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Medical management of eating disorders

Cases in which better information might have 
averted catastrophe



Case 1: sent home 
rapidly with no follow 
up 
18 year old with AN for 3 years.
Admitted to medical ward with 
hypokalaemia.    K corrected.  
Discharged after 20 hours.
Found dead in bed 14 days later.
Lesson:  Hypokalaemia recurs 
quickly because total body 
potassium is very low.  Check K 
regularly after discharge and 
ensure treatment referral. 
England



Case 2: Failure to treat 
hypoglycaemia
Admitted to medical ward, 
BMI 10.8. Glucose<4 
mmol/L. Not fed for four 
days while liver function 
investigated.  Transferred 
to another medical ward. 
Severe hypoglycaemia 
(glucose <2 mmol/L).  Left 
untreated and died in 
hypoglycaemic coma. 

Lessons: Feed the patient 
immediately.  Liver 
enzymes often raised in 
severe AN. Treat 
hypoglycaemia as an 
emergency.  

1. Mental health trust 
investigation
2. Acute trust 
investigation
3. University
investigation
4. Ombudsman report
5. Coroner’s report
and more



MARSIPAN

• Developed following the description of a similar 
case at the BAPEN 2008 meeting.

• A group of physicians and psychiatrists co-wrote 
the first edition, published in 2010

• A young person’s version came out in 2012
• A second adult edition appeared in 2014
• The third edition was launched on 19 May 2022, 

and will form the bulk of this presentation 
• Find it here: https://www.rcpsych.ac.uk/improving-

care/campaigning-for-better-mental-health-
policy/college-reports/2022-college-reports/cr233

https://www.rcpsych.ac.uk/improving-care/campaigning-for-better-mental-health-policy/college-reports/2022-college-reports/cr233


MEED



MARSIPAN, current issues

– More awareness of eating disorders among 
clinicians

– This especially is seen in psychiatrists and 
paediatricians

– Response from the adult medical side has 
sometimes been disappointing

– We welcomed a substantial section on eating 
disorders in the 2013 RCPsych
Liaison Psychiatry College report 
“Liaison psychiatry for every acute hospital”



The current situation

• Fatal cases continue to be reported from medical 
units well after publication of MARSIPAN.

• In rewriting the guidance we tried to make it 
relevant, indeed essential, for all Royal Colleges.

• And there was a call for an all age document 
• Here’s what we did…



MEED, the team

• Leadership: The project group
– The RCPsych commissioned the NCCMH, the National 

Collaborating Centre for Mental Health to lead the 
process.  (They used to write the mental health NICE 
guidelines.)

– I and Dasha Nicholls, child and adolescent psychiatrist, 
and the chair of the RCPsych Eating Disorders Faculty 
consulted to the NCCMH

• The Expert Reference Group
– This comprised 16 members from the Royal Colleges of 

Medicine, Paediatrics, Psychiatry (including Liaison) 
and Emergency Medicine as well as 2 experts by 
personal experience of an eating disorder and one 
carer.



The process

• The project group conducted systematic reviews 
and wrote a draft document.  They also liaised 
with Royal Colleges to ensure compliance with 
required procedures for official guidelines. 

• The Expert Reference Group reviewed and 
discussed the document

• After several iterations a final draft was circulated 
to a stakeholder group of 29 organisations
including charities and medical groups.  Other 
organisations were also encouraged to register.



Medical Emergencies in Eating Disorders

• First the name: The experts by experience but also 
several professional groups disliked the name 
MARSIPAN, finding it belittling and too anorexia 
focused.

– There was strong opinion favouring change
– In the end, we decided to avoid an acronym and to go 

with the above title.
• Then the ages: We combined MARSIPAN and 

Junior MARSIPAN to create an ALL AGE guidance
• Lastly the diagnoses: We extended the guidance to 

ALL EATING DISORDERS 



New sections in MEED (*) 

Risk assessment: P16 *

*

*
*



Risk assessment
• It’s all age
• It has a traffic light system
• Red: high risk, Amber: medium risk, Green: Low risk
• 6 areas to assess:

– Weight, BMI, rate of change
– Cardiovascular: including pulse, BP, ECG
– Temperature, hydration
– Muscle strength
– Eating behaviour symptoms: engagement, exercise, purging
– Self harm and suicide

• It’s not a tick box. Any red risks need overall  
clinical evaluation

• We are aiming for an App (and have been 
promised £££)



Summary sheets for assessing and 
managing patients with severe eating disorders

✓



A dip into MEED: some of the ways 
information is presented:

Snippets of tables only, not the whole thing!
You need to read it to find out what’s in it.

It’s just a taste!



Box 1: Potential challenges to accurate 
risk assessment

• Patient can appear well – Not reassuring
• Because of drive to exercise they may be active 

up to collapse
• Suicidal ideation and behaviour common
• Bloods often normal - Not reassuring
• Reassuring the patient that risk is low can provoke 

increased restriction, vomiting, exercise etc
• Fear of weight restoration can reduce patient’s 

ability to give an accurate account of their history



The MEED Risk Assessment Framework 
(RAF)



Does one red risk factor mean admission?

• Not necessarily
• One red risk factor means

– Make a full assessment
• eg a BMI of 12 developing over 6 months is different from a 

stable BMI of 12 for 10 years
– If you are not sure

• Get a more knowledgeable opinion
• Consider admission while risk is further assessed

• What about several amber factors?
– Again, assess, consult and consider admission



Management of findings.  EG…

Bradycardia



Lightbulb signs: Heads up findings EG…



Psychological symptoms to worry about 
EG…



SEDU or medical ward? Examples of 
what a SEDU can usually offer and what they 
usually don’t



Refeeding severe Eating Disorder. EG…



Biochemical results in 
refeeding syndrome. EG…



Risk of REFEEDING SYNDROME EG…



Refeeding 
protocol



Micronutrients. EG…



Dos and don’ts for families



How to help: written for carers but also 
relevant to staff



Figure 5: 
Compulsory treatment 
decision tree



Summary and conclusions

• Treatment of eating disorders in non-specialist settings 
can be very challenging

• Collaboration between psychiatric (eating disorder or 
liaison) and medical services is essential to avoid more 
deaths

• Our new guidance provides advice for clinicians with 
younger and older patients

• We present a traffic light system that should be used as 
part of a competent clinical evaluation

• We hope that MEED will be used to avoid the 
unacceptable  deaths that continue to occur amongst our 
patients.



Join the discussion:

Request group membership from:
Marsipan-and-MEED-request @jiscmail.com

Or write to me p.robinson@ucl.ac.uk


