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The clinical features of late onset anorexia nervosa

Neil A. Joughin, Arthur H. Crisp, Simon G. Gowers and Ashok V. Bhat

Professorial Psychiatric Unit, Department ofMental Health Sciences, Jenner Wing, St George's Hospital
Medical School, Cranmer Terrace, London SW17 ORE, UK

Summary: This study examines clinical features of late onset anorexia nervosa. This involved the
scrutiny of a large database of patients with anorexia nervosa comprising data gathered at standardized
initial assessments over the period 1960-1990. Patients with a late onset were compared to other selected
patient samples.
The population comprised 12 patients with a first onset ofanorexia nervosa at or after the age of30, 415

patients with an onset after 15 but before 20 and 9 patients with an onset after 15 but before 20 and
matched for age at presentation with the late onset group.

Features studied included age at menarche, age at onset of anorexia nervosa, age at presentation,
duration of illness, weight at presentation, lowest adult weight, highest weight, weight at onset of illness,
marital status and parity.

Patients with an onset of anorexia nervosa after the age 30 comprised 2% of the total female patient
sample. Though such patients were rare, their clinical features were very similar to those of typical patients
with adolescent onset. Notably, young and late onset patients had similar durations of illness prior to
presentation, and similar proportions had bulimia and defensive vomiting. Feared sexuality, no longer
necessary for childbearing, emerged as being of apparent aetiological significance in the late onset group,
with the disorder embodying its rejection, as often also seems to be the case with earlier onset. The late
onset cases were hard to diagnose and had a poor outcome.
The study underlines the importance of considering the diagnosis of anorexia nervosa in older patients,

even ifthere is no earlier history ofanorexia nervosa. Such patients are likely to find it easier to conceal the
psychological origins of their problem behind the possibility of a primary physical illness, or behind
psychiatric diagnoses such as depression, the treatment of which may not threaten their avoidance of
normal body weight.

Introduction

Occasional case reports have revealed that ano-
rexia nervosa (AN) and bulimia nervosa can arise
in an older patient group, including the elderly.`3
Most practitioners have seen older patients with
disorders persisting into, or recurring during, later
life and such patients are relatively easily under-
stood in the context of prevalent theories of
aetiology. However, less common and harder to
understand are patients with AN arising for the
first time later in life.46

It is difficult to be certain if some of the reported
cases were presenting with the first onset or rather
an exacerbation of a chronic disorder - even
though this has been enquired about in detail. The
patient reported by Launer5 illustrates the prob-
lems. She was said to have had no previous episodes
of anorexia, but despite not having episodes of

amenorrhea, she had had a long-standing eating
problem.
A large series of patients presenting to our

specialist clinic over a period of 30 years offered the
chance to look at the characteristics of patients
with late onset AN, and to compare this group to
other anorectic groups.

Method

This study used a database of cases attending a
specialist clinic offering a service to patients with
AN. Patients had been assessed in a 3-hour long,
standardized, clinical interview involving patient,
parents and, where appropriate, spouse or other
close relatives. Subsequently, information from
this assessment was entered on a proforma record-
ing 300 clinical variables.
From this database a sample meeting DSM-

IIIR7 criteria for AN was derived, and from this
sample further sub-samples were drawn (see Table
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I). For the main part of the study only female
patients were described. Even amongst female
patients, only 9 patients could be found with a
young onset who could be closely matched with the
late onset sub-sample for age at presentation.
The notes of the late onset patients were review-

ed for factors that might explain the timing of
onset, and whilst the patients were not systemati-
cally followed-up, where available, outcome data
were recorded.

Results

A stratification by age of all patients meeting
criteria for AN by sex was made. Of 557 female
patients; 415 (75%) had an onset before the age of
20 years, 523 (94%) an onset before the age of 25,
545 (98%) an onset before the age of 30 and 12
(2%) an onset at 30 years old or more. Of 42 male
patients; 30 (77%) had an onset before the age of20
years, 39 (93%) an onset before the age of 25, 40
(95%) an onset before the age of 30 and 2 (5%) an
onset at 30 years old or more.
The late onset group are described in detail in

Tables II and III. In brief; their mean age at onset
was 40.3 years, their mean age at presentation was
46.1 years, and their mean duration of illness was
5.8 years. Their mean weight at presentation was
37.7 kg, and their mean lowest adult weight was
35.3 kg. Forty-one percent were bulimic, 50% used
vomiting as a weight control mechanism, 66% used
laxatives and 83% engaged in unusually high levels
of activity. Eighty-three per cent were married and
66% had children.

