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Abstract

Background: Historically, eating disorders were not identified in older populations and it is only in more recent times
that there is greater recognition of the existence of eating disorders among the elderly. This is despite the high level
of morbidity and mortality associated with these disorders. Current guidelines focus on treatment of eating disorders
within the adolescent and general adult age groups, without apparent concessions made for the older age group.
The aim of this study was to review existing literature on the demographics and treatment of eating disorders in older
people.

Methods/design: A systematic review of the literature was conducted using CINAHL, MEDLINE, EMBASE, Psycinfo,
Scopus, and Web of Science to identify publications focusing on treatment of eating disorders in people over the age
of 65 years, age of diagnosis, gender distribution, treatment setting, and treatment outcomes.

Results: A total of 35 articles (reporting on 39 cases) were relevant to our study, with 33 of the 35 articles being either
case studies or case series. The mean age of participants was 73.2 years (range 66-94 years) with the majority (84.6%)
being female. Most cases (84.6%) were diagnosed with anorexia nervosa, and 56.4% of all cases were reported as late
onset (i.e, after age 40 years). The vast majority (94.8%) received treatment, of which 51.5% was hospital-based treat-
ment. In case descriptions where improvement was reported, the majority described a multidimensional approach
that included a combination of hospital admission, therapy and pharmacotherapy. Overall, 79.5% of cases who under-
went treatment for an eating disorder improved, while 20.5% relapsed or died as a result of the complications from
their eating disorder. There were significant inconsistencies and omissions in the way cases were described, thereby
impacting on the interpretation of the results and potential conclusions.

Conclusions: The information available on the treatment of eating disorders in people over the age of 65 years is
limited. The quality of case reports to date makes it difficult to suggest specific assessment or treatment guidelines for
this population.
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Background

Eating disorders represent a group of complex and
chronic medical illnesses, with both psychological as well
as medical features. They are characterized by abnormal
eating behaviours that lead to significant morbidity and
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mortality [1]. They include anorexia nervosa, bulimia
nervosa, binge eating disorder, and restrictive/avoidant
food intake disorder, as well as other specified feeding
and eating disorders as per the Diagnostic and Statistical
Manual of Mental Disorders 5 (DSM 5) [2].

Eating disorders have long been thought to be illnesses
that primarily affect young people [3]. Age has played a
pivotal role in the diagnosis of eating disorders, in par-
ticular, anorexia nervosa [4, 5]. Since its initial descrip-
tion by Sir Gull [6], anorexia nervosa was primarily
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thought to be seen in people aged between 16 and 25
years. Even up until the 1980s, it was widely accepted that
eating disorders were only seen in younger age groups,
which was confirmed by DSM III, wherein the diagnosis
of anorexia nervosa could only be made in people aged
under 30 years [2]. Given this definition decades ago, it is
possible that eating disorders have not been adequately
recognised in the older age group.

There is no doubt that eating disorders have one of
the highest morbidity and mortality rates amongst all
mental illnesses, with anorexia nervosa having the high-
est mortality rate of all psychiatric disorders [7]. One
meta-analysis estimated the mortality rates (deaths per
1000 members of the population per year) for anorexia
nervosa, bulimia nervosa, and eating disorders not oth-
erwise specified were at 5.1, 1.7, and 3.3, respectively [8].
In this study, one in five of those who died with anorexia
nervosa did so through suicide, identifying psychologi-
cal burden as a significant contributing factor relating to
mortality [8]. Other research has indicated that anorexia
nervosa’s crude mortality rate has increased from 5-10%
to 17% over a 20-year follow-up [9].

With every edition of the DSM, there have been sig-
nificant changes, reflecting changing views of the eating
disorders over the decades. This is seen in changes from
DSM III categorising eating disorders as those occurring
in infancy, childhood, and adolescence to DSM IV, where
eating disorders received their own category. It was in
DSM 1V that eating disorders were divided into anorexia
nervosa, bulimia nervosa, and eating disorder not other-
wise specified. It is of note that in DSM IV, having amen-
orrhoea was a necessary criterion for post-menarche
women to meet a diagnosis of anorexia nervosa, thereby
discounting the diagnosis of this illness in menopausal
and post-menopausal women. This criterion has been
removed with DSM V; in addition, binge eating disorder
is now recognised as a separate diagnosis.

