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Abstract

Objective: Psychotropic medication use in youth with eating disorders (EDs) is poorly 

understood despite high co-occurrence of psychiatric disorders. This study examined 

characteristics associated with medication use in treatment-seeking youth with EDs.

Method: Youth up to age 18 reported on medication use when presenting to an academic medical 

center outpatient ED service in the United States. Data presented were collected between 1998–

2015.

Results: The sample (N = 604) was predominantly female (90.6%) with a mean age of 15.3 

years (SD = 2.3). Approximately one-third (30%, n =173) were taking psychotropic medications 

(40%, n =70, were taking multiple medications). Antidepressant use was most common (26%, n 
=152), followed by atypical antipsychotics (8%, n = 43). Adjusting for co-occurring psychiatric 

disorders, non-Hispanic Whites who had received prior treatment (psychotherapy, hospitalization) 

were significantly more likely to be using medication. Longer illness duration and prior treatment 

were associated with greater antidepressant use. For atypical antipsychotics, prior hospitalization 

was associated with greater use.

Conclusions: Findings confirm moderate psychotropic medication use among young patients 

with EDs despite a lack of clarity regarding optimally effective pharmacologic interventions in this 

population. Pharmacological trials examining the efficacy of medications for young patients with 

EDs are warranted to inform future prescribing practice.
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Eating disorders (EDs) treatment requires multidisciplinary coordination of medical, 

nutritional, and psychological care (Watson & Bulik, 2013). To date, less is known about 

prevalence and patterns of psychotropic medication use among children and adolescents. 

Despite the relatively high rate of co-occurring psychiatric disorders (e.g., depressive and 

anxiety disorders; obsessive-compulsive disorder) in youth with EDs (55–88%) (Swanson et 

al., 2011), psychotropic medication use in this population has rarely been investigated. One 

study of medication use among youth with a range of psychiatric disorders in the United 

States (U.S.) found that use was the third highest for those with EDs (19%), preceded only 

by attention deficit hyperactivity disorder (31%), and mood disorders (20%) (Merikangas et 

al., 2013). Given seemingly extensive medication use and the lack of significant empirical 

data supporting medication use if prescribed for EDs in youth, patterns of use in this 

population warrant attention.

Results from pharmacological treatment studies for youth with EDs have been discouraging 

or inconclusive (Couturier & Lock, 2007; Couturier et al., 2019). While there are several 

randomized controlled trials of psychological treatments (c.f., Eisler et al., 2007; Le Grange 

et al., 2007; Le Grange et al., 2015; Lock et al., 2010; Schmidt et al., 2007), there have been 

relatively few randomized controlled psychopharmacological trials in this population 

(Goldberg et al., 1980; Hagman et al., 2011; Kafantaris et al., 2011), with promising but less 

rigorous data from non-randomized trials (Spettigue et al., 2018) or case series (Dennis et 

al., 2006; Mehler et al., 2001; Pisano et al., 2014).

Atypical antipsychotics have demonstrated some positive effects in adults with anorexia 

nervosa (AN) for facilitating weight gain (Attia et al., 2019; Attia et al., 2011; Bissada et al., 

2008) and decreasing ED cognitions (Attia et al., 2011; Bissada et al., 2008). However, 

results in adolescent AN trials have been mixed, with some studies showing benefits in 

weight gain (Spettigue et al., 2018) and others finding no significant effect on weight or ED 

symptoms (Hagman et al., 2011; Kafantaris et al., 2011; Kishi et al., 2012; Lebow et al., 

2013). Research examining antidepressants in weight-restored adult samples with AN has 

demonstrated limited efficacy as an adjunct to outpatient therapy (Brambilla et al., 2007; 

Holtkamp et al., 2005) or in reducing relapse in adults with AN (Walsh et al., 2006). The 

American Psychiatric Association (APA) recommends delaying the prescription of 

antidepressants in adults with AN until weight restoration has been achieved (APA, 2006). 

Data on youth with AN are even less robust, with limited studies demonstrating 

effectiveness for antidepressants.

