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For too long, the headlines about children’s health have been troubling—over 1,000 measles cases and heartbreaking, avoidable deaths 
due to missed immunizations. Vaccination programs continue to face threats from misinformation and hesitancy, making it feel like 
we are in a constant state of defense.

But now, finally, there is a reason to celebrate.

A significant breakthrough has emerged in the fight against RSV (respiratory syncytial virus), a common yet potentially severe infection 
in infants. The monoclonal antibody nirsevimab (Beyfortus®, AstraZeneca, Cambridge, UK) has resulted in a measurable reduction in 
hospitalizations among infants under 7 months of age during the 2024–2025 RSV season. This comes as nirsevimab rapidly replaced 
palivizumab (Synagis® Sobi, Stockholm, Sweden) as the preferred preventive option, administered in both hospitals and pediatric offices.

According to recent CDC data, infants eligible for nirsevimab experienced decreased hospitalization rates. In contrast, hospitalization 
rates increased in older children ineligible for this product, compared to rates in pre-COVID years. This pattern mirrors the successful 
rollout of past pediatric immunization breakthroughs, such as the Hib vaccine in the 1990s and the rotavirus vaccine, which nearly 
eliminated hospitalizations from those diseases. 

What Comes Next?

We will need to observe the data across several more seasons to confirm a causal relationship, a key element of Hill’s postulate, to confirm 
nirsevimab's lasting impact. But the early evidence is promising.

In addition, another preventive antibody, clersovimab (Merck & Co, Rahway, New Jersey USA), is currently under investigation and 
may be available by the 2025–2026 RSV season, offering another weapon in our arsenal against RSV.

On the maternal immunization front, the RSV vaccine Abrysvo® (Pfizer, New) has been recommended by the CDC and ACOG for use 
during weeks 32–36 of pregnancy, ideally between September and January. Yet uptake remains disappointingly low, with only 38.5% 
of pregnant women aged 18 to 49 having received the vaccine by the end of January 2025. Clearly, much work remains to be done to 
improve maternal vaccination rates.

The Role of Pediatricians and Public Health

Vaccination remains one of the most successful public health interventions ever, second only to the provision of clean water. To sustain 
and build upon these gains:

•	 Misinformation must be countered with evidence-based communication.

•	 Vaccine hesitancy must be met with empathy, education, and persistent advocacy.

•	 Pediatricians remain on the front lines—trusted sources of truth and influence in their communities.
Many of us still remember treating Hib meningitis, pneumococcal sepsis, rotavirus hospitalizations, and pertussis outbreaks. Thanks 
to vaccines, those harrowing cases have become rare, but they are not extinct. And none of us wants to return to those days.

The author(s) of each article appearing in this Journal is/are solely responsible for the content thereof; the publication of an article shall not constitute or be deemed to constitute any 
representation by the Editors or the Florida Chapter of American Academy of Pediatrics, Inc., that the data presented therein are correct or sufficient to support the conclusions reached 
or that the experiment design or methodology is adequate. Additionally, the views and comments expressed in the Editor's Note are the personal views and opinions of the author and 
do not necessarily reflect the views, opinions, or position of the entire Editorial Board or the Florida Chapter of American Academy of Pediatrics, Inc. 

EDITOR’S NOTE

Finally, Some Good News for Children—Thank God!

Mobeen H. Rathore, MD, CPE, FAAP, FPIDS, FSHEA, FIDSA, FACPE 
Editor, The Florida Pediatrician
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ABSTRACT
Adolescents with eating disorders presenting to primary care pediatric offices can be a challenging clinical problem to address. 
Clinicians should be able to identify the various types of eating disorders by applying DSM-5-TR criteria for Anorexia Nervosa(AN) 
(including the restricting and binge-purging subtype), Atypical Anorexia Nervosa (AAN), Bulimia Nervosa (BN), Binge Eating 
Disorder (BED), Avoidant Restrictive Food Intake Disorder (ARFID), and Other Specified Feeding and Eating Disorders (OSFED). 
Old theories that eating disorders occur because of faulty parenting have been refuted. Knowing the risk factors and how a combination 
of genetic, sociocultural, psychological, and biological factors contributes to the development of eating disorders can help the provider 
convey to the patient and their family an understanding of these at-times puzzling disorders and potentially alleviate guilt that this is 
their fault. Individual vulnerabilities likely combine with environmental triggers leading to the cognitive and behavioral characteristics 
found in patients presenting with an eating disorder. Fascinating studies are developing a greater insight into the complexity of eating 
disorders and hold potential keys to management. The clinician should be aware of the potential complications seen in patients with 
eating disorders involving many organ systems, including cardiovascular, endocrine, nutritional, gastrointestinal, hepatic, pulmonary, 
cerebral, hematologic, and renal. Electrolyte abnormalities and specific vitamin and mineral deficiencies can be seen. Bone development 
can be adversely affected. Higher rates of mortality are seen. Co-morbid psychiatric disorders, including suicidality, depression, 
and anxiety, occur more frequently with eating disorders. This review provides a comprehensive introduction to the definition, 
epidemiology, etiology, and complications of eating disorders.

INTRODUCTION
Eating disorders are very common, with approximately 5% of females experiencing Anorexia Nervosa (AN), Bulimia Nervosa (BN), or 
Binge Eating Disorder (BED) by age 20.1. They may present with a broad spectrum of symptoms, making identification a challenging 
task for the busy clinician at times.

With an annual estimated cost of $64.7 billion in the United States and a mortality rate among mental health problems second only to 

James J. Burns, MD, MPH, FAAP 
University of Florida, College of Medicine

Eating Disorders: What We Know About Their 
Epidemiology, Causes, and Complications

REVIEW ARTICLE
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opiate overdose, the impact of these conditions is immense.2 Clinicians must be aware of eating disorders, diagnose them early, and 
ensure the provision of appropriate care. Frequently, patients with eating disorders are unnecessarily subjected to extensive diagnostic 
evaluations to rule out organic etiologies for their symptoms. Several clinical references provide the clinician with guidance on best 
practices.3-8 There are five main types of eating disorders, including AN, BN, BED, Avoidant Restrictive Food Intake Disorder, and 
OSFED as defined in the Diagnostic and Statistical Manual, Fifth Edition, Text Revision (DSM-5-TR).9 

This paper aims to define the types of eating disorders and describe the epidemiology, pathophysiology, clinical features, and 
complications. Paul Robinson will discuss how to assess patients in the office, and Jasmine Reese and her team at Johns Hopkins All 
Children’s will discuss the various options for managing patients. Of note, most patients with eating disorders can be managed as 
outpatients using Family-Based Therapy. 

DEFINITION AND DESCRIPTION OF EATING DISORDERS
Anorexia Nervosa (AN)

AN is a condition where the patient restricts calorie intake for at least three months, leading to low body weight. Calorie restriction 
is typically less than 1,000 calories and can often be as low as 600-700 calories or less per day. Accompanying this is a disturbance in 
body image that affects their view of self. They usually deny they are underweight but rather feel that they are too heavy and fail to 
understand how low weight is a serious health risk. Additionally, they have an intense fear of gaining weight even though they are 
malnourished. There are two subtypes of AN, including restrictive and binge-purging. 

Patients with AN frequently weigh themselves, overestimate food calories, and often perform self-checks in the mirror. They wear 
baggy clothes to hide their thin body. Athletes with AN may over-exercise, even when sick, injured, or in poor weather conditions. 
These exercises may be done in secret in the middle of the night and are compulsive, with feelings of guilt if they skip a day.7 Anorexic 
behaviors are ego-syntonic, and patients feel restricting is making them healthier and, in their mind, is a good thing. 

Low weight criteria in children and adolescents as defined in the DSM-5-TR, is body mass index (BMI) less than the 5th percentile. 
Additional guidance is found in the Society for Adolescent Health and Medicine position paper, which characterizes malnutrition 
based on percent median BMI as mild (80-90%), moderate (70-79%), or severe (<70%).3 Of note, the consensus is that admission to 
the hospital is generally indicated for a BMI ≤75% of the median BMI (see other criteria below). 

In adults, low weight criteria as defined in DSM-5-TR are a BMI <18.5-19 kg/m2 for the diagnosis of AN. Further classification includes 
mild (BMI 17-19 kg/m2), moderate (BMI 16-16.9 kg/m2), severe (BMI 15-15.9 kg/m2), and extreme (BMI <15 kg/m2). 

Atypical AN (AAN), listed in the DSM-5-TR9 in the OSFED category, is a condition where the patient meets the criteria for AN but 
does not yet meet the requirements for low weight. These patients are at risk for many of the complications, as patients meeting the full 
criteria for AN, and this category appears to be more common than AN. Weight loss, which is a significant feature, can be categorized 
as mild (5%), moderate (7.5%), severe (10%), or when the time frame is known as moderate (5% in one month, 7.5% in 3 months, 10% 
in 6 months or 20% in 1 year), severe (>5% in one month, >7.5 % in 3 months or >10% in 6 months, >20% in one year).3 There are 
often strong anorexia thinking patterns with AAN, and patients may have delays in diagnosis because of their normal weight, allowing 
restricting behaviors to become well-established. The new DSM-5-TR9 adds that individuals with atypical AN may experience many 
of the physiological complications associated with AN.

Amenorrhea has been removed from diagnostic criteria for AN as per DSM-5-TR9, but is frequently present. Also, the return of menses 
can be a valuable measure of physiologic recovery. 

There are two other conditions with potentially overlapping features to anorexia: the relative energy deficiency in sports (RED-S), 
formerly called the “Female Athletic Triad,” and orthorexia nervosa. RED-S is seen in athletes with osteoporosis, disordered eating, 
and an imbalance in calories eaten vs. calories burned. In females, there is amenorrhea.10 Orthorexia nervosa, as described in a recent 
consensus statement11, pertains to an individual who obsesses over food quality, resulting in potential nutritional deficiencies. 

