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██ Abstract
Fear of vomiting can be a symptom associated with several disorders, including Eating Disorders (ED), Specific Phobia 
(Emetophobia), Avoidant Restrictive Food Intake Disorder (ARFID) and Obsessive Compulsive Disorder (OCD), making 
proper diagnosis challenging. At this time the literature exploring this symptom is limited, and to our knowledge very 
few cases have been described in the child and adolescent population. We report here the cases of one child and one 
adolescent presenting with significant weight loss, food restriction and fear of vomiting. The child’s fear of vomiting masked 
a concurrent desire to achieve fitness and weight loss, which was uncovered following weight restoration. The adolescent 
patient, although significantly underweight and food avoidant, also expressed no concerns with body image, until weight 
restored. The history, course in hospital and management of these patients is discussed, along with several challenges that 
complicated the diagnosis.
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██ Résumé
La peur de vomir peut être un symptôme associé à plusieurs troubles, notamment les troubles alimentaires (TA), une 
phobie spécifique (émétophobie), le trouble de l’alimentation sélective et évitante (TASE) et le trouble obsessionnel 
compulsif (TOC), ce qui complique la tâche de poser un diagnostic approprié. À l’heure actuelle, la littérature explorant 
ce symptôme est limitée, et à notre connaissance, très peu de cas ont été décrits dans la population des enfants et 
des adolescents. Nous rendons compte ici des cas d’un enfant et d’un adolescent qui présentaient des pertes de 
poids significatives, une restriction alimentaire et la peur de vomir. La peur de vomir de l’enfant masquait un désir co-
occurrent d’atteindre la forme physique et une perte de poids, ce qui a été découvert après avoir repris du poids. Le 
patient adolescent, bien que d’un poids significativement insuffisant et évitant la nourriture, n’exprimait pas non plus de 
préoccupations d’image corporelle, jusqu’à ce qu’il ait repris du poids. Les antécédents, l’évolution à l’hôpital et la prise en 
charge de ces patients sont discutés, ainsi que plusieurs difficultés qui compliquaient le diagnostic.
Mots clés: trouble alimentaire, peur de vomir, diagnostic, enfant, adolescent
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Fear of vomiting is a symptom that can occur in the con-
text of several different psychiatric disorders. Vomit 

phobic individuals often devise elaborate patterns of eat-
ing in order to reduce the possibility of emesis, leading to 
functional impairment (Veale, Costa, Murphy, & Ellison, 
2012; Price, Veale, & Brewin, 2012). These behaviours can 
include restriction of food volume and variety, excessive 
checking of food freshness, slow eating, avoidance of res-
taurants or others situations where eating may be involved, 
and unnecessary medicating with anti-emetics (Veale et al., 
2012; Van Hout & Bouman, 2012). Furthermore, patients 
with this symptom report excessive attention to gastrointes-
tinal sensations and a tendency to catastrophize normal GI 
activity as signs of imminent nausea and vomiting (Veale et 
al., 2012). Possible diagnoses involving this symptom in-
clude: Eating Disorders (ED), Specific Phobia (Emetopho-
bia), Avoidant Restrictive Food Intake Disorder (ARFID) 
and Obsessive Compulsive Disorder (OCD).

In EDs, the symptom most commonly manifests as food 
avoidance and an intense fear of gaining weight (American 
Psychiatric Association [APA], 2013). In the case of Specif-
ic Phobia, the patient does not present with body image dis-
turbances, but in an effort to prevent vomiting can exhibit 
avoidance and checking behaviors strongly reminiscent of 
OCD. Fear of vomiting is also associated with Avoidant Re-
strictive Food Intake Disorder (ARFID), a disorder defined 
as an eating or feeding disturbance characterized by patterns 
of avoiding or restricting food intake without body image 
concerns (APA, 2013; Black & Andreasen, 2014, Manasis 
1990). In OCD, the obsessive fear of vomiting is associated 
with intrusive thoughts related to emesis and many rituals 
to prevent this occurrence, such as carrying a container in 
the event vomiting occurs or checking expiry dates. Other 
obsessions and compulsions such as fear of contamination 
and excessive hand washing would be expected in OCD 
(Veale et al 2015; APA, 2013). The treatment of children 
with simple emetophobia using graded exposure has been 
described previously in the literature (Faye, Gawande, Tad-
ke, Kirpekar & Bhave, 2013; Manassis & Kalman, 1990; 
Moran & O’Brien, 2005; Veale, Hennig & Gledhill, 2015; 
Whitton, Luiselli & Donaldson, 2006). Here we report on 
one child and one adolescent whose primary initial symp-
tom, fear of vomiting, presented diagnostic challenges due 
to complex medical and psychiatric co-morbidity.

