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INSTRUCTIONS
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Patient with Anorexia Nervosa,” is a continuing

medical education (CME) article. To earn credit, read the

article and complete the CME evaluation form on page

75. The CME evaluation form must be submitted within

1 year of the issue date.

OBJECTIVES

After participating in the CME activity, primary

care physicians should be able to:

1. Understand the importance of recognizing and treat-ing

anorexia nervosa in the adolescent patient

2. Know the clinical features of mild, moderate, and

severe anorexia nervosa

3. Perform a medical workup of the malnourished

patient with anorexia nervosa

4. Understand the role of the primary care physician in

the treatment of eating disorders

5. Know the criteria for hospitalization of the patient with

anorexia nervosa

INTRODUCTION

E

ating disorders represent a major health problem in

the United States. They usually arise in adolescence

and disproportionately affect females [1]. About 3% of

young women have 1 of 3 main eating disorders: anorexia

nervosa, bulimia nervosa, or binge-eating disorder [2]. In

addition to causing various physical health problems, eating

disorders are associated with illnesses such as depression,

substance abuse, and anxiety disorders. Anorexia nervosa

has the most severe consequences, with a mortality rate of

0.56% per year, 12 times higher than that for other young

women in the population [3].

Although the etiology of eating disorders remains

unclear, biological, psychological, and sociocultural factors

are believed to be involved [4]. Because of their complexity,

eating disorders call for a comprehensive, interdisciplinary

treatment plan [5]. Primary care physicians should be impor-tant

members of the therapeutic team. In addition to estab-lishing

the diagnosis and initiating an effective intervention,

they also play a major role in maintaining continuity of care;

this can be challenging because care is often provided in a

variety of inpatient and outpatient settings. This article pre-sents

an approach to the care of the adolescent patient with

an eating disorder, including recognition of the disorder,

assessment of the severity of physical complications, and

formulation of treatment options that incorporate physical,

developmental, and mental health issues.

CASE STUDY

Initial Presentation

A 16-year-old young woman presents to her prima-ry

care physician for evaluation of an episode of

brief abdominal pain followed by fainting. The patient is

accompanied by her mother, who expresses concern over

her daughter’s eating habits and low weight.

History

The physician begins the interview with the patient and her

mother. The patient reports that the abdominal pain and

syncopal episode occurred 2 days prior to the visit. The

abdominal pain was epigastric and felt like “gas pains.” The

patient felt lightheaded and subsequently fainted. The loss

of consciousness was brief, lasting a few seconds. She has

not experienced any further episodes since then but reports

that she frequently feels dizzy. Review of systems is positive

for infrequent frontal headaches relieved by sleep and aceta-minophen.

The patient describes some shortness of breath

with exertion and sporadic episodes of tachycardia without

chest pain. Gastrointestinal upset with cramping, nausea,

and diarrhea are attributed to what she describes as extreme

lactose sensitivity. She feels that she has been bruising more

easily during the past year. She notes that she frequently

feels tired and upset and is having some difficulty sleeping.
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PShe has no known drug allergies and her immunizations

are up to date. She experienced menarche at age 14 years.

Normal menses occurs every 21 days and lasts 5 days, but

during the past few months her cycles have lengthened to

about 34 days. Her last menstrual period began 3 days

before the visit.

For the psychosocial assessment, the mother was asked

to leave the room. The patient was assured confidentiality

prior to beginning the assessment except in the case of suici-dality,

homicidality, or abuse. She is in the eleventh grade

and has a grade-point average of 3.2. Her career goal is to be

a lawyer. She lives with her mother, father, and 14-year-old

sister. Home conflicts are minor and usually related to

chores, although she feels that her parents are “on her case”

about her eating behaviors. Outside activities include youth

groups, youth theater, and a part-time job at a fast food

restaurant. She reports no drug or tobacco use and occasion-al

alcohol use at parties approximately every 3 months. She

is not sexually active and has never been romantically

involved with anyone. No physical safety or violence issues

are noted.

Physical Examination

Physical examination reveals a thin white young woman

who is alert and in no apparent distress. Her height is

5'1-3/8" (20th percentile) and her weight is 88 lb (< 5th per-centile,

84% of ideal body weight). Heart rate and blood

pressure are 70 bpm and 116/68 mm Hg sitting and 90 bpm

and 118/70 mm Hg standing. Temperature is 37°C.

