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Abstract
Purpose  The current study aimed to determine baseline clinical features among adults receiving varied levels of care for 
transdiagnostic eating disorders (N = 5206, 89.9% female, mean age 29 years old) that may be associated with increased 
care utilization.
Methods  We used negative binomial regression models to evaluate associations among eating disorder diagnoses, other 
psychiatric features (e.g., lifetime history of comorbid disorders), and the number of episodes of care for treatment of the 
eating disorder.
Results  Having a diagnosis of binge eating disorder (p < .001) or avoidant restrictive food intake disorder (p = .04) were 
associated with lower odds of readmissions. A lifetime diagnosis of major depressive disorder (p < .001) or self-injury 
(p < .001) was each associated with significantly higher odds of readmissions.
Conclusions  Care utilization may differ according to eating disorder diagnosis, with a likelihood of increased readmission 
for those with a history of mood disorder or self-injury. Identification of individuals with greater vulnerability for eating 
disorder care utilization holds potential in aiding treatment and discharge planning, and development.
Level of evidence  Level III: evidence obtained from well-designed cohort or case–control analytic studies.

Keywords  Care utilization · Transdiagnostic eating disorders · Binge eating disorder · Major depressive disorder · Self-
injury

Introduction

Eating disorders (ED) are profoundly dangerous psychiat-
ric disorders that affect millions of individuals worldwide 
regardless of race, age, nationality, or sex [1], and signifi-
cantly impair physical health and psychosocial function-
ing [2]. Given their medical acuity, individuals with EDs 
constitute a high-priority clinical population where illness 
duration extends to over 20 years for nearly half of those 
afflicted [3] and many patients require protracted and costly 
treatment [4]. Across the time course of illness presentation, 
individuals with EDs often require more than one admission 
to a treatment setting [5, 6], with high risk for relapse within 
a short time course following discharge [7, 8]. Repeated epi-
sodes of care typically reflect less successful attempts at 
treatment and subsequently, a longer duration of illness.

Protracted treatment for EDs results in greater disruption 
in the lives of the identified patient and that of their families, 
and yields personal and societal costs that are comparable 
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to, or higher than, other significant mental illnesses (e.g., 
schizophrenia) [4, 9]. Identifying subgroups in which greater 
ED care utilization is more likely would help to determine 
prudent resource allocation in treatment and discharge plan-
ning, and development, and optimize support for those more 
vulnerable to the personal, familial, and societal costs asso-
ciated with frequent ED treatment.

In the United States, treatment for adult EDs typically 
comprises voluntary attendance in outpatient specialty psy-
chotherapy within a fee-for-services system that private 
insurance may cover. Outpatient care is offered by mental 
health providers who provide services in the community or 
by way of affiliation with any one of many academic treat-
ment centers or for-profit facilities. As a part of these aca-
demic or for-profit treatment facilities, more intensive treat-
ment services may be available in higher levels of care, and 
are typically advised only when clinically indicated. Study 
of treatment utilization indicates that higher levels of care 
tend to have a disproportionate number of individuals who 
are underweight with restrictive EDs. In particular, those 
with anorexia nervosa may incur more overall health system 
cost in inpatient (IP) care as a result of low weight [10, 11], 
and require follow-up intensive outpatient (IOP) treatment 
[12]. Among those with anorexia or bulimia nervosa, Keel 
and colleagues found that increased treatment utilization, 
defined in their sample as the number of weeks of treatment 
during a specific follow-up time period, has been associ-
ated with a lifetime history of mood disorders, ED severity, 
poor global functioning, and a comorbid personality disorder 
[13]. In this study, lifetime history of substance use or an 
anxiety disorder did not increase the likelihood of greater 
care utilization [13]. Other identified post-remission predic-
tors of relapse for patients with anorexia nervosa across both 
restricting and binge-eating/purging subtypes, and bulimia 
nervosa (indicating a potential need for readmission to care) 
include residual body image disturbance, and for bulimia 
nervosa, worse psychosocial function [14]. In transdiag-
nostic ED samples, recent literature has focused on other 
patient-level factors that may impact treatment course and 
outcome, including medical conditions [15], and psychiatric 
comorbidities including post-traumatic stress disorder [16, 
17] and obsessive–compulsive disorder [18].

