culturally relevant and 
effective ways. 

5



WHY THIS UNIQUE PERSPECTIVE IS 
IMPORTANT

🡪-------------Time/Age---------🡪

ED History or Active (often undisclosed to Healthcare Professionals) Outcomes

Fertility Challenges

Pregnancy and 
Birthing experiences

Young white females

Males

BIPOC

Autism Spectrum Disorder Pediatric health 
consequences
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FAILURE TO DISCLOSE

It is very common for patients exhibiting ED behaviors while trying to get 
pregnant or being treated during pregnancy, not to tell their ob-gyns or medical 
professionals treating them for infertility. 
It is also very common for medical professionals in all areas of obstetrical 
treatment of a person trying to get pregnant, not to ask, or minimize the 
problem. 
Women that conceive during the active phase of their ED show an increase in 
anxiety and depression. 
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CONSEQUENCES OF 
NOT DISCLOSING

Fluctuation of hormones

Change in organ size – uterus and ovaries return to 
prepubertal length and size.
Depletion of essential vitamins and minerals not only for 
conception but also for fetal growth are seriously depleted.
Insufficient levels of potassium, magnesium, sodium, 
Vitamin D, and calcium will lead to increased difficulty in 
body functions, including conception.

8



RISKS TO HEALTHY 
PREGNANCY OF TYPES 

OF ED
Anorexia Nervosa – 60-70% greater risk of antepartum 
hemorrhage

Bulimia Nervosa (more frequent than AN in African 
American Females) is associated with increased rates for 
miscarriages and hyperemesis gravidarum

Binge Eating Disorder (more frequent than AN in African 
American Females) has elevated risk for miscarriage and 
stillbirth.

Contribution to the known loss of grey matter in the 
woman’s brain that occurs during and after pregnancy.  
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HYPEREMESIS 
GRAVIDARUM DEFINED 
AND ITS PREVALENCE

Persistent and excessive vomiting during pregnancy that is unresponsive to 
dietary modifications and antiemetic treatments, and is associated with 
dehydration, electrolyte disturbances, and acid-base imbalances. ICD 11.

Nausea and vomiting during pregnancy (NVP/morning sickness) is fairly 
common during pregnancy, but for a woman with a history of purging 
through vomiting while symptomatic with her ED,  NVP/morning sickness 
will more than likely be triggering. A more severe form of NVP is 
Hyperemesis Gravidarum (HG) will occur in 0.5 to 3 percent of pregnancies 
and may lead to hospitalization. The etiology of NVP is poorly understood, 
but NVP could be considered as a multifactorial problem. Proposed theories 
involve hormonal, vestibular system, gastrointestinal, psychological, 
hyperolfaction, genetic, and evolutionary factors as possible 
causes (Lacasse, 2009).
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ETHNIC DIFFERENCES 
OF HYPEREMESIS

In a study conducted in Canada these results were 
published: “Of the 367 women included in the study, 
81.2% were Caucasians, 10.1% Blacks, 4.6% Hispanics, 
and 4.1% Asians. Multivariate analyses showed that 
race/ethnicity was significantly associated with a 
decreased likelihood of reporting nausea and vomiting 
of pregnancy (Asians vs. Caucasians OR: 0.13; 95%CI 
0.02–0.73; and Blacks vs. Caucasians OR: 0.29; 95%CI 
0.09–0.99)”. (Lacasse, 2009)
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PREGOREXIA

The phenomenon involving restrictive behaviors such as limiting 
calorie intake and intensifying exercise among pregnant women 
in order to maintain a perfect figure during pregnancy and 
immediately after birth.

A history of Anorexia Nervosa was associated with an increased 
risk of premature birth and symmetric growth restriction. These 
outcomes were associated with low pre-pregnancy BMI and small 
gestational weight gain. Symmetric growth restriction 
(Symmetrical IUGR) is a pregnancy condition where an unborn 
baby's entire body—including their head, abdomen, and 
bones—is proportionally small and fails to grow at the expected 
rate for their gestational age. (NIH)
Maternal AN is a strong predictor of low birth weight (LBW).

AN is associated with difficulty with bonding with baby in the 
womb 
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MAMA BRAIN

Is real. 