Although not included in the DSM-5-TR9, a new category of severe AN, named AN-PLUS, has been recently coined. The “PLUS” 
mnemonic refers to P-poor quality of life, L-Lack of treatment response, U-unstable medically, and S-severe symptoms. This category 
describes a treatment-resistant form of AN that presents unique clinical challenges and ethical dilemmas.12 

Bulimia Nervosa (BN)

BN is defined by DSM-5-TR9 as recurrent episodes of binge eating, with food intake much higher than usual over a 2-hour time frame, 
and feeling a lack of control over eating. Additionally, BN involves compensating behaviors after the binge, including self-induced 
vomiting, misuse of laxatives, diuretics, enemas, fasting, and, as with anorexia, inappropriate exercising. In BN, these behaviors occur 
at least once a week for the previous three months. Again, as in AN, self-evaluation is influenced by body shape and weight, and 
patients with BN seek weight loss as a goal. In many cases, weight is in the normal or overweight range. 



THE FLORIDA PEDIATRICIAN – SUMMER 2025 9

There are four categories of severity based on the frequency of binging/purging behavior with mild 1-3, moderate 4-7, severe 8-13 
episodes, and extreme >14 episodes per week. Examples of unambiguously significant episodes of binge eating might include four 
bagels with spread, one box of cereal, a whole box of graham crackers, or six bananas.7 

Bulimic behavior is ego-dystonic; that is, patients feel shame and self-recrimination. There may be triggers for binge eating, such as 
depressed feelings, stress, fasting, and boredom.9 The most common compensatory behavior involves self-induced vomiting with 
instruments such as toothbrushes or fingers. Ipecac, historically used to induce emesis for overdose poisoning, with known cardiotoxic 
effects, is sometimes used and can be ordered online. As with anorexia, the patient may overexercise. Many of the behaviors of BN are 
done in secret. Between binge-purge cycles, the patient may fast or attempt to eat healthy, low-calorie foods.

Eighty percent of patients with BN have one or more co-morbid psychiatric conditions, including depression, bipolar disorder, 
obsessive-compulsive disorder (OCD), post-traumatic stress disorder (PTSD), anxiety, substance abuse, and borderline personality 
disorders (cluster B). As with atypical anorexia, patients who have symptoms of bingeing and purging at a frequency of less than once 
per week or for less than three months fit into the OSFED category, as do patients with purging without bingeing. Patients with BN 
are more impulsive and may shoplift, steal, and sexually act out, compared to patients with anorexia nervosa.6 

Binge Eating Disorder (BED)

BED is now a formally recognized eating disorder in DSM-5-TR.9 BED is where the patient has binge eating at least once a week 
for three months without purging or other compensatory behaviors. Bingeing is defined the same as BN, i.e., large amounts of food 
with a sense of loss of control of overeating. However, there is no compensatory behavior. The degree of severity is the same as with 
bulimia and is defined by the number of binge-eating episodes per week. As with bulimia, there is marked shame and distress with 
the behaviors (ego-dystonic), and there are often triggers for the binge. BMI is usually normal or overweight. A person who has binge 
eating less than once per week for less than three months is placed in the OSFED category. 

Avoidant Restrictive Food Intake Disorder (ARFID)

ARFID is a condition in which a patient fails to maintain adequate weight and avoids food due to at least one of the following: 1) Lack 
of interest in eating, 2) Sensory characteristics of food, such as textures, smells, color, or taste, and 3) Concern about the consequences 
of eating, such as choking, vomiting, and abdominal pain. About 14% of inpatients with eating disorders have ARFID. Patients may 
need to rely on enteric tubes or oral supplements. There are no body image issues with ARFID, and there is no desire to lose weight or 
fear of gaining weight. Many patients state they wish to gain weight. Patients with ARFID have more concomitant autistic disorders, 
attention deficit and hyperactivity disorder (ADHD), and anxiety. 

Patients with ARFID have low body weight that is usually not as low as that of AN patients. Additionally, weight loss in ARFID tends 
to be more chronic rather than the dramatic, extreme weight loss seen in AN. Families with ARFID patients may try to accommodate 
their child’s or teen’s food preferences, perpetuating significant restrictions on diet choices. 

Two other feeding and eating disorders that will not be a primary focus of this review are pica and rumination. Patients with Pica have 
recurrent episodes of eating nonfood substances. Pica can be caused by organic causes such as iron deficiency or lead poisoning. Pica 
may lead to complications such as bezoars. Adolescents with developmental disabilities, autism, or other mental health issues such as 
OCD or schizophrenia may exhibit pica. Patients with Rumination disorder regurgitate their food. They may then re-chew, swallow, 
or spit the food out. There is no underlying medical cause for this. Rumination behavior may be a category of self-stimulation seen 
in autistic or developmentally disabled children.9 

EPIDEMIOLOGY OF EATING DISORDERS
The epidemiology of eating disorders varies considerably depending on the population sampled, the year the study was conducted, 
the research methods employed, and the diagnostic definitions used. There is likely a tendency to underestimate prevalence due to 
patients with eating disorders not seeking help for their disorder. 

Lifetime prevalence, defined as the estimated number of adolescents who have experienced an eating disorder at some point in 
their lifetime, was found to be 5.7% among females and 1.2% among males in a Dutch cohort study of 1,584 adolescents aged 11-19. 
Additionally, the lifetime prevalence of DSM-5-TR9-diagnosed eating disorders was as follows: AN: 1.7% in females, 0.1% in males; BN: 
0.8% in females, 0.1% in males; BED: 2.3% in females,0.7% in males; and OSFED: 0.6% in females, 0.3% males.13 A systematic review 
found a 0.3% to 15.5% prevalence in non-clinical adolescent samples for ARFID.14 Most studies generally agree with these statistics. 

However, a prospective Finnish population-based twin study that followed 1,347 adolescents from 12 to 22 years of age, found the 
lifetime prevalence of having any eating disorder was 17.9% in females and 2.4% in males. The lifetime prevalence rates for subcategories 
of eating disorders were as follows: AN, 6.2% in females and 0.3% in males; BN, 2.4% in females and 0.16% in males; and BED, 0.6% in 
females and 0.3% in males. These unexpectedly high rates remained high, controlling for potential factors such as the twin population 
and location. This study is likely a more accurate reflection of the true epidemiology of eating disorders because it was prospective, 
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long-term, and used more precise diagnostic tools.15 

As noted above, eating disorders are less common among men, accounting for an estimated 10% of AN, 25% of BN, and 33% of BED 
cases.6 ARFID rates were similar for men and women. When associated with autism, men had higher rates of ARFID.9 The onset of 
eating disorders varies by type, with AN onset in late childhood and early adolescence, BN and BED onset in late adolescence and 
young adulthood, and ARFID onset in childhood.16 All socioeconomic and racial categories are affected by eating disorders, with 
higher rates seen in LGBTQ adolescents.17 There is some evidence that Hispanic youth with eating disorders are underrecognized.17,18 
Data indicate that rates of referrals and hospitalizations have been increasing both before and since the COVID-19 pandemic.19-21 

Additionally, perinatal risk factors have been found to be related to eating disorders, including prematurity, increasing parental ages, 
multiple births, C-sections, and congenital malformations of the mouth.22,23 AN and BN may be seen more commonly in certain sports 
such as gymnastics, running, wrestling, dance, and modeling.24

ETIOLOGY OF EATING DISORDERS
Multiple factors contribute to eating disorders, including genetic, environmental, psychological, sociocultural, and biological factors. 
Much has yet to be clarified, and in many circumstances, it is challenging to determine which findings are a primary factor in the 
etiology or the consequences of the disordered eating behaviors. 

Genetic: In a study of 1,831 relatives of 504 probands with eating disorders, there was an 11.3-fold relative risk of AN for female 
relatives of a proband with AN and a 12-fold relative risk of AN when the proband had BN. Also, there was a 4.2 relative risk of BN 
for female relatives of a proband with AN and a 4.4 relative risk of BN if the proband had BN. 

Twin studies indicate that the proportion of AN attributable to genetic factors ranges from 16% to 74% for AN, 28% to 83% for BN, 
and 39% to 45% for BED.25,26 A sizable Swedish twin study showed a genetic correlation with AN of 57% for strictly defined AN, 62% 
for BN, and 60% of the genetic effects of AN and BN may be shared.27 

Genome-wide association studies have also added substantial knowledge. Eight significant loci were identified in AN through a 
genome-wide association study involving 16,992 individuals with a history of AN and 55,525 controls. Also, genetic correlations were 
seen with OCD, depression, anxiety, schizophrenia, physical activity, and educational attainment.28 Another genome-wide association 
study found common genetic variants in 20%. There was one significant locus on chromosome 12. This is a region that is also associated 
with type 1 diabetes and autoimmune disorders. There were no genome-wide associations between eating disorders and obesity, as 
well as insulin or glucose levels.29 Genome-wide association studies are ongoing for other eating disorders.25 

Sociocultural Environment: Eating disorders may be influenced by environments where physical appearance is overvalued, such as 
at school and by family.30 Teasing from peers may set in motion body dissatisfaction and dieting behaviors. It is estimated that 60-70% 
of high school girls are dieting. Earlier studies indicating that dysfunctional families led to anorexia have not been borne out. They 
are more likely related to the stress that having a teen with an eating disorder places on a family. However, child abuse has been found 
to correlate with increased rates of eating disorders.31,32 

Media exposure is associated with body image dissatisfaction. Girls who want to look like characters on TV shows were twice as likely 
to be constant dieters or to have purging behaviors.33 Reading girls’ magazines doubles the risk of eating disorders.34. Social comparison 
is associated with higher body dissatisfaction. A study by Becker in Fiji found higher ‘EAT’ scores and an increase in purging after the 
introduction of Western television.35 Studies have shown a correlation between social media usage and disordered eating cognitions 
and behaviors.36 Fifty studies in seventeen countries indicate that social media usage may lead to eating disorders by inducing social 
comparison, thin/fit ideal internalization, and self-objectification.37

Psychological: Temperament characteristics of patients with AN include perfectionism, obsessionality, reward dependence, negative 
affectivity, and neuroticism.23,26,30,38 