Historically, the elderly displaying eating disordered
behaviours would have received a diagnosis of eating
disorder not otherwise specified, a category reserved for
those who do not meet full criteria for any specific eating
disorder. Hence, an elderly woman with abnormal eat-
ing habits, a desire to lose or control weight, and a low
score on body mass index would have been diagnosed
with eating disorder not otherwise specified rather than
anorexia nervosa using previous versions of DSM [1].
There has been limited research on eating disorder not
otherwise specified—in spite of this being the most com-
monly diagnosed eating disorder subtype in adult popu-
lations [10]. This is likely to have contributed to further
problems in estimating the prevalence of eating disorders
in the elderly within the community. In the older popula-
tion, it would be possible to misdiagnose eating disorders
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as a medical issue or a consequence of an organic prob-
lem. Another complicating factor in identification could
be that adults are more adept at masking their illness [11]
than their younger counterparts [1].

The awareness of eating disorders has increased in
recent decades, with increased recognition of eating dis-
orders amongst young “baby boomers” (born 1946-1964)
[12], leading to an increase in the number of older adults
presenting with eating disorders [1]. In addition, given
that only a minority of individuals meeting the stringent
criteria for eating disorders are seen in mental health care
[3], it is plausible that many would not receive adequate
treatment and continue to experience problems related
to eating disorders as they age.

Recent studies show that 1.8-3.8% of community
dwelling women over the age of 60 have indications of
an eating disorder [13, 14], suggesting that the risk of
these disorders are life-long concerns. With the limited
evidence available, what is known about eating disor-
ders in the elderly population is that anorexia nervosa is
the most common form, 60% of people have additional
comorbid psychiatric conditions, and there is a very
high mortality rate of 21% [1]. While recognition of ano-
rexia nervosa’s presence in the elderly population has
increased, at present, there is limited understanding of
its aetiology and clinical presentation and even less about
treatment options.

The outcome for anorexia nervosa in adolescents is
thought to be better than in adults, with recovery rates
and chronicity of illness more favourable in studies with
younger patients, and with a lower mortality rate [9]. The
high risk of mortality and morbidity associated with eat-
ing disorder in younger age groups is well recognised.
One could extrapolate, given limited physical reserve
and poor ability to tolerate the sequelae of untreated or
delayed treatment of eating disorders, that older people
would be at increased risk of morbidity and mortality
when compared with their younger counterparts. Hewitt
et al. [15] examined over 10 million deaths in the USA,
where anorexia nervosa was the primary cause of death
or a secondary condition present at the time of death.
They found that most deaths due to anorexia nervosa
were in the elderly—10% in the 55-64 age group, 12% in
the 65-74 age group, and 28% in the 85 and older group.
This suggests that not only can eating disorders exist in
the older age group, but that the risk of mortality and
morbidity in this age group is significantly higher. There-
fore, the timely recognition of eating disorders among
older age groups appears to be of great importance [11].

Due to its well-recognised presence amongst adoles-
cents and young adults, there have been well established
guidelines for treatment of eating disorders in these
age groups. These include specialist supportive clinical
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management (SSCM) [16], and The Maudsley model of
anorexia nervosa treatment for adults (MANTRA) for
adults over the age of 18 years [17]. Both approaches have
been shown to be equally effective but with low recovery
rates [18]. There are no equivalent guidelines addressing
the treatment of individuals with eating disorders within
the elderly.

Despite growing evidence for the presence of eating
disorders in the older age group, as well as the recogni-
tion of greater risk of mortality and morbidity compared
with the younger population, little is known about effec-
tive treatment strategies, with no current guidelines
available to assist clinicians. Given the comparative vari-
ety of complexities seen in the elderly versus young adults
and middle-aged individuals, this systematic review aims
to identify, synthesize, and critically evaluate the scien-
tific literature on eating disorders in elderly populations,
in order to improve the understanding of treatment in
the elderly.

