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ANOREXIA 

 

Definition: anorexia is the loss of appetite, of the desire of food. It 

means, in fact, the association of a physiological state of hunger without the 

desire of food. 

Hunger is a physiological state that results from nourishment 

deficiency. It manifests by disagreeable sensations, particularly epigastric 

(cramps), by the activation of nutritional reflexes, movement hyperactivity, 

and behavior alteration. Hunger is suppressed by food ingestion. 

         By satiety, one labels exactly the absence of the desire for food, 

associated with the lack of nutritional matter deficiency. It is accompanied 

by an evident state of wellness. 

The appetite represents the desire to eat certain types of food and 

manifests starting with the second half of the first year of life. 

The hunger is an inborn reflex and the appetite an attained one. 

         Physiopathology 

         The mechanisms that regulate hunger and appetite are not very well 

known yet. It is true that the hunger is controlled by the energetic needs of 

the body, but it is also true that the need to eat at certain hours cannot be 

justified, if we think at the body reserves. 

In the mechanism that regulates the hunger, the following intervene: the 

digestive tube by its gastric and intestinal contractions, the nervous system 

by its receivers, sensitive at distention and traction, present in digestive tract, 

especially in the walls of the stomach. Sensations reach the brain, in the 

hypothalamus, where the center of hunger should be located. The 

experimental or tumoral disruption of hypothalamus causes total anorexia. 



 2 

The electric excitation, on the contrary, leads to a considerable increase in 

food consumption. 

There is also a humoral control; glycemia represents a hunger control 

element. Hypoglycemia carries the hunger sensation and reciprocally, the 

intravenously injected glucose determines the partial and for the moment 

disappearance of this sensation, together with the increase of glycemia. 

Mayer says that the centers of hunger in hypothalamus are sensitive to the 

difference between the arterial glycemia and the venous one.  

In normal conditions, the hunger determines the child to eat, the 

appetite influences what he/she eats, and the appearance of satiety – how 

much does he/she eats. 

       Classification 

I. False Anorexia 

II. True Anorexia 

a. Secondary anorexia 

b. Psychogenic anorexia 

c. Anorexia nervosa (mental, essential) 

I. False Anorexia 

In false anorexia, the child preserves his/her appetite, but a certain 

cause makes difficult for him to receive food. This kind of anorexia can be 

met in various situations classified as fallowing: 

a. The hunger sensation exists, but cannot be exteriorized. This 

is the case of the “lazy” new-born that has to be awaked in order to be fed. 

After several movements of deglutition, he/she goes back to sleep again. 

Very often, this state may be the result of anesthetics or analgesics which 

the mother has received during delivery. Another cause can be also an 

immaturity (prematurity) of the nervous centre that regulates the sucking 
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and deglutition moves or, the third possibility – cerebro-meningeal 

hemorrhage. 

b. The hunger sensation exists, but the sucking is difficult: 

short or sunken nipples, nasal obstruction (rhinitis, adenoiditis) or 

deglutition is difficult. This is the case in different local malformations: 

cleft lip, unilateral or bilateral, cleft palate, macroglossia, the case of the 

weakness of labial-oral-pharyngeal muscles in mentally deficient infants 

(encephalopathies, advanced dystrophy), in preterms or of a 

glossopharyngeal paralysis. 

c. The hunger sensation exists, but the deglutition is painful. 

Immediately after starting lunch, the child refuses to feed. This is the case of 

stomatitis, of acute rhinopharyngitis, of retropharyngeal abscess, of adenoid 

vegetation, of laryngospasm. 

 

II. True Anorexia 

1.Secondary Anorexia (organic) 

            The anorexia that represents a secondary effect of an organic cause 

are very frequent, because very many diseases of the baby are usually 

accompanied by anorexia. For some of them, anorexia is a symptom, the 

refuse of eating, being equally expressed for all types of food. Most often, 

these diseases are of digestive or infectious nature. 

a. Digestive diseases: 

 Dyspepsia 

 Appendicitis 

 Peritonitis 

 Celiac disease 

 Acute or chronic hepatitis, cirrhosis 

http://www.google.com/search?hl=en&q=appendicitis&spell=1
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b. Respiratory diseases: 

