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date received



date entered 

BPSU/Psych ref
Our ref:
  Clinician: 

We will store this page separately from the rest of the form in order to separate clinical information from patient identifiers and demographic information and will be destroyed once de-duplication of reports have been achieved 

Please ring, tick or supply details as appropriate


A - REPORTING CLINICIAN

1. Reporting Hospital / Clinic                                ________________________________________
   If applicable

2. Name of Hospital / Clinic case referred to        ______________________________________
3. Name of Hospital / Clinic case referred from
 ___________________________________
4. Name of the clinician completing the

questionnaire if not reporting clinician

__________________________________

Date questionnaire completed [image: image1.wmf] [image: image2.wmf]  / [image: image3.wmf] [image: image4.wmf] / [image: image5.wmf] [image: image6.wmf]







B - PATIENT

1
Initials
___  ___   _____

2. 
Date of birth   ____/____/________

3.
Sex  
( M    

( F  

4.
Date of hospital outpatient/inpatient visit when eating disorder identified    _____/_____/_____      (   DK

Patient’s race or ethnicity (please tick if applicable): 

White        

Mixed
 FORMCHECKBOX 

British

 FORMCHECKBOX 
   White and Black Caribbean
 FORMCHECKBOX 

Any other White background

 FORMCHECKBOX 
   White and Black African





 FORMCHECKBOX 
   White and Asian





 FORMCHECKBOX 
   Any other mixed
Asian or Asian British

Black or Black British

 FORMCHECKBOX 

Indian

  FORMCHECKBOX 
   Caribbean

 FORMCHECKBOX 

Pakistani

  FORMCHECKBOX 
   African

 FORMCHECKBOX 

Bangladeshi

  FORMCHECKBOX 
   Any other Black background

 FORMCHECKBOX 

Any other Asian background

 FORMCHECKBOX 

Chinese
other ethnic group FORMCHECKBOX 


 Please return both pages of the form in the freepost envelope provided to

Richard Lynn, British Paediatric Surveillance Unit, 50 Hallam Street, London W1W 6DE

Any enquiries contact on Tel 020 7232 7911 or email bpsu@rcpch.ac.uk

Instructions: Please answer each question by placing a tick in the appropriate box or writing your response in the space provided. DK=Don’t Know

 C - CLINICAL FEATURES

Please indicate symptoms or signs present at the time of presentation.  Please respond to each item.

1. Is weight loss/failure to gain weight due to an organic cause     [image: image7.wmf] Yes         [image: image8.wmf] No          [image: image9.wmf] DK

2. food avoidance                                                                            [image: image10.wmf] Yes         [image: image11.wmf] No          [image: image12.wmf] DK

3. excessive exercising
                                                                  [image: image13.wmf] Yes         [image: image14.wmf] No          [image: image15.wmf] DK

4. self induced vomiting                                                                   [image: image16.wmf] Yes         [image: image17.wmf] No          [image: image18.wmf] DK

5. fear of weight gain/fatness                                                           [image: image19.wmf] Yes         [image: image20.wmf] No          [image: image21.wmf] DK

6. perception that body shape/size is larger than it is                      [image: image22.wmf] Yes         [image: image23.wmf] No          [image: image24.wmf] DK

7. preoccupation with body weight                                                   [image: image25.wmf] Yes        [image: image26.wmf] No          [image: image27.wmf] DK

8. preoccupation with food/ food intake                                           [image: image28.wmf] Yes         [image: image29.wmf] No          [image: image30.wmf] DK

9. binge eating (uncontrolled objective overeating)                         [image: image31.wmf] Yes         [image: image32.wmf] No          [image: image33.wmf] DK

10. laxative or diuretic abuse                                                             [image: image34.wmf] Yes         [image: image35.wmf] No          [image: image36.wmf] DK

11. somatic complaints eg. abdominal pain without specific cause   [image: image37.wmf] Yes         [image: image38.wmf] No          [image: image39.wmf] DK

12. Has the child reached menarche?                                               [image: image40.wmf] Yes         [image: image41.wmf] No          [image: image42.wmf] DK
[image: image43.wmf] N/A

13. IF YES to C12, is there now secondary amenorrhoea?              [image: image44.wmf] Yes          [image: image45.wmf] No         [image: image46.wmf] DK  
[image: image47.wmf] N/A

14. Current weight  …………………kg …..………..centile      Date of measurement ……………………..

15. Current height………………..…cm …………….centile     Date of measurement ……………………..


16. Change in weight over previous 6 months 

i. [image: image48.wmf] no change

ii. [image: image49.wmf] decreased (if known, specify decrease in kg …..…)

iii. [image: image50.wmf] increased  (if known, specify increase in kg .…..…)

iv. [image: image51.wmf] DK

17. Change in height over previous 6 months 

i. [image: image52.wmf] no change


ii. [image: image53.wmf] increased  (if known, specify increase in cm …..…)

iii. [image: image54.wmf] DK

18. Maximum weight ever recorded ………………kg …………….…date (year & month)              [image: image55.wmf] DK 

19. Pubertal Status:       [image: image56.wmf]   Prepubertal     [image: image57.wmf]  Early/Mid puberty     [image: image58.wmf]   Late puberty/adult       [image: image59.wmf]  DK



