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Forewords

1: Patient perspective

The voices of patients and carers have been central to the development of these
guidelines. Our many and varied lived experiences of emergencies with eating
disorders demonstrate the importance of managing them well — this can, and
does, save lives like ours.

But that does not mean this subject is without difficulty, despite everyone’s best
efforts. These guidelines are to simply heighten awareness around the treatment
of a person with an eating disorder and hopefully broaden knowledge on how
best to deal with someone who presents with signs of an eating disorder. From
spotting eating disorders and signs of emergencies when they may not be
obviously present, to supporting patients who may be frightened at the prospect
of receiving any intervention — there are many challenges in an emergency which
are faced by clinicians, patients and families alike. The provision and acceptability
of good care is therefore a shared endeavour, and so the human and relational
basis of healthcare should never be forgotten. Even in a crisis, understanding how
we feel and creating an alliance when you talk to us, can remove barriers to
lifesaving care.

The clinical need for guidance on recognising and managing emergencies arising
from eating disorders, across presentations and populations, is without question.
The demand for knowledge among healthcare professionals is also evident. There
is nothing worse than feeling ill-equipped in the face of an emergency when, in
fact, there is much that can be done using this guidance as a base.

As patients and carers, we need clinicians to be proactive in considering eating
disorders in the first place, thus reducing the chances of a situation becoming an
emergency. They must then be equipped with the knowledge and skills to
manage emergencies wherever and however they show up in healthcare
systems. We hope these guidelines can contribute to a cultural shift whereby
healthcare professionals no longer see eating disorder emergencies as the sole
responsibility of specialist workforces. Eating disorders are everyone’s business.

Most of all, these guidelines need to be shared and used. As beneficiaries of
lifesaving care, we are indebted to those who have helped manage our
emergencies effectively. Because of this care, we have a voice in these guidelines
when so many can tragically no longer be heard. Deaths from eating disorders
result from a lack of care, and can be prevented.

James Downs and Ben Robinson, Patient Representatives
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2: College and NHSE perspective

We are very pleased to see the launch of this exceptionally timely and important
report addressing the management of medical emergencies in eating disorders.
Alongside welcome investment in and development of services for people with
eating disorders, the past few years have seen eating disorders spotlighted
through untimely deaths of young people with anorexia nervosa. Failings were
found in the care that each of these young people received, across all sectors of
healthcare. Eating disorders are common, and through the COVID-19 pandemic
we have seen an unprecedented increase in clinical presentations of people with
severe eating disorders warranting urgent care across healthcare settings. The
skills to recognise and manage eating disorders when they become a medical
emergency are a necessity.

We are particularly pleased to see this report published with endorsement from
the Academy of Medical Royal Colleges, as the findings have relevance for
clinicians from many professional backgrounds. The team behind the report
reflects the intended multi-professional readership, with an authorship and
editorial team spanning the breadth of clinical expertise likely to encounter
patients with eating disorders, working alongside patients and carers with lived
experience of severe eating disorders, all underpinned by the well-established
processes of the NCCMH for rigorous scientific review and achieving professional
consensus.

A key objective of this report is for all clinicians likely to encounter such patients,
from primary through to intensive care to have practical tools at their fingertips
to guide care in an emergency. Perhaps more importantly however, the report
highlights the need for all services to be prepared for such emergencies and to
anticipate the challenges our health care structures can create for people with
simultaneous mental and physical health care needs. Commissioners and
managers are as much the intended audience for this report as clinicians
themselves.

The challenge for all reports is to make sure they result in better care. The NHS,
General Medical Council and Academy of Medical Royal Colleges are already
deeply embedded in development of training, clinical audit and quality
improvement initiatives to improve the care of patients with eating disorders. The
contents of this report form the basis of a core element of that work, namely
competence in management of medical emergencies in eating disorders, across
all ages, all types of eating disorders and all health care settings. Our hope is that
all the stakeholder organisations involved in its development will also support
dissemination of its contents.

Dr Adrian James, President of the Royal College of Psychiatrists
and Professor Tim Kendall, National Clinical Director for Mental Health, NHS England
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Executive summary and
recommendations

Eating disorders are common and affect people irrespective of age,
ethnicity, social class and geography. They can arise in all settings, from
major cities to remote and rural areas, including locations that do not
have formal eating disorder services (EDSs). During the COVID-19
pandemic, many people found they could carry out their work remotely,
including delivery of many types of mental health care. This approach
may have helped people who live in places with little access to
specialised treatment,' but remote consultation restricts physical
monitoring and presents challenges compared with in-person
treatment.?34 Referrals to children and young people’'s community EDSs
in England increased significantly during the pandemic, and
paediatricians reported large increases in admissions of young people
with restrictive eating disorders,’ reflecting increased acuity of cases.
National data for adults are not so readily available, but what data there
are tell a similar story.® This paints an alarming picture in which all
clinicians are increasingly likely to encounter patients with eating
disorders in their daily practice.