Case 1
A 15-year-old female was initially admitted to the hospital 
due to severe malnutrition at approximately 70% of an ideal 
body weight. A recent episode of stomach flu had caused 
her longstanding fear of vomiting to intensify, leading to 
significant weight loss. The patient expressed being worried 
that contact with germs would cause her to contract gastro-
enteritis, and she had been excessively washing her hands 
and praying to prevent contamination. She also engaged in 

several rituals meant to stave off illness and vomiting, no-
tably knocking on doors specific numbers of times, praying 
excessively before bed, and refusing to eat past six o’clock 
in the evening. She also regularly checked expiry dates on 
food and carried a plastic bag with her in case she needed 
to vomit. The patient reported nightmares about vomiting 
and panic attacks daily. Her anxiety was centered around 
meals and possible triggers of vomiting such as watching 
movies in which the actors vomited. She denied anxiety in 
other aspects of her life. The patient admitted to being con-
cerned about her low weight, and wanted to gain at least 
ten pounds.

The patient was prescribed Escitalopram 20 mg once daily, 
as well as Olanzapine five mg at bedtime for her anxiety. 
Given the ambiguity of the initial presentation, it had been 
initially unclear whether she suffered from a restricting 
type of Anorexia Nervosa (AN), ARFID, or OCD. How-
ever, since the patient initially expressed no body image 
concerns and readily put on weight in hospital, she was di-
agnosed with ARFID and OCD. The patient was discharged 
from the Eating Disorders Unit following some successful 
weight restoration. At present, although she is struggling to 
maintain a minimally healthy body weight, she has begun 
expressing body image concerns related to her weight gain 
and has limited her food choices to low calorie foods. She 
continues to have obsessions around germs and sanitation. 
She continues to meet criteria for OCD, and now meets cri-
teria for Anorexia Nervosa (AN). Although her compliance 
with the program was limited, CBT was attempted with re-
spect to a graded hierarchy to germs and contamination in 
addition to body image acceptance.

Case 2
A 10-year-old male at an estimated 81% ideal weight ini-
tially presented as an outpatient to the Eating Disorders 
Program with symptoms of intense fear of vomiting. These 
symptoms had begun following a bout of gastroenteritis. He 
denied any intentional vomiting or food restriction for the 
purposes of weight control. He did check labels looking for 
fat content, and stated he felt sick after eating fatty foods. 
On the Children’s Eating Attitudes Test (ChEAT) measure 
he denied wanting to be thinner, or feeling guilty after eat-
ing. He met criteria for ARFID at this time.

At the age of 13 years he was admitted to the Eating Disor-
ders Unit due excessive anxiety and a failure to gain weight. 
He was first prescribed Olanzapine five mg at bedtime, but 
later switched to Clomipramine 25 mg at bedtime. On in-
terview he was uncooperative, and disclosed very little. His 
parents had noted that he would eat only certain categories 
of food, and took an unusually long time to finish meals. 
The patient also restricted his food intake for fear that eat-
ing would make him vomit. Though the patient denied 
concerns with body image, his parents reported that he was 
very preoccupied with being healthy and living a healthy 
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lifestyle. This included refusing unhealthy and calorie rich 
foods, and being involved in high levels of exercise. He had 
developed a concurrent fear of germs, being worried that 
they would make him sick to the point of vomiting. He of-
ten engaged in reassurance-seeking behavior. Particularly 
at night, he would ask his mother repeatedly if he appeared 
sick, and would ask her to check his temperature. The pa-
tient was discharged from the Eating Disorders Unit follow-
ing weight restoration with a diagnosis of AN, generalized 
anxiety disorder (GAD), and OCD. He received CBT with 
graded exposure for the illness fears and rituals.

Discussion
In the cases reported, both patients presented with food re-
striction, weight loss and avoidance behaviors. During the 
initial assessment, the concern with limiting food intake 
and the associated low body weight made the possibility 
of AN likely, however it took some time for this diagnosis 
to become fully apparent. The co-morbidity of OCD added 
complexity to the diagnostic picture.