Methods

The methodology to perform this systematic review
was developed according to recommendations from the
Preferred Reporting Items for Systematic Reviews and
Meta Analyses (PRISMA) guidelines. The study was reg-
istered with PROSPERO (www.crd.york.ac.uk/PROSP
ERO) with the registration number of CRD42016042361
on 07/07/2016 and with title of ‘Eating disorders in the
elderly’

Search strategy

There were two steps used in the search strategy. Firstly,
the Cochrane Database of Systematic Reviews, The Inter-
national Register for Systematic Reviews, PROSPERO,
and Joanna Briggs Institute were searched to identify any
recent or past systematic reviews meeting the selection
criteria (i.e., investigating the treatment of eating disor-
ders in older people). Articles were included in the review
using the following terms: ‘Eating disorder;, ‘Bulimia Ner-
vosa, ‘Anorexia Nervosa, and ‘Binge Eating Disorder’ This
process allowed for inclusion of individual articles from
systematic reviews, as well as any systematic review as an
initial step of the review process.

The second step involved searching seven major data-
bases including: CINAHL, MEDLINE, EMBASE, Psy-
cInfo, PubMed, Scopus, and Web of Science from the
initial date of each database through to July 2019. The
following terms were used: ‘Eating disorder; ‘Anorexia
Nervosa, ‘Bulimia Nervosa, and ‘Binge Eating Disorder;
with studies limited to Human, English language, and age
greater or equal to 65 years old. Due to age not being an
option both in Scopus and Web of Science, the follow-
ing terms were used: ‘Eating disorder and old age; ‘Eating
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disorder and elderly; ‘Eating disorder and geriatric, ‘Ano-
rexia Nervosa and old age; ‘Anorexia Nervosa and elderly,
‘Anorexia Nervosa and geriatric, ‘Bulimia Nervosa and
old age, ‘Bulimia Nervosa and elderly, ‘Bulimia Nervosa
and geriatric;, ‘Binge Eating Disorder and old age; ‘Binge
Eating Disorder and elderly, and ‘Binge Eating Disorder
and geriatric. The search was conducted by the primary
reviewer.

Inclusion criteria

Articles were included if the study (a) had an eligible
study design, including systematic reviews, randomised
controlled trials, non-randomised controlled trials,
quasi-experimental design, cohort (observational) stud-
ies, case reports, case series, and case controlled studies;
(b) explored the treatment of eating disorders; (c) had
patients/participants aged 65 years or greater; and (d)
had a diagnosis of an eating disorder.

Exclusion criteria

Articles were excluded if (a) they were in other languages
than English or (b) studies involved animals or laboratory
observations.

Selection of studies

Search results were downloaded into an EndNote data-
base. The primary reviewer checked the titles and
abstracts of all obtained studies ensuring that the articles
included contained the correct search terms and look-
ing at the inclusion criteria which included the diagno-
sis search terms. Two reviewers independently checked
titles and abstracts of all obtained studies, retaining
studies meeting the inclusion criteria. This was then
cross-referenced by the two independent reviewers and
any disagreements were then discussed with a 3rd inde-
pendent arbiter. Studies that were included by title and
abstract were further reviewed in full text, again indepen-
dently by the 2 reviewers. Any disagreements were again
cross-referenced and discussed with a 3rd independent
arbiter as necessary.

Assessment of quality

It was not possible to assess the risk of bias, as all of the
studies included were case studies. However, the Critical
Appraisal Checklist for case series and case reports [19]
was used in deciding whether to include or exclude the
studies in this review. In addition, the quality of the case
reports/series studies was evaluated by two independent
reviewers based on a combination of clinical judgement
and whether sufficient detailed information was included
(for example age, gender, diagnosis, initial weight, treat-
ment, whether the person improved by weight gain, and
how much of weight they gained), allowing for studies to
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be classified as either “good” or “poor”. Studies were clas-
sified as “good” if they had a clear description of the ill-
ness, including the initial weight prior to treatment and
after treatment, what treatment the patient received, and
the outcome in relation to weight and discharge from
hospital. Studies that were classified as “poor” typically
had missing outcome information in relation to weight
gain/loss and whether the patients were discharged from
hospital.

