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Research

atric disorder (up to 20%),  and mortality
rates are 12 times higher for women with
eating disorders than for unaffected
women.6 In adults, outcomes are poor: less
than 50% of adults recover within 5 years of
diagnosis. In children, evidence-based treat-
ments, including Maudsley family therapy,
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ABSTRACT

Objective:  To collect nationally representative epidemiological data on early-onset 
eating disorders (EOEDs) in children.
Design:  Prospective, active surveillance using the Australian Paediatric Surveillance 
Unit with key informant design.
Setting:  Child health specialists in Australia (July 2002 to June 2005).
Patients:  Incident cases of EOEDs in children aged 5–13 years.

 outcome measures:  Disease rates, demographic characteristics, clinical features 
omplications, hospitalisation, psychological comorbidity, and concordance of 
al features with Diagnostic and statistical manual of mental disorders, fourth edition 
-IV) criteria.
lts:  We identified 101 children aged 5–13 years with EOEDs (median age, 12.2 
; range, 5.5–13.9 years), of whom one in four were boys. Most were hospitalised 
), and the mean duration of hospitalisation was 24.7 days (range, 1–75 days). More 

than 70% of inpatients were admitted to specialised eating disorder units in paediatric 
teaching hospitals. Among inpatients, 37% met DSM-IV diagnostic criteria for anorexia 
nervosa; although 61% had life-threatening complications of malnutrition, only 51% met 
weight criteria. Psychological symptoms were similar to those in adults with anorexia 
nervosa: 67% of inpatients met both psychological diagnostic criteria for anorexia 
nervosa (fear of weight gain/fatness and misperception of body shape). Of 19 
postmenarchal girls, 18 had secondary amenorrhoea. Nasogastric feeding was used 
in 58% of inpatients, and 34% received psychotropic medications.
Conclusions:  This is the first prospective national study of EOEDs. It demonstrates the 
limitations of applying DSM-IV diagnostic criteria for anorexia nervosa to young children; 
the high proportion of boys affected by EOEDs; and the significant psychological 
comorbidity and high frequency of hospitalisation associated with EOEDs. Potentially 
life-threatening medical complications are common at presentation, suggesting 
possible missed diagnoses and a need for education of health professionals. The 
study underlines the severity of EOEDs and the need for joint medical and psychiatric 
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specialist management.

For editorial comment, see page 403
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 time prevalence rates in women are

% for anorexia nervosa and partial
ndrome anorexia nervosa,1 and

4%–7% for bulimia nervosa.2 Onset is prim-
arily during adolescence,3 when eating dis-
orders are the third most common chronic
illness in women.4 Eating disorders have the
highest lifetime mortality rate of any psychi-

5

have improved recovery rates to 70% after
12 months and 90% after 5 years.7 Early
diagnosis improves outcomes and reduces
complications such as growth retardation,
impaired bone health, cognitive impair-
ment, disruption of pubertal development,
infertility, depression, anxiety and death.8

No national data have been published to
date about early-onset eating disorders
(EOEDs) in children younger than 14
years. Although some epidemiological
studies include EOEDs, children comprise
a small proportion of samples, and results
for children have not been analysed separ-
ately.9-11 Most studies that include EOEDs
focus on anorexia nervosa exclusively. Few
data about incidence, age of onset, diag-
nostic characteristics, severity and out-
comes of early onset anorexia nervosa are
available, and almost nothing is known
about the spectrum of EOEDs.11,12 Inci-
dence rates for anorexia nervosa in 10–14-
year-olds, based on data from population-
wide studies of eating disorders, have been
estimated to be 4.2–26.3 per 100 000 girls
and 3.3–3.7 per 100 000 boys.13-16 Lack of
data makes it difficult to quantify the prob-
lem of EOEDs or allocate resources. A need
for early identification is now evident
because anorexia nervosa prevalence in
adolescents has increased over the past 50
years,14 and the age of onset has
decreased.12

Our objective was to prospectively col-
lect nationally representative epidemiolo-
gical data on EOEDs in Australia, to
document disease rates, morbidity and
comorbidity, and concordance of clinical
features with the Diagnostic and statistical
manual of mental disorders, fourth edition

(DSM-IV) criteria.17 National data are
essential to underpin clinical care, service
planning and policy development.

