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Guideline for the medical management of Children and Young 
People with eating disorders.

REF CLIN CH G 101

Purpose 
 Ensure a coordinated multi-disciplinary team approach to the management 

of Children and Young People with eating disorders.
 Guide medical team to consider differential diagnosis for weight loss.
 Guide medical team to perform physical risk assessment.
 Ensure safe management of rehydration where appropriate and avoid risks 

of ‘re-feeding syndrome’.

Aim & Scope
 For use with Children and Young People presenting to outpatients and the 

Children’s Emergency Department with eating disorders.
 The main focus of the guideline will be the medical management of children 

and young people with anorexia nervosa.
 Aspects of this guideline e.g. re-feeding, may be used under the direction 

of the paediatric dietitians for other children over 7 years of age with 
malnutrition.

Definitions Used

Eating disorders is a term which includes anorexia nervosa, bulimia nervosa and 
‘eating disorders, not otherwise specified’ (EDNOS).

Anorexia nervosa is a condition where the child or young person maintains a low 
weight as a result of a pre-occupation with body weight. In some children, this 
may present as a failure to gain weight rather than weight loss, delayed puberty or 
amenorrhoea due to the endocrine consequences of poor nutrition. 

The individual holds a strong commitment to weight loss using a combination of 
avoiding foods seen as ‘fattening’, excessive exercise and self induced vomiting 
or laxative induced diarrhoea. The individual has an altered perception of body 
shape and may resist medical attention. Use of growth charts to establish change 
in weight centile from the time before change noted and reduced body mass index 
centile may support the diagnosis.

Introduction
Eating disorders in children and young people are associated with significant 
morbidity and mortality and early recognition and intervention is associated with 
an improved outcome.

The individual may be brought to clinic with concerns regarding weight loss or 
present urgently requiring assessment of hydration (use APLS guidelines) and 
potential hospital admission.
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History
In addition to the usual history with systemic enquiry to rule out symptoms of 
malabsorption, inflammatory bowel disease, diabetes mellitus and thyroid 
disorders, assessment should be targeted to include:
1. Weight – how does the young person feel about their current weight? When 

did they start to lose weight? How often do they weigh themselves and what is 
their target weight?

2. Dietary intake – ask about a typical days intake and whether there are any 
foods that the young person avoids. What and how much does the young 
person drink? Do they ‘binge’ eat, eating large amounts of food quickly and 
how often? Do they have problems with vomiting or diarrhoea? Do they use 
any medicines or supplements to make them lose weight?

3. Exercise – what forms of exercise do they do? How often and for how long?

In girls, ask about age at menarche, regularity of periods and date of last 
menstrual period.

Consider ‘HEADSSS’ assessment (Appendix 1).

Examination
Conduct a complete physical examination to rule out co-morbidities and 
alternative diagnoses, also focussing on:
1. Circulation – check for cool/ blue peripheries, bradycardia, postural 

hypotension, syncope, hypothermia, irregular heart rate.
2. Height and weight (plot on chart).
3. Body mass index.
4. Signs of electrolyte disturbance – irregular heart rate, abnormal tendon 

reflexes.
5. Pubertal assessment
6. Signs of recurrent vomiting – dental caries and gingivitis, loss of tooth enamel, 

callouses on back of fingers.
7. Scarring suggestive of self-harm
8. Strength test  (see physical risk assessment)

Differential diagnosis
It is important to exclude other causes for weight loss, particularly in children or 
young people where eating behaviours and body image appear to be normal.
Consider gastroenterological causes (e.g. coeliac disease and inflammatory 
bowel disease), endocrine causes (e.g. diabetes mellitus, hyperthyroidism, 
cortisol deficiency), malignancy (e.g. lymphoma), chronic infection or inflammatory 
conditions, renal impairment and other psychiatric disorders (e.g. depression).