 OCD is a frequent comorbidity of patients with AN. Ac-
cording to the DSM-5, OCD can be diagnosed in up to 30% 
of AN sufferers (APA, 2013). Both patients were diagnosed 
with OCD as they had significant checking behaviours as-
sociated with fear of vomiting as well as ritual compulsions 
in other aspects of life. The presence of fear of vomiting in 
an underweight child or adolescent makes diagnosis com-
plicated, partly from a possible lack of maturity or insight 
into their thoughts, symptoms and behaviors, and malnutri-
tion which can affect cognitive function. For both patients, 
over time it became apparent that while the fear of vomiting 
was an initial main motivator in the refusal of food, a desire 
to be ‘healthy’ or ‘fit’, along with avoidance of high calorie 
foods supported a diagnosis of AN. A limitation of these 
case reports is that we did not obtain objective measures 
of OCD symptomatology or emetophobia and did not do a 
standardized clinical interview.

In summary, fear of vomiting is a symptom associated with 
several different disorders, which makes accurate diagno-
sis challenging, particularly in the child and adolescent 
population. The presence of this symptom should alert the 
clinician to be vigilant for OCD and AN. Perhaps rates of 

comorbidity are high because AN, Specific Phobia, ARFID 
and OCD form a spectrum rather than discreet categories. 
In addition, symptoms can vary with time and developmen-
tal trajectory. This challenge is particularly striking in chil-
dren and adolescents, whose motivations may not only be 
multilayered, but at times difficult to elicit due to a lack of 
cooperation or insight. Patients with such complex co-mor-
bidity require careful monitoring over time and a treatment 
approach that combines nutritional rehabilitation, medical 
monitoring, psychotherapy and medication.

Acknowledgments / Conflicts of Interest
The authors have no financial relationships to disclose.

References
Black, D., & Andreasen, N. (2014). Introductory textbook of psychiatry 

(6th ed.). Washington, DC: American Psychiatric Pub.
Diagnostic and statistical manual of mental disorders: DSM-5. (5th ed.). 

(2013). Washington, D.C.: American Psychiatric Association.
Faye, A. D., Gawande, S., Tadke, R., Kirpekar, V. C., & Bhave, S. H. 

(2013). Emetophobia: A fear of vomiting. Indian journal of psychiatry, 
55(4), 390.

Graziano, P. A., Callueng, C. M., & Geffken, G. R. (2010). Cognitive-
behavioral treatment of an 11-year-old male presenting with 
emetophobia: A case study. Clinical Case Studies, 1534650110384436.

Manassis, K., & Kalman, E. (1990). Anorexia resulting from fear of 
vomiting in four adolescent girls. Canadian Journal of Psychiatry. 
Revue canadienne de psychiatrie, 35(6), 548-550.

Moran, D. J., & O’Brien, R. M. (2005). Competence imagery: A case 
study treating emetophobia. Psychological Reports, 96(3), 635-636.

Price, K., Veale, D., & Brewin, C. (2012). Intrusive imagery in people 
with a specific phobia of vomiting. Journal of Behavior Therapy and 
Experimental Psychiatry, 672-678.

Van Hout, W., & Bouman, T. (2011). Clinical features, prevalence and 
psychiatric complaints in subjects with fear of vomiting. Clinical 
Psychology & Psychotherapy, 531-539.

Veale, D., Costa, A., Murphy, P., & Ellison, N. (2011). Abnormal eating 
behaviour in people with a specific phobia of vomiting (Emetophobia). 
European Eating Disorders Review, 414-418.

Veale, D., Hennig, C., & Gledhill, L. (2015). Is a specific phobia of 
vomiting part of the obsessive compulsive and related disorders?. 
Journal of Obsessive-Compulsive and Related Disorders, 7, 1-6.

Whitton, S. W., Luiselli, J. K., & Donaldson, D. L. (2006). Cognitive-
behavioral treatment of generalized anxiety disorder and vomiting 
phobia in an elementary-age child. Clinical Case Studies, 5(6), 
477-487.



62   J Can Acad Child Adolesc Psychiatry, 26:1, Winter 2017

  Instructions to Authors  .

Instructions to Authors

The Journal is an open access, interdisciplinary, international pub-
lication that seeks to advance knowledge in child and adolescent 
mental health and foster critical debate and discussion around 
controversial topics. Manuscripts are welcome on any topic rel-
evant to child and adolescent mental health, including advocacy 
and social policy, education and professional development, ethics 
and health care delivery, nursing, pediatrics, pharmacology and 
psychotherapy, psychiatry, psychology, and social work.