Examination reveals livedo reticularis of the skin of the

extremities. No abnormalities of the chest, lungs, heart,

abdomen, or nervous system are noted. Sexual maturity rat-ing

is Tanner IV.

• What are risk factors for developing an eating disorder?

Risk Factors

Risk factors include being female (women are affected more

than men by a ratio of 9:1), having low self-esteem, and hav-ing

conflicts and doubts about identity or autonomy [6–9].

Most anorexic patients are excellent students and over-achievers.

Well-behaved, serious, and often perfectionistic,

they are usually considered “good little girls” during their

preadolescent years, adapting mainly by complying with

parental rules and wishes. As they enter puberty, their eating

behaviors can be a way of saying “let me slow down”

because they do not feel ready for the changes and responsi-bilities

of adolescence [10–12]. Familial risk factors for the

development of eating disorders include families that are

achievement-oriented, intrusive, enmeshed, unable to

resolve conflicts, and excessively concerned with food, diet,

weight, appearance, or physical fitness [10]. The “classic”

family of an anorexic patient is usually small and female

dominated and composed of the patient, parents over age 30,

and occasionally a younger sibling. The entire family

becomes a part of the eating disorder process, with meals

serving as a battleground in a food-versus-love war. Eating

disorders are more common in white females of middle to

upper socioeconomic status; however, this pattern is chang-ing

as more eating disorders are seen across socioeconomic,

racial, and ethnic groups. Cultural risk factors for eating dis-orders

include belonging to societies that equate thinness

with beauty and happiness and that are capable of dissemi-nating

these values through the media [10].

• What are diagnostic criteria for anorexia nervosa?

• Which aspects of the patient’s history and physical

examination can aid in the diagnosis?

• Which conditions need to be ruled out?

Diagnostic Criteria

The DSM-IV criteria for anorexia nervosa and bulimia ner-vosa

are shown in Table 1. However, the use of strict crite-ria

may preclude the recognition of eating disorders in their

early stages or subclinical form and may exclude some

adolescents with significantly abnormal eating attitudes

and behaviors. Therefore, the Society for Adolescent Med-icine

recommends that the diagnosis of an eating disorder

be considered in any adolescent patient who “engages in

potentially unhealthy weight-control practices and/or

demonstrates obsessive thinking about food, weight,

shape, or exercise” [5]. In addition, guidelines developed

by the American Medical Association recommend screen-ing

all adolescents for eating disorders by history and

physical examination [13].

Historical Information

Many clues to the diagnosis of an eating disorder are con-tained

in the history, and a detailed history is warranted

when an eating disorder is suspected [14]. Apreoccupation

with food and weight, hyperactivity, vomiting, laxative

abuse, and problems with intimacy should be considered

red flags for the primary care physician [4,6,11,14].

However, it should be noted that any or all of these features

can be absent. Patients often can identify a precise time

when they decided to lose weight. The decision may be

related to negative comments about their appearance or
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Acan follow the pubertal growth spurt and its related devel-opmental

changes. Changes in the patient’s family life,

such as death or divorce, also can precipitate the typi-cal

dieting behavior of the eating disordered patient.

Establishing when the patient decided to lose weight can

help determine her rate of decline. If the patient is unable

to identify a specific time, denies concern over weight, or

worries about weight loss, a diagnosis of primary depres-sion

or other cause of weight loss should be considered.

Patients often report that at first their weight loss is easi-ly

achieved and reinforced by the initial positive comments

from others. Food faddisms and rituals are adopted and,

although they eat less, patients may have an active food

interest that can be demonstrated by cooking, collecting

recipes, or working in food-related areas. They continue to

lose weight past an initial “ideal weight,” showing little or

no concern for their emaciated appearance [10].

An expanded history can evaluate the degree of the

patient’s eating disorder. Questions should relate to the

patient’s actual, desired, maximum, and minimum

weights; use of laxatives, diet pills, diuretics, or emetics;

menstrual history; exercise habits; degree of body image

distortion; and the presence of binge or purge behavior.

The patient’s eating habits, food rituals (if any), and eat-ing

behaviors should also be addressed. Questions to use

include:

• “How do you feel about yourself?”

• “What made you start dieting?”

• “Do you do anything to manage your weight?”

• “How much do you want to weigh?”

• ”How often do you weigh yourself?”

• “How often and how much do you exercise?”

• “What parts of your body do you dislike or think are

too fat?”

• “Do you vomit or use laxatives?”

