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Abstract

Objective
To explore the perceptions of Brazilian psychiatrists regarding the challenges of eating disorders (ED)
care in Brazil, based on their clinical experiences.

Method
This is a qualitative, descriptive and exploratory study. Data were collected through an online survey,
distributed to Brazilian psychiatrists. There were 191 valid responses to an open-ended question, asking
for comments about their experiences in caring for ED patients. Transcriptions were submitted to lexical
analysis using the Alceste 2012 software.

Results
The sample was predominant women (67,53%); 30–59 years-old (79,58%); from Southeast region
(56,02%). There were two thematic axes: (I) lack of experience with ED and the need to refer to ED
specialists, and (II) barriers and limitations in treating ED patients, divided into two classes (a)
insufficient training and unavailability of a multidisciplinary team, and (b) patient’s low adherence and
lack of family support.

Discussion
These results highlighted the main difficulties and challenges faced by Brazilian psychiatrists in their
routine clinical practice regarding ED care. It reflects the need to develop and implement some strategies
aiming the clinical training on the management of ED, the expansion of multidisciplinary teams´
availability, and the psychoeducation for patients and their families, to improve treatment adherence.

Plain English summary
Eating disorders (EDs) are complex psychiatric conditions that require specialized, multidisciplinary care.
This study investigated the main challenges faced by Brazilian psychiatrists in the management of
patients with EDs. The findings revealed that the most frequently reported barriers were limited clinical
experience with EDs and insufficient training during medical education, often resulting in referrals to
specialized services. Additional challenges included the lack of access to multidisciplinary teams, poor
patient adherence to treatment, and limited family involvement. These findings highlight important gaps
in the provision of ED care in Brazil and emphasize the need for targeted strategies to improve
professional training, expand access to specialized multidisciplinary services, and strengthen family
engagement throughout treatment.
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1. Introduction
Eating disorders (ED) are a global mental health concern, particularly among young people and
gender/sexual minorities.1 Global estimates indicate that 13.6% of individuals are affected by an ED, with
a prevalence of 9% among females and 4.7% among males. This burden is associated with an estimated
loss of approximately 3.3 million disability-adjusted life years (DALYs) worldwide.2,3 Furthermore, ED
prevalence has increased considerably over the past two decades, worsening even further since the
COVID-19 pandemic.4,5

Several studies have identified key obstacles to accessing and engaging with ED treatment, as well as
potential facilitators.6–10 Authors consistently divide them into individual barriers (feelings like shame
and/or personal beliefs that minimize the severity of ED conditions) and process or systemic barriers
(difficulties in access and availability of treatment - financial limitations, lack of knowledge about
treatment or lack of available and efficient treatments.11,12

Researchers have increasingly focused on the perceptions of healthcare professionals in delivering ED
care.13,14 In fact, a recent systematic review of qualitative studies brought up important themes: 1)
challenging experiences in providing ED care due to complex and multifactorial characteristics of ED and
the difficulty of communicating with patients; 2) ability to work with specialized multidisciplinary health
teams, with constant need to be flexible and have clinical discussions; 3) malleability necessary to deal
with patients’ and family members’ ambivalences towards ED.15

In Brazil, the provision of ED care remains uneven and inadequately structured.16,17 There are no
dedicated public policies specifically targeting patients with ED in Brazil and their assistance is poorly
systematized.18 A survey that evaluated the provision of ED services in Brazil demonstrated that there
are few specialized units and that these are basically concentrated in university or educational
institutions and in large urban centers.19 Although ED treatment is covered by Brazil’s public mental
healthcare network, called “Rede de Atenção Psicossocial (RAPS)”, one of many services of our
“Sistema Único de Saúde” (SUS), we are faced with a scenario of great scarcity in this area. 20 In
addition, reports pointed out that only part of those affected by severe mental health disorders receive
proper treatment in Brazil.21

To address the limited information on psychiatrists' perspectives on ED care in Brazil, the ED Committee
of the Brazilian Psychiatric Association (ABP) conducted a cross-sectional study to assess Brazilian
psychiatrist´s knowledge and self-reported confidence in diagnosing and treating ED. The quantitative
findings revealed significant gaps in both areas, raising serious concerns about the potential impact on
the quality of care for individuals with ED in Brazil.22

As an extension of prior quantitative research, our study adopts a qualitative approach to delve into
Brazilian psychiatrists’ perceptions of ED care in our country. This study offers a unique contribution by
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focusing on the specific perspective of psychiatrists – who typically coordinate patient management –
within the Brazilian context, a Latin American country where scientific data on ED care remains scarce.

