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Background What are the review and monitoring arrangements?

To date there is no strong evidence of beneficial effects of antipsychotic use in adults and
adolescents with eating disorders. Side effects of antipsychotic drugs are more common in
adolescents and include sedation and dyslipidaemia (Norris et al 2011). Despite this there is
recognition that specialists prescribe regularly on empirical grounds for symptomatic
treatment (Gowers et al 2010). This is usually in young people with more severe illness and
with co-morbidities.

Which patients should be offered treatment?

Given the lack of robust evidence, the use of atypical antipsychotic medication should be on

a patient specific basis, i.e., according to their level of complexity and co-morbidity. It is

anticipated that the majority of patients would not require such medication. Atypical

antipsychotics should very much be regarded as an adjunct to holistic treatment. The

circumstances in which atypical antipsychotics might be used could include (not an exclusive

list of examples):

*  Patients with highly distressing and persistent “eating disorder” ruminations not
amenable to psychological interventions.

*  Patients who are agitated by these ruminations and for whom this is a hindrance to
utilising other interventions (nursing, psychological, OT etc) that are available.

*  Patients whose ruminations are such that they are driven to self-harm as a consequence.

When should treatment be offered?

Psychological approaches should be offered as the first line intervention, within the context
of the patient’s social environment. Drug treatment should be offered when ruminations are
not amenable to psychological interventions, or where they hinder the effectiveness of such
interventions. There must be a full assessment of the Eating Disorder and of any co morbid
conditions before starting drug treatment.

How long should treatment be continued for?

This should be patient specific. The underlying principle should be to treat with as low an
effective dose for as short a time as possible. From local (albeit limited) experience, patients
seem to benefit most in the early stages of their treatment, when the eating disorder
cognitions are first being challenged with the reality of consistent weight gain. It might be
predicted that this may last for several months.

All patients should have baseline physical observations, ECG and bloods, including those recommended in the Trust
Psychotropic Drug Monitoring guidelines if starting drug treatment. Patients should be reviewed by the multi-disciplinary team
regularly. On-going physical monitoring is dependent on weight (using a red, amber, green zone system — red being the patients
at lowest weight) and any prescribed medication. Each zone has a different protocol regarding blood testing, BP, pulse,
temperature monitoring. Regular psychiatric review should be considered (at least annually).

Which drug(s) should be prescribed and at what dose?

* Most clinical evidence and experience supports the use of low dose olanzapine — the guiding principle should be to start at a
low dose and increase slowly according to response and side effects.

* Atypical starting dose would be 2.5 mg daily & should rarely need to be titrated to above 10 mg daily (average 7.5 mg/day).

* Patient information: https://www.choiceandmedication.org/tees-esk-and-wear-valleys/generate/pillolanzapineeatinguk.pdf

* Olanzapine is unlicensed for this indication, but off-label use is pre-approved by the Trust. Prescribing responsibility must
stay with the specialist (i.e. not transfer to GP).

* If olanzapine is ineffective or not suitable, ensure any co-morbidities that may be impacting on eating behaviours are
identified and appropriately managed e.g. agitated behaviour associated with ASD, then, seek the advice of a specialist in
eating disorders if an alternative antipsychotic is required. No other antipsychotic is pre-approved for this indication, so a
single application form would be required for patient-specific approval.

References:

Attia E. et al (2019). Olanzapine Versus Placebo in Adult Outpatients With Anorexia Nervosa: A Randomized Clinical Trial. Am J Psych 176 (6), (449-456).
Gowers S. et al. (2010). Drug prescribing in child and adolescent eating disorder services. Child and Adolescent Mental Health, vol./is. 15/1(18-22), 1475-
357X;1475-3588.

Han R. et al (2022). Effectiveness of olanzapine in the treatment of anorexia nervosa: A systematic review and meta-analysis. Brain Behav.
https://doi.org/10.1002/brb3.2498.

Himmerich H. et al. (2023). World Federation of Societies of Biological Psychiatry (WFSBP) guidelines update 2023 on the pharmacological treatment of eating
disorders. The World Journal of Biological Psychiatry, https://doi.org/10.1080/15622975.2023.2179663.

Norris M.L. et al (2011). Olanzapine use for the adjunctive treatment of adolescents with anorexia nervosa, J Child and Adoles Psych, vol./is. 21/3 (213-220),
1044-5463; 1557-8992 .

Spettigue W. et al. (2018). Evaluation of the Effectiveness and Safety of Olanzapine as an Adjunctive Treatment for Anorexia Nervosa in Adolescents: An Open-
Label Trial. J Canadian Academy of child and adolescent psychiatry, 27:3, (197-208).

Title PSS7-v1: Antipsychotics for eating disorders in adults and young people To obtain a more accessible version of this document,

Approved Drug & Therapeutics Committee, 23" January 2025 please email:

Tewv.pharmacyadmin@nhs.net

Review by 15t February 2028



https://intranet.tewv.nhs.uk/download.cfm?doc=docm93jijm4n1501.pdf&ver=21723
https://intranet.tewv.nhs.uk/download.cfm?doc=docm93jijm4n1501.pdf&ver=21723
https://www.choiceandmedication.org/tees-esk-and-wear-valleys/generate/pillolanzapineeatinguk.pdf
https://intranet.tewv.nhs.uk/download.cfm?doc=docm93jijm4n1506.docx&ver=19934
https://doi.org/10.1002/brb3.2498
https://doi.org/10.1080/15622975.2023.2179663
mailto:Tewv.pharmacyadmin@nhs.net

	Slide Number 1