Fluoxetine has been approved by the U.S. Food and Drug Administration (FDA) and the 

United Kingdom National Institute for Clinical Excellence (NICE) for adults with bulimia 

nervosa (BN) (Crow, 2019), and there is preliminary support for its use as an adjunctive 

treatment for youth with BN (Kotler et al., 2003; www.nice.org.uk). For adults with binge 

eating disorder (BED), FDA-approved lisdexamfetamine (i.e., Vyvanse) may reduce binge 
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eating behavior (see Crow [2019] for review), but to date, no large-scale trials with this 

medication have been conducted in youth with BED.

Other medication classes have been examined in adult samples (e.g., anticonvulsants) but 

have yet to be tested for evidence to support their use in youth with EDs. Providers also 

prescribe psychotropic medication (e.g., stimulants; mood stabilizers) to treat co-occurring 

psychiatric disorders in these youth (Swanson et al., 2011). The use of chart review 

methodology without structured interviews in a majority of research to date has provided 

limited systematic information on co-occurring psychiatric diagnoses in this patient 

population. In addition, recent data in the U.S. were not focused on youth specifically and 

could not provide more detailed information by diagnosis (e.g., BN) or gender (Mizusaki et 

al., 2018).

The primary aim of this study was to describe the prevalence and patterns of psychotropic 

medication use in a large treatment-seeking sample of youth presenting with EDs to a 

specialist outpatient service at an academic medical center in the U.S. The secondary aim 

was to examine child and family characteristics associated with psychotropic medication 

use. Finally, changes in psychotropic medication use patterns were examined over the 17-

year study period.

Methods

Study population

Participants were youth up to age 18 who presented with their caregiver(s) to The University 

of Chicago Eating Disorders Program for diagnostic evaluation. The sample was comprised 

of consecutive cases between October 1998 and June 2015, and included youth who were 

being evaluated for randomized controlled trials. ED diagnoses prior to 2013 that followed 

DSM-IV criteria were converted to meet DSM-5 equivalency for the current study (see Vo et 

al., [2017] for methodological detail).

Of 733 participants approached, 669 (91.2%) youth and their caregiver(s) provided written 

informed assent/consent. Participants who did not meet criteria for an ED (n = 36) were 

excluded. Participants from one pilot trial (n = 29) for whom detailed medication data were 

not available were also excluded. Finally, for patients who presented to our program twice (n 
= 5), only data from their first presentation was included in this analysis. All protocols were 

approved by The University of Chicago and University of California, San Francisco 

Institutional Review Boards.

Setting

During the time of recruitment, this program specialized in primarily outpatient treatment 

for youth and young adults, using predominantly Family-Based Treatment. Patients or their 

caregiver(s) contacted the program directly to schedule an assessment, provided by a 

licensed practitioner representing a variety of mental health disciplines (psychology, 

psychiatry, and social work).
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Clinical assessment

Clinicians systematically collected demographic and clinical information during the intake 

interview with youth and their caregiver(s), including reported medication use. Participants’ 

height and weight were measured (without shoes in light indoor clothing) on a stadiometer 

and regularly recalibrated scale, respectively. Percent median body mass index (% mBMI) 

was calculated using the 50th BMI percentile according to Centers for Disease Control 

(CDC) norms for age and gender (CDC, 2002). Underweight was conservatively defined as ˂ 
5th BMI-for-age percentile.

Assessment of medication use.—Caregivers completed a paper-and-pencil 

questionnaire about their child’s psychotropic medication use (medication name and 

dosage). Medication use was then confirmed by the clinician during an initial clinical 

interview with the child and their caregiver(s). Characteristics of providers who prescribed 

the medication(s) (e.g., specialty) and the setting in which it was prescribed (e.g., level of 

care) were not collected. Duration of pharmacotherapy and indication were also not 

systematically recorded due to lack of collateral information from the prescribing provider. 

Medications were then coded into their respective classes.

Diagnostic Interviews.

