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Eating disorders in adolescents:
Principles of diagnosis and
treatment

Eating disorders are complex illnesses that affect adolescents with increasing frequency.
They rank as the third most common chronic illness in adolescent females (1), with an in-
cidence of up to 5% (2,3), a rate that has increased dramatically over the past three decades.
Two major subgroups of the disorders are recognized: a restrictive form, in which food intake
is severely limited (anorexia nervosa), and a bulimic form, in which binge eating episodes are
followed by attempts to minimize the effects of overeating via vomiting, catharsis, exercise or
fasting (bulimia nervosa). Both anorexia nervosa and bulimia nervosa can be associated with
serious biological, psychological and sociological morbidity, and significant mortality.

Although eating disorders occur most frequently in adolescents, reports in the scientific lit-
erature often combine findings from adolescents with those from adults or report exclusively
on adult samples. Unique features of adolescents and the developmental process of adoles-
cence are often critical considerations in determining the diagnosis, treatment or outcome of
eating disorders. Consequently, adolescents need to be considered separately and differenti-
ated from adult patients with eating disorders. This position statement addresses the key is-
sues distilled from the scientific literature and represents a consensus of numerous specialists
in adolescent medicine regarding the diagnosis and management of adolescents with eating dis-
orders.

DIAGNOSIS

Diagnostic criteria for eating disorders such as described in DSM-IV (4) may not be entirely
applicable to adolescents. The wide variability in the rate, timing and magnitude of both height
and weight gain during normal puberty; the absence of menstrual periods in early puberty
along with the unpredictability of menses soon after menarche; and the lack of psychological
awareness regarding abstract concepts (such as self-concept, motivation to lose weight or affec-
tive states) owing to normative cognitive development limit the application of those formal diag-
nostic criteria to adolescents. In addition, clinical features such as pubertal delay, growth
retardation or the impairment of bone mineral acquisition may occur at subclinical levels of
eating disorders (5,6). The use of strict criteria may preclude the recognition of eating disor-
ders in their early stages and subclinical form (a prerequisite for primary or secondary preven-
tion), and may exclude some adolescents with significantly abnormal eating attitudes and
behaviours, such as those who vomit or take laxatives regularly but do not binge (7-9). Finally,
abnormal eating habits may result in significant impairment in health (10), even in the absence
of fulfilment of formal criteria for an eating disorder. For all of these reasons, it is essential to
diagnose eating disorders in adolescents in the context of the multiple and varied aspects of
normal pubertal growth, adolescent development and the eventual attainment of a healthy
adulthood rather than by merely applying formalized criteria.
Position: In clinical practice, the diagnosis of an eating disorder should be considered in an ado-
lescent patient who engages in potentially unhealthy weight control practices and/or demon-
strates obsessive thinking about food, weight, shape or exercise and not only in one who meets
established diagnostic criteria. In such adolescents, an eating disorder should be considered if
the teenager fails to attain or maintain a healthy weight, height, body composition or stage of sex-
ual maturation for sex and age.

Paediatr Child Health Vol 3 No 3 May/June 1998 189



CPS Clinical Practice Guideline: AM 96-04

MEDICAL COMPLICATIONS

No organ system is spared the effects of eating disor-
ders (11-15). Although the physical signs and symptoms
occurring in a patient are primarily related to the weight
control behaviours practised, the health care professional
must consider their frequency, intensity and duration, as
well as the biological vulnerability conferred by the sexual
maturity of the patient. The majority of physical complica-
tions in adolescents with an eating disorder appear to im-
prove with nutritional rehabilitation and recovery from the
eating disorder, but some may be potentially irreversible.
The long term consequences are still to be elucidated.

Medical complications in adolescents that are poten-
tially irreversible include growth retardation if the disor-
der occurs before closure of the epiphyses (15-18);
pubertal delay or arrest (6,16,17); and impaired acquisi-
tion of peak bone mass during the second decade of life
(6,20,21), increasing the risk of osteoporosis in adult-
hood. These features emphasize the importance of medi-
cal management and ongoing monitoring by physicians
who understand normal adolescent growth and develop-
ment.