Investigations
These will vary depending on likely diagnosis, but include: Urinalysis and possible 
pregnancy test if amenorrhoeic (with consent of young person), FBC, UE, 
glucose, LFT including albumin, bone profile including phosphate, TFTs, 
creatinine kinase and ECG.
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Physical Risk Assessment

System Examination Moderate risk High risk
Nutrition BMI* <15 <13

BMI centile 0.4th – 2nd <0.4th

Percentage BMI* 70-80% <70%
Weight loss/week for 2 
weeks

0.5 - 1*kg >1*kg

Purpuric rash +
Circulation Heart rate (awake) ** 40-50 <40

Systolic BP <90mmHg*** <80mmHg***

Diastolic BP <60mmHg*** <50mmHg***

Postural drop >10mmHg >20mmHg
Extremities Blue/cold

Hydration 10% 
dehydration

5-10% 
dehydration

Musculo-skeletal
‘Squat’ test

Unable to get up without 
using arms for balance

+

Unable to get up without 
using arms as leverage

+

Musculo-skeletal
‘Sit up’ test

Unable to sit up without 
using arms as leverage

+

Unable to sit up at all +
Temperature Tympanic <360C <35.50C
Investigations Sodium, potassium, 

calcium, magnesium, 
phosphate and  glucose 

Outside normal 
limits

K <2.5mmol/l
Na <130mmol/l
PO4 <0.5mmol/l

ECG Prolonged QTc
(>460ms in girls, 
>400ms in boys)

Prolonged QTc
(>460ms in girls, 
>400ms in boys)

*Note – this will vary according to age of patient and is less easily applied to 
children. Consider using ‘weight for height’ or percentage BMI:
 Plot BMI on growth chart and note centile.
 Read off expected BMI i.e. BMI in 50th centile for age and gender.
 Percentage BMI = Measured BMI x 100

Median BMI 
 85% consistent with diagnosis of anorexia nervosa
 75% high risk

** Note – increased heart rate despite low weight or with low BP is also high risk.
*** Note –BP will vary according to age and these criteria can not be used in 
isolation.

Musculo-skeletal strength tests: – gives a clinical indication of muscle strength.
 ‘Squat’ test: The young person squats down and attempts to stand up without 

using his/her hands as leverage.
 ‘Sit-up’ test: The young person lies flat on his/her back on a firm surface and 

attempts to sit up without using his/her hands.
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Outcome of clinical assessment.

Children and young people with anorexia nervosa must be referred immediately to 
Child and Adolescent Mental Health liaison team as early intervention may 
improve outcome. Regular weight monitoring will be required, but this may be 
possible in primary care when the young person does not have features 
suggestive of moderate/ high risk.

Children and young people with high risk physical assessment are likely to require 
hospital admission for rehydration and re-feeding. Discuss urgently with the Child 
and Adolescent Mental Health team, as their assessment and intervention will be 
required.

Refer to the paediatric dietitian for assessment on admission to the Children’s 
Ward. (Appendix 2 for contact details). Dietetic input is aimed at reducing the risk 
of refeeding syndrome in patients with significant weight loss and reduced dietary 
intake who are at high risk of refeeding syndrome .Dietetic treatment will provide a 
dietetic plan to gradually increase dietary intake and support ward staff and health 
professionals with a suitable meal plan for ward staff to implement. Once patients 
are gaining weight and no longer at risk of refeeding syndrome patients will be 
discharged from the dietetic service. Outpatient follow up is not available.

Where the child or young person has sudden food refusal, failure of outpatient 
management, suicidal ideation or acute psychosis, refer urgently to Child and 
Adolescent Mental Health team, as admission to an eating disorders unit may be 
required. 

Managing physical risk during hospital admission

1. Resuscitation
 Consider aliquots of 0.9% saline at 10mls/kg if the young person has a 

prolonged capillary refill as hypovolaemia may be secondary to 
dehydration. As many young people with eating disorders are bradycardic, 
tachycardia may not be present in hypovolaemia. Check lying and standing 
blood pressure. 

 Check ECG (looking for heart block and prolonged QTc) and consider 
ongoing monitoring until serum potassium results known.

2. Dehydration
 Encourage oral fluids
 Monitor electrolytes 12 – 24 hourly
 Consider intravenous fluids if the young person is severely dehydrated, 

replacing maintenance and percentage dehydration fluids over 48 hours.
 If the young person is refusing to eat and drink, nasogastric feeding may be 

helpful, but this should not be instituted without the advice of CAMHS team.
 Monitor input and output.