A majority of health services research in EDs has focused 
on anorexia nervosa [19, 20], and to a lesser extent, bulimia 
nervosa [13]. Overall, less is known about clinical character-
istics of individuals across DSM-5 ED diagnoses for whom 
increased care utilization might be more likely. Although 
as we have highlighted just above, considerable literature 
exists regarding clinical factors that impact adult ED treat-
ment response (e.g., [21, 22]), less focus has consistently 
been placed specifically on ED care utilization. Improving 
our understanding of who may be using systems of ED care 
more extensively has the potential to improve access to care 

for those who may need it most, and to inform allocation of 
resources. Therefore, the current study aimed to determine 
baseline features that may be associated with increased like-
lihood of care utilization across multiple levels of care in a 
large sample of adults with EDs (mean age 29 years old). We 
focused on the total number of admissions as our outcome of 
interest (i.e., those for whom one episode of treatment was 
insufficient). We expected to find that those with a diagnosis 
of anorexia nervosa would be more likely to require more 
episodes of care than other ED diagnoses. We also hypoth-
esized that those with lifetime comorbid diagnoses would 
be more likely to require more episodes of care, compared 
to those with no lifetime history of comorbidity. Identifying 
subgroups within an adult ED population who might benefit 
from more targeted services (e.g., an intensive track within 
standard care) may inform future treatment and discharge 
planning, and ultimately prevention of increased treatment 
utilization.

Methods

Participants and procedure

Data analyses were conducted using a study population com-
prised of all treatment-seeking male and female-identifying 
adults (N = 5206) with a DSM-5 ED diagnosis who were 
admitted to an ED treatment center for more than one day 
of treatment between December 2016-December 2019. 
In 2019, the program consisted of 21 adult ED treatment 
facilities in the United States, offering five levels of care: 
outpatient (OP, n = 5), IOP (n = 18), partial hospitalization 
(PHP, n = 18), residential (RES, n = 7), and IP (n = 3). In 
IOP, patients are in treatment up to 4 days per week for up 
to 9 hours per week; in PHP, patients receive a full day of 
treatment for all seven days of the week. In each, patients 
participate in various types of therapeutic programming, 
and receive support for snacks and meals. In RES, patients 
receive 24-h support in their recovery, but do not require the 
same monitoring for medical instability as those admitted to 
IP services. While each of the treatment centers is similar in 
their overall treatment approach and system-wide standards 
of conduct, there is some site-specific variability in which 
evidence-based treatment(s) are primarily provided (e.g., 
whether an Acceptance and Commitment Therapy-based 
approach is prioritized versus a Radically Open Dialectical 
Behavioral Therapy or Family-Based Treatment approach). 
Although the duration of treatment at any given level of care 
is highly variable and tailored to the patient, most individu-
als are ideally expected to spend approximately three weeks 
(or less) in IP, and 5–6 weeks in RES and PHP, respec-
tively. All patients in IP, RES, and PHP are able to access 
integrated psychiatric and medical care; individuals who 
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participate in IOP or OP services have access to referral for 
these services, as indicated.

According to standard intake assessment procedures, 
patients provided clinical and demographic information to 
center staff at treatment entry. In this study, readmission was 
considered any return to treatment after any amount of time 
away post discharge. The data comprising this study were 
granted exemption from review by the Sterling Institutional 
Review Board.