The aim of this guidance is to make preventable deaths due to eating
disorders a thing of the past. It is not a comprehensive textbook on eating
disorders; rather, it addresses eating disorder presentations likely to lead
the patient to an emergency department or a medical/paediatric ward.
The emphasis is on medical management, meaning both physical and
psychiatric care. The working group that produced this guidance is the
fourth group to address these issues, which succeeds the Management of
Really Sick Patients with Anorexia Nervosa (MARSIPAN) and Junior
MARSIPAN guidance.

The project first arose out of concerns that patients with severe anorexia
nervosa’ were being admitted to general medical units and, in some
cases, deteriorating and dying. Reasons for this included non-adherence

! http://www.imj.ie/wp-content/uploads/2021/01/Eating-Disorders-During-the-COVID-19-Pandemic.pdf

2 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7323318/

3 https//www.ncbi.nlm.nih.gov/pmc/articles/PMC7550882/

4 https://onlinelibrary.wiley.com/doi/full/101002/eat.23289

5 https://www.rcpch.ac.uk/news-events/news/paediatricians-warn-parents-be-alert-signs-eating-
disorders-over-holidays

6 https://pubmed.ncbi.nlm.nih.gov/34486966/

7 |CD-11 definitions of eating disorders (anorexia nervosa, avoidant/restrictive food intake disorder [ARFID],
binge eating disorder and bulimia nervosa) are given in the Glossary, along with abbreviations used in this
guidance.
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https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7550882/
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https://www.rcpch.ac.uk/news-events/news/paediatricians-warn-parents-be-alert-signs-eating-disorders-over-holidays
https://pubmed.ncbi.nlm.nih.gov/34486966/

to nutritional treatment, and complications of treatment, such as
refeeding syndrome, as well as underfeeding.

In this guidance, we have:

reviewed and synthesised the evidence on which the guidance is
based, including a comparison with international guidance on
medical management in eating disorders

provided advice on the assessment and management of all eating
disorders that can lead patients to present as a clinical emergency

provided an eating disorders risk assessment tool (Table 1) using the
‘traffic light’ approach that can be applied to all ages

developed a series of summary sheets (Annexe 1) written for the
different target clinical groups (including physicians, psychiatrists,
dietitians, GPs and nurses, as well as people with eating disorders,
families and managers). These are intended to be quick reference
guides that also signpost to key areas in the main guidance

updated practice guidance on the physical, nutritional and
psychiatric management of patients with severe eating disorders in
medical units, including the appropriate use of mental health
legislation

provided advice for commissioners on required services for this
group of very ill patients



Recommendations

1. Medical and psychiatric ward staff need to be aware that patients
with eating disorders being admitted to a medical or paediatric
ward may be at high risk despite appearing well and having normal
blood parameters. (EB+C?)

2. Therole of the primary care team is to monitor patients with eating
disorders, refer them early and provide monitoring after discharge,
in collaboration with medical services and EDSs (including
community EDSs). Eating disorders are covered, in England, by the
term severe mental illness® and physical checks in primary care
should be performed,© even if under specialist outpatient care.
Patients with eating disorders not presenting in an emergency may
nevertheless require urgent referral. (C)

3. Physical risk assessment in primary and secondary settings should
include nutritional status (including current intake), disordered
eating behaviours, physical examination, blood tests and
electrocardiography. (EB+C)

4. Assessment measures (such as body mass index [BMI] or blood
pressure [BP]) for patients under 18 years must be age-adjusted.
(EB)

5. Where specialist eating disorder unit (SEDU) beds are not available,
general psychiatric units should be supported to provide specialist
eating disorder care. This will require input from liaison psychiatry
and EDSs, so that patients can be transferred safely without delay
when discharge from a medical bed is appropriate. (C)

6. Patients who require admission to medical or paediatric wards
should be treated by a team with experience of treating eating
disorders and involving their carers, using protocols developed in
collaboration with eating disorder specialists, and having staff
trained to implement them. (EB+C)

7. The inpatient team on the medical/paediatric unit should include
(at least) a lead physician/paediatrician, a dietitian with specialist
knowledge of eating disorders and a lead nurse. An eating disorders
or liaison psychiatry service should provide sufficient support and
training to medical/paediatric wards to allow them to manage

8These letters indicate whether the recommmendation was formed from the evidence base (EB) or by
consensus of the Expert Reference Group (C), or both.

2 www.birmingham.ac.uk/Documents/college-mds/haps/projects/HCNA/HCNAVol2chap13sh6L.pdf
'° https://www.england.nhs.uk/statistics/statistical-work-areas/serious-mental-illness-smi/
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eating disorder patients. Around this core team for each individual
patient, key professionals should be added who are involved with or
knowledgeable about a patient and their illnesses, needs and
community care plans (e.g. nurses, therapists or psychiatrists from
EDSs or community mental health teams, or diabetes team
professionals), forming a multi-agency group to guide the
admission and subsequent care. (C)

8. Responsibilities of the inpatient teams are:

e Medical team:

(@)