2. Methods

2.1 Study Design and Participants
This is a qualitative, descriptive and exploratory study conducted by the ED Committee of ABP. The
research is part of a broader investigation22 and aimed to explore psychiatrists' perspectives on the
challenges of caring for individuals with ED in Brazil. Data were collected through an online survey (see
Supplementary Material), which was distributed, by an email distribution list, to all psychiatrists affiliated
to ABP. A total of 259 professionals completed the questionnaire. The instrument comprised sections on
participants' sociodemographic information, multiple-choice questions regarding ED diagnosis and
treatment, based on standard clinical guidelines, and an open-ended question soliciting personal
comments on their experiences providing care to ED patients.

2.2 Procedures
The questionnaire was adapted from a validated instrument on ED knowledge developed by Jones and
Morgan (2013)23, with formal authorization obtained from the original author. To address the study’s
qualitative objective, the following open-ended question was added: "Please add any comment that you
consider important about your experience in caring for patients with eating disorders." The final instrument
was formatted using Google Forms and subjected to a pilot test with six psychiatrists not specialized in
EDs, allowing for subsequent adjustments. The survey was disseminated via email to all ABP members,
accompanied by the Free and Informed Consent Form and a direct link to access the questionnaire. Data
collection took place from June to August 2021.

2.3 Data analysis
Out of the 259 participants, 191 provided valid responses to the open-ended question. Responses that
were blank or unrelated to the research objective (e.g., general remarks such as “Congratulations on the
study” or “Thank you”) were excluded from the corpus construction. The remaining 191 responses were
exported to Excel and used to create the textual corpus, with each response constituting an Initial
Context Unit (ICU), corresponding to one completed survey response.

The corpus was analyzed using ALCESTE 2012 software (Analyse Lexicale par Contexte d’un Ensemble
de Segments de Texte), a textual data analysis tool that applies statistical and lexical methods to
examine the structure and meaning of discourse.24,25 The software performs a lexicographic and
lexicometric analysis, organizing text segments into lexical classes based on co-occurring terms and
semantic proximity. Through Descending Hierarchical Classification (DHC), the software generates
dendrograms that visually represent these lexical classes and their relationships.
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Each class is composed of Elementary Context Units (ECUs), representing the most statistically
significant segments within the discourse. The analysis focused on the DHC dendrogram and the ECUs
that comprise it. These classes were interpreted based on their most associated keywords (measured by
Phi values) and the thematic content expressed in the ECUs. For analytical purposes, participant
characteristics such as sex, age group, and geographic region were also considered to contextualize the
findings.

3. Results
Among the 191 valid responses, the majority was composed by women (67.53%); in the age group of
30–59 years-old (79.58%); from the Southeast region (56,02%) – see Table 1.

Table 1
Sample description (N = 191)

Sex   n %

Female 129 67.54

  Male 62 32,46

Age group ≤ 29 14 7,33

  30–59 152 79.58

  ≥ 60 25 13,09

Region South 41 21,47

  Southeast 103 56,02

  Midwest 17 8,90

  North 4 2,09

  Northeast 25 13,09

After processing data, 917 distinct forms were analyzed, and then 108 relevant forms were generated by
reduction process. The percentage of vocabulary richness was 93.35%, and the average number of
words analyzed per ECU was 5.22. The corpus was subdivided into 210 ECUs, with 71% of ECUs
classified and 29% was discarded. 