Measures

Diagnosis and psychiatric history

Clinical Assessment Specialists conducted semi-structured 
interviews that queried basic demographics, psychiatric and 
medical history, and ED and other mental health symptoms. 
These specialist assessors are Masters level clinicians, either 
fully licensed or working toward their licensure. The semi-
structured interviews that were used to assess both symptom 
presentation and determine diagnoses comprise a standard-
ized assessment used across the treatment facility. When 
ED or other comorbid psychiatric symptoms were endorsed, 
the clinician obtained further details to aid in establishing a 
diagnosis, according to DSM-5 criteria [2]. For example, if 
depressive symptoms were present, the assessor would query 
the patient further based on DSM-5 criteria and determine 
whether the patient met criteria for Major Depressive Dis-
order (MDD). The assessor would also query whether the 
individual had ever engaged in any self-harm, and would 
gather further detail as to the timing and type of behavior, 
as indicated. In these data, anorexia nervosa is not differen-
tiated between subtypes (i.e., includes both restriction and 
binge eating/purging subtypes); in addition, the diagnosis 
of other specified feeding and eating disorder (OSFED) 
includes atypical anorexia nervosa. Categorization of a 
mental health disorder (e.g., MDD) or self-injury refers to 
any lifetime history of this presentation, including current.

BMI

Height and weight were measured by staff at admission to 
treatment, from which BMI was calculated (kg/m2).

Analytic plan

Means, standard deviations, and frequencies were calculated 
for demographic and diagnostic variables. Based on the 
skew of our continuous outcome of number of admissions, 
we elected to use a negative binomial distribution, recod-
ing admission = 1 to zero. Two negative binomial regres-
sion models were used to evaluate associations between 

clinical variables of interest and the number of admissions; 
both models used a log link function. We entered level of 
care (IP, RES, PHP, IOP, OP; OP was considered the refer-
ence group), age, race (White = 0; non-White = 1), gender 
(female = 0; male = 1; other gender = 2) and BMI as covari-
ates in each model. In the first regression model, we used 
effects coding to evaluate associations among five ED diag-
noses [anorexia nervosa; avoidant/restrictive food intake 
disorder (ARFID); binge eating disorder; bulimia nervosa; 
OSFED] and the total number of admissions as compared 
to the average total number of admissions. In the second 
regression model, we evaluated associations among clinical 
variables [lifetime diagnosis of any anxiety disorder, MDD, 
obsessive–compulsive disorder, or substance use disorder 
(excluding nicotine use disorder); trauma history; history 
of self-injury] and the total number of admissions. We con-
ducted collinearity diagnostics, and no variables demon-
strated elevated multicollinearity (i.e., all Variance Inflation 
Factors < 5). Significance was set at p < 0.05 and SPSS v.27 
was used for all analyses.

Results

Sample characteristics and preliminary analyses

Descriptive statistics are available in Table 1. The total num-
ber of admissions ranged from 1 to 16; M(SD) = 1.53(1.22). 
In this sample, n = 3760 had one admission (72.2%), n = 834 
(16.0%) had two admissions, and n = 612 (11.8%) had three 
or more. For the full sample, age ranged from 18 to 71 years, 
M(SD) = 29.10(11.34), with a BMI range of 10.72–90.82, 
M(SD) = 24.99(10.81). A majority of the sample was 
female-identifying (90%), and White (83%).

Negative binomial regression

Model 1: Associations among ED diagnoses with total 
number of admissions

Compared to the average number of admissions, diagnosis 
of binge eating disorder was associated with lower odds of 
more admissions, B = − 0.76, SE = 0.24, Wald χ2 = 10.04, 
p = 0.002, OR[95% CI] = 0.47[0.29,0.75]) (Table  2). 
Those with ARFID also demonstrated decreased odds of 
more admissions, B =− 0.52, SE = 0.25, Wald χ2 = 4.24, 
p = 0.04, OR[95% CI] = 0.60[0.36,0.98]). BMI was a sig-
nificant covariate (p = 0.005), such that those with higher 
BMI showed higher odds of increased admissions. Other 
significant covariates included gender (p = 0.03) and race 
(p = 0.03), such that males and individuals who identified as 
non-White showed lower odds of more admissions compared 
to females or White- identifying individuals, respectively. 
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Level of care also showed significant effects such that com-
pared to individuals in OP care, those in RES (p < 0.001), 
PHP (p < 0.001), or IOP (p < 0.001), showed lower odds of 
a higher number of admissions.