O

(@)

safely refeed the patient
avoid refeeding syndrome caused by too rapid refeeding

avoid underfeeding syndrome caused by too cautious
refeeding

manage fluid and electrolyte problems, often caused by
purging behaviours

arrange discharge, in agreement with the mental health
team and commissioners, to eating disorders community
care or intensive treatment (e.g. day care or specialist
inpatient care) as soon as possible once such treatment is
safe and indicated

for patients with complex mental health problems, consult
with psychiatric experts to decide on further management.

e Mental health team:

(@)

manage, in collaboration with the medical team, the
behavioural problems common in patients with eating
disorders

occasionally assess and treat patients under compulsion
using relevant mental health legislation

address family concerns and involve both patients and their
families in discussions about treatment

advise on appropriate onward care following medical
stabilisation. (C)

9. Health commissioners (clinical commissioning groups and national
commissioners) should:

e be aware of the local provision for severely ill patients with
eating disorders

e ensure that robust plans are in place, including adequately
trained and resourced medical, nursing and dietetic staff on the
acute services, and specialist eating disorders staff in mental
health services



e support the establishment of intensive community treatment,
including outpatient and day patient services for both young
people and adults. (C)

10. Job plans for consultants in eating disorders and liaison psychiatry
should allow a session for training professionals in paediatric and
medical wards. (C)

11. Units treating patients with eating disorders join peer review networks
and participate in audit and quality improvement activity. (C)

12. Knowledge and training about the content of this guidance should be
required for all frontline staff. (C)



1. Introduction
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a. History of the project

This project began in 2008 when the
very tragic case of a young woman
with anorexia nervosa, who died in a
medical ward, was presented at an
annual British Association for
Parenteral and Enteral Nutrition
(BAPEN) conference. It was clear that
the medical team involved did not
have the close support of eating
disorder specialists. Following the
presentation at the conference, a
psychiatrist (Paul Robinson) and a
physician (Tim Bowling) met and
decided to try and improve that
unsatisfactory situation. A large
number of physicians and
psychiatrists, and a smaller number of
other people including a GP,

a pharmacist, dietitians, a psychologist,
self-help professionals and carers, were
then invited to collaborate in the
production of the first guidance in
2010. A revision of the adult version
was published in 2014. A separate
‘Junior’ version of the guidance (led by
Dasha Nicholls) was successful in its
aim of reaching and engaging
paediatricians in the care of children
and adolescents" with eating disorders
in acute settings.

b. What has happened
since?

i. Has the guidance been
taken up?

In 2018, a national survey of MARSIPAN
guidance utilisation by professionals
(see Annexe 2) was sent to 562
clinicians across the UK, of which

214 (38%) responded. The aim was to
assess awareness among non-eating
disorder specialists in acute hospital
settings. The response rate for

2008 ‘ Case presented at the
BAPEN conference

highlighted the need for
guidance in the acute
medical management of
people with anorexia

2010 . ‘MARSIPAN: Management
of Really Sick Patients with
Anorexia Nervosa’ for adults
is published

2012 ] ‘Junior MARSIPAN:
Management of Really
Sick Patients under 18
with Anorexia Nervosa’ is
published

2014 [ Second edition of
‘MARSIPAN: Management

of Really Sick Patients with
Anorexia Nervosa’ for adults
is published

2017 4 PHSO report ‘Ignoring the
alarms: How NHS eating

disorder services are failing
patients’ is published

2019 [] Work begins on a review and

update to guidance

e tointegrate adult and
children and young
people

e to widen scope to other
eating disorders

2021 [[] Research and guidance

development continue:

¢ NCCMH review of eating
disorder guidelines

e Expert reference group
meetings

2022 [ New ‘Medical Emergencies in
Eating Disorders: Guidance
on Recognition and
Management' is published,
superseding previous versions

Key:

BAPEN = British Association for Parenteral and Enteral Nutrition
NCCMH = National Collaborating Centre for Mental Health
PHSO = Parliamentary and Health Service Ombudsman
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professional groups differed: adult physician/gastroenterologists 23%, paediatricians
37%, adult EDS clinicians 56%, and CAMHS eating disorder clinicians 65%. Of the
clinicians who responded, 92.5% (n=198) had heard of MARSIPAN and 96.5% (n=192)
used Junior or Adult MARSIPAN guidance in their workplace.

The guidance has reached academic and public awareness in the UK and beyond,
including reference in the NICE guideline on eating disorders.” A book, Critical Care
for Anorexia Nervosa, co-edited by Robinson and Nicholls, was published in 2015" and
had over 11,000 chapter downloads by November 2021.

A Junior MARSIPAN app for Android and iOS™ has been widely used among clinicians.
An all-age app is being developed to accompany this edition of the guidance.

ii. Is there evidence that problems continue?

In 2017, the Parliamentary Health Services Ombudsman (PHSO) produced a hard-
hitting report entitled ‘Ignoring the alarms: How NHS EDSs are failing patients'.In the
PHSO report, three tragic cases are reviewed. One of these is that of 19-year-old Averil
Hart. Averil developed anorexia nervosa, for which she was treated as an inpatient in a
specialist eating disorders service. After discharge in 2012, she went to university,
which she had been very keen to do. In Averil’s first term, her anorexia nervosa
worsened and she was treated in a local eating disorders service. Sadly, she continued
to deteriorate and lose weight. She was discovered by her cleaner very unwell, and an
ambulance was called. Averil was admitted to a medical ward where she continued to
lose weight and she was transferred to another medical unit where she died, having
had severe hypoglycaemia.” The Ombudsman’s comment was:

‘ ‘ We found that all the NHS organisations involved in Averil’s care
and treatment between her discharge from hospital on 2 August
2012 and her tragic death five months later on 15 December
failed her in some way. We found her deterioration and death
were avoidable.”