During the interview, the patient’s affect and body lan-guage

should be taken into consideration. A flat affect can

indicate a concomitant depression. In addition, fidgetiness

and an inability to sit still can be signs of anxiety or a com-pulsion

to burn calories.

Physical Complications

The physical complications of anorexia nervosa are shown

in Table 2. Symptoms are related to malnutrition and

weight control methods. Patients with malnutrition may

present with dry skin, lanugo hair, sallow skin, peripheral

edema, and systolic murmur [4,15,16]. Methods employed

for weight control can cause multiple physiologic changes,

including hypochloremia, hypokalemia, and metabolic

alkalosis. Vomiting may result in alkalosis, calluses on fin-gers,

palatal lesions, and facial petechiae. Other side effects

of anorexia nervosa include cognitive changes, bowel dys-function,

amenorrhea, relative hypothyroidism, growth

retardation, osteopenia, arrhythmias, and heart block [15].
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Table 1. DSM-IV Diagnostic Criteria

Anorexia nervosa

Refusal to maintain normal body weight over a minimally normal

weight for age (eg, less than 85% of expected), or failure to make

expected weight gain during period of growth, leading to body

weight 15% below that expected

Intense fear of gaining weight or becoming fat, even though

underweight

Disturbance in the way in which one’s body weight or shape is expe-rienced,

undue influence of body shape and weight on self evalu-ation,

or denial of the seriousness of current low body weight

In postmenarchal females, amenorrhea (ie, the absence of 3 consecu-tive

menstrual cycles)

Restricting type: During the episode of anorexia nervosa, the person

does not regularly engage in binge eating or purging behavior

Binge Eating/Purging type: During the episode of anorexia nervosa, the

person regularly engages in binge eating and purging behaviors

(ie, self-induced vomiting or the misuse of laxatives or diuretics)

Bulimia nervosa

Recurrent episodes of binge eating. An episode of binge eating is

characterized by eating in a discrete period of time (eg, within

any 2-hour period) an amount of food that is definitely larger

than most people would eat in a similar period of time in similar

circumstances, and a sense of lack of control over eating during

the episode (eg, feeling that one cannot stop eating or control

what or how much one is eating)

Recurrent, inappropriate compensatory behavior to prevent weight

gain, such as self-induced vomiting; misuse of laxatives, diuretics,

or other medications; fasting; or excessive exercise

The binge eating or inappropriate compensatory behaviors both

occur, on average, at least twice a week for 3 months

Self-evaluation is unduly influenced by body shape and weight

The disturbance does not occur exclusively during episodes of

anorexia nervosa

Purging type: the person regularly engages in self-induced vomiting

or the misuse of laxatives or diuretics

Nonpurging type: the person uses other inappropriate compensatory

behaviors, such as fasting or excessive exercise, but does not

engage in self-induced vomiting or the misuse of laxatives or

diuretics

Adapted with permission from Diagnostic and statistical manual of

mental disorders. 4th ed. Washington (DC): American Psychiatric

ALeft untreated, eating disorders can lead to life-threatening

conditions.

The gynecologic complications of anorexia nervosa

deserve further discussion. Malnutrition can result in a hypo-thalamic

hypogonadotropic hypogonadism. With worsening

malnutrition, levels of luteinizing hormone (LH) and follicle-stimulating

hormone (FSH) decrease, sometimes to prepu-bertal

levels, resulting in a hypoestrogenic state. When this

occurs, the patient will experience amenorrhea. Amenorrhea

also can be related to psychological factors, and in some

cases, menstrual dysfunction may occur before the patient

has had a significant weight loss. Often, menses does not

resume until 6 to 9 months after the patient has achieved a

more healthy weight. Many patients who have been chroni-cally

underweight (in contrast to patients who have lost

weight) will continue to have menstrual periods even at body

weights lower than 90% of ideal body weight. Generally,

these will be anovulatory cycles, and as such, the patient may

demonstrate some cyclic irregularity, as in the case patient.

The low levels of estrogen combined with the hypercorti-solism

seen in anorexia nervosa cause decreased bone for-mation

and increased bone reabsorption. The resulting

osteopenia can lead to osteoporosis and an increased risk for

fractures. Therefore, bone densitometry should be per-formed

on patients with moderate to severe anorexia.

Laboratory Workup

The physical manifestations of eating disorders mirror the

symptoms of many organic illnesses. Conditions with simi-lar

presentations include pituitary dysfunction, inflammato-ry

bowel disease, Addison’s disease, and central nervous

system malignancies [14,15]. Laboratory studies to assess the

patient’s physiologic status and to exclude other conditions

are listed in Table 3.