Data extraction

Two reviewers independently extracted information
about studies from the Endnote database. The following
data were extracted:

1. Publication details: authors and year of publication;

2. Study design: type of study (randomised controlled
trials, non-randomised controlled trials, quasi-
experimental design, cohort (observational) studies,
case reports, case series, and case controlled studies,
recruitment methods, and data collection methods;

3. Participants: number of participants, and participant
demographic characteristics (including age greater or
equal to 65 years and gender);

4. Diagnosis information: diagnosis (including DSM V
eating disorder diagnoses);

5. Clinical features (weight, body mass index, dietary
restrictions, and medical comorbidities and compli-
cations); and

6. Treatment (including medications, psychological,
inpatient and community treatment)

Outcome

The outcomes of this review will firstly identify any asso-
ciations between eating disorder type and treatment
modality and examine any weight gain due to potential
interventions and mortality rates within the elder popu-
lation diagnosed with an eating disorder. In addition, it
will also examine the frequency of comorbid psychiatric
conditions among the elderly diagnosed with an eating
disorder.

Data synthesis

As there were no RCT or quasi-experimental observa-
tional studies available in this area, a meta-analysis was
not conducted, nor was it possible to examine measures
of treatment effects, as all the studies reviewed were case
studies. Data extracted from eligible studies was synthe-
sised using a narrative approach. The synthesis aimed to
describe the existing body of literature, identifying any
strengths and gaps in the diagnosis and treatment of eat-
ing disorders among the elderly. Study selection strategy
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and the results of the literature search are depicted in
Fig. 1. Extracted relevant data for each study is summa-
rised in Table 1. The findings are further summarised
below in a narrative interpretation focused on the pri-
mary aim of this review, to provide a better understand-
ing of eating disorders in elderly populations in order to
improve our undertaking of diagnosis and treatment in
this population.

Results

There were no systematic reviews exploring the treat-
ment of eating disorders in older people identified in the
international register for systematic reviews, PROSPERO,
Cochrane Database of Systematic Reviews, or the Joanna
Briggs Institute. There was no consistent agreement on
the definition of what are “late onset” eating disorders
within the literature. For our study, patients were iden-
tified as having an onset of eating disorders in later life
(i.e., patients with eating disorder who were older than 65
years), in order to align with the national age standards
for older people.

A total of 9492 records were identified through data-
base searching, and after removal of duplicates, 5700
articles remained. All records were screened by two inde-
pendent assessors, in order to include and exclude by
title/abstract and then based on full text. After exclud-
ing articles by title/abstract, a total of 197 articles were
identified through the databases. Following this, the
reviews from databases were hand-searched for original
articles, and 50 additional articles were included based
on their title/abstract. Full articles were then sourced for
the combined total of 247 references identified. The same
two independent assessors separately read articles and
identified those that met the inclusion criteria. A third
independent assessor resolved any disagreements. At this
stage, 212 studies were excluded, as the participants were
< 65 years old or the study was not published in English.
A total of 35 studies were identified as relevant for our
systematic review (see Fig. 1).

Table 1 summarises the characteristics of the retained
studies. Of the 35 studies that were included in our sys-
tematic review, 33 studies discussed cases, and the other
two articles made only general comments about the treat-
ment of older people with an eating disorder. Thus, all
included studies were Level IV (case series) or less with
respect to the National Health and Medical Research
Council (NHMRC) guidelines for examining the level
of research evidence [53]. In the two non-case descrip-
tor studies [54, 55], both commented on the multifaceted
approach to treatment of eating disorders in older peo-
ple, which includes medical, psychological, and dietary
management.
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In total, 39 cases were described in the 35 selected
studies, of which 69.2% (27 case reports) were classified
as “good” quality, and 30.8% (12 case reports) were clas-
sified as poor quality based on our criteria. Among the
39 cases reported, 33 (84.6%) were females and 6 were
males (15.4%). The age of patients at the time of assess-
ment varied from 66 to 94 years with a mean age of 73.2
years. Female age range was 67-94 years, and male age
range was 70—81 years. Of the 39 cases, 33 (84.6%) were
diagnosed with anorexia nervosa, 3 with bulimia nervosa
(7.7%), and 3 (7.7%) cases were given an unspecified eat-
ing disorder diagnosis. When considered by gender, of
the 33 women, 29 (87.9%) were diagnosed with anorexia
nervosa, 2 (6.1%) with bulimia nervosa, and 2 (6.1%) with
an unspecified eating disorder diagnosis. As for the 6
male cases, 4 (66.7%) were diagnosed with anorexia ner-
vosa, 1 (16.7%) with bulimia nervosa and 1 (16.7%) with
an unspecified eating disorder.