Manuscripts exceeding word limits will not be accepted without 
permission from the Editor. Manuscripts of excessive length may 
be returned. 

Authors may submit to any of the following categories.

Original Research
Original research consists of scientific reports of the results of 
original work with data not published elsewhere. Original research 
can be qualitative, quantitative, or mixed methods and may in-
clude intervention studies, randomized trials, cohort studies, case-
control studies, epidemiologic assessments, other observational 
studies, surveys with high response rate, studies of screening and 
diagnostic instruments, meta-analyses, etc. The text is limited to 
3000 words excluding abstract, tables, figures and references. The 
abstract is not to exceed 250 words. Tables and figures are limited 
to 5 in total, and up to 40 references are acceptable.

Brief Communications 
These manuscripts are short reports of original studies or evalua-
tions or unique, first-time reports of clinical case series. Recom-
mended maximum length is 1500 words, not including abstract, 
tables, figures, references, with no more than a total of 3 tables 
and/or figures and 20 references. 

Review Articles
Review articles are accepted either as submissions by authors or 
as solicited by the editor. Authors in their reviews should seek to 
1) not duplicate existing reviews available elsewhere, and 2) criti-
cally appraise the literature for gaps in knowledge and controver-
sial areas. The editor may accept on occasion scholarly theoretical 
papers (essays) with potential implications for theory building, es-
pecially in interdisciplinary areas. Please submit a pre-submission 
inquiry before writing a review article for the Journal. All review 
articles undergo the same peer-review and editorial process as 
original research reports. The text is limited to 3000 words ex-
cluding abstract, tables, figures and references. The abstract is not 
to exceed 250 words. Tables and figures are limited to 5 in total, 
and up to 40 references are acceptable.

Commentaries
Commentaries are brief, accessible pieces covering a wide variety 
of timely topics of relevance to mental health care of children and 
adolescents. Commentaries are limited to 1200 words; they may 
include one figure or table and a maximum of 5 references.

Clinical Rounds in Child and Adolescent 
Mental Health
This section of the Journal presents clinically based case discus-
sions of relevant mental health areas. The case is used to illustrate 
and discuss a more narrowly defined clinical question, or aspect of 
a disorder/condition, and, made explicit through one or two learn-
ing objective(s). The clinical questions can include, but are not 
restricted to, the following: clinical manifestations of a disorder/
condition, differential diagnosis, investigation of etiological fac-
tors, contribution of laboratory or diagnostic imaging findings, 
epidemiology, prognosis, therapy and prevention.  The clinical 
question may also emphasize appreciation for how patients under-
stand and find meaning to the experience of a mental health prob-
lem. The Section Editor may identify an independent discussant 
to provide expert commentary. Clinical rounds submissions are 
limited to 1200 words; they may include one figure or table and a 
maximum of 5 references.

Letters to the Editor
The Journal encourages opinion, controversy, and preliminary 
ideas. We invite reader comments on the articles we publish, as 
well as issues of concern to child and adolescent mental health. 
Letters to the Editor are considered for publication provided they 
do not contain material that has been submitted or published else-
where and are subject to editing and abridgment at the discretion 
of the Editor. Not all letters will be published. The Editor reserves 
the right to solicit and publish responses or commentaries from 
the authors of articles and others. The author of the original letter 
waives the right to review or respond to those responses or com-
mentaries. All letters are subject to editing and shortening. The 
text is limited to 400 words excluding references.

Ethics
Research involving human beings must be conducted ethically 
with due regard for informed consent. Submissions must include a 
statement of approval and description of consent procedures. Pa-
tient anonymity must be protected and any identifying information 
must be omitted from all submissions. 

Conflict of Interest
Authors are responsible for recognizing and disclosing financial 
and other ties that might appear to be a conflict of interest. Authors 
must provide a listing of all current financial ties with for-profit 
enterprises which may include industry research funding, stock-
holdings/ownership interest, consulting relationships and speakers 
bureaus. Financial benefit from instruments, technology or treat-
ments must also be disclosed. If all of the authors have nothing 
to disclose, include the statement: “The authors have no financial 
relationships to disclose.”

Authorship
Manuscripts are considered with the understanding that they rep-
resent original material and have not been submitted or accepted 
elsewhere, either in whole or in part. Give authorship credit only 



J Can Acad Child Adolesc Psychiatry, 26:1 Winter 2017 63

Instructions to Authors ﻿

if substantial contributions have been made to all of the following: 
conception and design of study or analysis and interpretation of 
data; critically drafting or revising the manuscript for intellectual 
content; and, approval of the final version for publication.