Cognitive problems associated with AN include set-shifting difficulties (defined as a component of executive function that involves 
flexible thinking and the ability to multitask), rigid thinking, difficulties adapting to change, and problems with poor central coherence 
(a bias toward processing details at the expense of the broader context).39 Conditioned learning may be a factor similar to what is seen 
in the cerebral mechanisms of addiction. Exposure to low-calorie foods, activities, and thin body images is perceived as abnormally 
rewarding.40 Dieting may also be a significant trigger for the onset of AN.23,30,41

In the Minnesota starvation experiment conducted in 1945 by Ancel Keys, research was conducted on normal conscientious objectors 
to determine the physical and mental effects of starvation and how to manage these effects. This was done to address the anticipated 
large number of starving people from WWII. The researchers found many behaviors/characteristics of starvation were similar to those 
seen in eating disorder patients, including an obsession with food, anxiety, irritability, eating rituals, cutting food into small pieces, 
holding food in their mouths, and taking a long time to eat. With refeeding, many of the mental issues improved. This implies that 
behaviors seen in AN may result from the physiological effects of malnutrition.42 
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Biological: Fascinating research is being conducted to elucidate the neurobiology of eating disorders. Many neuropeptides are being 
discovered that regulate food intake. The list is ever-growing and includes appetite stimulants such as neuropeptide Y, agouti protein, 
melanin-concentrating hormone, ghrelin, phosphine, and adiponectin, as well as appetite suppressants including leptin, spexin, 
kisspeptin, oxytocin, nesfatin-1, GLP-1, amylin, and peptide YY. Some are made in the hypothalamus, some in adipose tissue, some 
in the pancreas, and some in the stomach and intestine. 

Additionally, functional magnetic resonance imaging in patients with AN appears to reveal dysregulation of neural activation 
throughout the entire brain. It is theorized that multiple parts of the brain may be involved in behavioral features of AN. Studies have 
found that altered activation of the front-striatal and limbic circuits are involved with reduced activity in lower brain regions. Limbic 
circuits were found to be inhibited by inputs from the cognitive areas such as the dorsolateral prefrontal cortex and parietal cortex, 
suggesting dysregulation that could explain restricted eating.43 Studies have investigated the reward circuits, which may be altered in 
AN, BN, and BED. Serotonergic and dopaminergic pathways are also believed to be involved.44,45 

Gastrointestinal hormones, including ghrelin, an appetite stimulant secreted by the stomach, were elevated in AN. It appears that a 
central nervous system resistance to ghrelin develops in AN, which is felt to be due to an alteration in the reward circuitry. Peptide 
YY is an appetite suppressant released by the distal intestine in response to caloric intake. Levels of peptide YY are elevated in patients 
with AN, which may contribute to reduced intake. Agouti-related peptide, another mediator that increases appetite and decreases 
metabolism, is found in higher amounts in AN. Restricted eating may be due to inaccurate hunger signals (anterior insula) or decreased 
neural sensitivity to the reward value of food taste during hunger (dorsal striatum, frontostriatal circuits). Another area of study is the 
role of the gut microbiome, which may be a factor in eating disorders.45 Clearly, further study is needed. 

COMPLICATIONS OF EATING DISORDERS
Virtually every organ system is affected by eating disorders. Lower BMI correlates with medical complications.23 Several references 
provide a comprehensive discussion of these complications.5-7,23,46,47

Mortality rates for AN are estimated to be 5.6% per decade.48 Suicide may account for as much as 20% or more of deaths in AN.49,50 
Mortality in anorexia may be due to fatal dysrhythmias from low phosphorus, low potassium, hypoglycemia, and cardiac etiologies. 
Standard mortality ratios compared to normal populations were 4.7-5.9 for AN and 1.9-2.3 for BN.49,51 Suicide risk is 18 times greater 
in AN than in controls. In both AN and BN, 25%-33% have suicidal ideation, and similar rates have attempted suicide. Suicide ideation 
in BED was found in 25%.9 

The heart is affected by having an eating disorder, with bradycardia being found in nearly all AN patients. This may degenerate into 
sinus pauses, junctional rhythm, premature ventricular contractions, and then more malignant life-threatening arrhythmias. This is 
alleviated with nutritional recovery. A reduced ventricular ejection fraction is observed in 15%. With AN, left ventricular mass and 
cardiac output are reduced. Heart failure may be seen as a consequence of refeeding, dehydration, anemia, and pericardial effusion.52 
Mitral valve prolapse and pericardial effusion can also be seen. Myocardial fibrosis, which has been associated with sudden death, was 
seen in 23% of 40 patients with AN and 0% in controls.53 Some references cite QTc prolongation as a feature of AN and a mechanism 
of malignant arrhythmias and, potentially, sudden cardiac death. However, more recent large meta-analyses and cohort studies have 
not found any prolongation of the QTc interval.54,55 Additionally, prolonged QTc in AN patients is not associated with arrhythmias 
or mortality. If QTc is prolonged, it should be evaluated for potential secondary causes rather than assuming AN is the cause. The 
sinus pauses and bradyarrhythmia may be more related to sudden death than prolonged QTc.23 Patients with eating disorders have 
hypotension, especially seen with upright posture. As noted above, low potassium or phosphorus can lead to sudden cardiac death, as 
can refeeding syndrome. Finally, patients may attempt to cause vomiting by ingesting ipecac, which can lead to emetine cardiotoxicity. 

Eating disorders can affect the endocrine system, leading to decreased IGF-1 and increased GH levels due to GH receptor resistance. 
The GnRH pulse generator is not functioning normally in AN, leading to pre-pubertal levels of FSH and LH, which can lead to pubertal 
delay, amenorrhea, short stature, and decreased bone calcium during a critical time in adolescence. Although reduced T3 and T4 levels 
can be seen in AN, they do not indicate thyroid hormone deficiency. Instead, they represent the “euthyroid sick syndrome” from the 
effects of malnutrition. Elevated glucocorticoid levels are seen in response to starvation, which stimulates gluconeogenesis and can 
decrease bone calcium. Glucose levels are low in AN and may be associated with sudden death. This may be due to liver injury or 
glycogen depletion. Increased cortisol and GH increase glucose in starvation, providing some adaptation. 

Hyponatremia, a common finding, may be due to purging or syndrome of inappropriate antidiuretic hormone (SIADH). It can also 
be seen in patients who water load to increase weight before weigh-ins. Additionally, central diabetes insipidus can occur, leading to 
hypernatremia due to defects in the release of vasopressin. This may become clinically relevant with fluid restrictions. 

Bone mineralization is lower in AN.23 This is felt to be due to several hormonal and nutritional factors. This may not be completely 
reversible. Males and females with AN are at risk for low bone mineral density. This is seen mainly in restricting eating disorders. 
Adolescence is a critical period for bone density development, with approximately 95% of calcium being deposited in bone by age 
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19. In females, decreased estrogen levels lead to increased bone reabsorption. In males, low testosterone levels are associated with 
reduced bone mineral density (BMD). Other factors include GH resistance and elevated cortisol levels. Low calcium and vitamin D 
intake also contribute to low bone density. Low BMD is associated with spondylolysis in gymnasts and dancers, as well as tibial stress 
fractures in runners. This risk persists for decades.

Also, with weight loss in AN, hypothermia is often seen. This may be due to a reduced basal metabolic rate, inadequate body insulation, 
and hypoglycemia. Attempts to counteract this include stimulating non-shivering thermogenesis, which manifests as hyperactive 
behaviors.56

Due to poor intake, iron deficiency, hypophosphatemia, hypomagnesemia, hypokalemia, low zinc, and various vitamin deficiencies, 
including Vitamin C, can be present. Especially concerning may be thiamine deficiency, which can cause Wernicke’s encephalopathy 
or Korsakoff psychosis. Copper, selenium, vitamin B12 (cobalamin), and vitamin B9 (folate) levels may be too low. Zinc deficiency 
can present with abdominal pain, alopecia, anorexia, blepharitis, corneal opacities, delayed wound healing, depression, dermatitis, 
diarrhea, dysarthria, impaired taste, fever, glossitis, growth retardation, hypogonadism, immune dysfunction, impaired concentration, 
intention tremor, nervousness, night blindness, nystagmus, paronychia, pica, and stomatitis. Protein levels are often preserved in AN 
due to a minimally adequate intake of lean meat.

Hypophosphatemia may occur during binge eating episodes or in refeeding syndrome in malnourished patients during the process 
of increasing caloric intake, where phosphorus is shifted from the blood into cells. In a study of 374 severely malnourished patients 
with AN, 64.3% were zinc deficient, 54.2% were vitamin D deficient, 37.1% were copper deficient, 20.5% were selenium deficient, 15% 
were vitamin B1 (thiamine) deficient, 4.7% were vitamin B12 deficient, and 8.9% were folate deficient.57

Most patients with AN have gastrointestinal (GI) complaints. There can be problems with severe constipation, nausea, abdominal pain, 
vomiting, heartburn, dysphagia, reflux, and bloating. Gastroparesis leads to early satiety, reflux, and decreased eating. These many 
symptoms were found to be more related to somatization than eating disorder severity. If the patient is severely malnourished with 
significant abdominal discomfort, it is worth evaluating them for superior mesenteric artery syndrome or median arcuate ligament 
syndrome.

AN can affect the liver, leading to hypoglycemia. Elevated liver enzymes can result from fatty liver during refeeding. Additionally, liver 
ischemia, autophagy, and apoptosis of hepatic cells may occur. Furthermore, there are higher rates of pancreatitis associated with AN. 

Complications of purging, as seen with AN or the binge-purging subtype of AN, include complaints of dizziness, heartburn from 
gastroesophageal reflux, dysphagia, bloating, and abdominal pain. Physical findings may include orthostatic hypotension, palatal 
scratches, a loss of the gag reflex, esophageal dysmotility, salivary gland enlargement, subconjunctival hemorrhage, dental enamel 
erosion, abrasions on the dorsum of the hand (Russel sign), rupture of the esophagus (Boerhaave’s syndrome), upper GI bleeding 
from Mallory-Weiss tears of esophagus, and pancreatitis. Abuse of laxatives might lead to damage to the colon and rectal prolapse. 