METHODS

Between July 2002 and June 2005, the
national surveillance system of the Austra-
lian Paediatric Surveillance Unit (APSU)
undertook a study to identify EOEDs.18

During the study, about 1100 child health
specialists received a monthly APSU report
card via email (68%) or post (32%). Each
month, clinicians indicated whether or not
they had seen any newly diagnosed patients
with EOEDs (incident cases). Those who
reported an incident case received a two-
page questionnaire requesting de-identified
information about diagnosis, management
and short-term outcomes. Reporting clini-

cians were predominantly paediatric Fellows
of the Royal Australasian College of Physi-
cians, but also included child psychiatrists
(2%). In 2007, 92% of Fellows in clinical
practice participated in APSU surveillance.19

Case definition

Clinicians were asked to report any child
aged 5–13 years who was newly diagnosed
with an EOED, defined as determined food
avoidance plus weight loss or a failure to
gain weight during a period of growth, in
the absence of any identifiable organic
cause. This definition, developed in consul-
tation with paediatric EOED specialists, was
based on existing diagnostic criteria from
the DSM-IV;17 the International classifica-
tion of diseases, 10th revision (ICD-10);20

and the Great Ormond Street Hospital for
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Children Feeding and Eating Disorders
Service.12 The definition was broad to
enable full characterisation of abnormal eat-
ing behaviours associated with childhood
weight loss.

The first study year included only inpa-
tients (n = 23). The final 2 years also
included outpatients, as many clinicians
indicated that they managed most children
with EOEDs as outpatients (inpatients, n =56;
outpatients, n = 22).

Ethics approval was obtained from the
Human Research Ethics Committee of the
Children’s Hospital at Westmead.

RESULTS

Questionnaires were obtained for 163 of
183 notifications (89%). Of these, 14 were
duplicates and 48 did not meet the case
definition, leaving a sample of 101 children
with EOEDs. There were 74 girls and 25
boys (sex was not specified for two chil-
dren); the median age was 12.2 years (range,
5.5–13.9 years). There were no significant
differences between boys and girls in terms
of age, presenting symptoms, psychological
comorbidities, family history or outcome.
Patients were identified from all Australian
jurisdictions except the Northern Territory
and the Australian Capital Territory (Box 1).

Most children were hospitalised (79,
78%), the median age of inpatients was the
same as the median age for all identified
cases, and 86% of inpatients were aged over
10 years. Data from inpatients and out-
patients are separated in Box 2. The annual
estimated incidence for EOEDs was 1.4 per
100 000 children aged 5–13 years (95% CI,
1.1–1.7). For inpatients only, this rate was
1.1 per 100 000 (95% CI, 0.9–1.3). These
rates varied by state, and were highest in
New South Wales: 2.1 per 100 000 children
(95% CI, 1.5–2.9) for inpatients only, and
2.8 per 100 000 children (95% CI, 2.1–3.4)
for inpatients and outpatients. Inpatients
were more likely than outpatients to have
severe medical complications, including
hypothermia (χ2 = 6.0; P < 0.05), hypoten-
sion (χ2 = 6.5; P < 0.05) and bradycardia
(χ2 = 6.5; P < 0.05).

In the 6 months before presentation, 85%
of inpatients had lost weight and 8% failed
to gain weight as would be expected during
normal growth. Weight loss ranged from
1.5 kg to 16.0 kg (median, 7.0 kg). Forty
inpatients (51%) weighed less than 85% of
their ideal body weight according to height.
Common presenting symptoms were food
avoidance, preoccupation with food and
fear of weight gain, and 68% of inpatients

demonstrated misperception of body shape.
No child reported laxative or diuretic mis-
use, but 13% of inpatients reported self-
induced vomiting. One or more life-threat-
ening complications of malnutrition (hypo-
thermia, hypotension or bradycardia)
occurred in 61% of inpatients, psychological
comorbidities were seen in 62%, and 39%
had a family history of psychiatric illness.
Only 37% of inpatients met all DSM-IV
criteria for anorexia nervosa (Box 2). Most
(67%) met both psychological criteria
(abnormal body image and fear of weight
gain), whereas about half (51%) met the
weight criterion.

