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comply with dietary regimes while actually
taking a fraction of their documented intake.
The boy was frequently reported in the nursing
notes to be 'cheerful and eating well'. The girl
underwent precise (and much resented) dietary
assessment, showing an actual intake of only
1-25 MJ/day instead of the 5 02 MJ she was
thought to be receiving. Attempted referral of
both patients to appropriate psychiatric units
was refused because of concern about the
management of organic disease where there was
no resident paediatric cover. The boy in par-
ticular was able to use his symptoms to forestall
an arranged transfer and both would have been
able to use their abdominal symptoms to ensure
transfer back to the paediatric unit when they
became resentful of the management of their
eating disorder.
The features and management of each of

these two conditions may clearly affect the
other. Two cases of Crohn's disease and bulimia
nervosa have been described in which cortico-
steroid treatment affected the role of the eating
disorder.'2 Similarly, in both of our cases, the
role of corticosteroid treatment was central. The
boy stopped his treatment because of perceived
changes in body shape and suffered life threat-
ening consequences. Anorexia nervosa appears
to have been precipitated in the girl by the rapid
weight gain secondary to high dose steroid
treatment. The use of corticosteroids is fre-
quently unavoidable in inflammatory bowel
disease, but the risks involved in such treatment
at an age when a preoccupation with body shape
is common should be clearly understood. The
use of alternative management strategies such as
elemental diet for small bowel disease should be
considered, and patients should be fully coun-
selled about the effects of steroids before they
are started. Patients should be followed up
regularly and specifically questioned about eat-
ing problems. Suspicion of abnormal eating
behaviour or unexplained weight loss warrants
early formal psychiatric assessment and admis-
sion for observation.

We would like to thank Professor JA Walker-Smith for permis-
sion to report on his patients and for his kind advice in the
preparation of this manuscript.
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Commentary
Childhood onset anorexia nervosa is often a dif-
ficult condition to diagnose and it is frequently
overlooked. In one study, the average time from
onset to diagnosis was nine months.' The main
reasons for the frequent delay in diagnosis are
the child's denial and secretiveness. Thus the
pathognomonic symptoms such as fear of fat
and distorted body image are commonly denied,
and other common features such as determined
food avoidance, preoccupation with weight and
calories, self induced vomiting, exercise and
laxative abuse are usually disguised. Anorexia
nervosa may all the more easily be overlooked
when it complicates inflammatory bowel disease.

In the two patients described by Mallett and
Murch, the diagnosis was made on the basis of
overt symptoms. In the first case, the boy had a
two year history of binge eating, excessive
exercising, preoccupation with food intake,
weight and body shape, all superimposed upon
weight loss. In the second case, the girl had a far
shorter history of weight loss, abnormal eating
behaviour, and of distorted body image.
How is a diagnosis of anorexia nervosa made

in a child with inflammatory bowel disease
whose symptoms are far less overt? Firstly, the
paediatrician must always be aware of the
possibility of a concomitant psychiatric disorder
in any child with serious illness. The incidence
in such circumstances may be as high as 25%.
The regular use of a multiaxial diagnostic
scheme such as the International Classification
of Diseases2 avoids the either/or dichotomy and
instead encourages due consideration being
given to medical, psychiatric, developmental,
intellectual, and social status. Secondly, the
paediatrician should have a high index of
suspicion when assessing a child with poorly
explained weight loss. Certainly the diagnosis
should never be excluded on the basis of
negative answers to questions about concerns
regarding food, weight, and appearance.
Thirdly, the diagnosis can almost always be
made while the discussion focuses on what
would constitute a satisfactory weight, and how
much energy should be consumed each day. At
this point, children with anorexia nervosa
almost always become distressed, argumentative,
and negativistic in just the same way as do
children whose school phobia has presented
with recurrent abdominal pain when told they
should now return to school. Finally, if doubt
remains, careful observation in hospital will
reveal characteristic abnormal eating behaviour
and a strong element of secretiveness.

Early diagnosis of anorexia nervosa compli-
cating inflammatory bowel disease is imperative
and not only is the condition much harder to
treat when treatment is delayed, but as Mallett
and Murch have demonstrated it can cause
major and even life threatening complications.
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