MINIMUM WEIGHT RANGE
Points to consider when setting the minimum weight range
•
•
•

•

•

Ideally, the minimum weight range will be determined by the GP at the beginning of treatment, with
some reference to the ultimate goal of full weight recovery.
The minimum weight range should be of at least 2 kilograms (e.g. BMI: 20 + 2 kg i.e. 56-58kg) to
allow for diurnal and day-to-day fluctuations in body weight.
Normal sex hormone levels are dependent upon maintenance of a healthy weight and essential for
the achievement of maximum bone density, thereby minimizing the risk of future osteoporotic bone
changesi.
The resumption of regular menses (without the contraceptive pill) in female clients usually indicates
a return to a healthy weight and adequate body fat. However this is not invariable, as clients may
menstruate at a lower or higher weight. A detailed weight and menstruation history noting normal
premorbid weight and measurements of current bone density should give a clear indication of where
to target the weight range. Pelvic sonography can be used to indicate that ovulation has returned ii.
Body fat percent can also be used to indicate a healthy weight because normal menstruation will not
resume if body weight and fat levels remain abnormaliii.

Calculating the minimum weight range
A. Determining a healthy weight range for Children/Adolescentsiv
•

•
•
•
•

Determining a healthy weight range (HWR) helps clients, their family and the treating team plan
management and assess progress. That said, physical recovery is the best indicator of healthy
weight; hence HWR will be unique to each individual.
A HWR rather than a target weight should be set.
It is important to avoid long discussions or negotiations about HWR as this may ‘collude’ with the
eating disorder and encourage a focus on weight rather than the physical health as an outcome
Normal vital signs are indicators of physical recovery. However these can return to normal below a
HWR or if weight loss has been rapid they can be abnormal within a HWR.
For girls, a return to or commencement of menses is an indicator of physical recovery. Menses may
take some time to return after weight restoration, and may sometimes return at a low weight.

The following factors should be considered when setting a target weight range for children &
adolescents:
•
•
•
•
•
•

Previous growth records
The stage of puberty
Parental height
Body build
Ethnic background
The expected height from bone estimates

If the child is very tall, the percentile corresponding to weight may be unrealistically high and a lower
target may be necessary. If there has been growth stunting, allow around 10% extra on the
corresponding weight percentile, to encourage catch-up growth. It should be emphasized to younger
clients that their target weight will need to increase as they progress through adolescence for normal
growth and developmentv.
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Approximating a Healthy Weight Range for children & adolescentsvi
•

•
•
•

A normal BMI is 5th percentile to <85th percentile. The 5th percentile is often too low for physical
recovery to occur for clients with eating disorders. A BMI between the 25th and 85th percentiles is
recommended, as this is more likely to correlate with physical recovery.
BMI for 25th and 85th percentiles (ages 12 -18) are listed below in Table 1.
Using BMI-for age an estimation of a HWR range can be made.
Assess previous growth trajectory and set a HWR. HWR must allow for continued growth along the
individual clients growth trajectory. Example: a 12yr old girl who is 150cm tall would need to be 3747kg to achieve a BMI of 16 to 21. If her growth has always previously been around the 2550thpercentiles her HWR may be set as 37-41kg.

The Eating Disorders Toolkit provides a table of 25th and 85th body mass index percentiles for ages 12 -18
years (p26), which may be helpful for you (See Resources Module 3)

B. Determining a healthy weight range for adults
Use Body Mass Index (BMI) for this age group - calculated as weight (kilogram’s) divided by height (metres)
squared.
Although BMI is a useful clinical indicator, you should also consider its limitations (Glendining and Phillips 1993);

•
•
•
•

Clients may have manipulated weight measurement to give a false reading
It is not useful for children who are still growing
It is not as reliable if the client is engaging in severe purging
It is less reliable in extremes of heightvii

A healthy weight for adults 18 years and older is within the BMI range of 20 – 25viii.
For clients with anorexia nervosa, the short term minimum weight range is often calculated as BMI:20
plus 2 kgs. This same minimum weight range may also be appropriate for physically mature older
female adolescent clients. A slightly lower minimum weight range may be appropriate for persons of
Asian descent (e.g. BMI of 18 plus 2kg) and a higher range may be appropriate for males and Pacific
Islandersix x xi.
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ACHIEVING REGULAR WEIGHT GAIN
Ideally clients should gain 0.25 - 1.5kg per week. Initially energy requirements will be low and will
increase disproportionately during the course of refeedingxii xiii xiv. Suggested reasons for this are
increased activity levels and increases in post glucose thermogenesis in low weight clients with
anorexia nervosaxv. The calculation of an adequate diet for refeeding is difficult because of changing
basal metabolic rate and abnormal behaviours, such as hiding food, purging, drinking excessive
amounts of water before a weight (water loading). Food diaries, regular weighing and monitoring blood
biochemistry will assist in the construction of an appropriate refeeding regimen.
•
•
•
•
•
•

Explain that diurnal and day-to-day fluctuations in body weight are normal and will influence the
reading on the scales.
Weight can fluctuate by as much as 2.0kg during the weekxvi
Menstruation, constipation and dehydration also affect weight and as such, the longer term weight
changes give a more accurate picture of the accumulation of new tissue.
A weight graph can be a useful tool for both physician and client.
Unexpectedly high weight gain may be indicative of oedema or binge eating.
A decision should be made between the health professionals involved with the client as to the
frequency of weighing and which clinician will be responsible for weighing (usually the dietitian or
GP). Clients and parents should be discouraged from weighing at home.
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