The PHSO recommended the following:

1. The General Medical Council should conduct a review of training for all
junior doctors on eating disorders to improve understanding of these
complex mental health conditions.

2. Health Education England should review how its current education and
training can address the gaps in provision of eating disorder specialists. If
necessary, Health Education England should consider how the existing
workforce can be further trained and used more innovatively to improve

"The World Health Organization (WHO) defines ‘adolescents’ as individuals in the 10-19 years age group' and
young people as the 15-24 years age group. We use have used ‘child’ to mean ages 12 and under.

2 http://www.nice.org.uk/guidance/ng69

B https://www.springer.com/gp/book/9783319081731

“ http://www.marsipan.org.uk/

5 https://www judiciary.uk/wp-content/uploads/2021/03/Averil-Hart-2021-0058-Redacted.pdf
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capacity. It should also look at how future workforce planning might
support the increased provision of specialists in this field.

3. The Department of Health and National Health Service (NHS) England
should review the existing quality and availability of adult EDSs to achieve
parity with child and adolescent services.

4. The National Institute for Clinical Excellence (NICE) should consider
including coordination in its new Quality Standard for eating disorders to
help bring about urgent improvements in this area.

5. Both NHS Improvement and NHS England and equivalent organisations
in other UK countries have a leadership role to play in supporting local
NHS providers and commissioners to conduct and learn from serious
incident investigations. They should use the forthcoming Serious Incident
Framework review to clarify their respective oversight roles in relation to
serious incident investigations. They should also set out what their role
would be in circumstances where local NHS organisations are failing to
work together to establish what has happened and why, so that lessons
can be learnt.

A working group was established to address these recommendations, led by NHS
England and with participation of arm’s length bodies including the Royal College of
Psychiatrists, reporting to the PHSO.'® Meanwhile other coroner’s inquests into deaths
from anorexia nervosa have taken place, and headlines such as ‘Eating disorders:

12 deaths in seven years led to coroner warnings''” continue to appear.

Anorexia nervosa is known to be a potentially fatal disease, with a high standardised
mortality ratio,'® particularly if comorbidity is present. Not all deaths are avoidable, but
our view is that psychiatric and medical services for patients with eating disorders
must do more to improve the care that severely ill patients receive so that patients
such as Averil Hart can be successfully treated. We therefore strongly endorse all of
the PHSO’s recommendations, and with it the acknowledgement that all eating
disorders, not solely anorexia nervosa, can result in high, and often preventable,
mortality.

iii. This revision

This updated version of the guidance is significantly different from previous versions,
having undergone a number of major changes with the purpose of improving its
clinical and scientific value, including reach of the guidance. The guidance is across
the age range and the evidence base for recommendations, when available, is clear.
Nonetheless, too many of the recommendations are based on expert opinion rather
than empirical research and further research is needed.

®https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/824522/pa

cac-inguiry-into-eating-disorders-government-response-print-ready.pdf

7 https://www.theguardian.com/society/2020/jan/19/eating-disorders-12-deaths-in-seven-years-led-to-coroner-
warnings

8 https://pubmed.ncbi.nlm.nih.gov/21727255/
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1. Contributors

The Royal College of Psychiatrists (RCPsych) commmissioned the NCCMH?', based on
their experience of producing NICE guidelines, to work with the team. The project
group comprised nine members: three clinicians (Dasha Nicholls, Chair; Paul
Robinson, Clinical Advisor; Agnes Ayton, Eating Disorders Faculty Chair) and six
NCCMH team members. An Expert Reference Group (ERG) was established,
comprising professional leads from among the guidance authorship and three patient
representatives/experts by experience. A consultation group with 34 further members
mainly comprised clinicians, with two commissioners and the chief executive of Beat,
the UK eating disorder charity. Most members of the consultation group were
nominated by their professional organisation, and the experts by experience were
nominated by RCPsych. See the list of contributors for full details.

2. Scope

While anorexia nervosa was the main focus of MARSIPAN, as prompted by the initial
cases, other eating disorders can also be very dangerous.