The DHC dendrogram presented in Figure 1 illustrates the identification of three stable lexical classes,
organized into two primary thematic axes: Axis I – Lack of experience with ED patients and need to refer
to specialists, formed by Class 1, with 14% of the corpus (370 ECUs, 112 analyzable words); Axis II –
Barriers and limitations in treating ED patients, divided into Class 2 – Insufficient training and
unavailability of a multidisciplinary team, and Class 3 – Patient’s low adherence and lack of family
support, with the remaining 86% of the corpus. Class 2 contained the highest retention rate, with 75% of
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the corpus (111 ECU, 28 analyzable words), and Class 3 had 11% of the corpus (16 ECU, 13 analyzable
words). While sharing related lexicons, the distinct thematic focuses of Class 2 and Class 3 justified their
separation into two classes within the same overarching axis. In turn, Class 1 had more evident
oppositions of meaning in relation to the classes of axis 2, which justified its separation.

Axis I (Class 1): Lack of experience with ED patients and need to refer to specialists

This class describes the lack of clinical experience in ED care. We can observe that the psychiatrists in
the sample are not used to receiving and accepting patients with this diagnosis, and they usually refer
them to professionals who have more experience in treating ED. The results also pointed out that these
psychiatrists prefer to avoid treating people with ED, by directing them to specialists or professionals
with more experience instead of seeking for training and improving their skills to better serve these
patients. The lexicon with the greatest statistical association with this class, as shown in Figure 1, is
experi+ [experience, experienced]. This finding indicates that, for most respondents, previous experience
is considered essential for providing ideal care to patients with ED. Therefore, they usually refer these
patients to other clinicians, mainly ED specialists. This pattern reflects a broader issue in psychiatric
practice where experience is viewed as essentialfor effective ED care, reinforcing the reliance on referral
pathways.

P27: “I have no experience with these patients because I have always referred them to colleagues who
are more specialized in the subject”. 

P65: “I do not see them; I refer them to a specialist”.

P67: “I do not see patients whose main complaint is an eating disorder, I refer them to a specialist in the
subject”. 

P90: “I usually refer them to colleagues”.

P132: “I have no experience”.

P162: “I do not have much experience with patients with eating disorders and I usually refer them to
colleagues who do”. 

P172: “I do not treat patients with eating disorders”.

Axis II: Barriers and limitations in treating ED patients

Classes 2 and 3 addressed the difficulties encountered in the clinical care of people with ED. While Class
2 placed the difficulties in political and institutional aspects, Class 3 explored the personified
dimensions, represented by low patient adherence and family support. Therefore, what brought the
classes together was the meaning of “difficulty” and what separated them was the locus where these
difficulties were located.
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Class 2: Insufficient training and unavailability of a multidisciplinary team

The lexicon most statistically associated with Class 2 is multidisciplinary+ [multidisciplinary,
multidisciplinary]. Analysis of the ECUs within this class reveals that a multidisciplinary team, specialized
knowledge, and professional training constitute the three pillars of effective ED care, and these
deficiencies are configured as the great difficulty in the clinical care of people with this diagnosis.

P5: “The subject is not widely available in our training. There is little availability of non-medical
professionals specialized in the area”. 

P8: “There is a lack of specialized professionals for multidisciplinary work in public health”. 

P21: “Other medical specialties with little training, knowledge regarding eating disorders”. 

P53: “There is a lack of specialized professionals in the area for multidisciplinary care other than
psychiatrists”. 

P96: “A multidisciplinary approach would be important, something we cannot count on in small towns in
the countryside, like mine. There is a lack of training for professionals in all specialties on the subject
and a lack of political will to form teams in the public health service”. 

P106: “Working in the countryside with patients with eating disorders is difficult and lonely, there is a
lack of professionals prepared to have a different vision for the treatment of these disorders”. 

P143: “In the public service where I work, I try to work together with the nutritionist and the psychology
team, but as there is no specific training for the team, much of this management is insufficient, in my
opinion”. 

Class 3: Patient’s low adherence and lack of family support

In this class, the lexicon with the greatest statistical association is baix+ [low, low]. This lexicon, in
conjunction with the corresponding ECUs, highlights low patient adherence to treatment and a lack of
family support and understanding.

P16: “It is difficult to have patient adherence to treatment”.