Just as we endorse early recognition of eating disor-

ders through the use of broad developmentally appropri-
ate criteria, we also endorse early intervention to prevent,
limit or ameliorate medical complications, some of which
are life-threatening. Adolescents who restrict food intake,
vomit, purge or binge in any combination, with or without
severe weight loss, require treatment even if they do not
meet strict criteria for an eating disorder.
Position: Because of the potentially irreversible effects of
an eating disorder on physical and emotional growth and
development in adolescents, because of the risk of death
and because of evidence suggesting improved outcome
with early treatment, the threshold for intervention in
adolescents should be lower than in adults. Ongoing
medical monitoring should continue until the adolescent
has demonstrated a return to both medical and psycho-
logical health.

NUTRITIONAL DISTURBANCES

Nutritional disturbances are a hallmark of eating dis-
orders and are related to the severity and duration of dys-
functional dietary habits. Although abnormalities of
minerals, vitamins and trace elements can occur, they
generally are not clinically recognized (22). Deprivation of
energy (calories) and protein on the other hand are espe-
cially important to identify because these elements are
crucial to growth (23). Moreover, there is evidence that
adolescents with eating disorders may be losing critical
tissue components, such as muscle mass, body fat and
bone mineral (5,21,24), during a phase of growth when
dramatic increases in these elements should be occur-
ring. Complete and ongoing assessment of nutritional
status is the basis of management of nutritional distur-
bances in adolescents with eating disorders.
Position: The evaluation and ongoing management of nu-
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tritional disturbances in adolescents with eating disor-
ders should take into account the specific nutritional
requirements of patients in the context of pubertal devel-
opment and activity level.

PSYCHOSOCIAL DISTURBANCES

Eating disorders that develop during adolescence in-
terfere with adjustment to pubertal development (25) and
the accomplishment of the developmental tasks neces-
sary to become a healthy functioning adult. Social isola-
tion and family conflicts arise at a time when families and
peers ought to provide a milieu to support development
(1,26). Issues related to self-concept, self-esteem, auton-
omy, separation from the family, the capacity for inti-
macy, affective disorders (eg, depression and anxiety) and
substance abuse should be addressed in a developmen-
tally appropriate manner (27).

All patients should be evaluated for co-morbid psychi-

atric illness, including disorders of anxiety, depression,
dissociation and behaviour. Because adolescents usually
live at home or interact with their families on a daily ba-
sis, the role of the family should be explored during both
evaluation and treatment.
Position: All adolescents with an eating disorder should
be evaluated for co-morbid psychiatric illness. Mental
health intervention for adolescents with eating disorders
should address not only the psychopathology characteris-
tics of eating disorders, but also the accomplishment of
the developmental tasks of adolescence and the specific
psychosocial issues central to this age group. For most
adolescents, family therapy should be considered as an
important part of treatment.

TREATMENT GUIDELINES

Because of the complex biopsychosocial aspects of eat-
ing disorders in adolescents, the assessment and ongoing
management of these conditions appear to be optimal
with an interdisciplinary team consisting of professionals
from medical, nursing, nutritional and mental health dis-
ciplines (27). Physical and occupational therapy may be
useful adjuncts to treatment. Health care providers
should have specific experience in treating eating disor-
ders as well as expertise in working with adolescents
and their families. They should be knowledgeable
about normal adolescent physical and emotional devel-
opment.

Both in-patient and out-patient treatments need to be
available to adolescents with eating disorders (27,28).
Factors that would justify in-patient treatment include
significant malnutrition, physiological or physical evi-
dence of medical compromise (such as vital sign instabil-
ity, dehydration or electrolyte disturbances) even in the
absence of significant weight loss, arrested growth and
development, failure of out-patient treatment, acute food
refusal, uncontrollable binging, vomiting or purging, fam-
ily dysfunction that prevents effective treatment, and
acute medical or psychiatric emergencies (28). The goals
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of treatment are the same in a medical or psychiatric in-
patient unit, a day program or out-patient setting: to help
the adolescent achieve and maintain both physical and
psychological health.

