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Types of Childhood Eating|Disorder

DSM IV Egting Disorders:

Anarexta nervass: rastricting subtype, hingea-

aatfingfpurging aubtype,
Bulimia nervesa; purging, non-purging
stititypes,

DEM.IY: Fes and Ealing Dizorderd of

nfancy or Early Childhood:
Plca

Rumination Dlasrdar

Feeding Disorder of Infancy or Early Ghildhaod.

Anocrexia Nervosa

DSM IV diagnostic critera:
A, Weight [oss (<85% of that axpectad}

B. intanse fear of gaining weight or
kecoming fat, even though underwsight.

C. Body image disturbanca.
D

. Amenorrhoea (at least 3 menstrual
cyclas).

Age-adjusted DSM IV criteria for

anarexia nervosa in chlldren

1655 not due to medical [hess in
context of reparted excessive |
axercise for = 1 month,

Ary clinically significant degree 11‘

weight

the
ing anc

« Verbaiisation of fear of weight qsin fs not

regujred.

« Amenorthoss requirement wg veL.

Types of Childhoad Eating Disorder

|
= Anorexia Mervozs

+ Food Avoldance Emational Digorder
* Selective Eating

= Restrictive Eating

* Food Refusal

*+ Functional Dysphagis

* Pervasive Refusal

{Bryant Waugh, 2000)




Ways of Referral for a Gase of

Anorexia Newogd

+ Usual presentation |5 of a child [Brougivt to
a GP by fheir family with weight loss.

= GP refers to paediatrician (usually} or child

paychiatrist.

= Child admitted to Children’s Wdrd for
about a month for in-patient re-faeding.

Experience in Dunedin over the last
8 years

+ Six cases of anorexla nervasa, all femala, agad
10 to 13,

* Four had primaty amenomhosa and o had
sscondary amenomhoga.

= All presented ife-threaleningly unwell with
hypotension, bradycardia and hypothermia,

+ Four casas prescribed fluoxetine io treat oo-
morbld major deprassion (thres cases) and ong
to freat DGO,

= All have made full physical recovaries,

Indications for Admisdion in
Children and Adolesgents

Physlcal:

Rapid weight loss; refusai to eat ar drink;
fesling faint or collapsing; severe
exhaustion; low BMIS welght < 3¥centfe:

confusion or slowing of thoughts; pulse < 60;

low sysfolic blood pressure (< 80 mmHag);
BP = BO/50 mmHy; orthostatis hybotension;
hypatharmia (<35.5 degrees Celsius),

Indications for Admission in
Children and Adolescents

Physical:

Acetonuria; hypoglycaamia (< 0.6 g/);
glectrolyte imbalance (potagsium, sodlum,
phosphate, magnesium}; increasead
creatining (= 100 micromaol).

Psychlatrlc:
Failed out-patient treatment; suicidality;
severe family dysfunction.

Maudsley Familv—Bered

Therapy

+ Qut-patlent traatment developed by Chris
dara and collsagues and subssquantly
published ag a manuak

Lock J., Le Grange D, st al.
Treatme anuzl for anorexia nervoaa
A family-hased approach.

{2001} New York, Guildford.
The enly FBT that has been subjected to
RCT.

MEBT- Key Principles

= Dasigned for children aged < 18 years qld
with an iliness duration of < 3 vears,

= Draws on famfly strangths fo overcome
ancraxfa nervosa and opposas finding the
family at fault,

* Intagrates a variety of family therapy
approachas but emphasizes behavioural
recovery rather than insight as a priority.




MFBT —~ Kev Princibles

= Two therspists,
+ Confeint and separated sessiohs.

* Ressarch evidence: For high rassed
Emotion (EE) families (high
crificism/hostllity‘ovar-involvem nt)
separated FBT is the treatmenf of choice.
For low EE conjoint FBT and s parated
FBT are equally effective.
"Coaching” approach.

L3

MFBT — Eclectic Approach
- Structural Family Therapy — disruption of

cross-generational coalitions; promote
unity of parantal alliance; aligning the
ratiant with sibling sub-system:
‘enactment’ — family meal.

= Strategic Family Therapy ~ "aghostic” view

of aetinlogy.

MFBT — Eclectic Apptoach
Systemic Family Therapy: farnlll have the

capacity for finding thair own Sc:!utiuns to
get the child to eat; non-critical $tance:
clreular quastioning.

Marrativa Family Tharapy: extsrhalisation

of the illness.