Among the inpatients, 19 girls (32%) had
reached menarche, of whom 18 had second-
ary amenorrhoea. Girls who had reached
menarche were older than those who had not
(median, 13.5 years v 11.9 years; Mann–
Whitney U = 106.5; P < 0.001). There were
no significant differences in presenting symp-
toms, psychological comorbidities, family
history or outcome between the premenar-
chal and postmenarchal female inpatients.

Sixty-eight per cent of the inpatients were
admitted to a paediatric teaching hospital,
27% to a metropolitan general or rural
hospital, and 5% to a child psychiatric unit,
with 71% of all inpatients admitted to a
specialised eating disorders unit. Children
were treated mainly by paediatricians, psy-
chiatrists and dietitians (Box 3).

Nasogastric feeding was used in 58% of
inpatients, and 34% were administered psy-
chotropic medications — mainly antide-
pressants and atypical antipsychotics (Box 3).
The mean duration of hospitalisation was
24.7 days (SD = 17.4; range, 1–75 days).
There were no deaths and, according to the
treating doctors, treatment resulted in
improvement of the patient’s condition in 56
patients (71%), no change in 17 patients

(22%), and deterioration in two patients
(3%). Information on outcome was not pro-
vided for four patients.

DISCUSSION

In children aged 5–13 years, we estimated
the annual national incidence for EOEDs
requiring hospitalisation to be 1.1 per
100 000 children, and the total annual
national incidence to be 1.4 per 100 000
children. There was an excess of cases from
NSW (56% of total cases versus 33% of the
national population aged 5–13 years who
reside in NSW), which may reflect under-
reporting in some states. In support of this is
the total incidence for EOEDs in NSW (2.8/
100 000 children), which closely resembles
rates reported by the British Paediatric Sur-
veillance Unit (3.28/100 000 children) and
the Canadian Paediatric Surveillance Pro-
gram (2.6/100 000 children).22,23 Alterna-
tively, the differences between states may
reflect differences in service availability, with
specialist services concentrated in the larger
states, or the work location of study investi-
gators. We also found that about a quarter of
the patients were boys. The reason for this
high proportion of boys is not known, but
these data are consistent with other stud-
ies.13-16

When DSM-IV diagnostic criteria for eat-
ing disorders were applied to children hos-
pitalised with EOEDs, only 38% met the
criteria for anorexia nervosa. Although 67%
met both psychological criteria, only 51%
met weight criteria, despite 61% having
potentially life-threatening complications of
malnutrition. This highlights the limitations
of a criterion that requires a body weight less
than 85% of ideal weight (or expected
weight during a time of predicted growth).
This problem was also identified in a recent

1 Numbers of early-onset eating disorder (EOED) incident cases and inpatients, 
and population of children aged 5–13 years, by state or territory

Incident cases Inpatients
Population of children 

aged 5–13 years21

New South Wales 57 (56%) 43 (54%) 808 330 (33.1%)

Victoria 21 (21%) 18 (23%) 586 936 (24.1%)

Queensland 14 (14%) 11 (14%) 493 206 (20.2%)

Western Australia 2 (2%) 2 (3%) 246 081 (10.1%)

South Australia 5 (5%) 3 (4%) 176 081 (7.2%)

Tasmania 2 (2%) 2 (3%) 60 042 (2.5%)

Australian Capital Territory 0 0 38 554 (1.6%)

Northern Territory 0 0 29 849 (1.2%)

Total for Australia 101 (100%) 79 (100%) 2 439 079 (100%)
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position paper on eating disorder classifica-
tion in children.24 Specifically, it is difficult
to determine a cut-point for ideal weight
when age at onset and normal growth dur-
ing puberty must be considered. Our study
also highlights the absence of a threshold
body weight or body mass index in children

below which medical compromise occurs,
with rapid weight loss more likely to result
in life-threatening complications.