The stated age of onset of eating disorder was not
always made clear, but in 22 out of the 39 cases (56.4%),
the onset of illness was reported to have occurred after
the age of 40 years. Eighteen of the 33 cases (54.5%) with
anorexia nervosa had an onset after the age of 40 years,
whilst with bulimia nervosa, there were two out of the
three (66.6) whose illness onset was after the age of 40
years, and 2 of 3 of unspecified eating disorder had a later
onset of illness. Eight of the 39 cases died during follow-
up (20.5%), but not all these deaths were reported to be a
complication of the eating disorder. In 3 case studies, no
cause of death was specified.

Of the 39 cases, 21 were reported to have comorbid or
prior psychiatric illnesses recorded, with many cases hav-
ing more than one comorbidity. Depression (or depressed
mood) was reported as the most common past illness
or comorbidity, seen in 12 of 21 cases (57.1%). Past his-
tory of eating disorder was reported in 6 cases. Anxiety
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was reported in 2 cases. Personality traits affecting the
patient were reported in 2 cases (obsessional in one case
and schizotypal in another). Dementia was reported
in 2 cases. Schizophrenia/Schizoaffective disorder was
reported in 2 cases.

Majority of the patients (37/39 cases, 94.8%) received
some form of treatment. Of those who received treat-
ment, 51.5% (17/33 cases) of patients with anorexia ner-
vosa were admitted to the hospital, and two patients with
the same diagnosis refused treatment. However, from
the case descriptions, the location of admission and the
type of treatment received was unclear at times; in these
cases, it would be reasonable to assume that such treat-
ment would generally only occur in an inpatient setting
[35, 48]. None of the patients who were admitted to the
hospital had a diagnosis of bulimia nervosa, whilst 33.3%
of admitted patients (1/3) had a diagnosis of an unspeci-
fied eating disorder.

Out of the 33 cases of anorexia nervosa in Table 1, 22
(66.7%) cases reported weight gain as a result of treat-
ment, with an average weight gain of 7.9 kg, whilst 6
(18.2%) cases reported no change in weight, and 5 (15.2%)
cases reported no outcome. At follow-up, 25 (75.8%)
cases were still alive and 8 (24.2%) cases were reported as
either relapsed or died (either from complications of their
eating disorder or due to an unrelated cause). All three
cases of bulimia nervosa were reported to have improved,
with one case having gained weight, but the amount of
weight was not specified, with the other two cases report-
ing changes in symptoms but not a weight outcome, with
one of these cases relapsing. All three cases with bulimia
were alive in the follow-up period. Of the cases where the
diagnosis was not specified, two were reported to have
improved by gaining weight, with an average weight gain
of 6.5 kg over the treatment period, whilst the outcome
for the other case was not reported.

Because most of the cases discussed anorexia nervosa,
we looked at the factors leading to improvement and fac-
tors that may prevent remission in these cases. Almost all
of the cases of anorexia nervosa that showed an improve-
ment had adopted a multidimensional approach to treat-
ment, with one even taking on the adolescent treatment
model [40]. Of the 16 cases in this group, 8 (50.0%)
patients were admitted to hospital (either a medical or
psychiatric unit).