In this updated guidance, more emphasis has been placed on the risks posed by other
eating disorders, including bulimia nervosa (which results in an estimated 22 deaths
per year in the UK®), avoidant restrictive food intake disorder (ARFID, which carries
risks due to weight loss and nutritional deficiencies) and binge eating disorder (which
also has significant dangers, although data on mortality are sparse). There is also a
significant risk of suicidal thoughts and self-harm in eating disorders, with one in five
deaths of people with anorexia nervosa being due to suicide®, and very high rates of
self-harm and comorbid depression across eating disorder diagnoses, including ‘other
specific feeding and eating disorders’ (OSFED) and ‘unspecified feeding or eating
disorders’ (UFED) in which people have key symptoms of an eating disorder but do
not meet full diagnostic criteria, such as purging disorder. A supplement on eating
disorders and type 1 diabetes mellitus accompanies this guidance (see Annexe 3).
Scientific knowledge about the risks posed by dietary restriction when BMI is normal
or high is limited, although there are anecdotal accounts of, for example, severe
malnutrition that can develop after bariatric surgery for obesity.?’ Moreover, serious
medical consequences can arise for people with ARFID who are within the normal
weight range? as well as at low weight.

In this guidance, discussion of feeding and eating disorders, including ARFID, will be
restricted to circumstances in which a medical emergency can be expected. We have
used the term ‘restrictive disorder’ to refer to anorexia nervosa and ARFID, as well as
some atypical eating disorders defined by the terms OSFED and UFED. In the absence
of research, risks in atypical eating disorders should be based on symptoms, such as
purging behaviour, low weight or self-harm.

© https://www.rcpsych.ac.uk/improving-care/nccmh
2 https://pubmed.ncbi.nlm.nih.gov/21727255/

2 https://pubmed.ncbi.nlm.nih.gov/23192683/
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Who this guidance is for

The guidance is primarily designed to support all clinicians likely to encounter
patients with severe eating disorders, such as:

% Medical doctors (including trainees):
» general practitioners
* emergency and acute physicians
= paediatricians
= psychiatrists (including liaison psychiatrists)

% Allied healthcare professionals:
* emergency department staff
» dietitians
= general and mental health nurses
» physiotherapists
=  psychologists and therapists

It also offers value to other professions and groups, including:

< managers and commissioners coordinating care

R

% people with eating disorders

< relatives and carers of people with eating disorders.

Annexe 1 contains a summary sheet of advice
for each of these groups. MARSIPAN
The acronym MARSIPAN has been

Guidance for all ages dropped from the title following

For this revision, the decision was made to feedback by patient and carer
combine the adult and child and adolescent groups, and to capture the
versions into guidance for all ages, to reduce changed scope of medical risk for
confusion around transition ages and redress all eating disorders, not only
potential disparities in approach. Each chapter anorexia nervosa. The focus on
starts with issues that affect all ages, then issues medical emergencies is reflected
affecting under-18s mainly, and, lastly, issues in the new title:

affecting over-18s mainly. In fact, most issues Medical Emergencies in Eating
affect all ages. The risk assessment framework Disorders: Guidance on

first developed in the Junior MARSIPAN Recognition and Management.

guidance has been developed into an all-age
framework (Table ).

Rather than a bibliography at the end of the document, hyperlinks to cited sources
are provided in footnotes so that they can be accessed directly.

3. Method

Development of this guidance was led from within the RCPsych Eating Disorders
Faculty. It included authors of the previous edition of the guidance and other
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clinicians known to actively contribute to the field, representing the professional
groups most likely to encounter a patient in a medical setting.

The authorship was divided into teams with a lead, each team drafting a chapter.
Drafts were then reviewed by Paul Robinson and Dasha Nicholls for further editing
and combined into draft guidance. The resulting draft was then reviewed by the
NCCMH team and Agnes Ayton representing the Faculty of Eating Disorders prior to
circulation to the ERG. Comments and suggestions were either incorporated in the
draft or referred to the ERG for discussion. The guidance was then circulated to the
full authorship for comment, reviewed again by the project team, and matters where
consensus was needed were taken to the ERG for discussion.

The Royal College of Psychiatrists will review this guidance in 2025, to ensure it
remains current, as per their framework for guidelines.

Stakeholder consultation

The draft documents were circulated to stakeholder organisations that had been
identified by the authorship and those who registered interest in commenting on the
guidance. The public stakeholder consultation ran for 2 months from August to
October 2021. Comments on the draft guidance and supporting documents were
received from stakeholder organisations, a list of which can be found in Appendix 1.
Stakeholder commments were reviewed by the project group, consulting the ERG
where necessary, and incorporated into the guidance as appropriate to produce the
final report. The documents were amended based on the consultation feedback and
all commments were responded to. The consultation process was based on that of NICE.

Forming the recommendations

In developing the guidance, the NCCMH used processes that they had previously used
for the development of NICE mental health clinical guidelines. Where possible,
recommendations (found in the Executive summary and recommendations) were
based on the evidence that was reviewed. Where conclusive high-quality research
evidence was not available, informal consensus was used to develop
recommendations. Informal consensus was reached through discussion with the
Expert Reference Group, drawing on members expert knowledge and experience, and
incorporating the feedback from the stakeholder consultation. Where consensus was
not immediately possible, additional expertise was sought (for example, a cardiologist
was consulted regarding aspects of ECG findings). In all cases, additional information
enabled consensus to be reached.

NCCMH involvement

The NCCMH contributed to the development and validation of the guidance in four
main areas.