Copyright
Authors must submit written permission from the copyright owner 
to use direct quotations, tables or illustrations that have appeared 
in copyrighted form elsewhere, along with complete details about 
the source. Permission fees are the responsibility of the submitting 
author. At the time of submission, the corresponding or lead author 
is required to indicate agreement to the following statement:

The author(s) hereby transfer(s), assign(s), or otherwise convey(s) 
all copyright ownership to the Canadian Academy of Child and 
Adolescent Psychiatry in the event that such work is published 
in the Journal. I (we) warrant that the material contained in the 
manuscript represents original work and has not been published or 
under consideration for publication elsewhere.

Clinical Trials
A clinical trial is any study that prospectively assigns human sub-
jects to intervention or comparison groups to evaluate the cause-
and-effect relationship between an intervention and an outcome. 
Trial registry name, registration identification number, and the 
URL for the registry should be included at the end of the abstract. 
Trials should be registered in one of the recognized trial registries 
and require the minimum registration data set as described by the 
ICMJE (www.icmje.org/faq.pdf).

Manuscript Processing and Peer Review
Manuscripts should be submitted online via ScholarOne Manu-
script Central at http://ilinks.info/submissions. Authors must sub-
mit the names and contact information for 5 suggested reviewers 
with expertise in the area who are not affiliated with the authors’ 
research or place of employment. Authors can usually expect a 
decision within 8 to 12 weeks. All manuscripts are submitted to 
an anonymous peer review process. A consulting reviewer may 
be added at any stage of the review process to address technical 
questions. Reviewers’ comments will be sent with the Editor’s de-
cision. However papers that clearly do not fit the Journal’s format, 
mission, or publication priorities will be returned without review. 
Accepted papers are subject to editorial revisions and copyedit-
ing. Corrected proofs must be returned within 72 hours. All first 
authors will receive a complimentary hardcopy of the issue in 
which their submission appears at the address provided with their 
submission. PDF versions will be sent to all contributing authors.

Important Note: Editorial changes that do not alter the authors’ 
meaning and have been made to conform to Journal style will 
stand.

Preparation of Manuscripts
All submissions must be formatted for 8 ½ by-11-inch paper with 
1-inch margins, in 10-point or larger font, double spaced. Each 
manuscript must contain the following elements, ordered as be-
low. Submissions will not be accepted for review unless they are 
formatted accordingly.

General
•	 Title (max 50 words)
•	 Name, address, telephone, fax and e-mail address of the 

corresponding author
•	 Full name, academic degrees, affiliation, city, state/province 

and country for each author
•	 Acknowledgment paragraph (max 120 words), with any 

necessary credit lines and description of any funding or 
support 

•	 Structured abstract using the following headings (max 250 
words):
-- Objective: the primary purpose of the study
-- Method: design of the study, main outcome measures 

and age range of subjects
-- Results: key findings
-- Conclusions: including clinical significance
-- Key words: 3 to 6 key words to be used for indexing

•	 Trial Registry name, URL and registration identification 
number (if applicable)

•	 Spell out all abbreviations (other than units of measure) the 
first time they are used

•	 Do not use footnotes in the text
•	 Always use the generic term for a drug. When it is necessary 

to refer to the proprietary name, list it in parentheses after 
the generic term, followed by the register mark ®

References
Consult a recent print or electronic issue for sample references pre-
pared following the American Psychological Association (APA) 
6th Edition for all in-text citations and reference list formatting.

Reference list:
-- Arrange in alphabetical order by author name and 

chronologically by author (do not number);
-- Unpublished or submitted manuscripts or personal 

communications should only be noted in the text, not the 
reference list;

-- Include ‘‘in press’’ manuscripts in the reference list.

Tables and Figures
Tables and figures should comprise no more than a total of 5 dou-
ble-spaced manuscript pages. The Journal does not publish tables 
or figures that have appeared in other publications. Cite previously 
published materials only for reference. 

•	 Do not submit tables as picture files (JPG, BMP, etc) 
•	 Number tables consecutively in order of appearance in the 

text
•	 Cite each table in the text and note approximately where it 

should be placed
•	 If abbreviations are necessary, define them in a key within 

the caption
•	 Figures must be submitted in the original format and file 

type they were created in


