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admission to hospital when community
treatment appears not to be working.
Admissions for medical stabilisation
and/or re-feeding will be to a local
paediatric or adult ward and 
should usually be less than a week.21

Alternatively, or following this, there may
need to be an admission to an eating
disorder unit or adolescent psychiatric
unit. 

While admissions for eating disorders
are effective in the short term, they are
often exceedingly long and have high
rates of relapse and readmission.22,23

Emerging evidence suggests that day
patient services can provide more cost-
effective alternatives to inpatient eating
disorder unit treatment when more
intensive treatment is required.22 

The A&WT guidance recommends
‘that unless medical or psychiatric risk is
very high, early admission should be
avoided and day patient or community
care offered in the first instance.’ 

NICE recommendations for
psychological treatment of eating
disorders in children and adolescents in
CEDS-CYP or eating disorders units are

summarised in box 1,  opposite.
Some young people with co-existing

conditions may require psychotropic
medication. This may include
antidepressants, sleeping tablets and
low-dose antipsychotics e.g. olanzapine.
The latter has been found to be helpful in
reducing anxiety, and the frequency and
severity of eating disorders thoughts,
while stimulating appetite.24 Medication
should never be a sole treatment for
eating disorders.

ONGOING MONITORING AND
MANAGEMENT IN PRIMARY CARE
Following referral, larger CEDS-CYP,
especially those with close and effective
links with local general hospitals, may
take responsibility for organising,
monitoring and managing all aspects of
any necessary investigations. This may
be different from arrangements with
adult eating disorders services, where
GPs are required to play a more active
role in investigating and monitoring.
Smaller and/or newer services are likely
to require a shared care approach 
with primary care that is closer to

Table 5 

Junior MARSIPAN Risk Assessment: Adapted summary

%mBMI

Weight loss

Abnormal eating

Dehydration

Exercise

Temperature

Heart rate (awake) 

Blood pressure

ECG

Engagement/risk

NB: Half of risk assessment criteria can be established before examining the patient

Red – High risk
< 70%, < 0.4th centile

> 1 kg/week/2 weeks

< 400-600 kcal/day

> 10% decreased urine
output, dry mouth,
sunken eyes, decreased
skin turgor

> 2 hr day when
malnourished

< 35.5°C tympanic 
< 35°C axillary

< 40 bpm

Recurrent fainting +
postural drop
(< 20 systolic)

QTc > 400 boys 
> 460 girls

Violent resistance, high
risk of completed suicide

Green – Moderate risk
80-85%, 2nd-9th centile

< 0.5 kg/week/2 weeks

60-70% of calories required

< 5%. Mouth may not be dry. 
Negative fluid balance

< 1 hr/day and malnourished

Normal: 36.5-37.5°C

50-60 bpm

< 2nd centile:
98-105/40-45 mmHg

Risk factors for long QTc

Ambivalent motivation to recover

key points
SELECTED BY

Dr Phillip Bland
GP with an interest in mental health, Dalton-in-Furness, UK

Early recognition, referral and treatment are essential   
to achieve good outcomes for children and adolescents
with eating disorders. Eating disorders have the highest
mortality of all psychiatric conditions. However,
provided there is access to early and evidence-based
treatment, the majority of patients who are diagnosed
with an eating disorder before the age of 18 will make 
a full recovery. Overall, outcomes in this age group are
better than in adults.

Anorexia and bulimia have several shared and 
overlapping features. Thought content is dominated by
weight and body shape, which then unduly influence 
self-evaluation. Associated behaviours such as food intake
restriction, over-exercising, vomiting, binging or laxative use
stem from the desire to lose or maintain weight, and may
occur in either condition. Percentage median BMI (%mBMI)
is a better measure of underweight in children and
adolescents, as it takes into account both gender and age.
A %mBMI below 70% is considered high risk. For many,
85% mBMI or less may be considered significantly
underweight; however, for some constitutionally smaller
individuals it may not be.

In the 15-19 age group, 1.6 per 1,000 females and  
0.17 per 1,000 males are newly diagnosed with an
eating disorder each year in the UK. Incidence rates for
anorexia and bulimia are approximately equal in this
age group at 26 cases/100,000/year. Although most
patients are female, it is important that GPs consider the
possibility of eating disorders in males, who often present
for treatment at specialist services relatively late. 
Eating disorders rarely present alone and other mental
health disorders such as anxiety, depression, obsessive
compulsive disorder, autistic spectrum disorders, and
self-harm frequently co-exist. 

In primary care it is important to prioritise identification 
of risk indicators and include as much of this information
as possible in the referral. Junior MARSIPAN
(Management of Really Sick Patients with Anorexia
Nervosa), is a very useful guide to the evaluation of
physical risk in children and adolescents with eating
disorders and is available online.

All children and adolescents with a possible eating 
disorder should be referred to their local specialist
community-based eating disorder service for children 
and young people (CEDS-CYP) as soon as possible. 
Treatment is provided by a multidisciplinary team and
consists of a mixture of psychological interventions, nutritional
support and physical monitoring. Treatment may be 
offered in a mixture of individual, family and group formats. 
Some young people with co-existing conditions may require
psychotropic medication.