Further History

The physician asks the patient about her weight and

dieting behaviors. She reports that she has always

been thin but developed fears of becoming fat around the time

she was in the fourth grade. Over the past few years, she has

restricted her intake, first limiting food high in fat or calories,

then restricting portions of other foods. Lately, she eats even

less food and avoids all dairy products. She admits to eating

only 1 or 2 meals per day. The patient maintains a diet of

kosher meats, chicken, and fish, fruits, vegetables, and breads,

all in small quantities. Her estimated caloric intake based on

her recall from the previous 3 days is about 900 kcal/day. She

denies having an “ideal” weight as a goal but does admit to a

concern about gaining weight. She denies having been on a

“diet” and says that she has not lost any weight. The patient

reports no history of bingeing, purging, or use of laxatives,

diet pills, or diuretics. She does not exercise.
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Table 2. Systemic Complications of Anorexia Nervosa

Endocrine

Relative hypothyroidism

Hypogonadotropic hypogonadism

Hypoestrogenism

Cardiac (related to malnutrition and electrolyte imbalances)

Bradycardia

Nodal rhythm

First- and second-degree heart block

Intraventricular conduction disturbances

Bundle branch block

Ventricular ectopic beats

Premature ventricular contractions

Gastrointestinal

Delayed gastric emptying

Decreased intestinal motility

Gastric bleeding

Renal

Hypochloremic, hypokalemic metabolic alkalosis

Metabolic

Decreased lean and fat body mass

Decreased resting energy expenditure

Musculoskeletal

Growth retardation

Osteopenia

Cognitive

Impaired concentration and alertness

Distractibility

Apathy

Sleep disturbances

Neurologic

Muscle weakness

Peripheral neuropathy

Disordered thermoregulation

Reduced basal temperature

Inability to respond to ambient temperature changes

Seizures

Dermatologic

Dry skin

Alopecia

Lanugo hair

Pedal or pretibial edema

Orange skin

Brittle hair and nails

Calluses on knuckles due to self-induced vomiting (Russell’s sign)

Gynecologic

Amenorrhea

Dental

Enamel erosion

Salivary gland enlargement

AsThe physician also asks about symptoms of depression.

The patient admits to some longstanding feelings of

depression that had made her once consider suicide by

slashing her wrists with a knife. She decided this plan

“wouldn’t solve anything” and abandoned it. However,

she will not contract for safety (agree to call her physician

if she feels like hurting herself) regarding her suicidality

and cannot explain why she is reluctant to do so. She

reports feeling out of control and most likely to harm her-self

when she is in conflict with her parents.

• What psychological features are associated with eating

disorders?

Comorbid mental disorders in anorexia nervosa are exceed-ingly

common, but interrelationships are poorly understood

[1]. Comorbid disorders include anxiety disorders, personali-ty

disorders, and mood disorders; substance abuse and suici-dal

behavior often accompany an eating disorder as well [14].

Physician Assessment and Initial Treatment

Plan

The problem list developed by the primary care

physician consists of (1) depression and suicidality

and (2) eating disorder/anorexia nervosa. The patient

undergoes laboratory evaluation to determine the medical

consequences of her malnourished state. A baseline electro-cardiogram

(ECG) is also performed. Laboratory studies

show mild normochromic, normocytic anemia and a very

low erythrocyte sedimentation rate (< 5 mm/hr), both of

which are commonly seen in anorexia nervosa. The remain-der

of the laboratory studies and the ECG are normal.

A psychiatric assessment is immediately arranged

because of the patient’s active suicidality. She is subsequent-ly

admitted to a psychiatric facility for evaluation of suici-dality

and depression. Family therapy is initiated and the

patient is discharged after 3 days. Follow-up plans include

weekly psychiatric counseling and medical evaluations of

health and weight by her primary care physician. During her

inpatient stay, the patient is started on fluoxetine for man-agement

of her depression.

• What is the role of the primary care physician in man-aging

anorexia nervosa?

• What are general principles for successful care?

• What is the role of pharmacotherapy?

Role of the Primary Care Physician

Anorexia nervosa can be described as mild, moderate, or

severe, according to the severity of body image distortion and

the degree of physical complications associated with malnu-trition

and the patient’s weight control methods (Table 4).