MFEBT — Treatment Phases

Treatment divided into 3 phazes over
abaut a yaar:

= Phase 1: “concentrate on the harror of this
life-threatening iliness", Parants arg
wamed thaf :something very drastic has to
happan far you to sava (your child's} life”.
Clinisians should have a "portentaus,
brooding and greve manner”. Whola family
household expected to attend clinlc.

MFEBT — Phases of Trediment

» Phase 1: weekly sessions for 100 20
weeks. Emphasis on extemalising illness,
minlmising criticism/hostils comments and
parental unity. Family meal, Effadt of the
linsss on the family. Parents are empathic
about their child’s ambivalence about
eating but have b clear expectatidn that
eating will happen. Starvation is rfjot an
optioim!

MFBT - Phases 2 and 3

» Phase 2: Sessions 11-16. When weight
gafn is sustained and the child accepts tha
need for distary increase, the child is ahven
greater control of their eating. Parents can
focus on their marrlage.

* Phase 3: When the chlld can maintain
85% ideal body weight by themselves,
Addrassing other adolescent jissuas.
Sessions 4-8 weeks apart. Instsll a senss
of vigilance to ward off risk of relapss.




Epidemiology

+ Community and twin sfudies shbw that

less than a third of cases of ang
nervosa are seen for spacialist

assessment.

Flanlsh Twin study; 4.2% lifeti
prevalence of anorexia nervos

raxia

British Surveillance Study

Nicholls D. E., | and Viner R.M.
Childhood eating disorders: British nationai
surveillance study {2011} Britizh Joumal of
Pavchlatry, 198: 285-301.

Alm: *to identify new cases of carly-onset
eating disorders (< 13 years) presenting to
secondary care over one year and Lo
describe clinical featuras, management ard
one-year cutcoms™.

British Surveillance Study

= Owerall incldence was 3.01 cases of aating
disarder per 100,000 children ajed 5-13

yEars par yaar.
3¥% anorexfa narvosa.
1.4% bulimia nervosa.
43% eating disorder NOS.

-

-

« 18% showed detemined food svoidancea

and were undenweaight without
walght!shape concems

British Surveillance Study

v+ B6% deterrnined food syoidance

+ 84% praoccupation with food

= 71% faar of weight gain

= 67% preoccupation with bady weight
+ 51% preccoupation with body shape
« 43% axcossiva exercise

' 31% somatic complaints

» 19% salf-induced vomiting

» 5% binge-eating, 1% laxative/diuretic use.

British Surveillance Study

= 208 patiants
= 82% female

- 86% white British, 5% Asian, 2.5% Irish,

1% black,
+ Mean age: 11 14 vears. 58% pr

+ Youngest age for any eating dis

6 and for ancrexia nervosa, 9,

Tm bertal.
rder was

» Of those with ancrexia nervosa 88% wore

female.

British Surveillance Study

+ 41% had psychiatric co-morbidity
{dapression, anxiety dizorder).

+ 44% had e family history of mental illness
{mosily depression and anxiety disordars).

+ 21% had egrly feeding difffcultios.

+ Time to presentation = 8 months.




Hospital Admission:

British Surveillance Study

+ 50% wera admitted to haspital  ustally at

diagnosis); 71% with anorexta harvosa
were admitted.

* 11% had nasogastric tube feading {all with

* 13% wers prascribed psychoh‘gxpic

anoraxla nervosal.

medication (S8RI> atypicai antipsychotic)

British Surveillance Study

Gutcoma at ane year:
+ Data svaitabla for 76% cases,

= 73% improved
» 5% worse
« 10% unchanged

+ B0 cases wara still in treatment. No
deaths, Co-morbidily same as baselina,

Take-Home Messahes

Chilthten can bacomea vary physlcally campromlzed vany
quickly bacause of law fal reeerves and high BMR.

Even Ihough & child may eeem 'heallhy' bhware
hypothermla and bradyeardia,
Considar the whala aystem {the famity) — ezpacially
parental menal dissmder.

Dasplta the evidence far qood prognosls df ancrexla
neTvoEa in children, there i3 a tandancy fal mosdfanxlety
to pereist Ninked Vo 2n increasad ek of haking a strang
Tamilry hisfary of maental ilness and strong bhassgive-
compulsiva personaliy tralls in the chilld.

Thank you

Useful websitas:

wyyw. AEDWEB.ORG

‘www.ed org.nz