1. Research and development tasks, including:

a. Reviewing the guidance and the quality of the systematic reviews already
included

b. Where there was uncertainty in the evidence, carrying out additional
research including systematic reviews
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2. Project management support, including:
a. Convening the ERG and organising ERG meetings
b. Establishing and delivering a timeline for completion of the guidance

c. Communicating and coordinating processes required to complete the
guidance

3. Supported the stakeholder engagement and endorsement process by:

a. Coordinating and delivering the engagement and consultation process
to ensure endorsement from relevant organisations and wider
stakeholders

b. Carrying out consultation on the guidance, collating comments and
feedback, and supporting the main authors to address comments

c. Ensuring that the guidance met standards for sign-off/endorsement from
relevant organisations

4. Undertaking editing tasks and providing support to deliver the final guidance
by:

a. Providing editorial support to the main authors to improve readability,
functionality, and accessibility of the guidance for the target audience

b. Providing infographics and design elements.

The additional research that the NCCMH carried out included:

e A comparison of the assessment and determination of risk of serious
complications in current evidence-based guidelines for eating disorders: A
systematic review.

* Areview of patients’ experiences and perceptions of compulsory treatment for
eating disorders: Results of a scoping search

* Areview of a systematic review looking at differences in clinical outcomes for those
who experience compulsory treatment for eating disorder and those who do not.

A summary of these evidence reviews can be found in Appendix 2. The body of
evidence supporting this guidance is limited. Consequently, as in the NICE guidance
on eating disorders, many of the recommendations are based on expert consensus.
Where evidence is available, this is made explicit.

4. Improving reach of the guidance

This guidance is intended for all clinicians with patients with eating disorders who
need urgent attention but needs to be useful for doctors in the emergency
department, physicians on medical wards and other stakeholders whose patients
need urgent attention.

Two-page (single sheet) advice aimed at various professional groups, including
physicians and paediatricians, emergency staff, general practitioners, nurses, other
ward staff, psychiatrists, patients and relatives (see Annexe 1) has been included for
quick reference. There is also a checklist for frontline staff (Appendix 3). The
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information in this document can also be found on websites, in apps and in training
materials.

Experts in primary care, mental health, eating disorders, acute and emergency
medicine/paediatrics, and dietetics need to work together with the patient and family
so that each of their skills is optimally utilised. The GP or school-based health staff may
be the first professional to see and assess the patient. They play a critical role in
engaging the patient, initiating treatment and referring for specialist care. Specialist
EDS multidisciplinary teams include experts on eating-disordered pathology (physical
medical state, mental state, nutritional status and needs, thresholds for compulsory
admission, capacity and insight, social and psychological factors influencing the
expression of eating-disordered behaviours and their required nursing). With time
and training, each professional can enhance their knowledge and skills in other areas,
and regular multidisciplinary meeting can greatly enhance mutual learning.

The emergency situation is the remit of the present guidance. A brief and useful guide
to medical management of eating disorders published by the Academy for Eating
Disorders? goes beyond the emergency situation covered in this guidance.

2 https://www.aedweb.org/publications/medical-care-standards
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2. Risk assessment: evaluating the impending risk to life due to the patient’s illness

a. Introduction

Eating disorders can present with life-threatening emergencies often in the
emergency department,?* although such presentations are also seen in primary care,
medical and paediatric wards, and mental health treatment settings. Most medical
problems arise from undernutrition and/or compensatory behaviours, such as
bingeing, purging, and other associated behaviours. Presentations may be triggered
by concerns from parents/carers, or from schools/universities or employers, and
adequate support must be given to those caring for people in non-medical settings.

In primary care, in-person consultation may be necessary for patients presenting with
eating disorder symptoms in order to complete a risk assessment.

See Appendix 3 for an eating disorder risk checklist for emergencies.

i. Balancing risks

Risk assessment in eating disorders is multidimensional; the clinician must balance
risks in physical, psychological and social domains while paying attention to matters
of insight, motivation, consent and the legal framework for intervention. Some
challenges to accurate and meaningful risk assessment have been listed in Box 1.
Parent/carer accounts of risk behaviours as well as their ability to manage their
child’'s/loved one's eating disorder are key elements of risk assessment. We advise that
the risk assessment should be used to inform rather than dictate clinical
management.

Note:

In this guidance, you will see that some text has been shaded with different colours. This is
to highlight the ages that are being discussed.

Children and/or young people Adults

ii. Risk in different populations

Weight loss in children and adolescents is often more acute than in adults, due to
lower body fat stores, thus medical compromise occurs relatively frequently, and
typical features (e.g. amenorrhoea) may not be present. Working with children and
young people and their parents/carers during paediatric admissions to plan, with the
community EDS and primary care team, for care on discharge is vital (see Chapter 3).

Adults with more long-standing eating disorders may run higher levels of risk and
reach care later and can thus be very unwell on admission with severely depleted
intracellular electrolyte levels, such as potassium, that are not reflected in serum
levels. Thus, caution is advised, regardless of blood parameters. Patients with bulimia

24 Also known as an accident and emergency department (A&E).
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nervosa can present with severe electrolyte disturbances, and gastrointestinal
complications, even when at a normal weight or overweight.