The role of the primary care physician in the care of the

anorexic patient generally depends on severity of illness.

When caring for a patient with mild anorexia nervosa, the

primary care physician is responsible for assessing and mon-itoring

the patient’s physical status and weight loss plans.

Referral to a nutritionist for education and meal planning

may be indicated. Since a patient with mild anorexia is gen-erally

not underweight, the physician should set a weight

loss limit past which the patient will be referred for more
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Table 3. Laboratory Assessment of the Patient with a

Suspected Eating Disorder

CBC with differential and platelets

Erythrocyte sedimentation rate

Electrolytes

Cholesterol, triglycerides

Albumin

Prealbumin

ALT, AST

Lactic dehydrogenase

Gamma-glutamyl transferase

Creatinine

Total protein

Blood urea nitrogen

Urinalysis

Thyroid function tests

Luteinizing hormone and follicle-stimulating

hormone*

Electrocardiogram

Optional

Stool for occult blood and fat

PPD tuberculin test

Pituitary hormone levels

Imaging as indicated

Chest radiograph

Upper gastrointestinal series with small bowel

follow through

Barium enema

ALT = alanine aminotransferase; AST = aspartate aminotransferase;

CBC = complete blood count; PPD = purified protein derivative.

*Used when oligomenorrhea or amenorrhea is present.sociated illness

Depressionssociation; 1994.NOREXIA NERVOSAhiladelphia. intensive treatment, including inpatient hospitalization if

necessary. Reevaluation at intervals of 1 to 2 months is rec-ommended

until the patient has continued to maintain a

healthy weight and the body image distortion has lessened

[15,17].

Patients with established or moderate anorexia nervosa

require both medical and nutritional evaluation of their

weight loss, incorporating laboratory studies mentioned in

Table 3. Atarget healthy weight is established at no less than

85% of ideal body weight for height. The rate of weight gain

should be 1 to 2 lb per week, achieved by increasing caloric

intake by 200 to 300 kcal/day [15]. This increase is spaced at

intervals of 2 to 3 days as tolerated by the patient. The mal-nourished

adolescent with anorexia is hypometabolic. Her

initial calorie requirements may be as low as 800 to 1000

kcal/day [15]. She also can be so catabolic that a supranormal

caloric intake is needed to gain weight and become anabolic.

Medical, nutritional, and mental health counseling that takes

into account the developmental level of the patient should be

provided [5,14,18]. Structure for daily activities is provided

by setting specific guidelines regarding eating schedule, exer-cise,

after-school activities, and participation in sports and

recreation. Generally, participation in athletic endeavors is

prohibited until the patient reaches her target weight. Follow-up

visits should be scheduled at 1- or 2-week intervals to

monitor health and to maintain a therapeutic relationship

with the patient and family. If the weight loss continues and

symptoms persist, consultation with an eating disorder spe-cialist

may be necessary. Criteria for hospitalization need to

be discussed with the patient and family at this time [15].

Care of the patient with severe anorexia nervosa

involves medical and nutritional assessments, referral to an

eating disorder specialist, and facilitating hospitalization as

needed. The primary care physician should provide patient

and family support during and after hospitalization.

Principles for Successful Care

In the case of a suspected eating disorder, the primary care

physician should discuss the diagnosis openly with the

patient and family. Clarity, thoroughness, and directness in

the evaluation process help the patient and family accept

the diagnosis and build the foundation for a trusting rela-tionship.

Active patient participation and the formation of

a therapeutic partnership are essential to the success of

therapy [19]. Consistent adherence to a treatment plan

reflecting common goals agreed to by all parties (patient,

family, health care team) will optimize chances for a suc-cessful

outcome.

Pharmacotherapy

Antidepressants are often used when treating patients with

eating disorders. They decrease binge-purge behavior,

improve attitude about eating, and lessen preoccupation

with food and weight as well as treat concomitant depres-sion

[20–22]. The most common medications used are selec-tive

serotonin reuptake inhibitors (SSRIs; fluoxetine, sertra-line,

paroxetine, fluvoxamine, venlafaxine, buproprion).

However, evidence of benefit comes from pharmacologic

studies in young adult women, not adolescents [23,24].

Controlled studies in adolescents are rare for any eating dis-order

[25], and more research is warranted.