The high proportion of inpatients with
potentially life-threatening medical compli-
cations indicates that young children are
presenting with severe disease and physio-

logically significant weight loss, or failure to
thrive. Additionally, 14% of outpatients (3/22)
had hypothermia and/or bradycardia. Cur-
rent treatment guidelines recommend inpa-
tient management for such children,25,26

though it is possible that these children were
hospitalised after initial presentation and
reporting to the APSU.

Rates of psychological symptoms were
similar for inpatient and outpatient groups.
Of the inpatients, 62% were reported to
have at least one comorbid psychological
illness and 39% were reported as having a
family history of psychiatric illness, which
is consistent with previous studies.27-29 It
also underlines the complexity of the aetio-
logy and treatment of eating disorders, and
the need for joint medical and psychiatric
management. More than 30% of children
in our study received one or more psycho-
tropic medications, of which selective sero-
tonin reuptake inhibitors (SSRIs) were
most common. Published studies show no
benefit from SSRIs for comorbid or EOED
symptoms.30

Inpatients represented 78% of all
reported incident cases of EOEDs, and 72%
of cases reported during the final 2 years of
the study. Several possibilities could account
for the high rate of hospitalisation. Perhaps
young children present to paediatricians or
child psychiatrists late, once there is a signif-
icant physical compromise, or perhaps the
psychological disturbance is not recognised
early in young children. It is possible that
some children are managed as outpatients
by general practitioners alone, particularly
in locations where access to specialist ser-
vices is limited and cases would not be
reported to this study. Early identification
and treatment leads to reduced morbidity
and mortality.7 Additionally, reduced hospi-
talisation would dramatically reduce costs
associated with initial management. Of note,
admission rates in comparable studies in the
United Kingdom and Canada were 44% and
50%, respectively; 22,23 however, admission
criteria were not recorded in these studies,
making direct comparison with our study
complex.

Nasogastric feeding in severe eating disor-
ders is controversial. It was used to treat
58% of inpatients in our study, most of
whom were reported from one institution in
NSW, possibly reflecting the practices of this
institution rather than a national manage-
ment philosophy. Few published data docu-
ment the efficacy of nasogastric feeding in
anorexia nervosa. Two retrospective studies
demonstrated a greater rate of weight gain

2 Characteristics of patients aged 5–13 years with early-onset eating disorders*

DSM-IV = Diagnostic and statistical manual of mental disorders, fourth edition. * Data represent numbers 
(percentages) of children unless otherwise specified. † In the 6 months before presentation. ‡ As expected 
during normal growth. § Ideal body weight calculated according to height. ¶ Complications of malnutrition 
including one or more of hypothermia, hypotension or bradycardia. ** Body temperature < 35.5° C. †† Systolic 
blood pressure < 80 mmHg. ‡‡ Heart rate < 50 beats/min. §§ Children were deemed to have met the criterion 
for amenorrhoea if either primary or secondary amenorrhoea was present in girls or the child was a boy. ◆

Inpatients
(n = 79)

Outpatients
(n = 22)

Total 
(n = 101)

Demographics

Sex (female) 59 (75%) 15 (68%) 74 (73%)

Median age in years (range) 12.2 (5.5–13.9) 11.8 (7.2–13.8) 12.2 (5.5–13.9)

Aged less than 10 years 11 (14%) 4 (18%) 15 (15%)

Medical symptoms

Weight loss† 67 (85%) 8 (36%) 76 (75%)

Failure to gain weight†‡ 6 (8%) 1 (5%) 7 (7%)

Weight < 85% of ideal§ 40 (51%) 5 (23%) 45 (45%)

Potentially life-threatening¶ 48 (61%) 3 (14%) 51 (50%)

Hypothermia** 31(39%) 2 (9%) 33 (33%)

Hypotension†† 20 (25%) 0 20 (20%)

Bradycardia‡‡ 37 (47%) 3 (14%) 40 (40%)

Presenting psychological symptoms

Food avoidance 78 (99%) 21 (95%) 99 (98%)

Preoccupation with food 73 (92%) 18 (82%) 91 (90%)

Fear of weight gain/fatness 60 (76%) 15 (68%) 75 (74%)

Preoccupation with weight 58 (73%) 16 (73%) 74 (73%)