3. Hypokalaemia
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 The young person may have long-standing low potassium levels due to 
purging with no effect, but rapid changes are associated with arrhythmias. 
Aim to replace potassium orally if intravenous fluids are not required, using 
a dose of 0.5-1mmol/kg/day (BNFc) using the young persons preferred 
formulation.  Dioralyte may be useful if there is a need to replace fluid orally 
also. Adjust dose according to electrolyte monitoring.

 Refractory hypokalaemia may be secondary to low calcium or magnesium 
levels, so check and replace if necessary.

4. Refeeding
 Start multivitamin and mineral supplements before feeding begins (on 

advice of paediatric dietitian). Use Dalivit for those <12years of age and 
Forceval for those >12 years of age.

 Feed small amounts often.
 Keep warm and on bed rest.
 Monitor bowel sounds.
 Aim for weight gain of 0.5-1kg per week.
 Oedema may occur when refeeding starts and does not require 

intervention. However, ensure oedema is not secondary to heart failure as 
left ventricular function may be compromised in malnutrition.

 Monitor U and E’s, magnesium and phosphate daily initially. 

5. Hypophosphataemia
 As a result of malnutrition, the young person is likely to have total body 

phosphate depletion. In the early stages of re-feeding, there is a change 
from catabolic to anabolic metabolism. Phosphate shifts into cells, but the 
reduced intracellular concentration impairs release of oxygen at tissues 
due to altered haemoglobin affinity and reduced ATP linked cell function. 
The young person may present with encephalopathy, reduced cardiac 
contractility and muscle weakness. This can be prevented by the institution 
of phosphate supplements on re-introduction of feeding using Phosphate 
Sandoz tablets (16mmol per tablet) at a dose of 2-3mmol/kg/day divided 
into 2-4 doses (daily maximum dose of 97mmol).

 In severe hypophosphataemia (less than 0.5mmol/l) use intravenous 
phosphate at a dose of 0.1mmol/kg over 6 hours and repeat according to 
plasma phosphate levels. Use potassium acid phosphate 13.6% for 
injection, which contains 1mmol/ml of phosphate and potassium. Dilute 
each ml of potassium acid phosphate to at least 25mls 0.9% saline or 5% 
glucose. (Pharmacy will prepare if required).

 Cardiac and BP monitoring is required in Dolphin ward.

6. Hypoglycaemia
 Prevent hypoglycaemia using 2 – 3 hourly feeds and monitor blood glucose 

levels at 0200-0400 when fasted.
 Treat blood glucose <2.5mmol/l with 100mls lucozade or 0.5g/kg glucose 

(5mls/kg 10% glucose solution) intravenously.
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Additional considerations

 When a child or young person with an eating disorder refuses treatment, 
consideration should be given as to whether or not the patient fulfils the criteria 
for compulsory detention and treatment under the Mental Health Act 1983 
(MHA).

 If a child/young person is thought to be suitable for compulsory 
detention/treatment under the MHA then contact should be made with the 
CAMHS team in order to arrange for an application to be made for formal 
admission/detention. Further treatment of the patient will be determined by the 
Consultant Paediatrician and Consultant Child Psychiatrist in accordance with 
the principles of the MHA.

 If a child/ young person is deemed not to be suitable for compulsory 
admission/ treatment under the MHA, then the legal process for treatment 
depends on the age of the child:-

Young people 16-17 years old.

 The principles of the MHA apply. An assessment must be undertaken as to 
whether or not the patient has capacity to consent/ refuse consent for the 
proposed treatment. Consider seeking a second opinion from an eating 
disorder specialist if there is concern as to whether or not the patient has the 
necessary mental capacity.

 If a 16 or 17 year old is assessed as having capacity, then the decision of the 
patient must be abided by, and if that decision is to refuse treatment, then no 
treatment can be given. Those with parental responsibility cannot override this 
decision.

 If the 16 or 17 year old is assessed as not having capacity, then treatment can 
be provided if it is deemed to be in the patient’s best interests, judged in 
accordance with the usual principles of the MHA. This can include treatment 
for both physical and mental health.