P58: “Poor insight from patients and families is one of the main difficulties in managing eating
disorders”. 

P93: “The difficulty these patients encounter is cultural and family support”. 

P100: “Patients with low adherence to treatment”.

P113: “In addition to diagnostic errors, there is low family adherence to support patients”. 
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P126: “They are difficult patients with little insight about their pathology. Families often do not see
binge eating disorder in adolescents as a disease”. 

P151: “If the family does not support, treatment is very difficult”. 

4. Discussion
Our findings underscore the multifaceted difficulties in clinical care for ED patients experienced by
Brazilian psychiatrists. The analysis of their perceptions revealed a landscape defined by significant
challenges, which we categorized into two main thematic axes. The first axis highlights a prevalent lack
of clinical experience, which compels many psychiatrists to refer ED patients to more specialized
colleagues, effectively creating a barrier to initial care. The second axis details the systemic and
interpersonal barriers that persist even when care is initiated. These include important deficiencies in
professional training and the conspicuous absence of functional multidisciplinary teams, alongside the
profound challenges of low patient adherence to treatment and inadequate family support. Taken
together, these results reveal a picture of the current difficult scenario of ED care in Brazil, where
structural and interpersonal obstacles significantly compromise the delivery of effective care.

These findings show a remarkable convergence with the conclusions of a recent systematic review and
meta-synthesis by Maia et al. (2023)15, which investigated the perceptions of various health
professionals providing care for anorexia and bulimia nervosa internationally. Their study identified key
themes such as the hard relational experiences of professionals ("Going outside the comfort zone"), the
need for multidisciplinary discussion and flexibility ("Reflecting on treatment"), and the challenge of
managing family dynamics ("Dealing with ambivalences"). Our study’s findings on low patient adherence,
the need for multidisciplinary teams, and the lack of family support align directly with these
internationally recognized themes. While Maia et al. noted a lack of studies from Latin America in their
review, our research helps fill this geographical gap, providing robust, initial evidence that these same
challenges are acutely perceived by psychiatrists within the specific context of the Brazilian healthcare
system.

First, we highlight the role of the lack of professional training in compromising the quality of ED care. The
tendency among our respondents to refer patients with ED to other professionals, as identified in the
Axis I (Class 1), appears to be a direct consequence of insufficient training and a resulting lack of
confidence. This is not an isolated phenomenon; studies consistently show that even modest
improvements in ED knowledge can significantly enhance healthcare providers' comfort and attitudes
toward patients with ED, thereby improving clinical care.26–28 The gap is so critical that leading
researchers emphasize that expanding ED training, potentially via innovative digital tools, is essential to
increase the reach of evidence-based therapies and reduce the treatment gap.12 This reinforces that the
lack of experience reported by Brazilian psychiatrists is not a personal failing but a systemic issue
demanding urgent educational intervention.
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Another significant challenge identified in our study is related to the need for ED multidisciplinary
specialized teams to adopt evidence-based approaches that enhance the outcomes of ED treatment.
The need of such teams – ideally comprising medical, psychological, and nutritional expertise – is
unequivocally recommended by international guidelines as the gold standard for addressing the complex
comorbidities of ED.29,30 However, our findings from Axis II (Class 2) reveal that Brazilian psychiatrists
perceive these multidisciplinary teams as largely unavailable or functionally inadequate, a sentiment
echoed by research indicating that increased exposure to and training in ED management boosts
clinicians' confidence and effectiveness. Therefore, the path to improving care is twofold: it requires not
only the potential development of multidisciplinary teams, but also the implementation of a robust and
continuous training program to ensure that these teams are competent and confident in managing the
complexities of ED.