Model 2: Associations among clinical features 
with total number of admissions

Having a lifetime diagnosis of MDD, B = 0.159, SE = 0.048, 
Wald χ2 = 11.16, p < 0.001, OR[95% CI] = 1.17[1.07,1.29], 
or a lifetime experience in self-injury, B = 0.482, SE = 0.047, 
Wald χ2 = 103.20, p < 0.001, OR[95% CI] = 1.62[1.48,1.78], 

were each associated with significantly higher odds of more 
admissions. In contrast, lifetime history of substance use was 
associated with lower odds of more admissions, B =− 0.113, 
SE = 0.046, Wald χ2 = 6.11, p = 0.01, OR[95% CI] = 0.89 
[0.82,0.98]. BMI was a significant covariate (p < 0.001), 
such that those with higher BMI showed lower odds of 
increased admissions. Other significant covariates included 
race (p = 0.047), such that those who identified as non-White 
showed lower odds of more admissions compared to White- 
identifying individuals. As in Model 1, level of care also 
showed significant effects such that compared to individu-
als in OP care, those in RES (p < 0.001), PHP (p < 0.001), 
or IOP (p < 0.001), showed lower odds of a higher number 
of admissions.

Discussion

This study examined baseline characteristics of those with 
transdiagnostic DSM-5 EDs in an effort to identify clini-
cal features that suggest a likelihood of requiring a greater 
number of episodes of care. As a high-priority clinical popu-
lation, investigation of factors that would reduce care utili-
zation among individuals diagnosed with EDs is important 
to guide future treatment and discharge planning. Overall, a 
majority of patients received one episode of care.

Our finding that those with ARFID or binge eating disor-
der were significantly less likely to receive greater episodes 
of care reflects findings from prior work [23, 24], includ-
ing indications of limited specialty treatment among those 
with these disorders. Although binge eating disorder is the 
most common ED diagnosis among adults [2, 25], it is less 
often diagnosed within primary care settings or referred to 
ED specialty treatment if indicated [26]. Further, a review 
of ED-treatment seeking in the community suggested that 
those with binge eating disorder are more likely to receive 
treatment for a perceived problem with weight than for ED 
pathology [27]. Our findings may also reflect lower patterns 
of reimbursement by United States insurance companies 
for binge eating disorder; our data derive from a popula-
tion who primarily rely on commercial insurance to support 
their treatment, which may naturally correlate with treat-
ment utilization. In a healthcare system such as in the United 
States, where higher levels of ED care comprise a for-profit 
industry, decisions that are made regarding who is referred 
to treatment or when treatment is covered by commercial 
insurance may reflect financial incentives that lie alongside 
clinical judgment [28]. Individuals with ARFID were also 
less likely to be readmitted; ARFID is a comparatively newer 
diagnosis, gaining formal entry to the diagnostic nosology 
in 2013 [2] and it is possible that standard treatment centers 
do not serve the specific needs of individuals with ARFID 
as effectively. Specifically, higher-level-of-care treatment 

Table 1   Demographic and descriptive statistics (N = 5206)

MTF transgender male- to female-identifying, FTM transgender 
female- to male-identifying, ARFID avoidant/restrictive food intake 
disorder, OSFED other specified feeding and eating disorder

Variable

M (SD)
Age (range 18–71) 29.10 (11.34)
BMI (range 10.72–90.82) 24.99 (10.81)
Number of visits (range 1–16) 1.53 (1.22)

n (%)
Gender identity
 Female 4655 (89.4%)
 Male 503 (9.7%)
 MTF 27 (.5%)
 FTM 21 (.4%)

Race and ethnicity
 American Indian or Alaska Native 4 (.1%)
 Asian 152 (2.9%)
 Black or African American 128 (2.5%)
 Native Hawaiian or Other Pacific Islander 3 (.1%)
 White 4332 (83.2%)
 Biracial or Multi-racial 223 (4.3%)
 Hispanic or Latinx 273 (5.2%)
 System missing/declined to answer 91 (1.7%)

