
19

If a medical condition is thought to be
the most likely cause of underweight,
e.g. coeliac disease, but there are still
concerns of a possible eating disorder, it
is advisable to refer for a specialist eating
disorders assessment early rather than
wait for the results of the investigations.
The combination of type 1 diabetes and
an eating disorder can pose particular
challenges for both GPs and eating
disorders services.

REFERRAL
A key recommendation from the A&WT
guidance is that all children and
adolescents with a possible eating
disorder should be referred to their local
community-based eating disorder
service for children and young people
(CEDS-CYP).

It is important not to use a single
measure such as weight, BMI or duration
of symptoms to determine if referral to
CEDS-CYP is warranted. Presentations
of eating disorders in children and
adolescents are often atypical and with
bulimia nervosa or binge eating disorder,
in particular, patients can be average
weight or overweight. If there is a high
physical and/or mental health risk liaison
with the local paediatric ward is usually
required.

Key information to be included in the
referral includes: 
•Current height and weight
•Rate of any weight loss 
e.g. 3 kg in 3 weeks
•Current estimated food intake over
the past week e.g. 800 kcal/day
•Presence and severity of any weight »

Eating disorders rarely present alone
and emotional disorders such as anxiety,
depression, obsessive compulsive
disorder, autism spectrum disorders,
and self-harm frequently co-exist. 

Where there is a significant mismatch
between energy intake and requirements,
or starvation, these co-existing
conditions may be exacerbated, or even
appear to be present when in fact they
are not. For example, an individual in a
state of starvation may appear to be
depressed or autistic, yet nutritional
restoration can lead to resolution of
these symptoms. Additional diagnoses
are therefore usually not made until
some time after nutritional balance is
restored.

Initially, many children and
adolescents with eating disorders may
be reluctant and/or unwilling to attend
primary care consultations about their
eating. Many may feel a strong sense of
shame, stigma or fear. This may be
associated with worries about having to
share information about their eating
habits, beliefs about weight and shape
and related behaviours such as over-
exercising or purging. A minority may
present with a sense of anger and
indignation, convinced that they do not
have an illness. 

The majority will be worried about the
prospect of treatment. For most, a visit
to a GP will be initiated by parents and
usually comes at a time when they may
not be ready to make changes to their
eating. They might feel especially afraid
that treatment may herald uncontrolled
weight gain, or an admission to hospital. 

ASSESSMENT
For the reasons described above,
assessment of children and adolescents
with eating disorders can be challenging
especially in primary care. It is important
to try to be sensitive, compassionate,
and pragmatic.

In primary care it is important to
prioritise identification of potential
physical risks and symptoms and
include as much of this information as
possible in the referral, see below. 
Ideally, this should also be combined
with some brief psychosocial
information, see table 4, p20. Junior
MARSIPAN (Management of Really Sick
Patients with Anorexia Nervosa), is a
very useful guide for the evaluation of
physical risk in children and adolescents
with eating disorders and is available
online.16

An adapted summary of the Junior
MARSIPAN risk assessment guidance
can be found in table 5, p21.  Screening
measures e.g. the SCOFF20 can be useful
but are not essential and should not be
used on their own as a basis for
diagnosis.5

Pre-pubertal children may not express
worries about weight and shape, either
explicitly or even at all, despite their
behaviour showing clear attempts to
avoid weight gain. An eating disorder
should be considered if growth rates
appear to be slowing or even stopping.
This may be determined by reductions
in height and growth centiles on
paediatric growth charts, which without
intervention, may lead to growth
stunting.

Table 3

DSM–V criteria

Anorexia nervosa
•Persistent restriction of energy intake 
leading to significantly low body weight 
(in the context of what is minimally expected 
for age, sex, developmental trajectory, 
and physical health)
•Either an intense fear of gaining weight 
or of becoming fat, or persistent behaviour 
that interferes with weight gain
(even though significantly low weight)
•Disturbance in the way one's body weight 
or shape is experienced, undue influence 
of body shape and weight on self-evaluation, 
or persistent lack of recognition of the 
seriousness of the current low body weight

Subtypes: 
Restricting type
Binge-eating/purging type

Bulimia nervosa
•Recurrent episodes of binge eating. An episode of binge eating is
characterised by both of the following: 
— Eating, in a discrete period of time (e.g. within any two-hour period),
an amount of food that is definitely larger than most people would eat
during a similar period of time and under similar circumstances
— A sense of lack of control over eating during the episode 
(e.g. a feeling that one cannot stop eating or control what or how much
one is eating)
•Recurrent inappropriate compensatory behaviour in order to
prevent weight gain, such as self-induced vomiting, misuse of laxatives,
diuretics, or other medications, fasting, or excessive exercise
•The binge eating and inappropriate compensatory behaviours both
occur, on average, at least once a week for three months
•Self-evaluation is unduly influenced by body shape and weight
•The disturbance does not occur exclusively during episodes of
anorexia nervosa


