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Abstract:

Introduction: Upsurges in the incidence and prevalence of eating disorder such as anorexia nervosa (AN), bulimia nervosa
(BN), and other eating disorders in kids and adolescents make it highly important that pediatricians be familiar with early
screening and proper treatment of these clinical conditions. Results of epidemiologic studies have shown that the numbers of kids
and adolescents with eating disorders have increased constantly since the 1950s. Only in the last decade, the prevalence of
obesity in children and adolescents has increased significantly, accompanied by further emphasis on dieting and weight loss
among children and adolescents. The epidemiology of eating disorders has slowly modified; there is an increasing prevalence of
eating disorders in men and in minor populations in the US and worldwide. Of specific importance is the growing prevalence of
eating disorders at progressively younger ages. A new analysis by the Agency for Healthcare Research and Quality revealed that
from 1999 to 2006, hospitalizations for eating disorders increased most rapidly for children younger than twelve years. It is
projected that about less than one percent of adolescent girls in the US have AN, that approximately one to two percent meet
diagnostic criteria for BN, and that up to five percent to ten percent of all cases of eating disorders occur in males.

Aim of work: In this review, we will discuss eating disorders in children.Methodology: We did a systematic search for eating
disorders in children using PubMed search engine (http://www.ncbi.nlm.nih.gov/) and Google Scholar search engine
(https://scholar.google.com). All relevant studies were retrieved and discussed. We only included full articles.Conclusions:
There has been an increase in the incidence and prevalence of eating disorders in children and adolescents in recent decades,
making it critical for pediatricians to take into consideration these clinical conditions in appropriate clinical settings, to assess
patients suspected of having these disorders, and to manage patients in whom eating disorders are diagnosed. We included a
discussion of diagnostic criteria and outlines the initial evaluation of the patient with disordered eating. Complications of eating
disorders are variable and could affect any organ system, therefore careful monitoring for these complications is needed and
recommended. The range of management options, including medications. Pediatricians are advised to advocate for legislation
and policies that make sure proper services for patients with eating disorders, including medical care, nutritional intervention,
mental health treatment, and care coordination
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INTRODUCTION:

Upsurges in the incidence and prevalence of eating
disorder such as anorexia nervosa (AN), bulimia
nervosa (BN), and other eating disorders in kids and
adolescents make it highly important that
pediatricians be familiar with early screening and
proper treatment of these clinical conditions. Results
of epidemiologic studies have shown that the
numbers of kids and adolescents with eating
disorders have increased constantly since the 1950s.
[1-2] Only in the last decade, the prevalence of
obesity in children and adolescents has increased
significantly, [3-4] accompanied by further emphasis
on dieting and weight loss among children and
adolescents. [5]

The epidemiology of eating disorders has slowly
modified; there is an increasing prevalence of eating
disorders in men [6] and in minor populations in the
US [7] and worldwide. [8] Of specific importance is
the growing prevalence of eating disorders at
progressively younger ages. [9] A new analysis by
the Agency for Healthcare Research and Quality
revealed that from 1999 to 2006, hospitalizations for
eating disorders increased most rapidly for children
younger than twelve years. It is projected that about
less than one percent of adolescent girls in the US
have AN, that approximately one to two percent meet
diagnostic criteria for BN, and that up to five percent
to ten percent of all cases of eating disorders occur in
males.

In this review, we will discuss the most recent
evidence regarding eating disorders in children.

METHODOLOGY:

We did a systematic search for eating disorders in
children using PubMed search engine
(http://www.ncbi.nlm.nih.gov/) and Google Scholar
search engine (https://scholar.google.com). All
relevant studies were retrieved and discussed. We
only included full articles.

The terms used in the search were: eating disorders,
presentation, management, recent advances, children

What are eating disorders?