 Acute rhinopharyngitis, otitis, pneumonia, 

bronchopneumonia 

 Allergic: bronchial asthma 

c. Cardiovascular diseases: 

 cardiac malformations with right-to-left shunt 

 decompensated congenital or attained cardiac lesions 

 myocarditis, endocarditis, pericarditis 

d. diseases and malformations of the urinary tract: 

 malformations 

 urinary infection 

e. Infectious diseases: 

 septicemia 

 measles 

 whooping cough (pertussis) 

 tuberculosis 

f. Nervous system diseases: 

 meningitis, encephalitis 

 chronic, diffuse brain lesions, metabolic anomalies, 

hereditary degenerative diseases  

g. Blood diseases: 

 iron deficiency carential anemia 

 leukemia 

 malign reticulosis 

h. Endocrine diseases 

a. Addison disease 

b. Simmonds disease 
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c. Congenital mixedema 

i. Vitamin deficiency 

j. Hypervitaminosis: A,D 

k. Chronic intoxications: 

 Endogenous: 

o Uremia 

o Hepatic cirrhosis 

o Chronic idiopathic hypercalcaemia 

 Exogenous: 

o Massive ingestion of drugs  

o Chronic alcoholism 

o Radiotherapy 

 

2.Psychogenic Anorexia 

It is the consequence if ignoring the physiological and the child’s 

development data and of the unsatisfactory parent-child relationship. 

It may appear in the following circumstances: 

a. Too much strictness in the calculus of the amount of food and 

in the schedule of meals  

b. Too fast transition from sweet food to salty food in the 

diversification process, from baby-bottle to spoon, without 

allowing the infant to adapt to the new situation 

c. Cold food or bad cuisine 

d. Sudden wean 

e. unbalanced diet (monotone, unilateral) 

f. some mothers’ wish to feed the baby as much as possible 

g. snacks between meals(milk, sweets) 



 6 

h. child’s tendency to get away from overprotection 

i. “nervous” mothers” 

j. “the practice” to chew out their children during meals for 

acts of indiscipline they have done the day 

k. Conflicts between parents 

l. Prolonged underfeeding 

There are three types: 

a) Essential early anorexia. It may begin from the first weeks or from 

the first days of life. Sometimes, even from the moment the infant gets out 

from the maternity, he or she receives the bottle very difficultly, then the 

refuse becomes more and more vigorous, so that at the anorexia of inertia, 

it can be added the anorexia of opposition. Later, the child will throw up. 

On the other hand, these infants are active, smart, with weight and height a 

little inferior to the ones corresponding to the age, but with a good resistance 

to infections. 

b) The anorexia of the second semester, also called the usual 

anorexia 

It is more frequent. The anorexia does not appear immediately after 

birth, but much later,  usually at 6-8  untill 18-24 months old, often after a 

pathological episode which has not been the cause of anorexia. It is well 

known the fact that any common disease reduces, temporarily, the appetite. 

The conflict appears when the child is fed again, when the infant does not 

have any appetite yet and the mother, for fear for his health, makes him/her 

to eat the whole meal; this way, the child becomes repelled to food and the 

anorexia is fixed. Other times, the anorexia establishes when a new aliment 

is introduced:  meet, vegetables, or the conflict may consist in the manner of 

eating. The child refuses to eat with the fork or with the spoon; he/she wants 
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to eat with the fingers, alone, to put his/her hands into the food, to get dirty. 

Other children start screaming and get agitated as soon as they are seated on 

their chair with a towel around their neck; this conflict deals with the so 

called “the usual lunch setting”.  

From a semiologic point of view, this refuse of aliments presents itself 

as a typical anorexia of opposition, of different degrees.  

The permanent and global anorexia are exceptional although, as far as 

the mother declares, words that reflect rather her fear than the reality, 

“he/she does not want to eat anything”. In fact, the preserving of the general 

condition, an irregular, but still ascending, weight curve denote that the 

anorexia is intermittent and elective. Some children sneak and secretly eat or 

they are happy to receive food from strangers. 

At first, the mother is the one that intervenes. She successively makes 

use of seduction or constraint. She amuses the child, tells him/her stories, 

and tries to draw his /her attention, using the most unexpected tricks and, 

finally, the entire family cuts in. They make use of requests, promises, 

menaces, even beating. They give advice or invent new tricks. Out of this 

unbalanced battle, the child wins the day and not rarely does he/she end up 

vomiting the few spoonfuls that were swallowed with so much effort. 