Misperception of body shape 54 (68%) 13 (59%) 67 (66%)

Excessive exercise 47 (59%) 8 (36%) 55 (54%)

Self-induced vomiting 10 (13%) 1 (5%) 11 (11%) 

Psychological comorbidities

At least one comorbidity 49 (62%) 14 (64%) 63 (62%)

Depression 20 (25%) 4 (18%) 24 (24%)

Obsessive compulsive disorder 10 (13%) 2 (9%) 12 (12%)

Anxiety 28 (35%) 12 (55%) 40 (40%)

Other psychiatric illness 12 (15%) 2 (9%) 14 (14%)

Family history of psychiatric illness 31(39%) 3 (14%) 34 (34%)

DSM-IV criteria for anorexia nervosa

Weight < 85% of ideal§ 40 (51%) 5 (23%) 45 (45%)

Fear of weight gain/fatness 60 (76%) 15 (68%) 75 (74%)

Misperception of body shape 54 (68%) 13 (59%) 67 (66%)

Fear of weight gain/fatness + 
misperception of body shape

53 (67%) 12 (55%) 65 (64%)

Amenorrhoea§§ 72 (91%) 17 (77%) 89 (88%)

All four DSM-IV criteria 29 (37%) 3 (14%) 32 (32%)
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with no differences in psychological recov-
ery or patient satisfaction.31,32 Current treat-
ment guidelines provide little advice,
although there is growing acceptance of
nasogastric feeding in the management of
medical instability in eating disorders.33

APSU surveillance for child mental health
research has strengths: 92% of practising
paediatricians participated,19 of whom 92%
returned monthly report cards during this
study. However, complete case ascertain-
ment is unlikely, reflecting the lack of spe-
cialist services in rural settings. Of
significance for this study is that only 2% of
reporting clinicians were child psychiatrists,
and most were hospital based. Although we
consider it likely that most patients hospital-
ised for EOEDs have seen a paediatrician,
outpatients may be managed by GPs and
psychiatrists who do not report to the APSU.

This is the first prospective national study
of EOEDs. It provides estimates of inci-
dence, and indicates the need for services
for the 5–13-years age group. However,
differences between the states and territories
suggest that regional differences exist in
diagnosis and resource provision. Our data
confirm that psychological symptoms in
children with EOEDs are similar to those in
adults with anorexia nervosa, but highlight
limitations in the current diagnostic criteria
for use in young children. The high rates of
potentially life-threatening medical compli-
cations at presentation underline the sever-
ity of EOEDs and raise the possibility of
missed or incorrect diagnoses. High rates of
comorbidity reiterate the need for specialist
medical and psychiatric management. Man-

agement of most children in paediatric
teaching hospitals highlights the need for
education of paediatricians and appropriate
health resource allocation.

ACKNOWLEDGEMENTS
We thank all the child health specialists who partic-
ipated in the APSU surveillance, particularly those
who reported cases to this study. Elizabeth Elliot
was supported by a National Health and Medical
Research Council (NHMRC) Practitioner Fellowship
(No. 457084). The APSU is a Unit of the Division of
Paediatrics and Child Health, Royal Australasian
College of Physicians, and is funded by an NHMRC
Enabling Grant (No. 402784), the Australian Gov-
ernment Department of Health and Ageing, and
the Faculty of Medicine, University of Sydney. We
thank Professors Ken Nunn and Bryan Lask for their
help in developing the study proposal.

COMPETING INTERESTS
None identified.

AUTHOR DETAILS
Sloane Madden, MB BS(Hons), FRANZCP, 
CAPCert, Child and Adolescent Psychiatrist1

Anne Morris, MB BS, MPH, FRACP, Lecturer2

Yvonne A Zurynski, BAppSc, MAppSc, PhD, 
Deputy Director3

Michael Kohn, MB BS, FRACP, Paediatrician, 
Department of Adolescent Medicine1

Elizabeth J Elliot, MD, FRACP, FRCPCH, 
Professor2

1 Children’s Hospital at Westmead, Sydney, 
NSW.

2 Discipline of Paediatrics and Child Health, 
University of Sydney, Sydney, NSW.

3 Australian Paediatric Surveillance Unit, 
Sydney, NSW.

Correspondence: sloanem@chw.edu.au

REFERENCES
1 Wade TD, Bergin JL, Tiggemann M, et al.