Edema can occur, especially when purging is discontinued. Purging can lead to dehydration, hypokalemic alkalosis from vomiting, 
hypomagnesemia and hypophosphatemia, and hypochloremia. Laxatives may cause hyperchloremic acidosis because the bicarbonate 
secreted by the pancreas is trapped by magnesium and sulfates and excreted into the stool. 

AN often affects the pulmonary system, including weak respiratory muscles, dyspnea, reduced pulmonary capacity, and emphysematous 
changes. The patient may experience aspiration pneumonia due to vomiting when purging behaviors occur. Pneumothorax or 
pneumomediastinum can occur from purging (Boerhaave syndrome) or with severe malnutrition (the Macklin effect, which involves 
alveolar rupture due to increased interalveolar pressure and low vascular pressure). 

There are effects of anorexia on the brain, including impairment in thinking/learning, problems with attention, concentration, problem-
solving, psychomotor slowing, and lack of insight. Thus, it is imperative that nutritional recovery is begun before attempts at meaningful 
psychotherapy, which may not be effective in starvation. 

The bone marrow is replaced with a thick mucopolysaccharide substance, resulting in low WBC, anemia, and thrombocytopenia. 
Iron, B12, and folate deficiency may also potentially cause anemia. The sedimentation rate should be low; if it is high, it should raise 
suspicion of an undiagnosed inflammatory disorder. 

Reproductively, amenorrhea occurs in 84% of females with AN. There is also an increased likelihood of miscarriage, preterm birth, 
neonatal microcephaly, small for gestational age, and perinatal mortality. Interestingly, teens with eating disorders have higher rates 
of pregnancy than their same-aged peers23. 

Skin findings in eating disorders include lanugo, dry skin, brittle nails, acrocyanosis, carotenemia, and edema. In addition, there are 
deficits in wound healing. 

Renal findings may include kidney stones from vitamin D excess, sterile pyuria, poor concentration, edema, decreased GFR, elevated 
BUN, and alkaline urine. Prerenal and renal failure may also be seen. 
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Comorbid psychiatric disorders can occur in patients with eating disorders. With ARFID, there are increased rates of anxiety disorder, 
OCD, autism, ADHD, and intellectual disability. With AN, there may be bipolar, depressive, and anxiety disorders, and alcohol use 
disorders, especially if there is purging. In BN, there are frequent comorbid mental health disorders, including depression, bipolar 
disorder, anxiety, borderline personality disorders, and substance use disorders (especially alcohol or stimulant use disorders being 
found in 30% of BN patients). In BED, there are similar rates of comorbid mental health problems as is seen in AN or BN. The most 
common being major depressive disorder and alcohol use disorder.9 

CONCLUSION
Eating disorders are being seen with increasing frequency in pediatric practices. Clinicians must recognize the five unique presentations, 
including anorexia nervosa, bulimia nervosa, binge eating disorder, avoidant restrictive food intake disorder, other specified feeding 
and eating disorders, and their variants, such as atypical anorexia nervosa. They are due to genetic, sociocultural, psychological, and 
biological factors. The clinician should be aware of the significant complications seen in patients with eating disorders involving most 
organ systems. Electrolyte abnormalities, bone development deficiency, and increased rates of mortality are commonly seen. Comorbid 
psychiatric disorders, including suicidality, depression, and anxiety, occur more frequently with eating disorders. 
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INTRODUCTION
There are numerous excellent reviews on eating disorders in the literature, including Dr. Burns’ review article in this issue.1, 2 However, 
few of these reviews give a step-by-step guide to help the pediatrician faced with a patient with an eating disorder in their office. Recent 
reviews that do this well are those by Hornberger3 and Golden.4 This article serves as a guide for general pediatricians to manage 
patients with eating disorders in the office setting. It represents the authors’ 90 years of combined experience and, we hope, will help 
you feel more comfortable with these patients in your office.

THE SET-UP
You are working in your office when you see a patient for a check-up. You note that the patient, age 13 years, has lost 20 pounds since 
her last visit. In taking the history, it appears she has an eating disorder (for this review, we will assume your patient is a female since 
90% of patients with eating disorders are3). She is talking about feeling fat, constantly “body checking” and looking in the mirror, 
weighing herself several times a day, reading recipe books, cooking but not eating the food she cooks, and exercising more than she 
should. Now what?

THE HISTORY
Take a good history of her symptoms. Having the parent present during the history-taking is helpful for these disorders, at least during 
the initial visit. The patient often denies behaviors or symptoms while her parent nods vigorously about them. We usually ask some 
of the following questions, including a full review of systems (ROS) and menstrual history. The full ROS is helpful because it helps 
tweak the patient’s and parents’ memory about symptoms she may have had but not considered to be an issue:

•	 When did you start having concerns about your body size or shape?

•	 With what part(s) of your body are you uncomfortable? 
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•	 When did you make changes to your diet and lifestyle? Often, the person has had eating-disordered thoughts for months to 
years before they change their diet.

•	 Are you exercising? How much? What time of day? (One of the authors once had a male patient who ran wind sprints in his 
yard every morning at 5 a.m.) 

•	 Are you using any other methods to lose weight? Vomiting? Laxatives? Diuretics?

•	 Some of my patients tell me they have a little voice in their heads that is telling them to lose weight. Some have even named the 
voice! Are either of these things true for you?

•	 What is your goal weight? Have you had other “goal weights” you have already passed? One of the things that distinguishes a 
patient with an eating disorder from a person without such a disorder is the fact that they are never comfortable once they get 
to a goal weight. Hence, they keep losing. The thoughts often get stronger as their weight decreases.

•	 What was the first day of your last menstrual period? Have you lost your period? Are you having intermittent heavy bleeding? If 
so, for how long? 

•	 Are you cold all the time, even when others are comfortable? 

•	 Have you almost fainted or fainted? 

•	 Are there any times you feel your heart beating fast or slow?

•	 Do you feel dizzy or lightheaded at times?

•	 Are you constipated? 

•	 If purging, have you had blood in your vomitus? If using stimulant laxatives, are you increasingly constipated? Are you having 
recurrent abdominal pain?

•	 Are you having headaches, particularly in the morning?

•	 Are there any vision changes?Seeing spots or stars? Any times when things fade to black?

•	 Are there any changes to your strength?

•	 Are there any muscle cramps? Any chest pains? Shortness of breath? This is a concerning sign and warrants laboratory and 
electrocardiogram (EKG) evaluation.

THE PHYSICAL EXAMINATION
•	 We all know how to perform an excellent physical examination, but it is essential to understand a few unique issues in 

examining patients with an eating disorder. 

•	 Obtaining the patient’s weight: Patients with eating disorders should not be weighed in their clothes or with shoes on. They 
should, almost universally, be weighed in a gown with their backs to the scale so they cannot see their weight. If we have a new 
patient whose parent is concerned about an eating disorder, we always weigh the patient as noted above—more about this in 
the following section.

•	 Calculating the percent of expected body weight: Many centers have started looking at an adolescent’s historical growth curve 
(before they became sick) to determine a target weight for treatment. If your patient presents with a body mass index (BMI) at 
the 3rd percentile (%ile) and was at the 35th percentile BMI before becoming ill, it is easy to calculate a reasonable goal weight 
if it were at the 35th %ile for BMI. The same would be true if her premorbid weight were at the 85th %ile. You can calculate 
it the old-fashioned way: BMI at her x%ile for age = kg/height (m)2. Solve for kg. Then, you can calculate your patient’s 
percentage of premorbid BMI. The Baylor College of Medicine Children’s Nutrition Center has a nifty calculator one can use 
to find this information.5 If her weight is less than 75% of the median BMI, most centers would recommend admission for 
medical stabilization (see article by Drs. Feldman and Ward in this issue). 

•	 Other physical changes to look for include:

	◦ Bradycardia (resting heart rate <60 beats per minute [bpm])

	◦ Orthostatic hypotension (an increase in pulse from lying to standing of 20 bpm or a decrease in systolic blood pressure 
by 20 mmHg and/or diastolic blood pressure by 10 mmHg)6

	◦ Russell’s sign (calluses on the dorsum of the 2nd and 3rd phalanges associated with self-induced vomiting) 

	◦ Parotid enlargement (associated with purging behaviors)

	◦ The examiner notes chewing gum in the patient’s mouth during the examination
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	◦ Red, chapped hands 

	◦ Lanugo (if her weight is very low) 

	◦ Low body temperature

LABORATORY STUDIES
If your patient’s weight is very low and you feel you need to draw labs, it is crucial to let the patient know that you are drawing labs 
because her weight is low, but that you “expect them to be normal, but that does not mean you are ok!” If you act very concerned about 
your patient’s weight and draw labs and then call her to tell her they are normal, it will play right into her eating-disordered thinking 
that she is “fine and everyone else is worrying for nothing.” We have seen several adolescents, over the years, who are close to death 
from their anorexia nervosa, whose labs are normal or minimally abnormal. The body maintains normalcy until it can no longer do 
so! We inform our patients of this when we draw their labs.

Laboratory studies that may be useful include:

•	 Complete blood count with platelets and differential

•	 Serum electrolytes

•	 Liver function tests

•	 Lipid panel (not fasting, please!)

•	 Serum phosphorus, magnesium, and calcium

•	 Thyroid studies (note the presence of sick-euthyroid syndrome, which is common).

•	 Other laboratory studies, as indicated. 

For example, inflammatory markers or a celiac panel, and a stool calprotectin in patients with abdominal pain; a pregnancy test, and 
serum gonadotropins in an amenorrheic patient (more than 6 months without a menstrual cycle) or an amylase in a person suffering 
from bulimia nervosa (frequent vomiting causes increased salivary amylase levels) or epigastric abdominal tenderness.