As one can see, if the first guilty person is the child, who, too early, 

claims his/her “ego”, the mother should take on her guilt, also. Most often, it 

is about an older, more severe,  anxious mother, who has experienced some 

anguish in the past: the death of her parents, or of her husband or of a young 

child. The anorexic child is usually a single child, born after five-ten years of 

marriage. Usually, no anorexic child is met in several children families, with 

young mothers. 
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Opposite to this situation, the so called anorexia of affective abandon 

can be met in children raised in nurseries or orphanages. These are children 

deprived of mother’s love. 

c) Anorexia at the age of 2-12 is rarer. It can be a follow-up of the 

preceding form or it can present itself as an epiphenomenon at a child with 

serious behavior or personality disorders. The anorexia which begins at this 

age has as usual causes, the harmful action of unfavorable environment 

conditions, conflicts between child and school, the anxiety, strong emotional 

shocks, nervous stress that the child cannot keep up with. Besides anorexia, 

these children may manifest: insomnia, school lack of attention, enuresis. 

 

3.Anorexia Nervosa (essential, mental) 

Anorexia nervosa is the most severe eating disorder, the hunger-appetite 

mechanism, being completely suppressed. It can go as far as losing important 

weight (over 20 % of normal weight), or at the proper age, the menses would 

not appear or stops soon afterwards. Anorexia nervosa can be met mostly in 

preadolescent girls and very rarely in boys. 

The circumstances of its appearance are very various: 

a) Fear of being too fat 

b) Very intense physical activity 

c) Unfavorable life conditions 

d) Conflicts between child and school 

e) Family conflicts 

f) Strong emotional shocks 

g) Nervous tension that the child cannot keep up with 

The patients can manifest also: bradichardia, hypoglycemia, 

constipation, lower basal metabolism. 
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Anorexia nervosa isn’t an isolated disorder, being often accompanied 

by severe emotional disturbances, even depression, personality disturbance, 

reaction disorders, pica. 

It is rarely met in suckling or small children. 

Sometimes anorexia nervosa represents the sign of the beginning of a 

severe neurosis and especially of early dementia. 

In order to affirm the diagnosis of anorexia nervosa, all the other 

possible causes of anorexia should be eliminated. 

 

The Treatment of Anorexia 

I. False Anorexia 

 The preterm, the newborn with cerebro-meningeal 

hemorrhage: 

o Gavage feeding 

 Advanced dystrophy: 

o Parenteral, gavage nutrition, prudent progressive 

refeeding 

 Nasal rhinopharyngitis 

o Nasal desobstruction 

 Chronic adenoiditis 

o Adenoidectomy 

 labial-oral-pharyngeal malformations 

o the baby should be patiently fed, gavage nutrition 

recommended by the optimum age for surgical 

intervention 

 stomatitis 
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o oral treatment 15 minutes before meal, semiliquid 

nutrition 

 short or umbilicated nipples 

o the breast will be wringed out and the milk would be 

administrated with the spoon or baby-bottle; mixed or 

artificial feeding 

 pharingytis, retropharyngeal abscess 

o the treatment of the causal illness 

 

II. True Anorexia: 

1. Organic Anorexia: 

 The cause will be detected and treated 

 Restoration of appetite is a sign of amelioration of the illness 

2. Psychogenic Anorexia 

 The dietetic anomaly will be detected and treated 

 The regulation of nutrition by small meals and caloric 

concentrated, at large intervals of time (three meals per day) 

 The return to semiliquid feeding or even to bottle feeding 

and starting again the diversification process 

 “the ascending diet” method = the child will be on a short 

starvation diet, followed by a prudent renutrition “on 

request”. The child will be surprised to see that the food is 

refused to him/her instead of being imposed; he/she makes 

acquaintance with the sensation of hunger. 

Medication that stimulates the appetite can be used, but these 

have only a minor therapeutical role (vitamins, sedatives). 
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3. Anorexia nervosa 

 Isolation from the usual entourage and even hospitalization 

are required because the refuse to eat is associated to the 

refuse to drink, reaching so a severe denutrition and/or 

dehydration. 

Medication that stimulates the appetite 

 Corticosteroids, anabolics of synthesis (derived from two 

natural androgenous hormones, testosterone and 

dihidrotestosterone), insulin – even though stimulates the 

appetite, they are not used because of the side effects 

 Antidepressants and tranquilizers may be useful by the 

following effects: state of wellness, sedative effect, direct 

effect on the appetite – by the action (of phenothiazines) on 

the hypothalamus. Examples: Romergan (Promethazine), 

Clorpromazina (Clordelazin), Levopromazina, Tioridazina 

 The only drug whose action seems specific is Cyproheptadine 

(Peritol). The effect of stimulating of the appetite results from 

the histaminic and serotoninic antagonic action and from the 

hypoglicemiant action but the whole mechanism  isn’t very 

well known. 

 Vitamins: vitamin C and the vitamins from the B group 

 