“The brain is the most important organ affected by eating 
disorders. The brain uses approximately 20% of the calorie 
intake and is also very dependent on the glucose from food. 
Therefore, when the body has poor nutrition, the brain is 
not receiving the correct amount of glucose and other 
nutrients….If a person would regain its lost weight and 
restore the brain mass to its normal level, its condition 
would most likely improve.” LeFloch et al (2022). 
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WHAT HAPPENS TO THE 
MOTHER’S BRAIN DURING 
PREGNANCY AND AFTER

Pregnancy renders substantial changes in brain structure, primarily 
reductions in gray matter (GM) volume in regions subserving social 
cognition. 

The changes were selective for the mothers and highly consistent, correctly 
classifying all women as having undergone pregnancy
 
The GM volume changes of pregnancy predicted measures of postpartum 
maternal attachment, suggestive of an adaptive process serving the 
transition into motherhood.  

“We found that most of the pregnancy-induced gray matter volume 
reductions persist six years after parturition (classifying women as having 
been pregnant or not, with 91.67% of total accuracy). We also found that 
brain changes at six years postpartum are associated with measures of 
mother-to-infant attachment.” (Martinez-Garcia, 2021).
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PICA

Definition from DSM V- Persistent eating of non-nutritive, nonfood 
substances over a period of at least 1 month…

Prevalence-worldwide 27.8%; in adults when diagnosed is often seen in 
pregnant women. In US, ~ 10%. 

Deficiencies of: Iron, Zinc, Calcium, B12, Kaolinite (think 
Kaopectate…dyspepsia/upset stomach) 
 
Types: Geophagia (craving to eat soil/clay) Pagophagia (craving to eat ice); 
amylophagia (craving to eat starch)

Risks to healthy pregnancy – Lack of access to obstetrical care at all, due to 
poverty; secrecy/shame; often a nutrient deficiency (iron) in the diet which 
can be improved by supplementation if diagnosed. 
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EATING DISORDERS 
AND INFERTILITY

Data gathered on 66 infertility clinic patients were prospectively 
screened with the Eating Attitudes Test and a questionnaire. Women at 
high risk for ED were then interviewed to confirm or dispute the 
diagnosis. 7.6% of infertility clinic women were found to suffer from 
anorexia nervosa or bulimia nervosa. If Eating Disorders NOS were 
included, a total of 16.7% of infertility patients were found to suffer from 
an ED. Among infertile women with amenorrhea or oligomenorrhea 
58% had EDs.  (Stewart, et al, 1990.)

A fertility clinic gathered data with a Structured Clinical Interview form 
ED module from 82 patients undergoing fertility treatments. 17 
participants (20.7%) met criteria for past of current ed. This rate is 5 
times higher than the US lifetime prevalence rate. None of the 
participants that met the criteria for ed had disclosed their past or 
current diagnosis to their reproductive endocrinologist. (Freizinger, et al 
2007. ) 58.8% of these participants had a diagnosis of unexplained 
infertility. 
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RACIAL DIFFERENCES 
IN ED DIAGNOSES

There were no reliable ethnic differences in the relation of risk factors for future 
eating disorder onset. These findings suggest that eating disorders affect ethnic 
minorities as much as Whites and that there are more overlapping risk factors 
shared among various ethnic groups than differences.

Data from the Healthy Minds Study 2015–2019 (N = 251,310 U.S. university 
students) Variance Partition Coefficients indicated that ~10% of the total variance 
in ED outcomes was due to intersectionality between gender and race/ethnicity, 
over and above variance due to individual-level differences.

Ethnic minority groups (including Black, Latino, and Asian American populations) 
are significantly less likely to receive professional treatment for an eating disorder 
compared to non-Latino Whites. (Marques, 2011.)
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EATING DISORDERS’ IMPACTS ON 
REPRODUCTIVE EXPERIENCES

“Current literature demonstrates that EDs can have a 
negative impact on fertility, obstetric outcomes, and fetal 
outcomes. Primary research and systematic reviews support 
associations including increased use of assisted reproductive 
treatment for infertility, anemia and hyperemesis during 
pregnancy, and preterm delivery. Associated fetal outcomes 
include infant low birth weight, small size for gestational 
age, and microcephaly.”
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INFERTILITY AND 
ETHNIC DIFFERENCES 

A fertility clinic in a state that mandated coverage for 
infertility treatment, had patients complete a self-report 
questionnaire. AA women postponed treatment 
significantly longer than Caucasian women. 
A significantly greater proportion of AA and Hispanic 
women had tubal factor infertility compared to 
Caucasian women.

Caucasian women were more highly educated and had 
greater household incomes than AA and Hispanic 
women.
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INFERTILITY AND RACIAL/ETHNIC 
DIFFERENCES

Themes from a qualitative research study of 50 African American 
women of different SE backgrounds exploring the Experiences of 
African American women who cope with infertility.