Outpatient Course

After discharge from the psychiatric facility, the

patient sees her primary care physician for weekly

weight checks and health status monitoring. She also is

referred to a nutritionist familiar with the care of patients

with eating disorders. Her current disease status is moderate

anorexia nervosa.
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Table 4. Clinical Classification of Anorexia Nervosa

Mild

1. Mildly distorted body image

2. Weight greater than or equal to 90% of average weight for

height

3. No symptoms or signs of excessive weight loss

4. Healthy weight loss methods:

a. Intake of more than 1000 kcal/day

b. Moderate exercise

c. No deliberate vomiting after meals (purging)

Moderate

1. Moderate distortion of body image that does not diminish with

weight loss

2. Weight less than 90% of average weight for height with refusal

to stop further weight loss

3. Symptoms or signs of weight loss associated with a denial that

any problem exists

4. Unhealthy weight loss methods:

a. Intake less than 1000 kcal/day

b. Excessive exercise

c. Purging

Severe

1. Grossly distorted body image that has not diminished with

weight loss

2. Weight less than 85% of average weight for height

with refusal to stop further weight loss

3. Symptoms or signs of extreme malnutrition, often coexisting

with denial regarding excessive thinness

4. Unhealthy weight loss methods:

a. Intake less than 1000 kcal/day

b. Excessive exercise

c. Purging

Adapted with permission from reference 15The physician, with the nutritionist, creates a meal plan to

allow the patient to gain weight and improve her health sta-tus.

She is to take in a minimum of 1800 kcal/day as 3 meals

and 1 snack. She is encouraged to think of food as her med-icine.

She is not allowed to participate in athletic activities.

During follow-up visits, there is discussion about her

eating behaviors and struggles. She is encouraged to ver-balize

her maladaptive thoughts regarding food and to

replace them with beliefs that are more rational. The par-ents

and physician set up a system of goals and rewards for

successful eating. If the patient reaches her target weight of

92 lb, she will be allowed to drive the car. The physician

obtains feedback from the parents about the patient’s per-formance

during the previous week.

During the first month posthospitalization, the patient

has mild weight fluctuations but is able to stay around 88 lb.

However, in the second month, after gaining 2.2 lb within

2 weeks, she begins to express more anxieties about food.

She states that she is afraid to eat for fear of becoming fat.

She is encouraged to maintain her current eating regimen,

yet by the following week she loses 4.4 lb by actively

restricting her intake. She describes feeling fat and not

wanting to gain further weight. The physician reminds her

that if her weight drops below 85 lb, hospitalization will be

necessary. In spite of this, the patient continues to lose

weight and reaches 83.3 lb in the third month of follow-up.

Her demeanor has changed from dysphoria to anxiety

and more active resistance to treatment. She denies feelings

of sadness or suicidal thoughts. She says that even though

she is below her minimum weight, she is fine and does not

need further intervention. When told by the physician that

she must achieve a weight of 85 lb within the next 4 days or

be hospitalized, she actively breaks down. She states that she

cannot eat any more but does not want to be hospitalized. At

this point, the physician decides that inpatient treatment is

warranted.

• When is medical hospitalization for an eating disorder

indicated?

Criteria for Hospitalization

Medical hospitalization is indicated when the patient cannot

demonstrate consistent behaviors that promote the mainte-nance

of a healthy weight. The patient with persistent

weight loss, acute food refusal, weight less than 75% of ideal

body weight, symptoms of hypovolemia, hypotension,

hypothermia, electrolyte imbalances, bradycardia and/or

syncope, or other acute medical disorders is a candidate for

inpatient treatment [4,10,16]. The goals of hospitalization are

to correct the medical consequences of malnutrition, to begin

refeeding, and to institute psychotherapy if this has not

already begun.

Hospital Admission and Inpatient Treatment

The patient is admitted to the adolescent unit of a

local children’s hospital because of failure to gain

weight during outpatient treatment. Patients with eating dis-orders

who are admitted to this unit receive care from an

interdisciplinary team consisting of representatives from

adolescent medicine, pediatric psychiatry, nutrition, nursing,

and social work. The attending physician is the team leader

and is responsible for coordinating the team and resolving

conflicts.

The team follows a guideline that identifies team mem-bers’

responsibilities and patient care activities beginning

with the initial assessment through 3 stages of treatment

(Table 5). In stage 1, the goal is for the patient to increase

nutritional intake, at least 50% by mouth, and to demonstrate

an adequate nutritional and metabolic state, as evidenced by

stable vital signs and normal laboratory values. The patient

and her family also agree to participate in psychiatric consul-tations

and appropriate therapy during the hospitalization.