In many of the cases of anorexia nervosa, the follow-
ing psychological therapy modalities were identified:
cognitive behavioural therapy (CBT) (most commonly
used), individual psychotherapy, family therapy, sup-
portive therapy, psychoeducation, and group therapy.
Whilst some cases described adopting a reward sys-
tem (privileges only with weight gain), others took on
a non-restrictive approach to care. In many reported

Page 16 of 20

cases, the dietician was consulted, and food supple-
ments were instituted, mostly orally, but in one case,
intravenously [20]. Many case studies described treat-
ment with medications that included mirtazapine,
bupropion, paroxetine, chlorpromazine and insulin,
alprazolam, lorazepam, clorazepate, and venlafaxine. In
three patients, electroconvulsive treatment was admin-
istered [1, 20, 39], with reported improvement in symp-
toms; however, in these cases, there was also evidence
of comorbid (or primary) depressive symptoms. Outpa-
tient follow-up was commonly arranged for people who
had been inpatients. Other approaches included keep-
ing a food diary, partial hospital day programme and, in
two cases, advice sought from a tertiary eating disorder
service [47].

With regard to case reports of anorexia nervosa
where patients improved, but then relapsed or died as a
result of their illness (8 of 33 cases, 24.2%), factors that
may have contributed to a lack of sustained improve-
ment appear to have been chronicity of illness (between
5 to 47 years), very low body mass index (between 10.3
to 12.6), and poor engagement with a treatment plan.
In anorexia nervosa patients who did not show any
response to treatment, similar characteristics were also
associated with a lack of response.

In the reported cases of bulimia nervosa, patients
were treated with either CBT, medication alone, or a
combination of CBT and medication (tranylcypromine
or mirtazapine). The two case reports of bulimia ner-
vosa [34, 46] which received antidepressants showed
sustained improvement, whereas the patient receiv-
ing psychotherapy alone relapsed after treatment was
ceased [24].

Overall, 79.5% (31/39) of the identified cases with an
eating disorder were reported to have improved with
treatment, while 20.5% (8/39) of cases either relapsed or
died due to complications from their eating disorders.
Comorbidity was a strong factor in many cases, in par-
ticular mood disorder [1, 20, 39, 45, 46], with the possi-
bility that disordered eating was secondary to the mood
disorder, rather than a primary eating disorder diagnosis,
and thus treatment for mood disorder led to an improve-
ment in eating habits.

We also examined the content of conclusions made
by the authors of the reports and classified content into
three broad categories. These categories included (a)
a lack of awareness of the existence of eating disorder
within the older age population, (b) the need for consid-
eration of eating disorder as a differential diagnosis for
unexplained weight loss in the elderly, and (c) continued
need to be assertive in ruling out organic causes for unex-
plained weight loss, as medical causes for weight loss are
common in the elderly.
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Discussion

Our study, a systematic review of the treatment of eat-
ing disorders in the elderly, is the first of its kind and has
highlighted several issues. Firstly, there is little published
information on the treatment of eating disorders in older
people and all that is published is mostly case studies/
series or clinical commentaries. Whilst it was not possi-
ble to assess the risk of bias, we were able to classify all
of the studies as either “good” (69.2%) or “poor” (30.8%)
quality based on a combination of clinical judgement and
detailed information contained within the study, particu-
larly around outcome achieved and treatment provided.
Secondly, of what is known, there is little consistency in
treatment approaches. Finally, prognosis for this disor-
der may be better than expected. There is no consistent
agreement on “late onset” eating disorders within the
literature; however, our study, identified later life eating
disorders to be after the age of 65 years in order to align
with the national age standards for older people.

This systematic review (including studies published
1972-2019), found 35 articles, with 39 case reports dis-
cussing the treatment of eating disorders in an older
group. The impact of changes made to the Diagnos-
tic System over a 40-year period, along with improved
treatments for complex clinical presentations involving
comorbidity (such as depression and personality disor-
ders), undoubtedly have made a significant contribution
to our clinical understanding, treatment approaches and
clinical practice, which in turn may have led to improved
prognosis. However, the small of number of available
studies means that we need to be careful about interpret-
ing the results obtained.