1) Impaired sense of self and gender identity
2) Relationships with friends and family members characterized by 

deep sense of silence and isolation. Posed explanation: 
stereotypes of African American women’s sexuality

3) Interactions with medical professionals were influenced by 
women’s multiple social identities, with no single identity having 
an advantage

*** Suggested interventions: Dissemination of information featuring a 
greater range of AA women’s reproductive experiences, underscoring the 
clinical importance of normalizing AA women’s experiences with infertility 
thereby lessening  women’s  shame and isolation
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THE LIVED EXPERIENCE OF 
INFERTILITY AMONG AFRICAN 

AMERICAN COUPLES

Phenomenological study of 6 African American 
couples and their experience of infertility.

Themes that emerged: 

Infertility can be traumatizing and may be experienced 
differently by men and women.
The distress of the experience challenges one’s sense of 
self.
Religion and spirituality played a central role in the 
lives of the couples which helped them to cope with the 
infertility. (Taylor, 2018.) 
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RACIAL DIFFERENCES IN 
FERTILITY DIAGNOSES AND 

TREATMENT

African American individuals and couples have higher rate 
of infertility than Whites.
Data drawn from a population-based sample in 4 US cities. 
N=764 women (34-44 yrs) that reported having been 
sexually active for 12 months w/o contraception and never 
had become pregnant.

African American women had a two-fold increased odds of 
infertility than Caucasian women. The difference is not 
explained by common risk factors: smoking, obesity, 
fibroids, or ovarian volume.  

Within the African American sub-population of this study, 
difficulty paying for basics and ovarian volume were 
associated with infertility. (Wellons, et al, 2008). 
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RACIAL DIFFERENCES IN FERTILITY 
DIAGNOSES AND TREATMENT

A systematic review of 37 relevant published articles addressing racial and 
ethnic disparities in infertility care and treatment was conducted and the 
report published in 2021. The conclusions were: Racial and ethnic 
differences in access to full-spectrum reproductive care, including infertility 
evaluation and treatment remain. Despite access to infertility treatment, 
disparate outcomes persist.
Institutionalization of racism and discrimination within medicine, remain 
influential in diagnosis, care, and treatment outcomes. (Jackson-Bey et al, 
2021).

What to do?  Mitigate provider bias, fund high-quality disparity 
research, improve patient reproductive health knowledge, advocate 
for increased access to treatment for all. 
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GENDER DIFFERENCES 
IN ED DIAGNOSES
The classic image of a person diagnosed with an ED is a 

Neurotypical young white female. 

The American Psychological Association (Novotney, 2024) 

reports that males represent 30% of persons diagnosed with 

EDs but are frequently not captured by parents and 

healthcare professionals
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EFFECTS OF MEN AND BOYS’ 
EATING DISORDERS ON FERTILITY

Eating disorders in males manifest differently from women. Males 
represent ~ 1/3 of persons diagnosed with EDs, but when subclinical 
disordered eating behaviors are included it more closely approaches ½ 
of total ED diagnoses. (NEDA website.)

Definition of  “male factor” infertility-the inability of a male to make a 
fertile female pregnant for a minimum of at least 1 year of regular 
unprotected intercourse. The male is solely responsible for about 20% 
of cases and is a contributing factor in another 30% to 40% of all 
infertility cases.

 
Incidence in US ~ 30-40% of couples seeking fertility treatment in US 
are classified as caused by “male factor” infertility. 
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BEHAVIORAL MANIFESTATIONS OF 
ED IN MALES

-Compulsive and copious exercise; BDD (body and muscle 
dissatisfaction)
-Striving for perfection
-Compulsive thoughts and activities surrounding diet and 
exercise, and very strict weight loss or exercise diets. 
-The use of supplements and anabolic steroids may also be a 
symptom of males’ eating disorders.
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POSSIBLE IMPACTS ON FERTILITY 
FOR MEN WITH ED HISTORY 

- Being under or overweight for men can affect testosterone and sperm 
production and cause erectile dysfunction. 

- Malnutrition leads to reduced levels of luteinizing hormone (LH), 
which is responsible for triggering testosterone production in the 
testes. 