This group is contrasted with the other two
patient groups for age variables, weight variables
and symptom variables (Table II). The groups do
not significantly differ for mean age at menarche.
The late and young onset groups (not matched for
age at presentation) do not significantly differ for
duration of illness prior to presentation.

There are no significant differences in the mean
weights between the three groups on the presented
variables. Data were also collected on the patients'
chosen 'ideal' weight, but were not available on all
patients and are therefore not portrayed. There is
some suggestion, however, that the late onset
group had relatively high mean chosen weights -
49.7 kg, compared to 47.0 kg for the young onset
group and 42.8 kg for the young onset/late presen-
tation group.
For symptom variables, with so few cases in

some groups, the data are hard to interpret. What is
more noticeable is that the late and young onset
groups seem relatively similar to each other. Also
of note is that older age at presentation, as in the
late onset group and the young onset/late presenta-
tion group did not increase the frequency of

Table I Study patient groups (females only) - all met
DSM-IIIR criteria for anorexia nervosa at presenta-

tion

Late onset n= 12
- onset at or after age 30

Young onset n = 415
- onset after 15, but before 20

Young onset/late presentation n = 9
- onset after 15, but before 20
- matched with late onset group for

age at presentation to clinic

bulimia being described when compared to those
patients presenting at younger ages. The only
significant differences were for high activity. Young
onset/late presentation patients less frequently des-
cribed high activity levels at presentation than the
late onset group (Chi-square with Yate's correction;
X2= 8.05, P<0.005) and the whole young onset
group (Chi-square with Yate's correction;
%2= 15.2, P<0.0001).
Data regarding possible precipitants of the ill-

ness of these patients came in two forms. Firstly,
there were some hard data (Table III). The onset
bore no immediate relationship to marriage. Simi-
larly, it is hard to see a theme in the temporal
relationship of onset to the age of the children.

Secondly, there were more soft data. Many ofthe
patients had life-long problems with sexual rela-
tionships, with an emphasis upon sexual relations
sustained for the purposes of procreation but
otherwise with intense distaste. Perhaps within this
context, at least two patients were known to have
been sexually abused as children. Three patients
developed anorexia in immediate relation to mov-
ing house: one patient when her parents moved
house away from her, another under threat of
rejection from her brother's marital home, the third
faced with a move away from her mother. In one
patient the importance of the event was underlined
by recurrent dreams preceding anorexia, about a
move of family house in her childhood.
The patients were apparently hard to diagnose.

Two presented for the first time in renal failure, one
was only uncovered following failure to thrive after
a possibly inappropriate gastrectomy, another
came after long-standing attendance at an allergy
clinic.
Although outcome data are not presented for the

comparison groups the outcome of the late onset
patients seemed poor. Nine patients were admitted
to hospital. Five discharged themselves early, and
one of these is known to have been severely
anorectic 20 years later. Only four completed their
advised period of stay. One is known to have died
two years later, a second was anorectic two years
later, a third was anorectic 3 years later, the fourth
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Table II Clinical variables for patient samples. For age and weight data
the mean is followed by the standard deviation. Because data were not

available on all variables, numbers are quoted in all cells

Late
onset

(n = 12)

Age at menarche (months)

Age at onset (months)

Age at presentation (months)

Time between onset and
presentation (months)

Weight at presentation (kg)

Lowest adult weight (kg)

Highest weight ever (kg)

Weight at onset (kg)

Percentage of patients with
bulimia

Percentage of patients using
vomiting

Percentage of patients using
laxatives

Percentage of patients using
high activity

156
(± 18)
(n= 12)
484

(± 99)
(n= 12)

553
(± 125)
(n= 12)

69
(± 58)
(n= 12)
37.7

(± 5.6)
(n= 12)
35.2

(± 5.4)
(n= 11)
57.8

(±8.3)
(n= 11)
52.0

(±3.9)
(n= 10)
41%

50%

66%

83%

Young
onset

(n = 415)

159
(± 17)

(n = 384)
217

(± 44)
(n=415)

272
(± 79)

(n = 415)
56

(± 68)
(n = 415)