This study showed that 84.6% (33/39) of cases were
diagnosed with anorexia nervosa, and 15.4% (6/39) of
cases were diagnosed with either bulimia nervosa or eat-
ing disorder not otherwise specified. Our results were
similar to those described by Lapid [1], who reported that
81% of eating disorders were diagnosed with anorexia
nervosa. This differs from the prevalence seen universally
in the general adult population, wherein binge eating dis-
order is most prevalent, followed by bulimia nervosa and
finally anorexia nervosa [3]. The difference may be due
to the fact that elderly cases were published when they
came to the attention of health professionals, due to the
extreme health complications [3]. Considering that ano-
rexia nervosa is associated with the highest mortality and
morbidity rates [9] of all psychiatric illnesses, it can be
argued that anorexia nervosa is the most commonly rec-
ognised disorder compared with other eating disorders
with fewer complications or more subtle clinical features.

The outcome for adolescents with anorexia nervosa is
thought to be better than in adults, with recovery rates
and chronicity of illness being more favourable in studies
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with younger patients, along with a lower mortality rate
[9]. Research evidence shows that two thirds of young
people with anorexia nervosa treated with a combination
of pharmacological and psychological interventions have
positive outcomes, with the rate of response to treatment
being similar among older people ]32]. Other research-
ers agreed that the combination of pharmacological and
behavioural management was the treatment of choice
[1]. However, Hsu (1988) reported that older people with
anorexia nervosa had a relatively worse outcome com-
pared with people with bulimia nervosa [34]. However,
given that 94.8% of the 39 cases identified had received
treatment, 51.5% of cases with anorexia nervosa had
improved, along with two thirds of the cases with bulimia
nervosa remitting in their symptomatology, our study
cautions against therapeutic nihilism in treating eating
disorders in the elderly. Nevertheless, the prognosis of
eating disorders in older people is difficult to accurately
predict due to the limited nature and number of studies,
and time limited follow up in many cases. In addition, it
was found that chronicity of illness in older people with
anorexia nervosa was associated with either relapse or
death as a result of their complications, with illness dura-
tion being far longer than that seen in adolescent and
younger adults.

There was a lack of consistency in the treatment of eat-
ing disorders, even within the sub-diagnoses. This may
reflect the changes that have come about in both clini-
cal recognition and the emergence of different treatment
modalities, as seen with Ronch’s case study in 1985 [23],
where a 75-year-old man had symptomatology strongly
suggestive of anorexia nervosa, but due to his age, there
appeared to be a hesitation to diagnose him as such;
however, the multimodal treatment was successful with
resultant weight gain and alteration of food-related
behavioural patterns.

Furthermore, the best treatment outcomes were seen
in those who were treated through a multidimensional
approach, where patients received both therapy and
medications (the types of psychotherapy and medica-
tion varied significantly between cases) in addition to
nutritional support. The current Royal Australian New
Zealand College of Psychiatrists clinical guidelines for
eating disorder (2014) [56] recommend a multimodal
approach, with psychotherapy either family or individ-
ual based, along with providing medical and psychiatric
indicators and parameters for hospitalisation admissions.
Whilst a cautious note was made about limited evidence
for psychotropic medications, low-dose olanzapine was
recommended; yet it should be taken into account that
olanzapine has only recently been employed for treat-
ment of anorexia nervosa [56]; consequently, it is unlikely
to have been trialled in early case studies or reports. Due
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to the greater degree of vulnerabilities to both side effects
of medications, as well as medical complications sec-
ondary to eating disorders, these guidelines may not be
directly translated to elderly patients in the same way as
their younger counterparts.

With regards to our research, in almost all of the iden-
tified studies, there was no data to suggest that consid-
erations had been made to support older-age—specific
factors when designing treatment approaches for eating
disorders. This again exemplifies the limited understand-
ing and recognition of eating disorders, which makes it
difficult to then tailor treatment approaches for older
people with this diagnosis.

Limitations

There are several limitations relating to internal validity
of the studies, publication bias, and variations in diagnos-
tic criteria over time.