Eating Disorder Examination (EDE, version 12.0).: The EDE is a diagnostic interview 

that has demonstrated good reliability and validity (Cooper et al., 1989; Rizvi et al., 2000; 

Rosen et al., 1990). Its global score was used to provide a measure of ED psychopathology 

(Fairburn & Cooper, 1993) and to approximate updated DSM-5 ED diagnoses (Vo et al., 

2017). Youth were classified into groups of those meeting criteria for AN, Atypical AN, BN, 

subsyndromal BN, Avoidant/Restrictive Food Intake Disorder (ARFID), BED, BED of low 

frequency and/or limited duration, or “other” Other Specified Feeding or Eating Disorders 

(OSFED).

Co-occurring Psychopathology.: A semi-structured diagnostic interview was used to assess 

for current Diagnostic and Statistical Manual of Mental Disorders, 4th Edition, Text 
Revision psychiatric disorders (the Kiddie Schedule for Affective Disorders and 

Schizophrenia for School-Age Children [K-SADS] prior to 2013, and the Mini International 

Neuropsychiatric Interview for Children and Adolescents [MINI-Kid] after 2013, both of 

which have adequate psychometric properties in youth; Kaufman et al., 1997; Sheehan et al., 

2010). Co-occurring psychiatric diagnoses were collapsed into mood disorders (i.e., major 

depressive disorder, bipolar 1 disorder, bipolar 2 disorder, dysthymic disorder, cyclothymia, 

and/or depressive disorder not otherwise specified), anxiety disorders (i.e., obsessive-

compulsive disorder, panic disorder, specific phobia, post-traumatic stress disorder, social 

anxiety disorder, generalized anxiety disorder, separation anxiety disorder, and/or anxiety 

disorder not otherwise specified), and psychotic disorders broadly, including mood disorder 

with psychotic symptoms.

Data Analyses

SPSS 26 was used for statistical analysis. Descriptive statistics examined demographic and 

clinical characteristics, including rates of psychotropic medication use. Separate logistic 

Gorrell et al. Page 4

Eur Eat Disord Rev. Author manuscript; available in PMC 2021 November 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



regressions were used to evaluate demographic and clinical characteristics that were 

associated with 1) any psychotropic medication use, adjusting for presence of any co-

occurring psychiatric diagnosis in order to specify current medication use for ED treatment, 

2) antidepressant medication use, adjusting for co-occurring mood disorder and/or anxiety 

disorder, and 3) antipsychotic medication use, adjusting for relevant diagnosis—psychotic 

disorder, bipolar disorder, and/or major depressive disorder. Independent variables included 

age, gender, race/ethnicity, family income (divided by 10,000), ED diagnosis (AN [reference 

category], Atypical AN, BN, OSFED BN, and other), duration since ED onset (years), ED 

psychopathology (EDE global score), underweight status (i.e., ˂ 5th BMI-for-age percentile), 

purging frequency (weekly combined average frequency of vomiting, laxative use, and 

diuretic use over the past three months), previous outpatient psychotherapy, and previous 

inpatient hospitalization. In order to provide a more robust test of medication use patterns, 

independent variables significantly associated with the dependent variable in the initial 

model (p < .05) were entered into a final multinomial logistic regression. Analyses 

examining the association between underweight status and psychotropic medication use 

were also conducted with a cut-off more consistent with AN (%mBMI ˂ 87), with no 

changes in the pattern of results. We also examined rates of psychotropic medication usage 

during the study period, evaluating overall medication use and medication use by class 

across time in three blocks of approximately five years each (i.e., T1: 1998–2003; T2: 2004–

2009; T3: 2010–2015).

Results

Descriptive Characteristics

The majority of youth (N = 604) were female (90.6%, n = 541) with a mean age of 15.3 

years (SD = 2.3, range: [6,18]). Diagnoses included AN (32.6%, n = 197), Atypical AN 

(16.9%, n = 102), BN (27.6%, n = 167), subsyndromal BN (10.4%, n = 63), BED (1.3%, n = 

8), ARFID (0.5%, n = 3), BED of low frequency and/or limited duration (0.5%, n = 3), 

Purging Disorder (2.0%, n = 12), and “other” OSFED (8.1%, n = 49). Youth with BN and 

subsyndromal BN were older in age, with a longer duration of illness, higher % mBMIs, and 

more severe ED psychopathology than youth with AN or Atypical AN. Youth with AN also 

had a significantly lower number of co-occurring psychiatric disorders than all other 

diagnostic groups except youth with Atypical AN (see Table 1 for additional differences by 

ED diagnosis).