If her weight is less than 80% of her expected body weight or her examination shows significant bradycardia, orthostatic hypotension, or 
an irregular pulse, we also obtain an EKG. The most common abnormality seen on the EKG is bradycardia; however, it is also essential 
to check for other abnormalities, such as junctional rhythms, dropped beats, and arrhythmias. In the past, we have also examined the 
corrected QT interval (QTc), but, as noted in Dr. Burns’ article, a prolonged QTc is no longer considered to be associated with eating 
disorders.7 

A baseline DEXA scan is also helpful in amenorrheic patients, allowing for the monitoring of their bone density throughout treatment. 
Most of us repeat them annually until the patient’s periods return.

IN-OFFICE TREATMENT
We spend a lot of time educating the patient and her family about eating disorders. They are not, as some still teach, an attempt to 
control something in one’s life when all else is out of control. An over-involved mother and a distant, rigid father do not cause them. 
They likely relate to all the factors Dr. Burns’ article discusses, which we will not repeat here.

Do not immediately send your patient to a psychologist for counseling early in treatment, at least without addressing the malnutrition.8 
People who are starving cannot think of anything but food. Therefore, they cannot derive anything from counseling. We have seen 
many adolescents sent to us after unsuccessful counseling whose weights are even lower than they would have been if sent immediately. 
As Dr. Reese’s article states, counseling should begin after meaningful weight restoration.9, 10

Educate the patient about Family-Based Therapy (FBT)11 and, when possible, refer the patient to someone who can help initiate this 
approach. When used successfully, this treatment method has been a game-changer (see article by Reese et al.), yielding quicker and 
more effective recovery rates compared to older treatment methods. Be aware, however, that it does not work on everyone, particularly 
when there is significant family dysfunction or very busy parents who do not have time to stay with their child when she is eating.

Give a handout with information the parent can look up if no local resources are available. An example of one is in the appendix of 
this article, which readers are welcome to use. And follow your patient. Don’t underestimate what a vital resource you are as your 
patient’s physician. In many instances, if you treat them with caring and gentle firmness, you can help them turn their lives around, 
even if there is no specialist in your area.

As noted in the physical examination section, when you see your patient for follow-up, weigh her in a gown with her back to the scale. 
We have had many patients come into the office with rocks in their pockets! Take care that they do not peak at their weight. Our nurses 
ensure the patient has no weights taped to her body every visit. Finally, a urinalysis should be randomly checked for specific gravity 
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to ensure she is not water-loading before the appointment. 

In our offices, we use blind weights until she has made some real progress in her mind with the eating-disordered thoughts. However, 
some FBT programs use open weights early on. At this point, it is unclear which method has the best outcome12, 13, but our perception 
is that patients become very upset in treatment if told their weights, at least until they are well on the way to recovery. 

Compliments about progress need to be very specific. For example, “Your color is better.” “You appear to be able to talk without the 
pauses I heard before when your brain wasn’t getting enough nutrition,” or “You seem to be smiling more; that is nice.” One of the 
authors once made the mistake of telling a patient that she “looks great” in a follow-up. When the patient returned two weeks later, 
she admitted to the doctor that she had been restricting more since her last visit. “I knew if you told me I looked great, it meant I had 
gained weight.” 

Initial follow-up in your office should occur every 1-2 weeks, allowing you to emphasize the importance of improvement in eating 
habits. At these follow-up visits, you can ensure your patient’s “medical stability” and address any questions your patient or her parents 
may have. You will likely find yourself repeating important talking points about the effects of eating disorders on your patient and 
family:

•	 The body is smart if you don’t eat enough protein. It takes protein from the muscles. But it is also dumb because it does not 
know the difference between the biceps and the heart!

•	 The fact that you do not have periods hurts your bones (and if you have gotten a DEXA scan that shows that, you can point it 
out).

•	 Your eating-disordered thoughts are not telling you the truth about your weight.

•	 Your body does not have the cushioning it needs. In a motor vehicle accident, your heart and organs will hit bone instead of 
cushioning tissues, causing even more damage than might have occurred.

•	 If these behaviors persist long enough, they can permanently change your body’s metabolism, eventually leading to weight 
gain when you finally do begin to eat (think of the show The Biggest Loser and what happened to those contestants when they 
stopped restricting their diets).

•	 You should not be driving if you have an active eating disorder. The eating disorder increases the risk of your being in a motor 
vehicle accident.

Many patients, especially if they present to you in the 85% of their premorbid BMI range, will eventually respond to this type of 
outpatient treatment in your office, especially if there is a local outpatient treatment facility for eating disorders or online treatment 
(available at https://equip.health/or https://withinhealth.com) and/or a dietitian in your area. 

Sadly, it is our experience that adolescents who present at ≤75-85% of their premorbid BMI do not tend to respond as well to outpatient 
follow-up and need a higher level of outpatient care to help them move forward with their eating-disordered thinking. These might 
include intensive outpatient programs (IOPs), partial hospitalization programs (PHPs), residential treatment, or medical hospitalization 
for metabolic stabilization (see below for further discussion).

It is important to note that all of us are seeing more patients classified as “atypical anorexia nervosa” in the DSM-5, which is under the 
Other Specified Feeding or Eating Disorders category.14 These patients begin losing weight when classified as overweight or obese and 
present at a normal weight for their height. Unfortunately, they are just as ill, in their minds, as the patients who present to you at low 
BMIs. So, it is essential to remember the adage, “An adolescent female losing weight has an eating disorder until proven otherwise.” 
We will see our share of children losing weight from inflammatory bowel disease, malignancy, renal disease, etc. Still, an adolescent 
girl is most likely to have an eating disorder when losing weight.

MEDICATIONS
In patients with anorexia nervosa- Restricting (AN-R) or anorexia nervosa- Binge Purge (AN-BP) subtypes, no medication is helpful 
in management. It is our experience that many of these patients present to your office appearing very depressed and/or anxious, in 
addition to their weight loss. It is logical for us to consider starting a selective serotonin reuptake inhibitor (SSRI) medication to help 
their mood. Unfortunately, no study has shown that these make any difference early on. Once some weight restoration has occurred, 
they might help with comorbid conditions, like depression or anxiety, that preceded the onset of the eating disorder.1, 15 But they will 
not help any of the eating-disordered thoughts.

There is evidence that SSRIs can help people who suffer from bulimia nervosa.16-18 The medication most studied is fluoxetine, and the 
recommendation is to work up the dose to 60 mg daily in these patients. Still, other SSRIs and norepinephrine-serotonin reuptake 
inhibitors (NSRIs) might also be helpful in certain patients who do not respond to fluoxetine.17
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AVOIDANT RESTRICTIVE FOOD INTAKE DISORDER (ARFID)
ARFID is a new diagnosis in the DSM-5. The patient will present to you at a very low weight or having lost weight. However, they 
will have no body image issues. This is an important distinction from anorexia nervosa or bulimia nervosa. The person with ARFID 
typically has one of three reasons for not eating enough food:

•	 They do not like the texture of certain foods and will, therefore, not eat them.

•	 They fear certain foods might make them ill or cause a physical reaction.

•	 They are simply not hungry.

Due to the newness of this diagnosis, medical researchers are just beginning to learn how to manage patients who suffer from it.19, 20 
However, we believe one should try to focus on getting the patient to eat more of the foods they are comfortable eating, along with 
recommending a multivitamin. Also, cyproheptadine has been used off-label to increase appetite. Please realize that patients with 
ARFID can become just as ill, including being at risk for refeeding syndrome, as people with anorexia nervosa. According to one 
study, 5- 14% of people in residential eating disorder treatment facilities have ARFID.21

DECIDING ON A GOAL FOR WEIGHT RESTORATION
If you have known your patient for a long time, you undoubtedly have a growth curve for them. In that case, a reasonable first goal for 
weight restoration would be her premorbid BMI. So, if your patient was in the 25th percentile for BMI pre-morbidly, that is a reasonable 
initial goal. If a patient is new to you, it is best to set a goal of 50th percentile BMI, at least until you know where their weight was before 
they became ill from old growth curves. You can use the following webpage to help make these decisions: 

http://www.bcm.edu/bodycomplab/BMIapp/BMI-calculator-kids.html5

Sadly, there is data that some people with atypical anorexia nervosa may need to gain at least close to their premorbid weight, which 
could be a BMI in the higher percentiles, to make progress with their abnormal thoughts. A patient’s goal weight will be a moving 
target, as the normative BMI increases with age on the growth chart, even after menarche.

HIGHER LEVELS OF CARE
•	 Intensive Outpatient Programs (IOPs)

IOPs provide a flexible yet organized treatment alternative for youth requiring more support than a traditional weekly outpatient 
therapy plan. IOPs include individual treatment, group therapy, and nutritional counseling to address persistent emotional and 
behavioral issues associated with eating disorders. Patients often meet for several hours, three to five times a week. Dietitians 
offer advice on meal planning and cultivating a positive connection with food, while therapy concentrates on controlling triggers, 
enhancing body image, and creating coping mechanisms. 

•	 Partial Hospitalization Programs (PHPs)

PHPs provide a structured and more intensive environment than IOPs by offering intensive day treatment that allows patients 
to remain home in the evenings. Still, they also offer meal support and supervision throughout the day. Time at home in the 
evenings can provide patients with the opportunity to practice independence with snacks, allowing them to focus on recovery 
while still spending time with family and friends. PHPs can vary in terms of duration and frequency. These programs include 
supervised meals, nutritional counseling, group therapy, and individual treatment. PHPs offer rigorous therapy with the goal of 
being able to step patients down to less intensive services as they build skills to manage their eating disorders.