- Low testosterone can cause a reduced sex drive and sperm count. 
- Excess body fat in men with obesity from binge eating can increase 

the conversion of testosterone to estrogen. 
- Elevated estrogen suppresses the hormone signals from the brain that 

stimulate sperm production, impairing fertility. 
- For some with eating disorders, excessive exercise is a purging 

behavior. This can diminish sperm count through testicular 
overheating and hormonal suppression.
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CONFOUNDING VARIABLE OF 
AUTISM AND EATING 

DISORDERS AND PREGNANCY

“Autistic women have an elevated risk of developing AN, as indicated by the fact 
that they are substantially overrepresented among people in treatment for AN. 
Studies have consistently shown that 20–35% of women with AN meet criteria for 
autism.”  (Brede, J et al, 2020)”

“About 1 in 31 (3.2%) children aged 8 years has been identified with ASD 
according to estimates from CDC's ADDM Network.” (CDC, May 2025).

“Our data corroborate the presence of higher subthreshold autism 
spectrum symptoms among ED participants with respect to HCs, (healthy controls) 
with particularly higher levels among restrictive participants. (Dell Osso, L et al, 
2018)
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AUTISM AND 
PREGNANCY

As 20-35% of persons diagnosed with ED also meet 
criteria for ASD, and that Eating Disorders often have a 
negative impact on fertility, obstetric outcomes, and 
fetal outcomes, then we can expect that persons 
diagnosed with co-occurring ASD and EDs might have 
fertility problems; pregnancy problems; and birthing 
problems
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PATHOLOGICAL DEMAND 
AVOIDANCE OR PERSISTENT 

DESIRE FOR AUTONOMY? 

Pathological Demand Avoidance is a term more widely used in 

Europe as a description of behaviors sometimes exhibited by 

persons with ASD diagnosis, but it is not an agreed upon 

symptom of autism. The alternative and less pejorative term, 

Persistent Desire for Autonomy captures the same behaviors and 

goes a long way in building a therapeutic alliance of trust with a 

newly diagnosed ASD patient. 
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PDA:PATHOLOGICAL DEMAND AVOIDANCE 
OR PERVASIVE DESIRE FOR AUTONOMY

Autonomy “the ability to make choices according to one’s own 
free will (whether or not that will is free isn’t relevant here, only 
that it feels free.) If we feel coerced by even an internal pressure like 
guilt or shame – to say nothing of external pressures like other 
people- our feeling of autonomy vanishes.”

“When we remind ourselves of the reasons we’re doing something 
we don’t want to do, reasons that represent our autonomous 
desires, it becomes clear that we’ve voluntarily surrendered our 
autonomy in the name of our autonomous desires.” (Lickerman, 
2012).
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CONSEQUENCES OF EATING 
DISORDERS ON THE BIRTHING 

EXPERIENCE
18 articles were reviewed by the authors of a meta-analytical report on this topic. 

Eds in general were associated with preterm birth in 5/14 (36%) and 

small-for-gestational-age in 5/8 (63%) of the studies.

Anorexia Nervosa increased the odds of a low-birth-weight baby, particularly when 

women enter pregnancy with a low BMI. 

Binge Eating Disorder is positively associated with having a 

large-for-gestational-age infant.

Bulimia Nervosa is associated with miscarriage when symptomatic during 

pregnancy. 

Having a current ED increases the risk for adverse birth outcomes more than a past 

ED. 
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CONSEQUENCES OF EATING 
DISORDERS ON THE BIRTHING 

EXPERIENCE

Since the etiology of adverse birth outcomes is multi-factorial, 
drawing conclusions about causal relationships between EDs and 
birth outcomes is problematic given the small number of studies 
reporting these outcomes. Resources should target 
preconception interventions that put EDs into remission and 
help women achieve a healthier BMI prior to pregnancy, as these 
have been consistently shown to improve birth outcomes.
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PREGNANCY DATA TO 
EDUCATE MOTHER WITH ED 
HISTORY TO GET THROUGH 

PREGNANCY

Most of the weight gain during pregnancy is fluid, 
baby, and placenta

Most women gain 22-33 lbs w/avg 27 lbs.

Fetus and placenta 32%
Breasts and uterus 10%
Increase in blood volume 10% Rx dose 
Fat deposited 22%
Water retained 26%
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TAKE AWAY SUGGESTIONS
� Encourage a patient with current or history of ED to TELL HER 

HEALTHCARE PROFESSIONAL including her Midwife and/or 
Doula

� Share information about functions of weight gain during pregnancy…. 
And assure them it’s not just about getting fat

� Suggest new self-talk terms that are believable and not pandering
� Weave into treatment plan as much autonomy as is possible without 

losing the effectiveness of the treatment
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THANKS FOR YOUR ATTENTION!!
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