39.5
(±5.2)

(n = 414)
36.7

(± 5.4)
(n = 399)

57.0
(+8.8)

(n = 401)
53.8

(± 7.9)
(n = 353)
44%

42%

51%

77%

Young
onset/late

presentation
(n = 9)
174

(± 13)
(n = 9)
204

(± 25)
(n = 9)
504

(± 94)
(n = 9)
300

(± 112)
(n = 9)
38.2

(± 6.2)
(n = 9)
33.5

(±4.0)
(n = 9)
60.0

(± 11.5)
(n = 8)
50.1

(±9.7)
(n = 6)
33%

67%

78%

14%

Table III Relationship of onset of anorexia nervosa to
marriage and children in 12 patients with late onset

anorexia nervosa

Years - marriage Age of children
Patient to onset at onset (years)

I Single None
2 11 9
3 14 111085
4 9 41
5 22 20
6 17 None
7 3 2721
8 19 15 13
9 14 434023
10 16 119 7
11 Single None
12 13 None

was doing well 2 years later. One patient had
outpatient treatment and had an intermediate
outcome at 2 years. Two patients did not engage
beyond the initial assessment, and there are no
follow-up data available. The patients with good or
intermediate outcomes had onsets at 35 and 30
years of age respectively.

Discussion

The present study is unusual in using a large series
of patients with AN with an assessment format
which always involved relatives, even when the
patient was middle aged or elderly. This process
probably maximized the accuracy ofidentifying the
age at onset. This was important in selecting
late-onset patients and detecting earlier-onset

copyright.
 on M

ay 17, 2023 by guest. P
rotected by

http://pm
j.bm

j.com
/

P
ostgrad M

ed J: first published as 10.1136/pgm
j.67.793.973 on 1 N

ovem
ber 1991. D

ow
nloaded from

 

http://pmj.bmj.com/


976 N.A. JOUGHIN et al.

masked AN, either chronic or in the form of an
earlier episode but, presenting at a later age. An age
of onset at or after the age of 30 was chosen to
define a late onset group because this was well after
the more characteristic age at onset, and seemed
likely to emphasize any differences from the more
typical sample. Other studies have used an earlier
lower age of onset at 25 years.
The incidence ofanorexia in any group is hard to

estimate, and there are no reliable estimates for late
onset AN. However, Lucas et al.8 estimated that
the incidence rate for females under 20 was 3.1
times greater than that for females aged 20 to 59.
They also reported 14.1% offemale cases as having
an onset after the age of 30. Other studies have
addressed the relative proportions of patients with
AN who have a relatively late onset. Ryle9 has been
reported'0 as describing 13 of 51 cases with an onset
after the age of 30. In fact Ryle quotes ages at
presentation, and does not clarify any possible
history of earlier weight loss. Kay & Leigh" report
30% of their patients, of a total of 38, as having an
onset after age 25, Theander'2 3% of a total of 94,
Halmi13 13% of a total of 94 and Garfinkel &
Garner14 5% of a total of 283. These figures
compare with 6% for the present sample (female
patients only), 2% having an onset aged 30 or later.
The studies reported above are not therefore

directly comparable. The sample numbers are often
small, the methods of collection very different, and
some (including the present sample) are from
centres offering tertiary referral services and there-
fore seeing selected patient groups. Older patients
might be particularly likely to be misdiagnosed,
and therefore not be represented in these series.
Conversely, older patients may represent a parti-
cular treatment problem which would lead to a
proportionally higher referral rate to specialist
services. Despite these reservations, the large size of
the present sample underlines the relatively infre-
quent onset of AN after the age of 30.
Comparing the young and late onset patients in

the present series, they did not differ for age at
menarche or duration of illness prior to presenta-
tion. The patients were remarkably similar for
weight at presentation, lowest weight ever, highest
weight ever and weight at onset of the illness.
Similarly the groups were very similar in their
methods of weight control. One exception to this
was the suggestion that the adolescent onset but
late presentation group was characterized by rela-
tively low activity at presentation. This might be
explained by chronicity of illness or else a more
durable feature associated with successful avoid-
ance of detection for many years. Despite the
tautology in selecting the late onset patients as
having AN and then claiming that they are similar
to adolescent onset patients the data confirm the
existence of late onset anorexia and its general