The sample included predominantly Whites (87.8%, n = 526), as well as Blacks/African 

Americans (7.0%, n = 42), Asians (2.8%, n = 17), American Indians or Alaska Natives 

(0.8%, n = 5), and mixed-race youth (1.5%, n = 9). Latinos comprised 14.9% (n = 89) of the 

sample. Mean family income was U.S. $113,088 (SD = 99,401). Level of parental education 

was high, with 42.7% (n = 200) having earned a master’s or doctorate degree, 37.6% (n = 

176) with a bachelor’s degree, and 19.7% (n = 96) with at least a high school degree.

Medication Use

Nearly one-third of participants were taking at least one psychotropic medication (29.8%, n 
= 173). Medication rates by psychotropic class indicated that antidepressant drugs were the 
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most common (26.4%, n = 150), followed by atypical antipsychotics (7.5%, n = 43). Of 

those taking medication, 40.5% (n = 70) received concomitant medications (two: n = 59, 

10.2%; three: n = 11, 1.9%). Of those who received concomitant medications, 16.7% (n = 

11) received medications within the same class—mostly two antidepressants (n = 9). 

Medications were frequently prescribed to an individual who did not meet current DSM-IV 

criteria for the indicated psychiatric disorder[s]) across all drug classes, including 

antidepressants (40.8%, n = 62), antipsychotics (48.8%, n = 20), mood stabilizers (57.1%, n 
= 4), anxiolytics (64.7%, n = 11), ADHD medications (60.0%, n = 9), mood stabilizers 

(90.0%, n = 9), and anticonvulsants (75.0%, n = 3). Table 2 (see also supplemental Appendix 

A) provides additional information about psychotropic medication use.

Usage over time

Overall medication use decreased over time from about one-third to one-quarter of youth 

from the first (1998–2003) to the last time period (2010–2015) (see Figure 1). Within total 

medication use, the proportion of antidepressant, atypical antipsychotic, and other 

medication use was relatively stable over time—with about two-thirds of medications 

prescribed being antidepressants, and the remaining third being about evenly split between 

atypical antipsychotics and other medications within each time period (see Figure 2).

Correlates of Psychotropic Medication Use

Any psychotropic medication.—Co-occurring psychiatric disorder was significantly 

associated with any psychotropic medication use in the initial bivariate model (B = 0.85, SE 
= 0.20, Wald χ2 = 18.43, p < .001, OR [95% CI] = 2.34 [1.59,3.45]). Adjusting for co-

occurring disorder, there were significant initial effects of race (racial/ethnic minority vs. 

non-Hispanic White: B = −0.47, SE = 0.23, Wald χ2 = 4.38, p < .001, OR [95% CI] = 2.42 

[1.63,3.57]), prior inpatient hospitalization (B = 1.92, SE = 0.23, Wald χ2 = 71.45, p < .001, 

OR [95% CI] = 6.79 [4.36,10.59]), previous outpatient therapy (B = 1.55, SE = 0.26, Wald 

χ2 = 36.99, p < .001, OR [95% CI] = 4.71 [2.86,7.68]), and ED diagnosis (BN vs. AN: B = 

−0.70, SE = 0.27, Wald χ2 = 6.69, p = .01, OR [95% CI] = 0.50 [0.47,1.41]) on overall 

psychotropic medication use. In the multinomial model adjusting for co-occurring disorder 

(B = 1.11, SE = 0.24, Wald χ2 = 21.21, p < .001, OR [95% CI] = 3.04 [1.89,4.87]), youth 

who had received prior outpatient psychotherapy were over three times more likely to be 

using psychotropic medication (B = 1.26, SE = 0.28, Wald χ2 = 20.07, p < .001, OR [95% 

CI] = 3.52 [2.03,6.12]), and those who had received inpatient treatment were six times more 

likely to be using psychotropic medication (B = 1.79, SE = 0.24, Wald χ2 = 55.84, p < .001, 

OR [95% CI] = 6.01 [3.76,9.62]). Non-Hispanic White youth were almost two times more 

likely to receive psychotropic medications compared to racial/ethnic minorities (B = −0.57, 

SE = 0.28, Wald χ2 = 4.19, p = .04, OR [95% CI] = 0.57 [0.33,0.98]). ED diagnosis (ps 

> .47) was not significantly associated with medication use in the multinomial model.