Notably, multidisciplinary teams in Brazil are notably sparse, particularly in the context of treating
patients with ED, which highlights a significant gap in the healthcare system.18,19 The Unified Health
System (SUS) has established a comprehensive psychosocial care network, which includes Basic Health
Units (UBS) and Family Health Strategy (ESF) that handle primary care, case identification, and referrals,
as well as Psychosocial Care Centers (CAPS) that provide intensive care.31 However, the absence of
essential specialists like nutritionists in the CAPS team presents a significant limitation, as these
professionals are vital for effective ED management, in accordance with international guidelines.30

The effective social integration of ED care in Brazil will require broad public policy initiatives that can
define, based on scientific evidence, minimum standards of care and promote the creation of
geographically distributed multidisciplinary teams. A key barrier to progress is the low level of clinical
exposure that psychiatrists have, mainly due to the inadequacies in training in medical schools and
postgraduate settings, which often results in referring patients to sub-specialist psychiatrists.24 Clinical
exposure has been shown empirically to improve competence and willingness to manage ED,
highlighting the immediate need for change within psychiatric and mental health education. 32–34

Complementary continuing professional educational opportunities are also crucial to develop skills and
support equitable and high-quality care in this neglected area of mental health.

The complexity of ED care encompasses various factors: patients often exhibit poor insight into their
illnesses, as well as notable ambivalence and refusal to accept professional help, which complicates
treatment.35–37 Moreover, responses from our sample highlighted the essential role of family in
delivering effective care – families can be a crucial source of information and support, yet, hostility
towards the diagnosis or treatment plan from family members, including affected relatives with
significant current needs, can critically hinder recovery efforts.38–40 These insights underscore the
necessity for supervised training in clinical practice, as it is in these contexts that professionals learn to
deal with transference and counter-transference dynamics, thereby enhancing their ability to manage
cases characterized by low insight and motivation through relationship-building and psychoeducation
concerning symptoms.
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The limitations of this study suggest important avenues for future research. First, most questionnaires
responses came from the Southeast region of the country (56,02%), so it's important to assess the
availability of essential multidisciplinary teams across different regions in Brazil and their difficulties,
that could provide potential solutions to improve service delivery. Such investigations could offer
valuable insights into how to address disparities in care and enhance the efficacy of treatment models.
Second, our sample was constituted only by psychiatrists. As the care of eating disordered patients
usually involve other professionals such as psychologists and dietitians, it´s important to explore also
the perspectives of those professionals in the management of ED patients in Brazil. Finally, the
perspective of patients and families was not evaluated. By amplifying the voices of patients and families,
future studies could play a pivotal role in shaping healthcare policies and programs aimed at improving
the management of ED across Brazil.

This research offers valuable insights into the management of ED in Brazil, particularly emphasizing the
obstacles present within the national healthcare system. It underscores the significance of
multidisciplinary teams, which include professionals from psychiatry, nutrition, and psychology, as they
are crucial for delivering holistic care. However, accessing these teams poses challenges, as they
frequently lack sufficient resources and training opportunities. This deficiency can hinder the accurate
identification and management of symptoms, ultimately affecting treatment effectiveness. The findings
advocate for a reassessment of the educational curriculum, particularly concerning the training of
essential team members, to ensure both theoretical knowledge and practical skills are available for the
diagnosis and treatment of ED.

Furthermore, the incorporation of psychoeducation for patients and their families is crucial: it fosters
awareness and understanding of ED within communities. The study underscores the need for initiatives
aimed at sensitizing support networks, as well as educating patients about their conditions. By
addressing the significance of these awareness initiatives, the research calls for structured prevention
strategies that can empower both families and patients. Establishing a robust support system is
essential for enhancing recovery outcomes and fostering an environment in which individuals feel
secure in seeking help.

Conclusions
Our results indicate that Brazilian psychiatrists face two principal challenges in managing eating
disorder patients: insufficient clinical experience, often resulting in referral to subspecialists, and
systemic as well as interpersonal barriers that undermine treatment. The latter include inadequate
professional training, absence of multidisciplinary teams, low patient adherence, and limited family
involvement, collectively constraining the effectiveness and continuity of care within the national
context.

In order to address this reality, we proposed the following targeted measures: (1) enhance medical and
health-professional training in ED, incorporating mandatory clinical exposure to ED patients in academic
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curriculum; (2) Expand access to multidisciplinary teams specialized in DE, from public provision for
contracts, to actions that encourage and engage the specialization of professionals in this area; (3)
widely disseminate accurate information about ED to reduce stigma and improve patient adherence; (4)
provide support and education to families, enabling them to recognize their vital role and actively
contribute to ED recovery (Fig. 2).