Level of Care (admission)
 Outpatient 702 (13.5%)
 Intensive outpatient 1300 (25.0%)
 Partial hospitalization 1680 (32.3%)

Residential 1423 (27.3%)
 Inpatient 54 (1.0%)
 System missing 47 (.9%)

Eating disorder diagnosis
 Anorexia nervosa 2159 (41.5%)
 ARFID 196 (3.8%)
 Binge Eating Disorder 953 (18.3%)
 Bulimia nervosa 763 (14.7%)
 OSFED 1198 (23.0%)
 Rumination or Pica 3 (0.1%)
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settings in the United States often comprise group-based 
programming; compared to individuals diagnosed with EDs 
characterized by weight and shape concerns, individuals 
diagnosed with ARFID who do not typically endorse a fear 
of weight gain may find that a transdiagnostic therapeutic 

milieu for EDs (where emphasis may be placed on challeng-
ing weight and shape concerns) is less beneficial.

A lifetime history of comorbid MDD or self-injury 
evidenced a significantly greater number of readmis-
sions. Given that greater dysregulation in mood has been 

Table 2   Associations with total 
number of admissions

Bolded items are significant at p < .05
Reference groups refer to those presenting without the given diagnosis (Model 1) or clinical variable 
(Model 2). For level of care at admission (LOC), outpatient care (OP) serves as the reference group
IP inpatient, RES residential, PHP partial hospitalization, IOP intensive outpatient; Gender reference group 
is female-identifying; Race reference group is White (vs. non-White); AN anorexia nervosa, ARFID avoid-
ant/restrictive food intake disorder, BED Binge Eating Disorder, BN bulimia nervosa, OSFED other speci-
fied feeding and eating disorder. In Model 2, clinical variables refer to any lifetime or current experience; 
MDD major depression, OCD obsessive–compulsive disorder; substance abuse excludes current nicotine or 
alcohol use

Model Variables χ2 B SE Wald p Exp (B) 95% CI Exp (B)

1 385.83  < 0.001
Age − 0.004 0.002 3.49 0.06 0.996 [0.99, 1.00]
BMI 0.009 0.003 7.73 0.005 1.01 [1.00, 1.02]
LOC
 IP 0.186 0.187 0.99 0.32 1.20 [0.84, 1.74]
 RES − 0.377 0.069 29.78  < 0.001 0.69 [0.60, 0.79]
 PHP − 0.386 0.067 32.90  < 0.001 0.68 [0.60, 0.78]
 IOP − 0.822 0.078 111.01  < 0.001 0.44 [0.38, 0.51]

Gender
 Other − 0.186 0.202 0.848 0.36 0.83 [0.56, 1.23]
 Male − 0.174 0.078 4.99 0.03 0.84 [0.72, 0.98]

Race − 0.128 0.060 4.53 0.03 0.88 [0.78, 0.99]
AN 0.129 0.23 0.30 0.58 1.14 [0.72, 1.80]
ARFID − 0.519 0.25 4.24 0.04 0.60 [0.36, 0.98]
BED − 0.76 0.24 10.04 0.002 0.47 [0.29, 0.75]
BN − 0.21 0.24 0.76 0.38 0.81 [0.51, 1.29]
OSFED − 0.05 0.23 0.05 0.82 0.95 [0.61, 1.49]

2 433.34  < 0.001
Age − 0.001 0.002 0.193 0.66 0.999 [0.995, 1.00]
BMI − 0.01 0.003 22.99  < 0.001 0.99 [0.98, 0.99]
LOC
 IP 0.215 0.191 1.28 0.26 1.24 [0.85, 1.80]
 RES − 0.458 0.070 43.47  < 0.001 0.63 [0.55, 0.73]
 PHP − 0.441 0.067 42.73  < 0.001 0.64 [0.56, 0.74]
 IOP − 0.854 0.077 121.95  < 0.001 0.42 [0.37, 0.50]