Prevalence and long-term course of lifetime
eating disorders in an adult Australian twin
cohort. Aust N Z J Psychiatry 2006; 40: 121-128.

2 Schmidt U, Lee S, Beecham J, et al. A rand-
omized controlled trial of family therapy and
cognitive behavior therapy guided self-care for
adolescents with bulimia nervosa and related
disorders. Am J Psychiatry 2007; 164: 591-598.

3 Lewinsohn PM, Striegel-Moore RH, Seeley JR.
Epidemiology and natural course of eating
disorders in young women from adolescence
to young adulthood. J Am Acad Child Adolesc
Psychiatry 2000; 39: 1284-1292.

4 Beumont PJ, Russell JD, Touyz SW. Treatment
of anorexia nervosa. Lancet 1993; 341: 1635-
1640.

5 Steinhausen HC. The outcome of anorexia ner-
vosa in the 20th century. Am J Psychiatry 2002;
159: 1284-1293.

6 Sullivan P. Mortality in anorexia nervosa. Am J
Psychiatry 1995; 152: 1073-1074.

7 Lock J, Agras WS, Bryson S, Kraemer H. A
comparison of short- and long-term family
therapy for adolescent anorexia nervosa. J Am
Acad Child Adolesc Psychiatry 2005; 44: 632-
639.

8 Katzman D, Golden N, Neumark-Sztainer D, et
al. From prevention to prognosis: clinical
research update on adolescent eating disor-
ders. Pediatr Res 2000; 47: 709-712.

9 Irwin M. Diagnosis of anorexia nervosa in chil-
dren and the validity of DSM-III. Am J Psychia-
try 1981; 138: 1382-1383.

10 Atkins DM, Silber TJ. Clinical spectrum of ano-
rexia nervosa in children. J Dev Behav Pediatr
1993; 14: 211-216.

11 Peebles R, Wilson JL, Lock JD. How do children
with eating disorders differ from adolescents
with eating disorders at initial evaluation?
J Adolesc Health 2006; 39: 800-805.

12 Bryant-Waugh R. Overview of the eating disor-
ders. In: Lask B, Bryant-Waugh R, editors. Anor-
exia nervosa and related eating disorders in
childhood and adolescents. 2nd ed. Hove, UK:
Psychology Press, 2000: 27-40.

13 Lucas AR, Beard CM, O’Fallon WM, Kurland LT.
50-year trends in the incidence of anorexia
nervosa in Rochester, Minn.: a population-
based study. Am J Psychiatry 1991; 148: 917-
922.

14 Lucas AR, Crowson CS, O’Fallon WM, Melton
LJ 3rd. The ups and downs of anorexia nervosa.
Int J Eat Disord 1999; 26: 397-405.

15 Nielsen S. The epidemiology of anorexia ner-
vosa in Denmark from 1973 to 1987: a nation-
wide register study of psychiatric admission.
Acta Psychiatr Scand 1990; 81: 507-514.

16 Joergensen J. The epidemiology of eating dis-
orders in Fyn County, Denmark, 1977–1986.
Acta Psychiatr Scand 1992; 85: 30-34.

17 American Psychiatric Association. Diagnostic
and statistical manual of mental disorders. 4th
ed. Washington, DC: APA, 1994.

18 Zurynski YA, Peadon E, Bower C, Elliott EJ.
Impacts of national surveillance for uncommon
conditions in childhood. J Paediatr Child
Health 2007; 43: 724-731.

19 Srikanthan S, Zurynski Y, Elliott E. Australian
Paediatric Surveillance Unit: celebrating 15
years of surveillance 1993-2007. Sydney: APSU,
2007: 9-12.