DSM-IV-TR for AN or BN and are categorized as
having “partial syndromes” or “eating disorder not
otherwise specified” (ED NOS). [10] There are more
patients with ED NOS than there are patients with
AN or BN; the prevalence is suggested to be between
Less than one percent and fourteen percent,
depending on the definition used. These patients
usually have the same physical and psychological
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outcomes as do those who reach the threshold for
diagnosis of AN or BN. [11] Athletes and
performers, specifically those who participate in
sports and activities that reward a lean body habitus
could be at more risk of developing partial syndrome
eating disorders. [12]

The cause of eating disorders is believed to be
multifactorial, and there is more evidence from both
family and twin studies for a strong genetic part that
is shared between AN and BN. The mechanism(s) by
which genetic factors affect risk have not been
eliminated, however different hypotheses have been
suggested. Genetic predisposition to various trait
disturbances such as  behavioral rigidity,
perfectionism, or harm avoidance may be more
salient than genetic influences on eating, hunger, or
satiety. [13]

Dieting has also been associated as a potent proximal
risk factor in the development of disordered eating
and eating disorders. In a study, dieters at 5-year
follow-up were at significantly more risk of
disordered eating behaviors than nondieters and were
also at increased risk of obesity as well. In another
study, dieters were five times more likely to have an
eating disorder and severe dieters were eighteen
times more likely to an eating disorder than
nondieters. [14]

SCREENING FOR EATING DISORDERS IN
PRACTICE:

Primary care physicians are in an exclusive position
to check and diagnose the onset of eating problems as
early as possible and to stop their progress.
Pediatricians should screen for eating disorders
annually. The Bright Futures guidelines add
examples for tackling this matter with adolescents of
different ages. [15] The SCOFF questionnaire,
although validated only in adults, could provide a
framework for screening.56 Weight, height, and BMI
should be determined regularly and plotted on
appropriate growth charts. Deviations from normal
are easier to check visually, because nutritional
insufficiency may be manifest by falloff in either
height or weight percentiles rather than actual weight
loss.

INITIAL EVALUATION OF THE PATIENT
WITH DISORDERED EATING:

When screening is suspicious of an eating disorder,
starting evaluation involves confirming the diagnosis,
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assessing medical and nutritional status, determining
severity, and start psychosocial assessments. This
extensive assessment is usually conducted in the
pediatric primary care setting, and primary care
clinicians who feel competent and comfortable in
performing this assessment are encouraged to do so.
Others should refer to proper medical subspecialists
and mental health personnel to make sure that a
complete evaluation is done. Eating disorders is
believed to affect every organ system and the medical
complications could serious or even life-threatening
this is why an extensive history should be taken into
consideration and a comprehensive physical
examination should be done. The most often seen
medical complications are listed in Table 6 and are
detailed in the following section.

Most laboratory tests will be normal in patients with
eating disorders; but, these tests cannot exclude
serious medical illness or medical instability. yet, an
initial laboratory evaluation should involve a
complete blood cell count; measurement of serum
electrolytes, calcium, magnesium, and glucose; liver
function tests; urinalysis; and measurement of
thyrotropin level.

MEDICAL COMPLICATIONS IN PATIENTS
WITH EATING DISORDERS:

Major clinical complications are observed in both
outpatients and inpatients. Most of the medical
complications of eating disorders resolve with
refeeding and/or resolution of purging. [16] But,
there is  increasing concern that some
complications—  especially growth retardation,
structural brain changes, and low bone mineral
density—could, with time, become irreversible.
Malnutrition causes many of the somatic symptoms
seen initially, and these variations are frequently
adaptive to the associated energy deficits. Adaptation
fails eventually and signs and symptoms indicate the
inability to compensate for insufficient nutrition.

Common cardiac signs and symptoms consist of
orthostasis with blood pressure and/or pulse changes,
bradycardia, and poor peripheral perfusion
characterized by cold extremities, delayed capillary
refill, and sometimes acrocyanosis. Conduction
abnormalities could result because of myocardial
atrophy and are believed to be the most common
proximal cause of death with AN. Repolarization
abnormalities, characterized by QTc prolongation
and/or increased QT dispersion, have been reported
with commonly variable prevalence and seem to be
more frequent in older patients and with increasing
duration of illness. [17] Repolarization abnormalities
are hypothetically life threatening and should be
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treated immediately.

