
THE CHILDREN’S MEDICAL CENTER OF DAYTON

Pediatric Clips

Pediatric  
Nursing Clips by 
Pediatric Advanced 
Practice Nurses at 
Dayton Children’s 
provides quick 
reviews of common 
pediatric conditions.

The Children’s 
Medical Center 
of Dayton is the 
region’s pediatric 
referral center for a 
20-county area.  
As the only facility 
in the region with  
a full-time commit-
ment to pediatrics, 
Dayton Children’s 
offers a wide range 
of services in general 
pediatrics as well as 
in 35 subspecialty 
areas for infants, 
children and teens. 
We welcome your 
inquiries about 
services available –  
call 937-641-3666 
or e-mail marketing 
@childrensdayton.org. 

Experts you 
trust, caring for 

the children  
you love.

July 2008 • Volume 4

Continued

CASE study

case discussion
Anorexia nervosa (AN) is a complex 
illness, which results in morbidity and 
mortality. It is estimated that eating dis-
orders affect five million Americans every 
year. The incidence of AN in adolescent 
females in the United States is thought 
to be between 0.5 to1%.4 The highest 
incidence occurs in 15-to19-year-olds.3 

There is no agreement on the patho-
physiology of AN. There appears to be 
a number of causative factors including 
genetic, neurochemical, psychodevelop-
mental and sociocultural factors.2 Diet-
ing appears to be a common initiation 
point. Also characteristic is a preoc-
cupation with being thin, influenced by 
societal factors such as an emphasis on 
the ideal body shape. Many activities, 
which focus on leanness such as ballet, 
cheerleading and gymnastics, are associ-
ated with a higher incidence of eating 
disorders.

Significant physiologic changes occur 
with the disorder and it is questioned 
if a physiologic disturbance can be a 
causative factor. The neurotransmitter, 
serotonin, affects appetite control and 
mood and may play a part.3

Experts indicate the development of an 
eating disorder may be associated with 
family characteristics. They include  

adolescent perception of parental expec-
tations for achievement and appearance, 
difficulty managing conflict, poor com-
munication styles, estrangement between 
family members and marital tension.3 

Diagnosing/treatment
The most obvious symptom of AN is 
significant weight loss following self-
imposed starvation. Adolescents with AN 
do not regard their new appearance as 
ugly.  They may play with their food so 
friends and family do not see they are not 
eating. Some develop a focus on food by 
becoming knowledgeable about calories 
and nutrition. Increased strenuous ex-
ercise is common as well as self-induced 
vomiting or laxative use.5 They tend to 
withdraw from peer relationships and 
start to isolate themselves from others.  
They strive for perfection and are classic 
overachievers with schoolwork being very 
important.

Physiological symptoms include those 
related to altered metabolic activity 
following the severe weight loss. It is 
common to see patients with secondary 
amenorrhea, bradycardia, lowered body 
temperature, decreased blood pressure 
and cold intolerance. These patients have 
dry skin and hair, and brittle nails.4

Diagnosis is made by the presence of 
symptoms and conformity with criteria 
established by the American Psychiatric 
Association which includes refusal to 
maintain body weight, fear of gaining 
weight, disturbance in the way in which 
one’s body weight is experienced and in 
postmenarchael females, the presence of 
amenorrhea.1

It is necessary to complete a physical 
examination to rule out organic causes of 
weight loss. A history should be obtained 
and includes assessment of weight chang-
es, dietary patterns and exercise. The 
patient’s weight, height and BMI should 
be obtained and compared with the 
standard percentiles for the adolescent’s 
age. Important parts of the physical exam 
focus on orthostatic vital signs, tempera-
ture measurement and review of the skin 
and hair. Lab assessments include com-
plete blood count, C-reactive protein, 
electrolytes and pregnancy testing for 
those with prolonged amenorrhea. 

Therapeutic Management
The management of AN involves three 
major goals:  
	 1.	 reinstitution of nutrition or reversal  
		  of the severe state of malnutrition, 

Natalie is a 16-year-old straight-A 
student who participates in choir, 
cheerleading and honor society.  
She has dated the same young man  
for eight months.

Natalie’s parents are divorced and share 
a difficult relationship. She feels torn 
between her mom and dad. Her older 
brother, 28, lives alone and has sporadic 
contact with Natalie.