similarity to the more common form of the dis-
order.
Two concepts not used by DSM-IIIR7 are parti-

cularly relevant to the patients under discussion.
Firstly, King'5 delineates two subtypes of AN -

primary and secondary. These subtypes do not
specifically relate to age at onset, but the patients he
described with the 'secondary' syndrome were of
notably late onset. These patients did not have a
'primary aversion to food, but abstinence was
endured for the sake of some greater gain, such as
avoidance of pain, choking, poisoning, or the need
to go on living'. Abstinence from food 'was a
secondary product of a phobic dread or a delusion,
or was a manifestation of intense depression'.
Although they displayed prominent depressive
symptomatology, the patients in the present study
with a late onset did not show this syndrome. They
were not deluded and had the classical phobic
avoidance stance in relation to normal adult body
weight which characterizes 'primary anorexia ner-
vosa'. This postulated underlying mechanism lead-
ing to AN'6 is notoriously difficult to detect and this
may be especially so in late onset cases where its
revelation may depend upon the patient being
involved in treatment leading to weight gain. This
can catastrophically expose the fear, as was the case
with several patients reported here.

Secondly, Dally and Gomez'7 discuss a concept
of'anorexia tardive' derived from Carrier.18 Clear-
ly they refer to late onset cases, but are not more
specific in a definition. They feel that 'cases of
anorexia tardive divide naturally into two groups',
and give descriptions of the two stereotypes with
comment upon the different psychodynamics. Our
patients probably fit into the 'anorexia tardive'
categorization, but our findings do not offer clear
support for the appropriateness of delineating this
group of patients, except on the basis of prognosis
(see below).
The relative incidence of bulimia amongst the

anorectic groups is worthy of special comment.
Previous studies have suggested that the mean ages
at onset do not differ between restricting and
bulimic sub-types,19'20 but that chronicity of ano-
rexia may lead to an increased risk of the develop-
ment of bulimia.14'16 The present study supports the
idea of bulimia being no more common in older
patients than younger patients who have similar
durations of illness at presentation. However, the
present subgroups of patients matched for age at
presentation, but greatly differing for duration of
illness did not differ for proportions reporting
bulimia. This may be explained by the small
number of patients with a young onset but late
presentation. It might also be explained by the
atypical nature of such a late presentation group.

Anorexia nervosa is usually thought of as an
adolescent problem, and explained in relation to
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the turbulent events of teenage years. For the late
onset patients other maturational crises were exam-
ined to examine their relevance in the late develop-
ment ofthe condition. The data did not support the
idea of marriage or childbirth as an immediate
precipitant of anorexia. However, although less
easy to document, there was a clear general theme
of sexual difficulties throughout life. It could be
argued that a retreat from the challenges of sexual
maturation, thought by us to be important in the
aetiology of AN,'6 was postponed for some of the
present patients until dutifully they had seen
through their fertile years, despite anxiety or
disgust with their sexuality. At this point, however,
sexual guilt and concern over ageing and self-
regulation overwhelmingly reasserted themselves,
to be resolved by the belated development of the
disorder.
Other late onset case studies offer some support

for this hypothesis. Kellett et al.4 described a single
patient who had 'a disgust of physical sexual
relations throughout her life'. The patient develop-
ed AN at the age of 52 following the marriage ofher
second daughter. Her husband having died, this left
her alone for the first time in her life. Launer5
described a patient with a possible onset of ano-
rexia at 70 years of age. This patient also had a
'dislike of the feminine role', and 'her sexual
relationship with her husband had always been
poor'. Despite this she had a son when she was 35
years old. Dally and Gomez'7 described three
patients with 'anorexia tardive'. Of these three, one
refused her husband sexual intercourse after the
birth of her only child, the second had two
daughters but 'regarded sexual intercourse with

abhorrence'. Of a sub-group of such patients they
suggested that within marriage sexual life 'was
virtually non-existent' and 'symptoms are likely to
increase after childbirth'.
The present study suggests a particularly poor

prognosis for these late onset patients. This is in
keeping with more general findings'4 suggesting
that later age of onset is associated with a worse
prognosis. However, these findings largely distin-
guish the outcome for patients with an onset in
their early teens from that for patients with an
onset in their later teens and early twenties.
Although the evidence is limited, we would suggest
that the outcome of these still later onset patients is
still worse. The proffered aetiological hypothesis
for some of these patients might, in part, explain
their apparently poor prognosis. For such patients
the possible gains of recovery are less clear than for
young patients who may desire the 'normality' of
marriage and motherhood, but fear the reality of
these undertakings.
The poor prognosis, and outcome of admission

in particular, suggest that treatment approaches
need to be modified for these patients. Possibly the
ambitions of treatment need to be more limited,
perhaps to include maintenance within anorexia at
a stable weight which does not threaten life.2'