Gender
 Other − 0.253 0.203 1.56 0.21 0.78 [0.52, 1.16]
 Male − 0.102 0.079 1.66 0.20 0.90 [0.77, 1.06]

Race − 0.121 0.061 3.96 0.047 0.89 [0.79, 1.00]
MDD 0.159 0.048 11.16  < 0.001 1.17 [1.07, 1.29]
Anxiety disorder 0.064 0.054 1.37 0.24 1.07 [0.96, 1.19]
OCD 0.126 0.077 2.67 0.10 1.13 [0.98, 1.32]
Substance use − 0.113 0.046 6.11 0.01 0.89 [0.82, 0.98]
Trauma history 0.091 0.049 3.45 0.06 1.10 [0.995, 1.21]
Self-injury 0.482 0.047 103.20  < 0.001 1.62 [1.48, 1.78]
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implicated in moderating ED treatment success for adoles-
cents and young adults [29], our work aligns with prior study 
of the impact of other types of psychiatric comorbidity on 
ED treatment [16–18], and associated lower overall global 
functioning on ED treatment response, relapse and related 
care utilization [13, 14]. Similarly, self-injury is associated 
with increased psychiatric comorbidity [30] and in align-
ment with our findings has been shown in prior work to add 
complexity to ED treatment [31]. Our findings suggest that 
a lifetime history of substance use disorder and greater care 
utilization were significantly negatively associated, which 
was surprising given evidence that comorbidity of eating 
and substance use disorders can lead to poorer prognosis 
[32]. It is possible that our findings can be explained by the 
fact that the comorbidity of substance use in our sample 
was not necessarily current or that individuals with primary 
comorbid substance use were referred to specialty care in 
another treatment setting.

Significant effects were demonstrated for level-of-care 
covariates in both Model 1 (associations among ED diag-
noses with total number of admissions) and Model 2 (asso-
ciations among clinical features with total number of admis-
sions) such that compared to OP, all higher levels of care 
except for IP (i.e., RES, PHP and IOP) were significantly 
associated with less care utilization. Less work has studied 
the efficacy of higher levels of care [33]; while it could be 
the case that individuals are improving such that readmis-
sion is not necessary, further investigation of outcomes in 
intensive treatment settings is needed [28]. In both models, 
males evidenced a lower number of readmissions compared 
to females; this association was significant in Model 1, 
which aligns with evidence from prior work that suggests 
males are less likely to seek treatment due to factors related 
to stigma [34]. Also in both models, the covariate of race 
was significant, such that those who identified as non-White 
had lower odds of readmission; this statistical effect may 
reflect the comparative rates of White (83%) to non-White 
(17%) participants. In Model 1, higher BMI was associated 
with higher odds of readmission, whereas in Model 2, higher 
BMI was associated with a lower number of readmissions. 
This difference may reflect a statistical suppression effect in 
Model 1, resulting from simultaneously entering ED diag-
noses and BMI which are likely to share some of the same 
variance.

A strength of the current study is the large sample size and 
subsequent provision of adequate representation of transdi-
agnostic EDs. Further, the data represent clinical presen-
tations across gender identity, and can generalize across 
geographic locations in the United States. Although health 
care services are delivered within this privatized system in 
a manner that may limit generalizability across the globe, 

harmonizing international standards of care is an important 
effort for our field as a whole. Towards that end, this study 
contributes important knowledge about for whom and why 
increased ED treatment resources may be indicated, find-
ings that are not unique to any specific healthcare system. 
However, there are a few limitations that we note. For one, 
our sample is limited by the lack of specificity in whether 
a comorbid diagnosis was current (i.e., only delineated as 
lifetime history) and without the use of a standardized meas-
ure, clinician variability in conducting diagnostic interviews 
might have contributed to over- or under-representation in 
diagnosis. We also did not have the ability to assess duration 
of illness (or changes in the course of previous diagnoses) 
or the presence of personality disorders, which prior work 
suggests may contribute to increased care utilization [13, 
21, 35]. In addition, in light of prior work demonstrating the 
risk for relapse within the first 2 months following discharge 
from an acute ED treatment setting [8], future work might 
include examination of the timing and frequency of readmis-
sion within certain time frames, which may help to guide 
future resource allocation. To this point, we have considered 
that readmission broadly represents an extension of illness, 
with associated negative sequelae. However, we might just 
as readily consider that readmission represents a willingness 
to engage in continued treatment in the context of a largely 
pernicious illness [36]. In this way, increased use of qualita-
tive measures in future study might be used to more effec-
tively query the motivation for readmission, and how reasons 
for readmission may reflect recovery orientation, treatment 
challenges, and/or barriers related to the health system.