Antidepressant medication.—Co-occurring mood or anxiety disorder (p < .001) was 

significantly associated with antidepressant medication use in the initial bivariate model (B 
= 0.78, SE = 0.20, Wald χ2 = 15.45, p < .001, OR [95% CI] = 2.18 [1.48,3.22]). Adjusting 

for these variables, there were significant initial effects of duration since ED onset (B = 0.19, 

SE = 0.08, Wald χ2 = 6.28, p = .01, OR [95% CI] = 1.21 [1.04,1.41]), purging frequency (B 
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= 0.03, SE = 0.01, Wald χ2 = 4.17, p = .04, OR [95% CI] = 1.03 [1.00,1.05]), prior inpatient 

hospitalization (B = 1.67, SE = 0.23, Wald χ2 = 54.61, p < .001, OR [95% CI] = 5.31 

[3.41,8.26]), and prior outpatient therapy on antidepressant medication use (B = 1.47, SE = 

0.27, Wald χ2 = 29.82, p < .001, OR [95% CI] = 4.33 [2.56,7.33]). In the multinomial model 

adjusting for co-occurring mood/anxiety disorder (B = 0.93, SE = 0.27, Wald χ2 = 12.22, p 
< .001, OR [95% CI] = 2.54 [1.51,4.28]), youth with a longer duration since ED onset were 

more likely to be using antidepressants (B = 0.19, SE = 0.08, Wald χ2 = 5.33, p = .02, OR 

[95% CI] = 1.21 [1.03,1.43]); every additional year in duration since ED onset illness was 

associated with a 1.2-fold increase in antidepressant use. Those who had received outpatient 

psychotherapy were 2.5 times more likely to be using antidepressants (B = 0.94, SE = 0.34, 

Wald χ2 = 7.46, p = .006, OR [95% CI] = 2.57 [1.31,5.05]), and those who had received 

inpatient treatment were almost five times more likely to be using antidepressants (B = 1.57, 

SE = 0.27, Wald χ2 = 33.31, p < .001, OR [95% CI] = 4.82 [2.82,8.21]).

Atypical antipsychotic medication.—Relevant co-occurring disorder (i.e., psychotic 

disorder, bipolar disorder, or major depressive disorder) was significantly associated with 

atypical antipsychotic use in the initial bivariate model (B = 1.05, SE = 0.32, Wald χ2 = 

10.20, p = .001, OR [95% CI] = 2.84 [1.50,5.41]). Adjusting for co-occurring diagnosis, 

there were significant initial effects of gender (B = 1.39, SE = 0.41, Wald χ2 = 11.56, p 
= .001, OR [95% CI] = 4.03 [1.80,8.98]), income (B = −0.10, SE = 0.04, Wald χ2 = 4.77, p 
= .03, OR [95% CI] = 0.91 [0.84,0.99]), ED diagnosis (BN vs. AN: B = −1.63, SE = 0.58, 

Wald χ2 = 7.81, p = .005, OR [95% CI] = 0.20 [0.06,0.62]), prior inpatient hospitalization 

(B = 1.70, SE = 0.35, Wald χ2 = 23.19, p < .001, OR [95% CI] = 5.49 [12.74,10.97]), and 

prior outpatient psychotherapy (B = 1.38, SE = 0.49, Wald χ2 = 7.99, p = .005, OR [95% 

CI] = 3.97 [1.53,10.32]) on psychotropic medication use. In the multinomial model 

adjusting for relevant co-occurring disorder (B = 1.51, SE = 0.57, Wald χ2 = 7.08, p = .008, 