Acknowledgements

The authors thank Lucy Gosling for her help with the
statistics and gratefully acknowledge funding from
Marks and Spencer plc and the Worshipful Company of
Grocers.

References

1. Price, W.A., Giannini, A.J. & Colella, J. Anorexia nervosa in
the elderly. J Am Geriatr Soc 1985, 33: 213-215.

2. Hsu, L.K.G. & Zimmer, B. Eating disorders in old age. Int J
Eating Disord 1988, 7: 133-138.

3. Gowers, S.G. & Crisp, A.H. Anorexia nervosa in an 80-year
old woman. Br J Psychiatry 1990, 157: 754-757.

4. Kellett, J., Trimble, M. & Thorley, A. Anorexia nervosa after
the menopause. Br J Psychiatry 1976, 128: 555-558.

5. Launer, M.A. Anorexia nervosa in late life. Br JMed Psychol
1978, 51: 375-377.

6. Gupta, M.A. Fear ofaging: a precipitating factor in late onset
anorexia nervosa. Int J Eating Disord 1990, 9: 221-224.

7. American Psychiatric Association. Diagnostic and Statistical
Manual of Mental Disorders, 3rd edition, revised, 1987,
Washington DC.

8. Lucas, A.R., Beard, C.M., O'Fallon, W.M. & Kurkland, L.T.
Anorexia nervosa in Rochester, Minnesota: a 45-year study.
Mayo Clinic Proceedings 1988, 63: 433-442.

9. Ryle, J.A. Anorexia nervosa. Lancet 1936, ii: 893.
10. Ramell, M.D. & Brown, N. Anorexia nervosa in a 67 year old

woman. Postgrad Med J 1988, 64: 48-49.
11. Kay, D.W.K. & Leigh, D. The natural history, treatment and

prognosis of anorexia nervosa based on a study of 38
patients. J Ment Sci 1954, 100: 411-431.

12. Theander, S. Anorexia nervosa. A psychiatric investigation of
94 female patients. Acta Psychiatr Scand 1970, 214 (Suppl).

13. Halmi, K.A. Anorexia nervosa: demographic and clinical
features in 94 cases. Psychosom Med 1974, 36: 18-25.

14. Garfinkel, P.E. & Gamer, D.M. Anorexia Nervosa - A
Multidimensional Perspective. Brunner/Mazel, New York,
1982.

15. King, A. Primary and secondary anorexia nervosa syn-
dromes. Br J Psychiatry 1963, 109: 470-479.

16. Crisp, A.H. Anorexia nervosa. Let me be. Academic Press,
London, 1980.

17. Dally, P. & Gomez, J. Anorexia nervosa. William Heinemann
Medical Books, London, 1979.

18. Carrier, J. L'Anorexie Mentale. Libraire E. Le Francois,
Paris, 1939.

19. Casper, R.C., Eckert, E.D., Halmi, K.A., Goldberg, S.C. &
Davis, J.M. Bulimia. Its incidence and clinical importance in
patients with anorexia nervosa. Arch Gen Psychiatry 1980,
37: 1030-1034.

20. Halmi, K.A., Casper, R.C., Eckert, E.D., Goldberg, S.C. &
Davis, J.M. Unique features associated with age of onset of
anorexia nervosa. Psychiatr Res 1979, 1: 209-215.

21. Crisp, A.H., Joughin, N., Halek, C. & Bowyer, C. Anorexia
nervosa and the wish to change. Department of Mental Health
Sciences, St George's Hospital Medical School, 1989.

copyright.
 on M

ay 17, 2023 by guest. P
rotected by

http://pm
j.bm

j.com
/

P
ostgrad M

ed J: first published as 10.1136/pgm
j.67.793.973 on 1 N

ovem
ber 1991. D

ow
nloaded from

 

http://pmj.bmj.com/