Recently, Natalie and her mom went 
shopping for clothes. Her mom 
thought she appeared thinner over the 
past few months but hadn’t been too 

concerned; Natalie was always watching 
her weight. Natalie’s mom is involved 
in a court battle with her dad regarding 
visitation and has been busy. Natalie 
doesn’t visit her dad and misses him.

Her mom was shocked to see how 
much weight Natalie had lost. Natalie 
wouldn’t say how much weight she lost 
but thought if she lost more, she would 
be a better cheerleader. 

The next week, Natalie’s boyfriend 
broke up with her. She wasn’t socializ-
ing as before and her mom noticed  
her eating less and spending more  

time in her room. 

Her mom received a phone call that 
Natalie had fainted in the mall parking 
lot where she went to shop. She made 
an appointment with Natalie’s physi-
cian for the next day.

During the visit, Natalie indicated she 
felt fine and looked good. According 
to Natalie’s records, her height is 5’7” 
and weighs 45 kg. Her last visit was six 
months prior for a respiratory infection. 
At that time, she weighed 62 kg. Her 
body mass index (BMI) is now 15.5.
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	 2.	 resolution of disturbed patterns  
		  of family interaction and
	 3.	 individual psychotherapy to correct  
		  distortions in psychological functioning.4 

Therapy should include dieticians, physicians, 
nurses, social workers and counselors. Most 
adolescents are treated on an outpatient basis; 
hospital admission is only required when vital 
signs decrease significantly, ideal body weight 
is less than 75% despite outpatient treat-
ment and the patient experiences syncope or 
arrhythmias.

The initial goal is to treat life-threaten-
ing malnutrition with adherence to dietary 
requirements. The goal should not be to gain 
weight, as that is counterproductive. The goal 
is to maintain a healthy lifestyle with balance 
in dietary intake and exercise. The dietician is 
essential in developing a firm but flexible meal 
plan with sufficient calories to initiate weight 
restoration. The patient should be involved in 
setting up the meal plan. 

Psychotherapy is central to the treatment 
of eating disorders. Parents should also be 
actively involved in this therapy. Behavioral 

contracts are often used to initiate weight 
restoration. The goal is to increase feelings of 
control and also responsibility toward achiev-
ing recovery. Rewards are used along the way 
as a component of the contract when achieve-
ments are made. Patients often deny their 
illness, making the disorder difficult to treat. 
It is essential to treat eating disorder patients 
with respect and support the restoration of 
their self-esteem.

Summary
Complications of AN can occur as a result of 
starvation and include osteoporosis, cardiac 
impairments, cognitive changes and electro-
lyte abnormalities. 

Outcome studies find that 50% of AN 
patients have good outcomes when evaluated 
by the criteria of return of menses and weight 
gain. Approximately 25% have some weight 
regain and relapse and the remaining 25% 
have poor outcomes.6

AN is associated with significant mortality. 
One study found a 6.6% death rate overall 
due to complications of AN and suicide.3 

Although the changes are often reversible, 
complications of starvation affect every organ 
system and the effects are often present for 
years.
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For further information about  
The Children’s Medical Center of Dayton or its  
nursing program contact the nursing recruiter  

at 937-641-3666 or  
marketing@childrensdayton.org.

Featured nurse specialist
Cindy  
Asher, RN, 
CNS, is a clinical 
nurse specialist at 
The Children’s 
Medical Center of 
Dayton. She earned 
her bachelor’s degree 
in nursing from 

Wright State University and her master’s 
from University of Cincinnati. She is 
on the board of directors for the Society 

of Pediatric Nurses and the American 
Pediatric Surgical Nurses Association. She 
is also a certified Pediatric Advanced Life 
Support faculty. 

Gastroenterology at 
Dayton Children’s
The gastroenterology and nutrition 
department provides evaluation and 
diagnosis for infants, children and teens 
with conditions involving the esopha-
gus, stomach, intestines, pancreas and 

liver. Nutrition support service comple-
ments the treatment of gastrointestinal 
conditions by providing comprehensive 
nutrition assessments and recommenda-
tions. Gastroenterology provides expert 
pediatric care at several off-site locations 
including our Specialty Care Center 
– Warren County and Pediatric Connec-
tion in Lima. For more information, call 
937-641-3090.