Internal validity

Our findings regarding treatment are limited by sev-
eral issues affecting internal validity. These include
Rosenthal’s expectancy of advantage, the Hawthorne
effect of scrutiny, confounding factors affecting out-
comes, and the Placebo effect due to lack of controlled
study designs. Expectations of clinicians and patients
may have had a positive or negative effect on treatment
outcomes. Treatment choice may be closely linked to cli-
nician expectations. Patients, particularly inpatients, are
likely to have had some awareness of their being subject
to observation, care, and possibly publication of their
cases. This could lead to altered outcomes of treatment
applied. Consistent data on patient awareness of any of
the above was not available. The lack of controlled studies
does not allow for an understanding of the placebo effect
in this data. Each of these limitations suggests a degree
of caution is required in interpreting results relating to
treatment efficacy and prognosis.

Publication bias

As the issue of new-onset eating disorders in the older-
age patient has not been substantially researched, it may
also attract a publication bias. In situations of emerging
interest such as this, the publication of small, isolated
case series or case studies is not unexpected. Interest-
ingly, however, we noted a long publication timeline in
our review, which yielded a steady but relatively small
number of articles and case reports, 33 and 39 respec-
tively, over a 47-year period. Of these cases, 56% were
reported as onset after age 40 years; however, a substan-
tial minority were not claiming a “new onset” case. This
is against a backdrop of a relatively large number of pub-
lications on eating disorders which focus on adolescents
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and younger adults and exclude those over 65 years.
Notably, only 5 of our 39 cases were published before
1988. The increasing publication of case reports from
1988 onwards may have been stimulated by growth of the
discipline of Old Age Psychiatry and increasing interest
in clinical observation of this specific group. Whilst this
may represent a publication bias, it may also be due to a
growing awareness of the need to focus on older people
in the domain of eating disorders, due to emerging clini-
cal experience.

Variations in diagnostic criteria over time

Although 56% of cases were reported as age of onset after
40 years, this result would be limited by the retrospective
nature of data gathering, including recall bias and chang-
ing diagnostic criteria for eating disorders over nearly
five decades. In the remaining 44% of cases, the stated
age of onset was not clearly specified. Interestingly, the
preponderance of diagnoses of anorexia nervosa in our
review may be related to a longer history of use of this
diagnostic category, which was present in DSM I, whilst
bulimia and eating disorder not otherwise specified were
not added until the 1980s in DSM III. Additionally, there
may also be an inherent limitation in using criteria for
eating disorders derived from studies of younger adults
and adolescents. This may lead to underdiagnosis; how-
ever, as specific diagnostic criteria for eating disorders in
older patients have not yet been proposed, this is unable
to be addressed at present. The evidence derived from
case studies and case series is not sufficiently robust to
allow for clear description of cases as new onset or late
onset. The continuum of symptoms over a life span is not
guaranteed, and it is possible that the cases identified by
our review have had periods of remission of symptoms,
or prior symptoms were not detected or not presented
for treatment. We also raise the possibility of a significant
limitation in diagnostic accuracy when presenting case
series data of anorexia nervosa in older patients. The lack
of well described and consistent diagnostic criteria makes
it difficult to determine whether published cases repre-
sent the disorder of anorexia nervosa or a symptom of
anorexia which may be commonly associated with medi-
cal conditions in older patients or psychiatric illness such
as depression. The absence of clear evidence for accurate
diagnosis demonstrated by our review, suggests the need
for further treatment studies which utilise standardised
diagnostic criteria. It was not the original intention of our
review to focus on treatment of new onset eating disor-
ders in the older patient and, whilst our review highlights
the possibility of a “late onset” or “new onset” group in
the older patient, this label requires substantiation in
future studies.
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Conclusions

This is the first study that has systematically reviewed the
literature on the treatment of eating disorders in the older
population. Our review describes the existing, albeit small,
body of evidence for treatment of all identifiable eating
disorders in the older patient. The quality of this evidence
allows tentative conclusions and suggests a greater body
of evidence is needed to support clear directions on treat-
ment of eating disorders in older patients. The review has
highlighted that anorexia nervosa was the most commonly
diagnosed eating disorder amongst older people. Whilst
multimodal approaches to treatment provided the best out-
comes, there was no consistent approach to management.
Future publications need to provide more comprehensive
and consistent descriptions of the clinical cases presented,
as well as treatment approaches. Future research should
focus on designing and conducting trials which yield age-
appropriate clinical treatment guidelines for patients over
65 years of age.
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