3 Management of patients aged 5–13 years with early-onset eating disorders

Inpatients
(n = 79)

Outpatients
(n = 22)

Total
(n = 101)

Management

Nasogastric feeding 46 (58%) 1 (5%) 47 (47%)

Psychotropic medications 27 (34%) 5 (23%) 32 (32%)

Antidepressants 18 (23%) 3 (14%) 21 (21%)

Antipsychotic agents 12 (15%) 1 (5%) 13 (13%)

Typical antipsychotics 2 (3%) 0 2 (2%)

Atypical antipsychotics 10 (13%) 1 (5%) 11 (11%)

Professionals involved in care of affected child

Paediatrician 78 (99%) 16 (73%) 94 (93%)

Psychiatrist 70 (89%) 7 (32%) 77 (76%)

Psychologist 49 (62%) 20 (91%) 69 (68%)

Dietitian 74 (94%) 11 (50%) 85 (84%)

Specialised eating disorders unit 56 (71%) 2 (9%) 58 (57%)
MJA • Volume 190 Number 8 • 20 April 2009 413



R ESEARCH
20 World Health Organization. International classi-
fication of diseases and related health prob-
lems. 10th revision, version for 2007 [website].
http://www.who.int/classifications/apps/icd/
icd10online/ (accessed Jun 2008).

21 Australian Bureau of Statistics. Population by
age and sex, Australian states and territories.
Canberra: ABS, 2005. (ABS Cat. No. 3201.0.)

22 Nichols D, Lynn R, Viner R, et al. Eating disor-
ders in children: are the numbers really increas-
ing? Proceedings of the Royal College of
Psychiatry’s Child and Adolescent Faculty Resi-
dential Conference; 2007 Sep 17–19; Liverpool,
United Kingdom.

23 Pinhas L, Temple S, Boachie A, et al. Food
avoidant emotional disorder: is it time for a new
diagnostic category in the DSM? In: Wade T,
LeGrange D, editors. Eating disorders through-
out the world: exploring similarities and differ-
ences. Proceedings of the 2006 International
Conference on Eating Disorders; 2006 Jun 7–
10; Barcelona, Spain.

24 Bravender T, Bryant-Waugh R, Herzog D, et al.
Classification of child and adolescent eating
disturbances. Workgroup for Classification of
Eating Disorders in Children and Adolescents
(WCEDCA). Int J Eat Disord 2007; 40 Suppl:
S117-S122.

25 American Psychiatric Association Work Group
on Eating Disorders. Practice guideline for the
treatment of patients with eating disorders.
Washington, DC: APA, 2006.

26 Golden NH, Katzman DK, Kreipe RE, et al.
Eating disorders in adolescents: position paper
for the Society of Adolescent Medicine. J Ado-
lesc Health 2003; 33: 496-503.

27 Lask B, Bryant-Waugh R. Early-onset anorexia
nervosa and related eating disorders. J Child
Psychol Psychiatry 1992; 33: 281-300.

28 Fisher M, Schneider M, Burns J, et al. Differ-
ences between adolescents and young adults
at presentation to an eating disorders program.
J Adolesc Health 2001; 28: 222-227.

29 Blitzer J, Rollins N, Blackwell A. Children who
starve themselves: anorexia nervosa. Psycho-
som Med 1961; 23: 369-383.

30 Walsh BT, Kaplan AS, Attia E, et al. Fluoxetine
after weight restoration in anorexia nervosa: a
randomized controlled trial. JAMA 2006; 295:
2605-2612.

31 Robb AS, Silber TJ, Orrell-Valente JK, et al.
Supplemental nocturnal nasogastric refeeding
for better short-term outcome in hospitalized
adolescent girls with anorexia nervosa. Am J
Psychiatry 2002; 159: 1347-1353.

32 Zuercher JN, Cumella EJ, Woods BK, et al.
Efficacy of voluntary nasogastric tube feeding
in female inpatients with anorexia nervosa.
JPEN J Parenter Enteral Nutr 2003; 27: 268-276.

33 Halse C, Boughtwood D, Clarke S, et al. Illumi-
nating multiple perspectives: meanings of
nasogastric feeding in anorexia nervosa. Eur
Eat Disord Rev 2005; 13: 264-272.

(Received 21 Jul 2008, accepted 5 Nov 2008) ❏
414 MJA • Volume 190 Number 8 • 20 April 2009


	Case definition