OR [95% CI] = 4.50 [1.49,13.65]), higher family income was associated with lesser use of 

atypical antipsychotics (B = −0.17, SE = 0.05, Wald χ2 = 10.17, p = .001, OR [95% CI] = 

0.85 [0.76,0.94]), such that for every $10,000 increase in income, youth were 1.2 times less 

likely to be using atypical antipsychotics. Compared to youth with AN, youth with atypical 

AN were 1.5 times less likely to be using atypical antipsychotics (B = 2.04, SE = 0.68, Wald 

χ2 = 8.89, p = .003, OR [95% CI] = 0.63 [2.01,29.34]) and those “other” diagnoses were 5 

times more likely to be using atypical antipsychotics (B = 1.66, SE = 0.76, Wald χ2 = 4.75, 

p = .03, OR [95% CI] = 5.25 [1.18,23.37]). Youth who had received inpatient treatment were 

almost 4 times more likely to be using atypical antipsychotics (B = 1.34, SE = 0.58, Wald χ2 

= 5.35, p = .02, OR [95% CI] = 3.84 [1.23,11.98]) compared to those with no prior inpatient 

treatment history. Gender and prior outpatient therapy were not significantly associated with 

atypical antipsychotic use (ps ≥ .10).

Discussion

Nearly one-third (29.8%) of youth presenting for evaluation to a specialist outpatient ED 

program were using psychotropic medication at intake, most commonly antidepressants 

(26.4%), followed by atypical antipsychotics (7.5%). The medication use rate in this sample 

was slightly lower than another report of a sample including children and young adults 
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presenting for ED treatment in the U.S. (45.3%; Mizusaki et al., 2018), but double that of 

youth with any psychiatric disorder (14%) in a population-based sample (Merikangas et al., 

2013) and triple that of treatment-seeking youth who presented to ED programs in the 

United Kingdom (Gowers et al., 2010). The use of two or more medications was highly 

common (40%), comparable to other studies of youth (31%; Garner et al., 2016). Of note, 

prior work suggests that medication use may differ according to ED treatment setting, as 

lower rates were shown upon entry to adolescent-medicine based hospital and outpatient 

programs in the United Kingdom (8%) (Gowers et al., 2010) and U.S. (12%) (Monge et al., 

2015), whereas higher rates were found in an academic medical center (45%; Mizusaki et 

al., 2018) and residential ED programs in the U.S. (79%; Garner et al., 2016).

Our findings demonstrate overall decreasing rates in medication use in young patients with 

EDs from 1998 to 2015, in contrast with evidence suggesting the opposite pattern in adults 

with AN (Fazeli et al., 2012). Despite the black-box warning issued by the U.S. Food and 

Drug Administration (FDA) in 2004 indicating that antidepressants were associated with an 

increased risk of suicidal thinking, feeling, and behavior in young people, the proportion of 

antidepressants prescribed did not change in the period before to the period after 2004. 

Indeed, the proportion of medications by class remained stable over time, despite overall 

medication use trending downward. Nevertheless, it is possible that this FDA warning 

impacted attitudes in prescribing for youth, contributing to decreased overall use.

Several factors were associated with increased likelihood of overall medication use, with co-

occurring psychiatric disorders and previous treatment (i.e., outpatient psychotherapy, 

inpatient hospitalization) appearing most robust. Non-Hispanic White race was also 

associated with greater overall medication use, compared to racial/ethnic minorities. Co-

occurring mood and/or anxiety disorder, longer duration since ED onset, and previous 

general psychological treatment were all associated with greater antidepressant use. Despite 

the fact that there is an FDA-approved medication for BN in adults, youth with BN were no 

more likely to be using antidepressant medication compared to youth with other ED 

diagnoses. Furthermore, severity of ED psychopathology was not associated with 

medication use. Taken together, this reflects a potential tendency for antidepressants to be 

prescribed to youth regardless of ED diagnosis or severity and primarily for mood disorders, 

or possibly mood symptoms either independent of, or secondary to, malnutrition. Although 

mood disorders were significantly associated with antidepressant medication use, two-fifths 

of youth were taking an antidepressant “off-label” (i.e., without U.S. FDA-approved labeling 

for an indication, dose, or age group). Further, other medications had even higher rates of 

off-label use, ranging between 50–90% across medication classes.