Males should be asked specifically about excess training and exercise and misuse of
anabolic or androgenic steroids. Males and some females who overtrain may have
extremely low body fat levels and larger than average muscles. Use of anabolic
steroids and Vitamin D injections can lead to increased physical risk at higher levels of
BMI (and age-adjusted BMI) than those quoted.?®

Box 1: Potential challenges to accurate risk assessment

° Patients can appear well and this can falsely reassure
the clinician

° Consider parent/carer information when assessing risk

o Patients may have an extremely powerful drive to exercise (including micro-
exercise, discussed in Chapter 6.b) that can override their lack of nutritional
reserve, so that they appear very energetic right up to a physical collapse.
Increased rather than reduced energy and activity levels is one of the features
that distinguishes anorexia nervosa from starvation syndrome.?®

° Suicidal ideation is common in people with eating disorders. Suicide accounts for
the cause of death for 20% of all deaths among adults with anorexia nervosa.
Among both young people and adults with bulimia nervosa, and binge eating
disorder, the risk of self-harm and suicide is increased.?”

o Blood parameters that fall within laboratory reference ranges are frequently seen
in advanced uncomplicated malnutrition and should not be taken as cause for
reassurance.

o Do not reassure the patient that their risk is low. That will compound the
dismissive nature of their eating disorder cognitions and increase perception
that change is not necessary. Emphasise the severity of the problem and the lack
of precision in risk assessment while making sure to conduct the necessary
physiological and psychological examinations.

° Due to the nature of eating disorder cognitions and associated distress, a
patient's fear of weight restoration may limit their capacity to provide an
accurate account of their presentation. This can falsely reassure the clinician
about the assessment of risk.

% https://pubmed.ncbi.nlm.nih.gov/31585781/
2% https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6265370/
27 https://pubmed.ncbi.nlm.nih.gov/25070478/
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b. An all-age risk assessment framework for assessing
impending risk to life

There have been several attempts to produce a physical risk assessment schedule,
which in the UK include the first NICE guideline on eating disorders (2004) and the
Royal College of Psychiatrists guideline on nutrition in anorexia nervosa (2005). The
most recent NICE guideline on eating disorders advocated the use of MARSIPAN and
Junior MARSIPAN guidance to assess risk.?®

The all-age risk assessment framework below (Table 1) has been adapted from the
framework in Junior MARSIPAN, which has been adopted and used extensively since
its publication.

The risk assessment framework combines clinical assessment with investigations,
assessment of motivation and engagement with treatment plans, and particularly for
younger patients, assessment of parent/carer support. It can help clinicians determine
the risk of serious complications to a patient of any age, including serious illness
(acute pancreatitis or gastrointestinal rupture) or death (from suicide, sudden death,
infection or cardiovascular complications?®), as well risk for refeeding complications.

Each domain in Table 1is rated with a traffic light system, indicating the risk to life.
Green indicates low impending risk to life, F indicates for the clinician to be alert to
high concern for impending risk to life, and red indicates high impending risk to life. It
is important to note that patients with bulimia nervosa who are not underweight can
also present in life-threatening emergencies, due to electrolyte disturbances, and
gastrointestinal complications.

The framework is intended to guide level of concern and requires clinical judgement
for its interpretation. Nonetheless, it is based on the best available evidence and
international consensus guidance, where available (see Appendix 2). No single
parameter is, in and of itself, an adequate indicator of overall level of risk or illness.
Moreover a ‘red’ score in one realm (e.g. electrolytes) may not be equivalent to a ‘red’
score in another area (e.g. temperature). The traffic light system is more useful for
comparing within rather than between domains. Detailed advice on diagnosis and
treatment of eating disorders in acute settings is available if needed.3%3

The risk assessment tool is designed to aid decisions on emergency management,
such as admission for monitoring and refeeding. If any items score ‘amber’ or ‘red’,
please consult Table 2, which contains guidance on management of clinical findings,
for advice on what to measure, what to look for, when to be concerned and what to
do. However, decisions always depend on clinical judgement; the risk assessment
framework should only be an aid in that process. All patients with eating disorders
should be offered NICE approved psychological treatment at the earliest opportunity.

28 https://www.nice.org.uk/guidance/ng69 para 1.11.3

2 https://pubmed.ncbi.nlm.nih.gov/30173377/

30 https://www.amazon.co.uk/Multidisciplinary-Management-Eating-Disorders-Morris/dp/33196 41301
31 https://www.springer.com/gp/book/9783319081731
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Appendix 3 contains an eating disorder checklist for frontline staff to use in
emergencies.

It is important to note that risk parameters for adults cannot be applied to
children and young people without adjustment for age and gender.

This is a guide to risk assessment and cannot replace proper clinical
evaluation. However, a patient with one or more red ratings or two or more
amber ratings should probably be considered high risk.