The expertise and dedication of the members of a

treatment team who work specifically with adolescents
and their families are more important than the particular
setting. In fact, traditional settings such as a general psy-
chiatric ward may be less appropriate than an adolescent
medical unit, if one of the latter is available (18,28-30).
Some evidence suggests that the outcome for patients
treated in adolescent medicine units (both out-patient
and in-patient) may be better than that of those treated in
traditional psychiatric settings with adult patients (28-
30). Smooth transition from in-patient to out-patient care
can be facilitated by an interdisciplinary team that pro-
vides continuity of care in a comprehensive, coordinated,
developmentally oriented manner. Health care specialists
with an interest in adolescents are familiar with working
not only with the patient, but also with the family, school,
coaches and other agencies or individuals who are impor-
tant influences on healthy adolescent development. Given
the evidence that eating disorders can be associated with
relapse, recurrence, crossover and the later development
of other psychiatric disorders, treatment should be of suf-
ficient frequency, intensity and duration to provide effec-
tive intervention.
Position: Adolescents with eating disorders require
evaluation and treatment focused on biological, psycho-
logical and social features of these complex, chronic
health conditions. Assessment and ongoing management
should be interdisciplinary and is best accomplished by a
team consisting of medical, nursing, nutritional and men-
tal health disciplines. Treatment should be provided by
health care providers who have expertise in managing
adolescent patients with eating disorders and are knowl-
edgeable about normal adolescent physical and psycho-
logical development. Hospitalization of an adolescent with
an eating disorder is necessary in the presence of malnu-
trition, clinical evidence of medical or psychiatric decom-
pensation or failure of out-patient treatment. Ongoing
treatment should be delivered with appropriate fre-
quency, intensity and duration.
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BARRIERS TO CARE

Interdisciplinary treatment of eating disorders can be
time-consuming, relatively prolonged and extremely
costly. Lack of access to appropriate interdisciplinary
teams or insufficient treatment can result in chronicity,
social or psychiatric morbidity, and even death. Some
provincial plans limit access to private care resources
such as nutrition visits or mental health visits. Absent or
low reimbursement rates for psychosocial services re-
sults in fewer qualified persons being willing to care for
teenagers and young adults with eating disorders.

Some older adolescents are no longer eligible for treat-
ment or coverage because of provincial medical insurance
rules. Thus, withdrawal from treatment can occur at an
age when leaving home, unemployment or temporary em-
ployment is the norm. Some institutions have age limit
policies that negatively affect treatment and limit access to
care during the transition from paediatric to adult care.

Legislation should provide reimbursement for inter-
vention by multiple disciplines for adolescents with eat-
ing disorders. Coverage should ensure that for adoles-
cents, treatment should be dictated by the severity and
range of the clinical situation. The promotion of size accep-
tance and healthy lifestyles, introduction of prevention
programs for high risk adolescents, and strategies for
early diagnosis and intervention should be encouraged.
Position: Health care reforms should include provisions
that address the needs of adolescents with eating disor-
ders and ensure that they not be denied access to care be-
cause of absent or inadequate health care coverage.

This position paper was adapted by the CPS Adoles-
cent Medicine Committee from a paper by the Society
for Adolescent Medicine. It represents a modification of
the version published in the Journal of Adolescent
Health (1995;16:476-480). We appreciate the permis-
sion of the authors, the Journal of Adolescent Health and
the Society for Adolescent Medicine to adapt the manu-
script to the Canadian context.

The Society for Adolescent Medicine position paper
was prepared by Richard E Kreipe, Neville H Golden,
Debra K Katzman, Martin Fisher, Jane Rees, Roger S
Tonkin, Tomas J Silber, Garry Sigman, Janet Scheben-
dach, Seth Ammerman and Harry M Hoberman.

8. Casper RC, Offer D. Weight and dieting concerns in adolescents,
fashion or symptom? Pediatrics 1990;86:386-90.

9. Maloney MJ, McGuire J, Daniels SR, Specker B. Dieting behavior
and eating attitudes in children. Pediatrics 1989;84:482-9.

10. Schebendach J, Nussbaum MP. Nutrition management in
adolescents with eating disorders. Adolesc Med State Art Rev
1992:3:541-8.