Declarations
Data availability statement: Data is available upon request.

Funding statement: We did not receive any financial support.

Conflicts of interest disclosure: The authors have no conflict to declare.

Ethics approval statement: This study was performed in line with the principles of the Declaration of
Helsinki, and it was approved by the Universidade Federal do Rio de Janeiro Ethics Committee.

Consent to participate: Informed consent to participate in the study was obtained from psychiatrists’
respondents.

Acknowledgements

We thank all participants that shared their sincere opinions about an important limitation of their own
clinical practice, enabling stakeholders to reflect on this problem and create strategies to get around it.
We appreciate the collaboration of ABP team, that managed to deliver our research to all their associates
to achieve the greatest possible reach among Brazilian psychiatrists. We also highlight the contributions
of all psychiatrists that have been part of the ED Committee of ABP in the last years, that had an
important role in developing and concluding this study.

Author Contribution
MCA participated in the conceptualization, formal analysis, writing and reviewing of the paper. MAP, JCH,
PPL, MAN, TC, AS, DC, AGS contributed to the design, writing and reviewing of the material. MA, MAAP
assisted the data curation, formal analysis investigation, and reviewing of the article. JCA was
responsible for the conceptualization, methodology of the study, besides the supervision and reviewing
of the manuscript.

References
1. Silén Y, Keski-Rahkonen A: Worldwide prevalence of DSM-5 eating disorders among young people.

Curr Opin Psychiatry. 2022 Nov 1;35(6):362-371. doi: 10.1097/YCO.0000000000000818.

Page 12/17



2. GBD 2019 Mental Disorders Collaborators: Global, regional, and national burden of 12 mental
disorders in 204 countries and territories, 1990-2019: a systematic analysis for the Global Burden of
Disease Study 2019. Lancet Psychiatry. 2022 Feb;9(2):137-150. doi: 10.1016/S2215-
0366(21)00395-3.

3. van Hoeken D, Hoek HW: Review of the burden of eating disorders: mortality, disability, costs, quality
of life, and family burden. Curr Opin Psychiatry. 2020 Nov;33(6):521-527. doi:
10.1097/YCO.0000000000000641.

4. Galmiche M, Déchelotte P, Lambert G, et al: Prevalence of eating disorders over the 2000-2018
period: a systematic literature review. Am J Clin Nutr. 2019 May 1;109(5):1402-1413. doi:
10.1093/ajcn/nqy342.

5. Devoe D, Han A, Anderson A, et al: The impact of the COVID-19 pandemic on eating disorders: A
systematic review. Int J Eat Disord. 2023 Jan;56(1):5-25. doi: 10.1002/eat.23704.

6. Regan P, Cachelin FM, Minnick AM: Initial treatment seeking from professional health care providers
for eating disorders: A review and synthesis of potential barriers to and facilitators of "first contact".
Int J Eat Disord. 2017 Mar;50(3):190-209. doi: 10.1002/eat.22683.

7. Innes NT, Clough BA, Casey LM: Assessing treatment barriers in eating disorders: A systematic
review. Eat Disord. 2017 Jan-Feb;25(1):1-21. doi: 10.1080/10640266.2016.1207455.

8. Hamilton A, Mitchison D, Basten C, et al: Understanding treatment delay: Perceived barriers
preventing treatment-seeking for eating disorders. Aust N Z J Psychiatry. 2022 Mar;56(3):248-259.
doi: 10.1177/00048674211020102.

9. Castañeda F, Riestra F, Cerda J: Barreras de acceso a tratamiento en Trastornos de la Conducta
Alimentaria: Una revisión de la literatura [Barriers to access treatment for eating disorders:
Literature review]. Rev Med Chil. 2023 Dec;151(12):1613-1622. Spanish. doi: 10.4067/s0034-
98872023001201613.