In stage 2, the goal is for the patient to begin involvement in

the management of her care by showing responsible input

into menu choices, compliance with diet advancements,

activity limits, and weight gain. In stage 3, the goal is for the

patient to gradually resume the responsibilities of self-care.

This is demonstrated by the ability to independently choose

appropriate menus, by continued weight gain, and by con-tinued

compliance as privileges are extended.

The patient begins stage 1 of treatment after meeting

with the team and her family to discuss the results of her

assessments. Nutrition consists of 3 meals and 1 snack per

day. Nursing staff supervises the meals and the mandatory

rest periods that follow them. The patient is required to wear

a hospital gown during meals and to eat her food within

30 minutes. After that time, any food that remains uneaten is

replaced by mouth with a room-termperature liquid supple-ment

of equivalent calories. Use of the bathroom is always

supervised. Activities are limited to those on the unit and

visits by her family. Asocial worker and psychiatrist provide

family support and counseling.

With reluctance, the patient is compliant with the eating

disorder protocol. The goals of stage 1 are met after the first few

days of hospitalization. When she moves into stage 2, she is

allowed to know her weight. Patients have great fear of gain-ing

weight as they begin to eat more healthily. Their weight is

not revealed until they have demonstrated consistent eating

behavior. During stage 2, the patient is also allowed to begin

physical therapy for isometric exercise. Many athletic patients

Vol. 7, No. 6 JCOM June 2000 71

CASE-BASED REVIEWwith anorexia nervosa have great anxiety about exercise

restriction, and this physical therapy allows them to participate

in a nonaerobic activity to maintain flexibility. The patient’s

nutritional education is expanded, and she is included in meal

planning. Psychosocial support and therapy continue to be

provided. Although the patient expresses anxiety about the

amount of food she has to eat, she is able to meet her goal of

1800 kcal/day. In 4 days, the patient is advanced to stage 3.

Stage 3 is the longest and most difficult phase for the

patient. She has been hospitalized for an extended amount

of time and would like to go home. Active resistance to ther-

apy often becomes more evident at this time. During this

stage, she is allowed to lift 1 restriction each day, such as hav-ing

to eat dinner wearing a gown. Yet, after a few days of lift-ing

restrictions, she begins to act out, complain of abdominal

pain from the amount of food eaten, and refuses to eat her

breakfast and lunch. Her physical examination remains

unremarkable for any undiagnosed condition. She becomes

more upset when the physician decides to withhold diet and

privilege advancement until she becomes compliant. By the

next day, she states that she feels better and is able to eat all

of the food necessary to continue with the protocol.
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Table 5. Stage-based Approach to Management of Eating Disorders at the Children’s Hospital of Philadelphia

Stage 1

Patient

Eats all meals wearing a gown

Has sitter with each meal

Must eat everything on tray

Meals must be completed in 30 minutes

Rest periods after each meal

Supervised bathroom privileges

Cannot leave the floor and no visitors other

than family

Does not know weight or calories given

Medical

Coordinate treatment plan

Family meetings 2 times per week or as needed

Nursing

Daily monitoring weight, vital signs, meal

compliance

Psychiatry

Assist patient/family to understand and comply

with plan

Nutrition

Meet with patient/family for meal planning

Begin basic nutrition teaching

Social work

Coordinate sessions with psychiatry

Begin discharge plan and establish or contact

family support systems

Stage 2

Patient

Allowed to know weight and caloric intake

Allowed to do isometric exercise with physical therapist

Medical

Continue as before

May consider physical therapy consult

Nursing

Continue as before

Patient to increase activity as directed by physician

Psychiatry

Continue as before

Nutrition

Discuss caloric advances with the family as part of teaching

Begin completing menus with patient

Social work

Continue as before

Stage 3

Patient

Allowed to lift 1 restriction per meal (eg, gown with dinner) daily

or every other day

Medical

Attend/schedule family meetings

Set tentative discharge date

Lift restrictions slowly

Document all changes in progress notes

Arrange non-eating and eating passes with family

Nursing

Lift restrictions as directed by physician

Menu and caloric information may be shown to patient

Do not replace uneaten food

Continue to document patient/family responses to changes

Psychiatry

Support family in advancement/achievement of goals and

changes needed for transfer to outpatient therapy

Nutrition

Continue to advance nutrition education

Allow patient to plan meals with minimal guidance

Monitor intake

Social work
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