•	 Residential Treatment Centers

Consider sending a patient to residential treatment when they are medically and psychiatrically stable, but when outpatient or 
PHP are insufficient to ensure stability, nutritional progress, or psychological well-being. Residential admissions are typically 30, 
60, or >90 days or longer and require the patient to reside in the treatment setting. Residential programs offer 24/7 supervision 
and support, focusing on comprehensive treatment approaches that include meal support, medical monitoring, individual and 
group therapy, and family involvement. Programs often utilize evidence-based modalities, including dialectical behavior therapy 
(DBT) and cognitive behavioral therapy (CBT), and many programs offer family-based therapy (FBT) to educate caregivers and 
strengthen familial support. Residential treatment programs often recommend a step-down level of care to continue supporting 
the patient’s recovery journey, such as stepping down to a PHP or intensive outpatient program (IOP).

•	 Hospitalization in a Medical Unit

Hospitalization for medical stabilization will be discussed in detail in Feldman and Ward’s article. The American Psychiatric 
Association recommends inpatient admission for the following criteria:1
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	◦ BMI is less than 75% of the median BMI, or when a premorbid growth chart is available, it is less than 75% of the 
patient’s premorbid BMI. 

	◦ Rapidity of weight loss: >10% in 6 months, >20% in 1 year

	◦ Severe bradycardia (pulse <50 bpm during the day, <45 bpm at night) or arrhythmia 

	◦ Prolonged QTc >450 mm or other significant EKG findings

	◦ Blood pressure (BP) <90/45 mmHg

	◦ Orthostatic drop in systolic BP of >20 mmHg or drop in diastolic BP of >10 mmHg

	◦ Orthostatic change in heart rate >40

	◦ Electrolyte disturbance, including hypokalemic alkalosis (more common in people with purging), hyponatremia, 
hypophosphatemia, hypomagnesemia, and acidosis (seen in laxative use)

	◦ Glucose <60 mg/dL

	◦ Acute food refusal

	◦ Psychosis

	◦ Frequent dangerous compensatory behaviors 

	◦ Other medical complications: seizures, syncope, cardiac failure, pancreatitis, arrested growth and development

	◦ Hypothermia <36 degrees Centigrade (<96.8° Fahrenheit) 

CONCLUSION
We hope that this paper will help increase your comfort level in caring for adolescents with eating disorders. Our experience with 
these patients is that, despite the time and effort involved in helping them, they are, as a group, wonderful individuals who will make 
significant contributions to their communities once they are in recovery from their illness. 

Thank you for treating them and allowing them to do that. 
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APPENDIX
Recommendations for Home Care of Children with Eating Disorders

1.	 Remove any scales from the home where the child can weigh herself. We will weigh the child in the office and decide when to 
let her know her weight.

2.	 Watch your talk about weight, diet, etc. Please don’t talk about your needing to lose weight.

3.	 Do not allow the child to watch cooking shows, read cooking magazines, etc.

4.	 Watch her internet usage. Some sites are “pro-anna” to which she can go, which are very destructive toward recovery.

5.	 Get rid of clothes that fit her well when she was very thin. If she tries to wear them now and they do not fit, it will cause 
distress.

6.	 It is easiest to think of the eating disorder as a “demon” that has taken over your child. When she acts up around food (and she 
will), keep cool, don’t melt down, and talk to your child. If you must get angry, tell your child you are angry at the anorexia, not 
at her, because it is continuing to make her do things that harm her.

7.	 YOU should be deciding on the foods your child eats and YOU should be measuring and plating them. Do not give in to your 
child and allow her to do it at this point. You will be able to give that task back to her when she is better. But at this point she is 
not strong enough to fight the anorexic thoughts and she WILL sabotage the amount she gets somehow. You have successfully 
fed her for her entire life. You can do it now.

8.	 Until told otherwise, you need to sit with your child for every meal. If she is in school, sometimes I allow her to eat lunch at 
school without you as a test, but I will let you know. 

9.	 Be prepared to take things she enjoys away to get her to eat. Cell phones, driving privileges, and time with friends. Also, be 
prepared for some very long meals. In hospital we only give them 30 minutes, but we have more power in hospital and it always 
feels safer to eat in the hospital than it does at home.

10.	 She will try to bargain with you. As one former parent said, “We don’t negotiate with terrorists!”

11.	 You should be on the lookout for her exercising when she shouldn’t. If she is in her room by herself, it makes sense to take 
her pulse when she comes out to make sure it is not elevated. I have seen kids doing crunches in bed, running in place in the 
shower or bathroom, sneaking out, and doing wind sprints. These patients can be very sneaky, so you must be sneakier at 
times.

12.	 Helpful books:

•	 How to Nourish Your Child through an Eating Disorder: A Simple Plate by Plate Approach to Rebuilding  
a Healthy Relationship with Food by Casie Crosby and Wendy Sterling

•	 Eating with your Anorexic by Laura Collins

•	 NEDA Parent Toolkit https://www.nationaleatingdisorders.org/parent-toolkit

•	 Help Your Teenager Beat an Eating Disorder, Second Edition, by James Lock and Daniel Le Grange

13.	 A few helpful websites:

•	 www.feast-ed.org

•	 www.aroundthedinnertable.org (parent forum….support from other parents)

•	 https://pelhamtogether.org/organizations/maudsleyparents

•	 www.nationaleatingdisorders.org

14.	 It is fine to connect with a therapist once her weight has had a reasonable recovery. Going to a psychologist when she is still 
very thin is a waste of money and time. She cannot get anything out of it. If she has been hospitalized feel free to establish with 
a therapist when she is discharged. If she is being treated as an outpatient, I will let you know when I think it is a good time to 
establish with someone.

15.	 Remember that nothing works for every patient. Sometimes we are forced to change the plan, as necessary, until your daughter 
moves forward. However, family-based therapies, as recommended above, is the best method for most patients.

16.	 I can be reached, if needed, during the day at ___________. For after-hours, if urgent _______
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ABSTRACT
Eating disorders are complex, disabling, and deadly, as they impact all aspects of functioning.1 Medical complications related to dietary 
restriction or weight loss are significant, as eating disorders can affect every organ system.2 Anorexia nervosa is one of two mental 
illnesses that carry the highest all-cause mortality rate (substance use being the other).3 While overall lifetime prevalence rates are 
estimated to be between 1 and 5 percent4, we are seeing disordered eating behaviors emerge in younger children.5 Since the COVID-19 
pandemic, rates of youth requiring medical hospitalization have increased6, and there is greater recognition that medical instability 
can occur across a range of weights in adolescent eating disorders.7 

MY PATIENT MEETS CRITERIA FOR ADMISSION, SETTING EXPECTATIONS FOR HOSPITALIZATION
Whether you’ve been monitoring a patient exhibiting signs/symptoms of an eating disorder for several visits or meeting a patient for 
the first time and observing concerning physical and behavioral symptoms of restrictive eating, it’s important to keep in mind the 
Society for Adolescent Health and Medicine (SAHM) hospital criteria (Table 1) when gathering history and completing your physical 
exam. Significant reductions in weight, food refusal, orthostatic changes, electrolyte abnormalities, or bradycardia may be just some 
of the warning signs that trigger the need to escalate to a higher level of care. 

When discussing the need for inpatient hospitalization for medical stabilization with your patient and their family, providing 
anticipatory guidance and setting appropriate expectations is essential. Regardless of whether this is a first admission for a youth or 
a return admission secondary to continued medical decline, the patient and family are likely to experience a myriad of emotions, 
including fear, anxiety, and sadness. While some patients and families may experience a sense of relief and appreciation knowing they 
will receive more intensive support and assistance to address the resulting health complications, patients often deny the need for aid 
and remark that they feel just fine. Recognizing that the eating disorder is likely driving these reactions and that the malnourished 
brain maintains these behaviors, psychoeducation is paramount. However, education without empathy and validation may not be 
successful. Therefore, it is essential to validate these emotions when communicating the necessity of a medical hospitalization, as 
hospitalization can be lifesaving.
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Providing a clear rationale can facilitate family understanding and acceptance when recommending hospitalization. Using data to 
support your decision can be helpful. For example, “Your heart rate is 41 beats per minute, which means you are bradycardic, a low 
heart rate. This change in your heart rate has occurred because your body has not been receiving enough nutrition to support you, 
and your weight is declining. Therefore, your heart is slowing down to conserve energy. I recommend hospitalization to replenish 
your body and improve your heart’s functioning.” 

Communicating the seriousness of the medical complications of the eating disorder, regardless of the type of eating disorder, will help 
to ensure action. It is helpful to affirm that you, as the youth’s physician, are on their team to ensure they are safe and healthy. The 
patient and family should not view hospitalization as a punishment or consequence for inaction or failure; instead, it is a necessary 
step to stabilize the youth medically and to help set the youth on a path of nutritional resuscitation, which will then allow for greater 
engagement or participation in specialized eating disorder treatment. This messaging may need to be repeated to set appropriate 
expectations for what will occur during hospitalization, and consistent reinforcement of this perspective will need to be reinforced 
at admission and throughout the hospital stay. The primary goal for hospitalization is medical stabilization. Therefore, the primary 
diagnosis for admission should reflect the medical complications that are present (e.g., bradycardia, severe malnutrition, syncope, 
hypotension) for which the patient is receiving care, rather than the eating disorder itself (e.g., Anorexia Nervosa, Avoidant/Restrictive 
Food Intake Disorder). 

We’ve outlined what you might expect for your patients from the time they first present to the Emergency Center (EC) through 
hospital discharge. This information serves as a general guide, recognizing variations/deviations may occur and is facility- and patient-
dependent. 

I’VE RECOMMENDED ADMISSION. NOW WHAT?
At your recommendation, the family will need to present to the Emergency Center (EC) unless you can admit them directly from 
your office. The family should communicate the reason for presenting to the hospital (e.g., “I was sent to the hospital because my 
child was seen by their primary care physician today and found to be bradycardic and has lost 20lbs in the last month”). You should 
encourage the family to share a thorough history of their concerns and their teen’s disordered eating behaviors and routines. Families 
should also share the disease management to date, if any. Following the clinical interview and physical examination, if your patient 
meets the criteria for hospital admission, the provider will discuss the next steps and provide a brief overview of what the family can 
expect during hospitalization. As the primary care provider, you can help this process by calling the EC physician evaluating your 
patient to discuss the need for admission. 