10. Daugelat MC, Pruccoli J, Schag K, et al: Barriers and facilitators affecting treatment uptake
behaviours for patients with eating disorders: A systematic review synthesising patient, caregiver
and clinician perspectives. Eur Eat Disord Rev. 2023 Nov;31(6):752-768. doi: 10.1002/erv.2999.

11. Lane BR, Read GJM, Cook L, et al: A systems thinking perspective on the barriers to treatment
access for people with eating disorders. Int J Eat Disord. 2019;1–6.
https://doi.org/10.1002/eat.23214

12. Kazdin AE, Fitzsimmons-Craft EE, and Wilfley DE: Addressing critical gaps in the treatment of eating
disorders. Int J Eat Disord. 2017;50:170–189. doi:10.1002/ eat.22670.

13. Hunt D, Churchill R: Diagnosing and managing anorexia nervosa in UK primary care: a focus group
study. Family Practice 2013; 30:459–465 doi:10.1093/fampra/cmt013

14. Reas DL, Isomaa R, Solhaug Gulliksen K, et al: Clinicians as a critical link: Understanding health
professionals' beliefs and attitudes toward anorexia nervosa, bulimia nervosa, and binge eating
disorder. Scand J Psychol. 2021 Dec;62(6):775-779. doi: 10.1111/sjop.12777.

Page 13/17



15. Maia BB, Campelo FG, Rodrigues ECG, et al: Perceptions of health professionals in providing care for
people with anorexia nervosa and bulimia nervosa: a systematic review and meta-synthesis of
qualitative studies. Cad Saude Publica. 2023 Aug 11;39(7):e00223122. doi: 10.1590/0102-
311XEN223122.

16. Moya T, Fleitlich-Bilyk B, Goodman R: Brief report: young people at risk for eating disorders in
Southeast Brazil. J Adolesc. 2006 Apr;29(2):313-7.

17. Valdanha-Ornellas, ED; Santos, MA: O Percurso e seus Percalços: Itinerário Terapêutico nos
Transtornos Alimentares. Psic: Teor e Pesq,, v. 32(1):169-179, 2016

18. Appolinario JC, Moya T: Serviços de Transtornos Alimentares no Brasil e no mundo. Em: Nunes MA,
Appolinario JC, Galvão AL, Coutinho W. Transtornos Alimentares e Obesidade, ARTMED, Porto
Alegre, 2007.

19. Almeida, MC: Redes de apoio e provisão de serviços de transtornos alimentares. In: Transtornos
alimentares : diagnóstico e manejo / Org. Jose Carlos Appolinario, Maria Angélica Nunes, Táki
Athanássios Cordás. Porto Alegre: Artmed, 2022. Pgs 579-596.

20. Ministério da Saúde do Brasil (2011). Portaria GM/MS 3.088/2011 . Acessado online em:
https://bvsms.saude.gov.br/bvs/saudelegis/gm/2011/prt3088_23_12_2011_rep.html

21. Mari JJ, Kieling C, Ferri CP, et al: The S20 Brazilian Mental Health Report for building a just world and
a sustainable planet: Part I. Braz J Psychiatry. 2024;46:e20243706. http://doi.org/ 10.47626/1516-
4446-2024-3706

22. Almeida MC, Segal A, Almeida C, et al: Brazilian psychiatrists' knowledge of and perceived
confidence in eating disorder diagnosis and treatment recommendations. Braz J Psychiatry.
2024;46:e20233516. doi: 10.47626/1516-4446-2023-3516.

23. Jones WR, Saeidi S, Morgan JF: Knowledge and attitudes of psychiatrists towards eating disorders.
Eur Eat Disord Rev. 2013;21:84–8. doi: 10.1002/erv.2155.

24. Camargo BV: ALCESTE: Um programa informático de análise quantitativa de dados textuais. In:
Moreira ASP, Camargo BV, Jesuíno JV, Nóbrega SM, organizadores. Perspectivas teórico-
metodológicas em representações sociais. João Pessoa: UFPB/Editora Universitária; 2005. p. 511-
539.

25. Kalampalikis N, Moscovici S: Une approche pragmatique de l’analyse Alceste. Les Cahiers
Internationaux de Psychologie Sociale, 2005, N°66, p. 15-24.