TREATMENT CONTINUUM FOR CHILDREN
AND ADOLESCENTS WITH EATING
DISORDERS:

Many adolescent patients with eating disorders will
be managed in outpatient clinics. Pediatricians play
an essential role in the treating these patients,
evaluating management progress, screening for and
managing medical complications, and coordinating
care with nutrition and mental health colleagues.
Some pediatricians in primary care practice will feel
comfortable in coordinating care; others will choose
to refer some or all patients with eating disorders to
those with special expertise. Depending on the
availability of local resources, these health care
physicians could be a specialty eating disorders
program.

Collaborative Outpatient Care

Many kids and adolescents with eating disorders will
be treated in an outpatient clinic by a
multidisciplinary team coordinated by a pediatrician
or medical subspecialist with expertise in the care of
children and adolescents with eating disorders.

It is generally agreed on that medical stabilization
and nutritional rehabilitation are the most essential
factors of short-term outcomes and are essential for
correcting cognitive deficits to allow for effective
mental health interventions. Components of
nutritional rehabilitation needed in treating patients
with eating disorders have been presented in several
reviews. [18] In the US, oral refeeding is the
preferred modality for nutritional rehabilitation. But,
for patients who are unwilling or unable to eat,
supplements or nasogastric feeding may be life-
saving.

Family-Based (“Maudsley”)

Therapy

Over the past years, specialized eating disorder—
focused family-based plans, based on work originally
conducted at the Maudsley Hospital in London, have
gained attention in the management of adolescent AN
because it showed promising short-term and long-
term outcomes. Though the cause underpinnings of
this management approach have lost much of their
support  over time, however family-based
interventions remain an effective and evidence-based
treatment strategy for adolescent AN in both open
trials and randomized controlled studies. [19]

Day-Treatment Programs
Day-treatment programs i.e. day hospitalization or
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partial have been suggested to add an intermediate
level of care for patients with eating disorders who
require more than outpatient care but less than
twenty-four-hour hospitalization. These programs
have been utilized in an attempt to prevent the need
for hospitalization.

Hospital-Based Treatment

Hospital-based management for eating disorders is
much less common when intensive outpatient or day-
treatment programs are available. Hospitalization is
much more often needed for adolescent patients with
AN than for patients with BN. Criteria for
hospitalization of children and adolescents with
eating disorders have been listed by the Society for
Adolescent Medicine.

Pharmacotherapy

No drugs have been authorized by the US Food and
Drug Administration for the management of AN.
Pharmacotherapy is somehow prescribed however is
typically targeted at comorbid symptoms of
depression and anxiety. Selective serotonin-reuptake
inhibitors (SSRIs) are usually utilized but may not be
effective in severely malnourished patients. There is
also very limited evidence for the use of SSRIs for
relapse prevention in AN. [20]

PROGNOSIS:

The prognosis of eating disorders in adolescents is
vary widely, and outcomes have depended on ways,
definitions of recovery, and duration of follow-up in
the studies reported. Adolescent outcomes are much
better than the outcomes reported in adults.
Longitudinal studies showed a more promising result.
Most of patients fully recovered, and an even more
people have a behavioral cure. But these results
accrue only after more than ten years of follow-up;
so, patients, their families, and physicians must be
ready to stay involved. [21]

CONCLUSIONS:

There has been an increase in the incidence and
prevalence of eating disorders in children and
adolescents in recent decades, making it critical for
pediatricians to take into consideration these clinical
conditions in appropriate clinical settings, to asess
patients suspected of having these disorders, and to
manage patients in whom eating disorders are
diagnosed. We included a discussion of diagnostic
criteria and outlines the initial evaluation of the
patient with disordered eating. Complications of
eating disorders are variable and could affect any
organ system, therefore careful monitoring for these
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complications is needed and recommended. The
range of management options, including medications.
Pediatricians are advised to advocate for legislation
and policies that make sure proper services for
patients with eating disorders, including medical
care, nutritional intervention, mental health
treatment, and care coordination
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