For some patients, any readmission (i.e., two-plus 
admissions) may symbolize a perceived “failure” on the 
part of the patient or the treatment itself, and can begin to 
pave the way towards a more chronic and comparatively 
hopeless course of illness. In this way, while such a ques-
tion lies outside the scope of the current paper, a separate 
inquiry may examine whether there are meaningful dif-
ferences between those who had two admissions, or three 
admissions, or between those who had three admissions or 
16, as was the upper range in the current study.

Considering our findings from a broader health services 
perspective, we underscore that the reasons for enabling 
enrollment in treatment—especially for patients who may 
have already had multiple admissions—may reflect deci-
sions made by insurance companies, and not necessarily 
the clinical needs of the patient. Therefore, we cannot 
assume that all patients who should have enrolled in mul-
tiple episodes of care were able to. Further, for the current 
study, we are not able to determine for whom enrollment 
in treatment was involuntary, which prior work indicates 
may impact characteristics of treatment [37]. In addition, 
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although we adjusted models for level of care, we did not 
examine whether readmission was to a higher or lower 
level, which may provide important clinical implications 
in future work. Perhaps the most important limitation to 
note is that while our findings provide suggestions for 
patterns in the current sample, we cannot comment on 
whether patients received other care, outside of this spe-
cific system.

In summary, at face value, our findings that a majority 
of individuals with transdiagnostic EDs do not engage in 
more than one episode of care is largely encouraging. How-
ever, several recent editorials have acknowledged that the 
inadequacy of treatment of EDs in the United States has 
reached a ‘crisis in care’, and all possible efforts in improv-
ing clinical outcomes should be made [7, 38]. We note that 
an important avenue of future inquiry will be in the com-
parison of our study findings (specific to privatized insur-
ance) to those of other global healthcare systems. Towards 
that end, the current study provides a broad examination of 
diagnostic and clinical features of patients with EDs that 
may inform treatment planning within a privatized health-
care system. Specifically, our results suggest that a future 
study might investigate whether more targeted care for mood 
and emotion-regulation within standard ED care may help 
to prevent those with a history of MDD and self-injury from 
needing increased admissions to treatment. Taken together, 
when considering resource allocation in samples with trans-
diagnostic EDs, greater support may be needed for those 
with a history of a mood disorder or self-injury.

Strengths and limits

•	 A strength of the current study is the large sample size 
and subsequent ability to investigate the research ques-
tion with adequate representation of transdiagnostic eat-
ing pathology, and gender identity.

•	 Limitations include a lack of specificity in whether a 
comorbid diagnosis was current (i.e., only delineated 
as lifetime history), and we also cannot comment on 
whether patients received other care, outside of the iden-
tified system.

What is already known on this subject

•	 Eating disorders are deadly psychiatric illnesses that may 
require multiple episodes of care.

•	 A majority of health services research has focused on 
individuals with low weight eating disorders such as ano-
rexia nervosa.

•	 Less is known about certain clinical features that may 
increase care utilization among individuals with transdi-
agnostic eating disorders.

What this study adds

•	 Individuals with binge eating disorder or avoidant restric-
tive food intake disorder may participate in less care uti-
lization.

•	 Patients with lifetime history of a mood disorder or self-
injury may require a greater number of episodes of care 
when treating their eating disorder.
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