While hospital admission may vary by facility, families can expect a multidisciplinary approach to their child’s care, with each team 
member playing a vital role in addressing the patient’s unique medical, nutritional, and psychological needs.9-11 The care team will likely 
include nurses and patient care technicians, physicians/practitioners (e.g., hospitalists, adolescent medicine physicians), nutritionists, 

Can include any one of the following criteria:
•	 Weight < 75th% Expected Body Weight, also referred to as Ideal Body Weight

	◦ Emergency room physicians may use clinical calculators in the electronic medical record to determine 
if a patient meets inpatient criteria.

	◦ Registered Dietitians and Hospitalists should use the following formula during their assessment,  
as supported by medical literature:

•	 EBW = 50th percentile BMI for exact age and height at presentation on the CDC BMI-for-age 
percentiles chart

•	 Continued weight loss despite “intensive” outpatient therapy
•	 Acute weight decline and refusal of food
•	 Hypothermia (<96 F)
•	 Hypotension (Systolic blood pressure <90 mmHg)
•	 Bradycardia (resting heart rate <50 bpm while awake and <45 bpm while asleep)
•	 Orthostatic changes in BP (systolic decrease >20 mmHg or diastolic >10 mmHg)
•	 Orthostatic changes in heart rate >20 bpm
•	 Electrolyte abnormalities
•	 Arrhythmia

Note. Adapted from Golden et al. (2015)8

Table 1: Admission Criteria for ED-Related Medical Stabilization 
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and behavioral health team members (psychology, psychiatry, and/or social work). This interdisciplinary team collaborates closely to 
provide comprehensive and optimal care, with the primary goal of medical stabilization.

Depending on the inpatient facility, there may or may not be a clinical pathway to guide patient care. Clinical pathways are developed 
by organizations based on evidence-based medicine12 and outline best practices to facilitate high-quality, standardized clinical care, 
while allowing for independent clinical decision-making to serve each patient’s best interest. Families are provided information related 
to the Eating Disorder Pathway or Protocol (terminology varies by facility) at the time of admission, which is revisited throughout 
the admission to ensure understanding and clarify any questions or concerns.

As the primary goal for hospitalization is medical stabilization, the primary focus of the clinical care plan will be on medical 
management and nutritional rehabilitation to reverse the effects of severe malnutrition and restore vital sign stability.13 Medical 
monitoring by the providers caring for the patient will occur daily. Depending on the institution, this will likely be the hospitalists 
or adolescent medicine physicians. These providers are responsible for the overall management of your patient’s care. Based on their 
evaluation, the treatment team may implement additional interventions, such as adjustments to caloric intake, electrolyte repletion, or 
further diagnostic assessments to monitor organ function and identify potential complications related to malnutrition. Nurses should 
obtain daily (in the morning) blinded weights with the patient in a gown and their back to the scale readout to assess progress and 
inform changes to the nutrition plan. Ensuring the patient is in a gown during weigh-ins limits variability between measurements and 
reduces opportunities for inflating one’s weight. Early morning weights minimize the chance of “water-loading.”

One primary concern about the nutritional rehabilitation of a patient with an eating disorder is refeeding syndrome. Malnourished 
individuals must rely on fat and muscle to survive, as they have depleted glycogen stores. When refeeding begins, the body quickly 
resumes using glucose as its primary energy source. Glucose metabolism creates the need for phosphorylated intermediates in the 
Krebs Cycle and electron-transport chain, with the products of these reactions, 2,3-diphosphoglycerate and adenosine triphosphate. 
Serum phosphorus (and thiamine) levels can be depleted rapidly in this process, leading to cardiac arrhythmias or failure, renal 
failure, hemolysis, delirium, coma, and, sometimes, sudden cardiac death. This event can happen as late as two weeks after initiation 
of refeeding.14,15

Due to the fear of refeeding syndrome, the standard of care has historically been lower-calorie refeeding, starting at approximately 
1000-1200 kcal/d and gradually increasing to minimize the risk of refeeding syndrome.16 This plan follows the adage “Start low and 
go slow.” Recent studies have documented that refeeding syndrome is likely more related to how severely malnourished your patient 
is than how quickly refeeding occurs.17 When a person is severely underweight, the staff will sometimes start supplementation of 
phosphorus and magnesium on admission, as well as thiamine and folic acid.

One can easily see why treatment teams develop a weight restoration nutritional plan early in the hospital course, considering a 
patient’s age, height, growth trajectory, and pubertal stage. Currently, higher-calorie refeeding, starting at 1400 kcal/d or more, has 
been examined more recently to accelerate weight restoration and reduce lengthy hospitalization (except in severely malnourished 
individuals with a mBMI of less than 72%). One randomized controlled trial for adolescents and young adults with anorexia nervosa 
and atypical anorexia nervosa found that higher-calorie refeeding demonstrated short-term efficacy without an increase in safety 
events.18 Safety remains the top priority regardless of the method employed, and electrolyte monitoring and correction are critical. 
Families should be informed labs will likely be drawn daily or even twice daily to start and later spaced out to monitor for refeeding 
and determine whether any supplementation needs to occur. 

The nutritionist selects meals to ensure the patient meets their nutritional needs. Facilities may establish specific guidelines around 
meals to support patient success. Typically, staff will allot a 30-minute time frame for meals and 15-30 minutes for snacks. Patients 
should empty their bladder before eating their meals because staff will enforce a rest period after the meal to prevent the patient from 
purging or exercising in the bathroom. Mealtimes are limited to allow patients to have breaks between meals, facilitating feelings of 
hunger and providing for other enjoyable or necessary activities throughout the day. 

Nasogastric tube (NGT) feeding may be initiated as part of achieving nutritional goals for patients with eating disorders. However, there 
is no consensus regarding the timing or criteria for initiating NGT feeds. For instance, some physicians initiate them when patients 
are unable to complete their meals. Others utilize NGT feeding exclusively at the outset or with oral nutrition. Research indicates 
NGT feeding can lead to faster medical stabilization and weight restoration among this patient population, thereby reducing hospital 
length of stay.19 Before discharge, meal completion (e.g., often three meals and two snacks, but may be more depending on caloric 
needs) is a goal to ensure safe discharge.

Hospital staff should monitor fluid intake and total volume restricted to maintenance levels to facilitate feelings of hunger and minimize 
weight distortion. If a patient cannot complete their meal within this period, the nurse may offer an oral nutritional shake or administer 
one through their NGT to meet caloric requirements. In the event patients cannot transition to oral nutrition, they may be discharged 
to a specialized eating disorder facility that can manage NGT feeds and/or continue medical stabilization and nutritional rehabilitation.
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For patient safety, youth are typically monitored 24/7 during their hospitalization, assuming the hospital has the staff to do so. While 
there are different monitoring modalities, such as video monitoring, frequent nurse check-ins, or a constant patient observer (CPO), 
the focus is on ensuring patient safety and monitoring for disordered eating behaviors. A CPO, when utilized, is responsible for 
keeping eyes on the patient to ensure they are receiving the nutrition (e.g., not clamping NGT, discarding or hiding food). They will 
limit bathroom usage immediately after meals (up to 1 hour) to avoid opportunities for purging. Additionally, CPOs are responsible 
for limiting physical activity to prevent the patient from being too active and preserve nutrition for weight restoration. Patients are 
monitored for subtle energy exertion behaviors, including standing for prolonged periods, stretching, abdominal crunches, and running 
in the shower. During their check-ins, nurses in some centers check the patient’s pulse after they use the restroom or when they are 
alone. Setting the room thermostat to the middle reduces a patient’s likelihood of burning calories from being too cold or too warm. 

BRIEF PSYCHOLOGICAL INTERVENTIONS
Psychological supports are likely to be provided during hospitalization to help facilitate coping with medical stabilization and 
nutritional rehabilitation, provide psychoeducation, and begin to introduce the family to evidence-based treatment for eating disorders. 
Inpatient mental health providers are typically in a consultative role during hospitalization. They start by completing a biopsychosocial 
assessment to enhance their understanding of the clinical presentation and its impact, and then provide psychological support during 
hospitalization. In general, mental health providers aim to validate the emotional challenges of hospitalization, introduce coping skills 
and relaxation techniques, and address uncertainty about what may follow after discharge. Where appropriate, psychological supports 
may utilize evidence-based approaches, such as cognitive-behavioral therapy, to address maladaptive thought patterns associated with 
the eating disorder, body image concerns, and emotions related to the reintroduction of meals. However, these interventions will be 
limited by a patient’s medical status and malnourished state. Also, dependent on the patient’s medical status, psychiatric providers may 
be consulted during the youth’s hospitalization to address comorbid psychiatric symptomology or adjust existing medication regimens. 

In addition to supporting patients, empowering parents and caregivers is critical to the psychological intervention process. Drawing 
from the principles outlined by Anderson and colleagues20, inpatient mental health providers work closely with families to enhance 
their confidence in managing their child’s eating disorder at home. Providing psychoeducation helps equip caregivers with tools to 
reinforce recovery behaviors, provide meal support, and create a structured and supportive environment after discharge. Moreover, 
empowering parents fosters collaboration and helps caregivers feel more prepared to take an active role in their child’s recovery, which 
will be essential for long-term success.

A collaborative and integrated approach among the healthcare team ensures they meet the patient’s nutritional and psychological needs. 
This multidisciplinary approach addresses all aspects of patient recovery, encompassing medical and dietary needs, psychological 
support, and social considerations.21 Additional care team members may include Child Life Specialists who can assist with normalizing 
the hospital environment and behavioral activation by supplying preferred activities for engagement. Hospital schoolteachers can 
also provide support during admission by coordinating with the patient’s school and assisting with assignments. Music therapy can 
provide an opportunity for emotional coping through artistic expression and diversion. Supportive services can help alleviate some 
of the boredom that patients and families report during admission and can provide structure and routine to the day. However, it is 
essential to recognize that psychological support during the patient’s hospitalization is not sufficient to treat the underlying eating 
disorder. Experts recommend evidence-based treatment following discharge. Next, we provide a brief overview of specialized eating 
disorder programming to inform your conversations with families regarding the next steps after hospitalization. 