Co-occurring psychiatric disorder and inpatient treatment was also associated with greater 

likelihood of atypical antipsychotic medication use. In contrast to antidepressants, ED 

diagnosis was associated with atypical antipsychotic use, such that compared to youth with 

AN, youth with atypical AN had significantly lesser use and youth with “other ED” 

diagnoses had significantly greater use. This could perhaps reflect practitioners’ hesitancy to 

prescribe atypical antipsychotics in youth, especially those with disorders that have greater 

medical risk, such as EDs. However, it is surprising given somewhat promising results from 

case series of atypical antipsychotics in AN and our findings that those with atypical AN 
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(i.e., at higher weight) were less likely than those with AN to be taking atypical 

antipsychotics. Further, higher family income was associated with lesser use of atypical 

antipsychotics.

No other clinical factors were associated with medication use, across medication types. For 

example, youth who were underweight were overall no less likely to be using medication. 

While this is consistent with previous research (Monge et al., 2015), it is nevertheless 

surprising given the lack of evidence for the efficacy of medications in the context of 

underweight patients with AN (Claudino et al., 2006) and recommendations to delay the 

prescription of antidepressants until weight restoration has been achieved (APA, 2006). In 

addition, research indicates that co-occurring depressive symptoms in youth with AN 

improve over time within psychotherapy (Accurso et al., 2014), so providers might be 

advised to delay prescribing antidepressants until psychotherapy is underway and patients 

have at least partially restored weight, if depressive symptoms persist. Even so, it is possible 

that antidepressants were prescribed for psychiatric symptoms prior to the onset of the ED 

and subsequent weight loss.

In alignment with prior research finding greater medication use in White compared to Black 

and Latino youth (Leslie et al., 2003; Monge et al., 2015), in our sample, Non-Hispanic 

Whites were almost two times more likely to receive psychotropic medications compared to 

racial/ethnic minorities. We also found that lower family income was associated with 

significantly greater use of atypical antipsychotics, which contradicts the findings of another 

study across psychiatric disorders (Leslie et al., 2003). While speculative, this may reflect 

greater willingness in lower-income families to use potentially less expensive options than 

non-pharmacological intervention (e.g., more extensive psychotherapy that insurance may 

not substantiate), or greater provider reliance on the use of more intensive medication in 

families with fewer resources. However, few other demographic differences emerged. Age 

was not associated with medication use, which is consistent with research in a slightly older 

sample (Monge et al., 2015). Consistent with atypical antipsychotics being twice as common 

overall in boys than girls in the U.S. (Cooper et al., 2006), there were initial effects of 

gender, with boys being four times more likely to be using atypical antipsychotics. However, 

gender was not significantly associated with atypical antipsychotic use in the multinomial 

model.

Study strengths include the relatively large sample of youth with a broad range of ED 

diagnoses and the use of semi-structured diagnostic interviews to determine ED and co-

occurring psychiatric diagnoses. However, several limitations should be noted. First, 

medication use in youth with EDs could not be directly compared to youth with other mental 

health disorders within the same practice setting. Other research indicates that rates of 

medication use in this study are comparable to those for youth with ADHD (31%), but 

higher than those for community samples of youth with a mood disorder (20%), anxiety 

disorder (12%), or disruptive behavior disorders (19%) (Merikangas et al., 2013). Second, 

prescribing provider (e.g., specialty), service setting characteristics (e.g., level of care), and 

indication(s) (e.g., atypical antipsychotics for weight gain versus management of psychotic 

symptoms) were unknown, which would have informed medication practices. Further, 

primary indication (e.g., ED versus co-occurring disorder) and start date/duration for prior 
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mental health treatments (i.e., medication or therapy) were not assessed, which may have 

also impacted medication use patterns. For example, if an antidepressant medication were 

prescribed in the last year for major depressive disorder, the youth might not have met 

criteria for a depressive disorder at assessment, complicating the interpretation of off-label 

uses and correlates of medication use, particularly given that neither patients nor caregivers 

reported on medications’ perceived effectiveness. Furthermore, findings from this 