20. What was the duration of symptoms prior to diagnosis?………...weeks or ………months       [image: image60.wmf] DK

D – ILLNESS SEVERITY   

1. Is the child attending school?            [image: image61.wmf] Yes           [image: image62.wmf] Part-time       [image: image63.wmf] No           [image: image64.wmf] DK                  


Please indicate if any of the following were detected.

2. Temperature <35.5 C                         [image: image65.wmf] Yes       [image: image66.wmf] No       [image: image67.wmf] DK  

3. Hypotension (systolic BP <80)           [image: image68.wmf] Yes       [image: image69.wmf] No       [image: image70.wmf] DK

4. Bradycardia (<50 beats/min)              [image: image71.wmf] Yes       [image: image72.wmf] No       [image: image73.wmf] DK  IF YES, lowest recorded  rate…….……

5. Other e.g. dehydration, lanugo hair ………………………………………………………………………………

E – COMORBID PSYCHIATRIC ILLNESS & RISK FACTORS

Did the child have a concurrent psychiatric illness?

1. Depression 
[image: image74.wmf] Yes
[image: image75.wmf] Possible/features 
[image: image76.wmf] No
[image: image77.wmf] DK

2. Obsessive compulsive disorder
[image: image78.wmf] Yes
[image: image79.wmf] Possible/features
[image: image80.wmf] No
[image: image81.wmf] DK

3. Anxiety
[image: image82.wmf] Yes
[image: image83.wmf] Possible/features
[image: image84.wmf] No
[image: image85.wmf] DK

4. Any other psychiatric illness (please specify)………………………………………….……………..…………

………………………………………………………………………………………………………………………

5. Is there a family history of psychiatric illness (including eating disorders)? [image: image86.wmf] Yes
[image: image87.wmf] No
[image: image88.wmf] DK

      IF YES to E5, please give diagnosis and relationship to child………….……………………………………. 

………………………………………………………………………………………………………………………

6. Was this child born prematurely?
[image: image89.wmf] Yes
[image: image90.wmf] No
[image: image91.wmf] DK  

 IF YES specify gestation ……../40 weeks 

7. Does this child have a history of significant feeding difficulties in early life      [image: image92.wmf] Yes
[image: image93.wmf] No
[image: image94.wmf] DK   IF YES TO E7 please specify ………………………………………………………………………………………………………………

      …………………………………………………………………………………………………………………………….

F - MANAGEMENT 

1. Was the child admitted to hospital?  
[image: image95.wmf] Yes
[image: image96.wmf] No – outpatient treatment only 
[image: image97.wmf] DK

       IF THE CHILD WAS ADMITTED TO HOSPITAL, please indicate the type of hospital(s):


[image: image98.wmf] Paediatric Ward          [image: image99.wmf] Psychiatric Inpatient Unit     [image: image100.wmf]  Specialist Eating Disorder Unit
[image: image101.wmf] DK 

2. If the child has already been discharged, what was the total duration of hospital admission?………..days 

3. If the child has not been discharged, what is the total duration of admission to date? ……….……….days

4. Did the child receive naso-gastric tube feeding?



         [image: image102.wmf] Yes
[image: image103.wmf] No
[image: image104.wmf] DK


5. Were psychotropic medications prescribed for concurrent psychiatric illness?    [image: image105.wmf] Yes
[image: image106.wmf] No
[image: image107.wmf] DK

IF YES to, specify psychotropic medication(s) …………………………………………………………………

…………………………………………………………………..

6. At the time of your last contact with the family was the child alive? 
          [image: image108.wmf] Yes
[image: image109.wmf] No
[image: image110.wmf] DK

IF YES to F6, in your opinion was the patient‘s condition  [image: image111.wmf] improved   [image: image112.wmf] unchanged  [image: image113.wmf]worse 
[image: image114.wmf] DK ?

7. If deceased, please indicate the cause of death, if known………………………………………………………

Please return this questionnaire in the addressed reply-paid envelope.

Thank you for your help with this project.



Contact: Mr R Lynn, BPSU, 50 Hallam Street, London W1W 6DE. Tel: 020 7323 7911
Dn-rl-rk- 19-07-05V9

EARLY ONSET EATING DISORDER QUESTIONNAIRE


BPSU Surveillance Case notification form 
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� Exercise may be considered excessive when it significantly interferes with important activities, when it occurs at inappropriate times or in inappropriate settings, or when the individual continues to exercise despite injury or other medical complications
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