11. Fisher M. Medical complications of anorexia and bulimia nervosa.
Adolesc Med State Art Rev 1992:3:481-502.

12. Palla B, Litt IF. Medical complications of eating disorders in
adolescents. Pediatrics 1988;81:613-23.

13. Mitchell JE, Seim HC, Colon E, Pomeroy C. Medical complications
and medical management of bulimia. Ann Intern Med
1987;107:71-7.

14. Hall RCW, Hoffman RS, Beresford TP, et al. Physical illness
encountered in patients with eating disorders. Psychosomatics
1989:30:174-91.

191



CPS Clinical Practice Guideline: AM 96-04

15.

16.

17.

18.

19.

20.

21.

Sharp CW, Freeman CPL. The medical complications of anorexia
nervosa. Br J Psychiatry 1993;162:452-62.

Nussbaum MP, Blethen SL, Chasalow FI, et al. Blunted
growth hormone responses to clonidine in adolescent

girls with early anorexia nervosa. Evidence for an early
hypothalamic defect. J Adolesc Health Care

1990:;11:145-8.

Pfeiffer RJ, Lucas AR, Ilstrup DM. Effect of anorexia nervosa on
linear growth. Clin Pediatr 1986;25:7-12.

Delaney DW, Silber TJ. Treatment of anorexia nervosa in a
pediatric program. Pediatr Ann 1984;13:860-4.

Golden NH, Shenker IR. Amenorrhea in anorexia nervosa:
etiology and implications. Adolesc Med State Art Rev
1992:3:503-17.

Kreipe RE, Hicks DG, Rosier RN, Puzas JE. Preliminary findings
on the effects of sex hormones on bone metabolism in anorexia
nervosa. J Adolesc Health 1993;14:319-24.

Biller BMK, Saxe V, Herzog DB, et al. Mechanisms of osteoporosis
in adult and adolescent women with anorexia nervosa. J Clin
Endocrinol Metab 1989;68:548-54.

ADOLESCENT MEDICINE COMMITTEE
Members: Drs Lionel Dibden, Edmonton, Alberta; Eudice Coldberg, The Hospital for Sick Children, Toronto, Ontario; Karen Mary Leslie, The Hospital
for Sick Children, Toronto, Ontario; Andrew Lynk (director responsible), Sydney, Nova Scotia; Roger Tonkin (chair), Gabriola Island, British Columbia;
Michael Westwood, Dorval, Quebec
Consultants: Drs Delores Doherty, St John’s, Newfoundland; Jean-Yves Frappier, Hopital Ste-Justine, Montréal, Québec; Miriam Kaufman, The Hospital
for Sick Children, Toronto, Ontario; Larry Pancer, Markham, Ontario; Diane Sacks, Toronto, Ontario

22,

23.

24.

25.

26.
27.

28.

29.

30.

Rock CLR, Curran-Celentano J. Nutritional disorder of anorexia
nervosa: A review. Int J Eating Dis 1994:15:187-203.

Forbes GB. Nutritional requirements in adolescents. In: Susking
RM, ed. Textbook of Pediatric Nutrition. New York: Raven Press,
1981:381-91.

Forbes GB, Kreipe RE, Lipinski BA, Hodgman CH. Body
composition changes during recovery from anorexia nervosa:
comparison of two dietary regimes. Am J Clin Nutr
1984;40:1137-1145.

Killen JDS, Hayward C, Litt I, et al. Is puberty a risk factor for eating
disorders? Am J Dis Child 1992:146:323-5.

Bruch H. Eating Disorders. New York: Basic Books, 1973.

Comerci GD. Eating disorders in adolescents. Pediatr Rev
1988;10:1-11.

Kreipe RE, Uphoff M. Treatment and outcome of adolescents

with anorexia nervosa. Adolesc Med State Art Rev 1992;3:519-40.
Steiner H, Majer C, Litt IF. Compliance and outcome in anorexia
nervosa. West J Med 1990;153:133-9.

Nussbaum M, Shenker IR, Baird D, et al. Follow up investigation of
patients with anorexia nervosa. J Pediatr 1985;106:835-40.

The recommendations in this Clinical Practice Guideline do not indicate an exclusive course of treatment or procedure to be
followed. Variations, taking into account individual circumstances, may be appropriate.
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