Midwestern region may not generalize to youth in other geographical areas. Given that the 

initial assessment of EDs in the current study was made according to DSM-IV criteria, we 

did not specifically assess for ARFID; while a small number of cases were identified as 

meeting DSM-5 criteria for ARFID in the current sample, this disorder (and relative 

medication use, given rates of comorbid psychiatric disorders in this population; Keery et 

al., 2019) was likely underrepresented. Finally, insurance information was not available, 

which has been found to be associated with medication use (Zito et al., 2005). However, 

family income was examined and may be related to insurance status.

These data suggest a relatively high perceived need for pharmacological treatment of 

psychiatric symptoms in youth with EDs among prescribers and/or these youth and their 

families. Antidepressants were the most common, which is not surprising given that more 

than a third of youth in this sample had a mood disorder, even though co-occurring mood 

symptoms in youth with AN do improve at times within psychotherapy without 

psychopharmacological intervention (Accurso et al., 2014; Trainor et al., 2020). 

Furthermore, relatively few clinical factors associated with medication use were identified in 

this study. The high rate of co-occurring psychiatric disorders and substantial distress with 

which these youth typically present pose a dilemma for the medical provider, particularly for 

those who lack ED expertise. Since the evidence base for pharmacological treatment of 

pediatric EDs is not robust at this time (Couturier et al., 2019), a focus on pharmacological 

trials that may determine the efficacy of psychotropic medication on both ED symptomology 

and weight gain (as indicated), and symptoms associated with comorbid psychopathology is 

warranted. Delineating the specific use of medications for either ED pathology, comorbid 

psychopathology (e.g., depression; anxiety) or their combination would greatly inform 

future prescribing practices. In advance of these trials, caution in prescribing practices might 

be specifically advised, given the potential impact of certain psychotropic medications on 

the metabolic and endocrine systems of developing youth (De Hert et al., 2011).

This is the first study to examine clinical characteristics associated with medication use in 

youth with EDs across the DSM-5 diagnostic spectrum. Additionally, this is the first study to 

examine psychotropic medication use in a large sample of youth seeking psychological 

treatment for EDs in the U.S., and as such, may highlight differences compared to 

prescription practices in other countries. Overall findings indicating relatively common 

medication use in this population highlights an urgent need for future medication trials that 

can evaluate pharmacological impact in treating both EDs or co-occurring symptoms in 

youth with EDs.
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Refer to Web version on PubMed Central for supplementary material.
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Highlights:

• One-third of youth with EDs reported actively using psychotropic medication, 

most commonly antidepressants, followed by atypical antipsychotics. Overall 

rates of medication use decreased from 1998 to 2015, but the relative 

proportion of medication classes remained relatively stable.

• Youth with co-occurring psychiatric disorders, previous outpatient 

psychotherapy, or history of general inpatient hospitalization were more likely 

to be using medications.

• Certain characteristics were associated with medication use, including lower 

family income (greater likelihood of atypical antipsychotic use) and racial/

ethnic minority status (lesser likelihood of antidepressant use).
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Figure 1. 
Percentage of youth taking any psychotropic medication by year.
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Figure 2. 
Percentage of all psychotropic medications used by class and year.
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Table 2.

Psychotropic medications by class and subclass

Class n (%)

Antidepressant 150 (25.9%)

 SSRI 141 (24.4%)

 SNRI 10 (1.7%)

 SARI 4 (0.7%)

 Aminoketone (buproprion) 2 (0.3%)

Atypical Antipsychotic 43 (7.5%)

Anxiolytic 17 (2.9%)

 Benzodiazepine 14 (2.4%)

 Spiro compound (buspirone) 3 (0.5%)

ADHD 16 (2.8%)

 Stimulant 12 (2.1%)

 Non-stimulant 5 (0.9%)

Anticonvulsants 7 (1.2%)

Mood Stabilizer 4 (0.7%)
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