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become underweight or nutritionally
compromised in the absence of weight
and shape concerns. ARFID may be
more common in individuals with autism
spectrum disorders.15

DETERMINING UNDERWEIGHT 
DSM-V no longer specifically defines the
BMI at which a patient may be deemed
underweight enough to receive a
diagnosis of anorexia nervosa. 

Body mass index (BMI) in under 18s is
less useful as a metric of underweight
than in adults: BMI can underestimate or
overestimate weight, depending on the
child’s age and gender. 

Percentage median BMI (%mBMI) is 
a better measure of underweight in
children and adolescents, as it takes 
into account both gender and age.

vomiting, binging and laxative use. Any
of these behaviours may occur in either
condition. The essential difference
between the two disorders is that
patients with anorexia are underweight,
while those with bulimia are not. DSM-V
criteria for the two conditions are shown
in table 3, opposite.

Obesity is not considered an eating
disorder, except in a minority of patients
where it is part of a binge-eating
disorder (BED) presentation. BED is a
newly defined condition in DSM-V,
which resembles bulimia but without
compensatory purging. Binges in BED
are associated with emotional 
distress. Another new condition is
avoidant/restrictive food intake disorder
(ARFID). This condition can affect
people of all ages and individuals

%mBMI can be calculated as follows: 
BMI ÷ mBMI (50th centile on Royal
College of Paediatrics and Child Health
BMI chart) x 100. Spreadsheets and
smart phone apps are also available. 

A %mBMI of 70% is considered high
risk.16 For many, 85% mBMI may be
considered significantly underweight,
however, for some constitutionally
smaller individuals it may not be. 

Similarly, the concept of a healthy
weight can be difficult to define and
depends on an individual. For females a
key, but not sole criterion, is the weight
at which normal menstruation can occur.
For all children and adolescents a
healthy weight is one that appears to
enable normal growth and emotional
and physical wellbeing. 

EPIDEMIOLOGY
It is estimated that 1.6 per 1,000 females
and 0.17 per 1,000 males aged 15-19 are
newly diagnosed with an eating disorder
each year in the UK.14

Incidence rates for anorexia and
bulimia are approximately equal in this
age group at 26/100,000/year. Rates
roughly double for both conditions if
only females are considered, as eating
disorders are much rarer in males.
Respective incidence rates for anorexia
and bulimia in females are 47.5 and 46.8
per 100,000; this compares with 3.8 and
3.0 per 100,000 for anorexia and bulimia
in males.

While eating disorders may be more
common in females, Caucasians, and
higher socioeconomic groups, these
disorders affect people of all cultures,
ethnicities and ages.17 Unfortunately, the
majority of patients with eating
disorders are not in contact with clinical
services. This is especially true for
bulimia and binge eating disorder
because patients with these conditions
may be less likely to be identified as they
are not underweight. They are also less
likely to seek help since these conditions
are associated with high levels of
secrecy, shame and stigma.18 The actual
proportion of patients with eating
disorders not in contact with clinical
services is difficult to estimate. 

It is important that GPs consider the
possibility of eating disorders in males
who, partly due to the combination of
delayed help-seeking andunder-
recognition, often present for treatment
at specialist services relatively late.19

PRESENTATION
Eating disorders may present with 
a mixture of physical, emotional 
and social symptoms and concerns 
as shown in table 4, p20.

Table 2 

Eating disorders: Thoughts and behaviours

Behaviours
•Food ± fluid restriction
•Over-exercising
•Self-induced vomiting 
after eating
•Laxative use
•Binge eating

Table 1 

Role of primary care in managing children and adolescents with eating disorders

Referral
•Refer to local specialist community-based eating disorder services for children and young people
(CEDS-CYP) as early as possible. Refer even when in doubt
•Unless local protocols specify otherwise, there is no need to arrange blood tests or any other
investigations prior to referral
•Contact CEDS-CYP by phone/electronically as soon as a possible eating disorder is identified
•For rare high-risk/emergency cases e.g. medical instability, or intense suicidality, referral to 
local paediatric ward/adolescent eating disorders/psychiatric unit may be needed, before referral 
to CEDS-CYP. It is still important to inform CEDS-CYP immediately

Investigations
Depending on local protocols with CEDS-CYP/CAMHS, some cases may require investigations to be
organised before a referral and/or after the patient has been accepted. The following investigations are
likely to be the most commonly required:
•Blood tests – U&Es, LFTs, FBC, TFTs, Ca, phosphate, vitamin D, folate, B12
•ECG
•DEXA bone scan

Management
•Psychoeducation – highlight the importance of healthy nutrition for physical and emotional wellbeing
growth and development; and the risks of inappropriate eating and undernutrition
• Issue repeat prescriptions for psychotropic medication, which will be initiated and monitored by
CEDS-CYP
•Prescribe nutritional supplements e.g. Ensure, Fortisip, for the most severely unwell who cannot
manage sufficient calorie intake through normal food and fluids

Thoughts
•Fear of getting fat
•Preoccupation with weight and/or shape
•Preoccupation with food and/or eating
•Low self-esteem/over-evaluation of self
in terms of weight and shape
•Desire for an abnormally low weight 