MY PATIENT IS ALMOST READY FOR DISCHARGE: POST-DISCHARGE PLANNING BEGINS
The usual length of stay for medical hospitalization is between 1 and 2 weeks, but it often varies by illness severity. Before hospital 
discharge, your patient must exhibit normal serum chemistries for at least 24 hours and be medically stable (e.g., with an improved 
heart rate, normal temperature, and without symptomatic orthostasis or edema). Depending on local resources, physicians might 
discharge your patient to outpatient care, a partial hospitalization program, an intensive outpatient program, or a residential eating 
disorder treatment facility.22 For medically and psychiatrically stable patients, outpatient treatment is the current standard of care.23 
Within this issue, we encourage the reader to review the article by Drs. Reese and Sobalvarro for information pertinent to Family-
Based Therapy, considered to be the first-line treatment for Anorexia Nervosa. 

CONCLUSIONS
This paper outlined the key components of care for youth admitted to a hospital setting with eating disorders. The purpose is to 
provide a general guide for medical providers on what to expect when caring for patients requiring medical stabilization. We hope 
this framework will help healthcare providers understand the typical course of treatment while acknowledging that variations may 
occur depending on the facility, care team, and individual patient needs.
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Eating Disorders are often chronic, complex, treatment-resistant disorders. For decades, these conditions have earned a reputation as 
being difficult to treat and as having low recovery rates. Additionally, the patient’s motivation to recover from anorexia nervosa is often 
low or nonexistent at the start of treatment. Plus, common evidence-based treatments, such as cognitive behavioral therapy, have not 
been effective for some eating disorders, primarily Anorexia Nervosa. Fortunately, Family-Based Treatment (FBT) has emerged as the 
gold standard, primary evidence-based treatment for children and adolescents with Anorexia Nervosa.1-3 FBT has evolved from the 
theoretical model of the “psychosomatic family” (family units that often include enmeshment, overprotectiveness, rigidity, and lack of 
conflict) during its early development in the late 1970s and 1980s to a robust, family focused model that mobilizes parents/caregivers 
to play an active and positive role in the child/adolescent’s weight recovery instead of waiting for the adolescent to gain motivation. 
FBT is comprised of three phases: 

•	 Phase one involves parents/caregivers being in full control of choosing, preparing, serving, and monitoring the child/
adolescent’s meals and snacks to ensure the child/adolescent is obtaining adequate daily calories. Patients continue in this 
phase until they have restored adequate weight and become less resistant to eating consistent meals and snacks.

•	 Phase two involves returning control of nutritional intake to the child/adolescent. This transition must occur gradually, 
with close monitoring by the family and the patient’s clinical care team, to ensure the patient continues to receive adequate 
nutrition and calories without the re-emergence of eating disorder behaviors. 

•	 Phase three focuses on developing a healthy patient identity and healthy family interactions once the eating disorder is 
well-managed and the patient is weight restored. This is the phase in which individualized, evidence-based treatments 
(e.g., cognitive behavioral therapy, dialectical behavior therapy, radically open dialectical behavior therapy, trauma-specific 
therapies) should be utilized to improve body image, anxiety, depression, trauma symptoms, and additional mental health 
comorbidities.

REVIEW ARTICLE
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While an outpatient psychologist or therapist often implements FBT, it has been utilized in medical settings, including primary care 
offices.4-6 The primary care provider (PCP) plays a vital role in the treatment and recovery journey of an individual challenged with an 
eating disorder. However, it is well known that numerous barriers exist to feasibility in a busy PCP practice. These include limitations 
in time, resources, experience, and/or education in diagnosing and treating eating disorders, as well as a lack of confidence and interest 
in this area.¹ Previous surveys have shown that most providers felt their role was to identify eating disorders in their patients. However, 
in a study of 70 pediatricians, only 21% endorsed feeling comfortable providing eating disorder treatment. Even less endorsed is having 
sufficient training in eating disorders.1

Fortunately, a variety of screening tools and guidelines are available to assist pediatricians and family medicine physicians in 
implementing best practices for early screening and intervention. For example, the American Academy of Pediatrics serves as an 
indispensable resource in guiding the general pediatrician on how to screen and initiate management for children and teens with 
eating disorders.7 Early identification and intervention can be essential in achieving recovery. Therefore, it is crucial for primary 
care providers to routinely screen individuals for disordered eating as they attend their routine office visits. There are many different 
validated screening tools for disordered eating. Healthcare providers should identify and implement the tool that works best for their 
clinical practice and workflow. Some examples include the Eating Disorder Examination Questionnaire (EDE-Q), the Eating Attitudes 
Test (EAT-26), and the Female Athlete Screening Tool (FAST). (https://pmc.ncbi.nlm.nih.gov/articles/PMC8645259/) 

PCPs are encouraged to review different screening tools in advance to ensure they know how to utilize, score, and interpret the 
measure/s to prevent disruption in their clinic efficiency.  

One of the primary roles of the PCP is to assess for medical stability, which includes checking for abnormal vital signs, concerning 
weight changes, abnormal physical exam findings, electrolyte abnormalities, and vitamin deficiencies, among other things. Additionally, 
understanding when it is appropriate and medically necessary to recommend inpatient hospitalization has been well outlined for the 
general pediatrician.2 Whether or not a patient requires hospitalization, they should continue to seek care and guidance from the PCP. 
Therefore, it is in the best interest of the provider to engage in educational opportunities that equip them to provide the best care for 
their patients and families. Providers should plan to seek out opportunities to learn more about eating disorder care through their 
national educational forums and annual conferences (i.e., those sponsored by the American Academy of Pediatrics, American Academy 
of Family Physicians, and ACP Internal Medicine Meeting). These national meetings often offer CME workshops and lectures that 
highlight evidence-based methods for treating eating disorders. 

Especially for children and adolescents, the PCP usually has already established a rapport and trust with families over time, which can 
serve as a significant catalyst in getting them to initiate treatment. Having a PCP who is knowledgeable and skilled in FBT can lead to 
improved long-term outcomes and increased compliance with treatment adherence. Studies have shown that a modified FBT approach 
can be feasible in a primary care setting for patients with eating disorders.4-6 Specifically, pediatricians and PCPs should focus their 
visits on interventions to help the patient achieve weight restoration. PCPs should meet with the entire family and, most importantly, 
the caregivers to discuss interventions that will assist with weight restoration. While it can be helpful to meet with the patient alone to 
assess their current eating behaviors and thoughts, the pediatrician/PCP) should meet with the whole family to discuss interventions 
that assist with weight restoration. PCPs can utilize the following FBT-specific interventions when meeting with caregivers and the 
patient together: reviewing meal schedules/content, problem-solving barriers to increased nutrition, setting goals to help caregivers 
improve the patient’s daily caloric intake, limiting exercise, and guiding parents to present a united front against the eating disorder. 
A Primary Care Modification of Family-Based Treatment for Adolescent Restrictive Eating Disorders is a helpful resource for further 
information on how to utilize FBT in primary care settings.4 A summary of clinical recommendations and resources for pediatricians, 
as well as resources for families, is listed below.

CLINICAL RECOMMENDATIONS FOR PEDIATRICIANS
•	 Offer frequent follow-up visits (i.e., weekly, biweekly, monthly) based on the severity of the eating disorder to ensure medical 

stability for ongoing outpatient treatment

•	 Consider checking blood work, including electrolytes and screening for nutritional deficiencies as needed

•	 Coordinate care with therapist/dietitian (i.e., have a plan for care team updates so that providers have a unified message and 
treatment goal)

•	 Empower parents to take an active role in their child/teen’s treatment. Encourage them to communicate closely with their 
child/teen’s therapist, dietitian, psychiatrist, or eating disorder team if they are in a higher level of care. 

•	 Encourage parents/caregivers to utilize a family-based treatment approach and recommend parents find an eating disorder 
therapist or treatment program that utilizes FBT. 

•	 Encourage parents to prepare, serve, and monitor their child/teen’s meals and snacks when they are in the weight restoration 
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phase. This method should be utilized at any weight if the patient is struggling to eat consistent and adequate meals/snacks 
independently.

•	 Remind parents to use a calm, compassionate, and firm approach to help the child/teen complete their meals and snacks.

•	 Remind families that eating disorder treatment should be prioritized, which means they may need to place sports, school, and 
other activities on hold. 

•	 Provide encouragement and hope to the patient and family. Individuals can fully recover from an eating disorder. Early 
diagnosis and intervention are especially helpful in achieving recovery.

RESOURCES FOR PEDIATRICIANS
•	 National Alliance for Eating Disorders https://www.allianceforeatingdisorders.com/

•	  National Eating Disorders Association https://www.nationaleatingdisorders.org/

•	  American Academy of Pediatrics https://www.aap.org/

•	  International Association of Eating Disorders Professionals https://iaedpfoundation.com/

•	  Kelty Mental Health Resource Center https://keltyeatingdisorders.ca/

RESOURCES FOR FAMILIES
•	 The Kelty Mental Health Resource Center https://keltyeatingdisorders.ca/

	◦ Videos discuss and demonstrate meal support based on FBT principles, feature testimonials from parents and youth in 
recovery, and are subtitled into multiple languages

•	 FEAST https://www.feast-ed.org/

	◦ FEAST is an eating disorder website developed for caregivers and families with loved ones who have an eating disorder. 
The website provides evidence-based information on eating disorders and shares helpful resources on how to help 
support someone with an eating disorder. 

•	 Books for Caregivers:

	◦ Help Your Teenager Beat an Eating Disorder by James Locke and Daniel LaGrange 

	◦ When Your Teen Has an Eating Disorder by Lauren Muhlheim

	◦ Anorexia and Other Eating Disorders by Ava Musby (also has a website: www.anorexiafamily.com)

	◦ Survive FBT by Maria Ganci
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