Supporting Someone With OSFED

Compassion ¢ Support « Recovery

OSFED stands for Other Specified Feeding or Eating Disorder. It is used when somebody has clinically significant
eating-disorder symptoms that cause distress or interfere with everyday life, but the presentation does not meet
every criterion for another specific feeding or eating disorder. The clinician specifies why. OSFED is not a ‘milder’
diagnosis and it should never be treated as though somebody has failed to become ill enough for help.

Eating disorders do not always fit tidy boxes

A person may restrict food, purge, binge, fast, exercise compulsively, experience intense body-image distress, or
move between different patterns. Examples described within OSFED can include atypical anorexia nervosa,
bulimia nervosa of lower frequency or limited duration, binge-eating disorder of lower frequency or limited duration,
purging disorder and night eating syndrome. The exact diagnosis belongs with a qualified clinician; supporters do
not need to decide which label fits in order to take the person seriously.

Atypical does not mean insignificant

In atypical anorexia nervosa, the person can have the psychological and behavioural features of anorexia and
significant weight loss without being below the diagnostic weight threshold. Medical instability and nutritional
compromise can still occur. Looking at somebody’s body is not a reliable way to judge the seriousness of
restriction, purging, bingeing or rapid change.

The diagnosis may look different. The distress, medical risk and need for compassion are still
real.

Signs supporters may notice

Possible signs include skipped meals, increasingly rigid food rules, eating alone, anxiety around shared meals,
episodes of eating that feel out of control, disappearing after eating, vomiting or misuse of laxatives or diuretics,
compulsive exercise, body checking, frequent weighing, guilt, secrecy, dizziness, exhaustion, concentration
difficulties, irritability, withdrawal or a growing preoccupation with food, weight or shape. Some people hide
symptoms extremely effectively.

Language that helps

“At least it isn’t anorexia or bulimia.” “OSFED is still an eating disorder. | believe you and I'm taking this seriously.”

“You don'’t look ill.” “How are you feeling physically and emotionally?”

“Which eating disorder do you really have?” “You don’t need to prove a label to deserve support.”

“Just eat normally.” “What part of eating feels hardest, and what support has your team
suggested?”

Comparing their illness with somebody else’s Focus on this person’s symptoms, risks, distress and recovery needs.

Space to Breathe Therapy ¢ Support Hub Page 1



Supporting Recovery Without Policing

See the person, not just the eating behaviour

Concern can quickly turn every conversation into food monitoring. Recovery matters, but the person also needs
relationships in which they are more than meals, weight, exercise or symptoms. Keep ordinary connection alive.
Ask about their day, interests, work, family, television, music and plans. A person is more likely to be honest when
every interaction does not feel like an assessment.

Meals and practical support

Ask what is useful. Depending on the person and their treatment plan, support might mean eating together,
providing calm company after meals, helping with shopping or cooking, reducing decisions when executive
functioning is overwhelmed, or attending appointments. If the eating-disorder team has given a structured plan,
support that plan rather than creating new food rules at home.

Mixed symptoms need individual care

OSFED can involve restriction, bingeing, purging, compensatory exercise or several patterns at different times. Do
not assume that advice designed for one eating disorder automatically fits another presentation. For example,
somebody who binges and restricts may need help interrupting both sides of the cycle; somebody who purges
needs medical risk assessed; somebody with significant restriction may need nutritional rehabilitation and physical
monitoring.

Depression, anxiety, trauma, grief and neurodivergence

Eating difficulties can sit alongside many other experiences. Depression may reduce appetite and motivation.
Anxiety can make eating feel physically threatening. Trauma may become tangled with control, safety or body
awareness. Grief and loss can disrupt appetite and routine. ADHD can affect planning, remembering to eat and
impulse regulation, while autism can involve sensory differences, predictability needs and interoceptive difficulties.
Good support looks at the whole person rather than forcing every difficulty into one explanation.

Reduce diet and body talk

Try to reduce conversations about dieting, calories, ‘clean’ eating, weight loss, earning food or compensating
through exercise. Avoid commenting on the person’s body, including praise for weight loss or reassurance that
they ‘look healthy’. Appearance-based comments can reinforce the idea that bodies are being watched and
evaluated.

A supporter’s reflection tool

What have | actually observed? Separate concrete changes from assumptions.

What am | frightened of? Notice when fear is pushing you towards surveillance or arguments.

What does the person say helps? Ask when things are calmer.

What is the treatment plan? Support professional recommendations rather than inventing your own rules.

What belongs with professionals? Medical monitoring, nutrition and therapy should not rest entirely on family or
partners.

What support do | need? Carers need somewhere safe to process their own fear, frustration and exhaustion.

Recovery is not a straight line

Symptoms can become louder during stress, illness, transitions, relationship difficulties, anniversaries or
exhaustion. A setback does not erase previous progress. Try asking what changed and what support needs
adjusting rather than treating a difficult week as failure. Curiosity keeps the door open; shame often closes it.
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Medical Safety, Treatment and Hope

Medical risk is not visible from body size

Eating disorders can affect the heart, circulation, hydration, electrolytes, digestion, hormones, bones, cognition
and mood. Restriction, rapid weight loss, vomiting, laxative or diuretic misuse and other compensatory behaviours
can create significant medical risk. A GP or eating-disorder service may need to assess pulse, blood pressure,
blood tests, ECG findings and other physical symptoms depending on the presentation.

When urgent help is needed

Seek urgent medical assessment for collapse or fainting, chest pain, severe weakness or confusion, seizures,
difficulty breathing, vomiting blood, severe dehydration, inability to keep fluids down, marked palpitations, or
another rapid deterioration. In an immediate emergency in the UK, use 999/A&E.; For urgent concerns that are not
immediately life-threatening, contact NHS 111, the person’s GP or their eating-disorder service.

Treatment

Treatment should respond to the symptoms and maintaining factors rather than treating OSFED as a vague
leftover category. Depending on the person, care may involve an eating-disorder team, GP, dietitian and
psychological therapy. Treatment may address regular eating, nutritional rehabilitation, bingeing or purging cycles,
body image, food rules, emotional regulation, compulsive exercise, trauma or other co-occurring difficulties. The
plan should be individualised and reviewed as the presentation changes.

Questions to take to appointments

Which OSFED presentation best describes what is happening, and does that change the treatment plan? What
physical monitoring is needed? Which symptoms require urgent review? What should supporters do around meals
and afterwards? How should bingeing, purging, restriction or exercise be addressed? Are anxiety, depression,
trauma, autism or ADHD being considered? What support is available for family, partners or carers?

A message from Space to Breathe Therapy

OSFED can leave people feeling as though they are standing outside the ‘real’ eating-disorder
diagnoses, wondering whether they are ill enough to deserve help. Please do not reinforce that
doubt. The person in front of you does not need to win a comparison with somebody else
before their pain matters. Believe what they are telling you. Notice the life the eating disorder is
taking away. Encourage treatment, protect dignity and keep reminding them that recovery is
allowed to belong to them too.

Further reading and UK support

Beat: UK eating-disorder information and support for people affected, families and friends.

NHS: information about eating disorders and routes into assessment and treatment.

Books: Skills-based Caring for a Loved One with an Eating Disorder by Janet Treasure, Anna Crane and
colleagues; other evidence-based books or workbooks should be chosen to match the person’s particular
symptoms and treatment plan.

This guide is educational and supportive. It does not replace individual medical, psychiatric, dietetic or
eating-disorder assessment.
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