26. Anderson K, Accurso EC, Kinasz KR, et al: Residents’ and fellows’ knowledge and attitudes about
eating disorders at an academic medical center. Acad Psychiatry J Am Assoc Dir Psychiatr Resid
Train Assoc Acad Psychiatry. 2017;41(3):381–4. doi: 10.1007/s40596-016-0578-z.

27. Raffoul A, Vitagliano JA, Sarda V, et al: Evaluation of a one-hour asynchronous video training for
eating disorder screening and referral in U.S. Pediatric Primary Care: a pilot study. Int J Eat Disord.
2022;55(9):1245–51. doi: 10.1002/eat.23766.

28. Glasofer DR, Lemly DC, Lloyd C, et al: Evaluation of an online modular eating disorders training
(PreparED) to prepare healthcare trainees: a survey study. BMC Med Educ. 2023 Nov 16;23(1):868.

Page 14/17



doi: 10.1186/s12909-023-04866-1. PMID: 37974188; PMCID: PMC10652638.

29. Hilbert A, Hoek HW, Schmidt R: Evidence‐based clinical guidelines for eating disorders: international
comparison. Curr Opin Psychiatry 2017; 30: 423–37.

30. Hay P: Current approach to eating disorders: a clinical update. Intern Med J. 2020 Jan;50(1):24-29.
doi: 10.1111/imj.14691.

31. Marchionatti LE, Rocha KB, Becker N, et al: Mental health care delivery and quality of service
provision in Brazil, SSM – Mental Health, 3 (2023),100210
https://doi.org/10.1016/j.ssmmh.2023.100210

32. Mahr F, Farahmand P, Bixler EO, et al: A national survey of eating disorder training. Int J Eat Disord.
2015 May;48(4):443-5. doi: 10.1002/eat.22335.

33. Denman E, Parker EK, Ashley MA, et al: Understanding training needs in eating disorders of
graduating and new graduate dietitians in Australia: an online survey. J Eat Disord. 2021 Feb
18;9(1):27. doi: 10.1186/s40337-021-00380-1.

34. Thaler L, Paquin-Hodge C, Leloup AG, et al: Barriers and Facilitators to the Implementation of an
Eating Disorders Knowledge Exchange Program for Non-specialist Professionals. J Behav Health
Serv Res. 2023 Jul;50(3):365-380. doi: 10.1007/s11414-022-09822-3.

35. Davidson AR, Braham S, Dasey L, et al: Physicians' perspectives on the treatment of patients with
eating disorders in the acute setting. J Eat Disord. 2019 Jan 10;7:1. doi: 10.1186/s40337-018-0231-
1.

36. Walker S, Lloyd C: Barriers and attitudes health professionals working in eating disorders
experience. Int J Ther Rehabil. 2011;18(7):383–90.

37. Hay P, Chinn D, Forbes D, et al: Royal Australian and New Zealand College of Psychiatrists clinical
practice guidelines for the treatment of eating disorders. Aust N Z J Psychiatry. 2014;48(11):977–
1008.

38. Davidson AR, Braham S, Dasey L, et al: Physicians' perspectives on the treatment of patients with
eating disorders in the acute setting. J Eat Disord. 2019 Jan 10;7:1. doi: 10.1186/s40337-018-0231-
1.

39. Gallo KP, Hill LC, Hoagwood KE, et al: A narrative synthesis of the components of and evidence for
patient- and family-centered care. Clin Pediatr. 2016;55(4):333–36.

40. Lafrance Robinson A, Kosmerly S: The influence of clinician emotion on decisions in child and
adolescent eating disorder treatment: a survey of self and others. Eat Disord. 2015;23(2):163–76

Figures

Page 15/17



Figure 1

Hierarchical Descending Classification (HDC) Dendrogram representing the difficulties and challenges of
eating disorders´ care in Brazil through the perception of Brazilian psychiatrists
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Figure 2

Focal points for improvement of eating disorders’ care in Brazil, according to the perception of Brazilian
psychiatrists
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