Children under the age of 16.

The MHA does not apply.
 A child’s capacity to consent or refuse treatment will depend on whether the 

child has Gillick competency. This means that a child who has sufficient 
understanding and intelligence to enable them to fully understand what is 
involved in a proposed intervention will have competency to consent. It is a 
matter of clinical judgement in each situation as to whether or not a child has 
Gillick competency. The more serious and potentially irreversible the decision, 
the less likely it is that the child will be found to have Gillick competency. Each 
situation should be judged on its own merits; seek legal advice if in doubt.

 If a child is assessed as having Gillick competency to make a decision, then 
that decision to accept or consent to or refuse treatment will stand. There is no 
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formal requirement for those with parental responsibility to agree with the 
decision, but it is good practice to try to seek consensus where possible.

 If a child under the age of 16 is assessed as not having Gillick competency, 
then it will usually be possible for a person with parental responsibility to 
consent on their behalf. In these situations, the child’s views should be taken 
into account even if they are not Gillick competent.

 If the young person is without capacity and those with parental responsibility 
refuse treatment, but it is still thought that it is in the patient’s best interests to 
provide treatment, urgent legal advice should be sought. It may be necessary 
to make an application to the Court for a Declaration that treatment can be 
provided lawfully.

 Ensure that these considerations have been discussed with the Consultant in 
the Child and Adolescent Mental Health team. The legal basis of ongoing 
treatment must be recorded in the notes.

 Be aware of the risk of self-harm, particularly at times of change, for example 
when transferred between service settings.

 If the young person does not meet hospital admission criteria for physical 
reasons, consider organising a strategy meeting if there are issues concerning 
Safeguarding.

 Ensure that a clear follow-up plan with named Consultant Paediatrician and 
named CAMHS Consultant is agreed.
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Appendix 1 - HEADSSS assessment
This is an assessment which can be useful as a framework for consultations. 
Always try to spend part of the consultation with the young person on their own.

Confidentiality – reassure the young person that anything they tell you is 
confidential or private between you both and that you will not discuss it with their 
parents without their permission unless you feel that the young person is at risk of 
harm or that others are at risk of serious harm.

Home and family 
relationships:

Who do you live with? 
Do you have your own room? 

Who do you get on with best? 
Is there anyone you don’t get on well with? 
Who do you feel comfortable talking to when you are unhappy?

Education/employment 
and friends:

Where are you at school/ college? 
What year? 
How are you getting on? 
Any exams due? 
Do you have good friends? 
Does anyone give you a hard time at school? 

Do you work? 
How often?

Activities and hobbies: What do you enjoy doing? 
Do you do any physical exercise? 
Do you play for teams?

Drugs/alcohol/smoking: Many teenagers smoke – do you? 
How many? 
Would you like support to give up?

Many teenagers drink alcohol – do you? 
What do you drink? 

How much? 
How often? 
Are you usually with friends? 

Some teenagers use cannabis – have you ever tried? 
Have you used any other drugs?

Sleep: What is your sleep pattern like?
Sex and relationships: Are you seeing anyone at the moment? 

Are they a boy or girl? 
Often, young people develop close, intimate relationships.

How do you feel about that in your relationship? 
Have you ever had sex? 
What contraception do you use for protection against 
pregnancy? 
How about for protection against sexually transmitted infections?

Self-harm/ mood: How is your life going at the moment? 
Do you feel stressed? 
Do you feel sad or tearful? 
Do you ever think about hurting yourself? 
Do you ever think about killing yourself?

Note: if you are very concerned about the young person’s well-being and they tell 
you about high risk behaviours, such as drug taking or alcohol abuse, consider 
also asking:

Is anyone harming you?
Is anyone making you do things that you are not happy with?
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Appendix 2

Contact numbers:

Child and Adolescent Mental Health Team:
Liaison Team at RDH 86966
On Call Consultant via Kingsway switchboard (Derby Healthcare 
Foundation Trust)

01332 623700

Paediatric dietitians 85233
Monday to Friday 
8.30am to 4.30 pm
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