Table 1: Risk assessment framework for assessing impending risk to life

< Red: High Amber: Alert to high Green: Low
impending concern for impending risk
risk to life impending risk to to life
life
Medical history and examination
Weight loss Recent loss of weight Recent loss of weight ~ Recent weight loss of
of >1kg/week for of 500-999g/week for  <500g/week or

2 weeks (consecutive) 2 consecutive weeks in  fluctuating weight
in an undernourished an undernourished
patient®? patient'?®

Rapid weight loss at

any weight,

e.g. in obesity or

ARFID
BMI and e Under 18 years: e Under18: %m e Under 18: %mBMI
weight %MBMI* <70% BMI 70-80% >80%*

e Over 18: BMI <13 e Over18: BMI 13-14.9 e Over 18: BMI >15
HR (awake) <40 40-50 >50

32 Patients losing weight at higher BMI should be assessed for other signs of medical instability and weight loss
strategies to determine risk.

33 Also known as weight for height percentage. %mBM I is calculated by: current BMI divided by BMI on the 50th
centile for age and gender, multiplied by 100.

3% Note these do not denote a healthy weight but rather a weight above which other parameters in this risk
framework may better reflect risk.
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<

Red: High
impending
risk to life

Amber: Alert to high
concern for
impending risk to
life

Green: Low
impending risk
to life

Cardio-
vascular
health3s 3¢

Assessment of

hydration
status

Temperature

Muscular
function3”:
SUSS Test

Standing systolic BP
below 0.4th centile
for age or less than 90
if 18+, associated with
recurrent syncope
and postural drop in
systolic BP of
>20mmHg or
increase in HR of over
30bpm (35bpm in

<16 years)

Fluid refusal

e Severe dehydration
(10%): reduced urine
output, dry mouth,
postural BP drop
(see above),
decreased skin
turgor, sunken eyes,
tachypnoea,
tachycardia

<35.5°C tympanic or
35.0°C axillary

Unable to sit up from
lying flat, or to get up
from squat at all or
only by using upper
limbs to help (Score O
or 1)

35 https://pubmed.ncbi.nlm.nih.gov/24067349/

Standing systolic BP
<0.4th centile or <90 if
18+ associated with
occasional syncope;
postural drop in
systolic BP of
>15mmHg or increase
in HR of up to 30bpm
(35bpm in <16 years)

e Severe fluid
restriction

e Moderate
dehydration (5-10%):
reduced urine
output, dry mouth,
postural BP drop (see
above), normal skin
turgor, some
tachypnoea, some
tachycardia,
peripheral oedema

<36°C

Unable to sit up or
stand from squat
without noticeable
difficulty (Score 2)

36 https://www.nhlbi.nih.gov/files/docs/guidelines/child_tbl.pdf

37 No muscle function test has been researched in patients <18 years.

Normal standing
systolic BP for age
and gender with
reference to centile
charts

Normal orthostatic
cardiovascular
changes

Normal heart rhythm

Minimal fluid
restriction

No more than mild
dehydration (<5%):
may have dry mouth
or concerns about
risk of dehydration
with negative fluid
balance

>36°C

Able to sit up from
lying flat and stand
from squat with no
difficulty (Score 3)
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2. Risk assessment: evaluating the impending risk to life due to the patient’s illness

Red: High Amber: Alert to high Green: Low
< impending concern for impending risk
risk to life impending risk to to life
life
Muscular Male <30.5kg, Male <38kg, Male >38kg,
function: Female <17.5kg Female <23kg Female >23kg
Hand grip (3rd percentile) (5th percentile)
strength3®
Muscular
function: <18cm (approx. 18-20cm >20cm
MUAC?3? BMI<13) (approx. BMI<15.5) (approx. BMI >15.5)

Other clinical
state

ECG
abnormalities

Life-threatening
medical condition,
e.g. severe
haematemesis, acute
confusion, severe
cognitive slowing,
diabetic ketoacidosis,
upper gastrointestinal
perforation,
significant alcohol
consumption

e <18 years: QTc
>460ms (female),
450ms (male)

* 18+ years: QTc
>450ms (females),
430ms (males)

e Or any other
significant ECG
abnormality

38 https://pubmed.ncbi.nlm.nih.gov/19129352/

39 https://pubmed.ncbi.nlm.nih.gov/12765671/

Non-life-threatening
physical compromise,
e.g. mild
haematemesis,
pressure sores

e <18 years: QTc
>460ms (female),
450ms (male)

* 18+ years: QTc
>450ms (females),
>430ms (males).

e And no other ECG
anomaly
e Taking medication

known to prolong
QTc interval

Evidence of physical
compromise, e.g.
poor cognitive
flexibility, poor
concentration

e <18 years: QTc
<460ms (female),
450ms (male)

* 18+ years: QTc
<450ms (females),
<430ms (males)
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2. Risk assessment: evaluating the impending risk to life due to the patient’s illness

<

Red: High
impending
risk to life

Amber: Alert to high

concern for
impending risk to
life

Green: Low
impending risk
to life

Biochemical

abnormalities
40

Haematology

Disordered
eating
behaviours

Hypophosphataemi
a and falling
phosphate

Hypokalaemia
(<2.5mmol/L)

Hypoalbuminaemia
Hypoglycaemia
(<3mmol/L)
Hyponatraemia
Hypocalcaemia

Transaminases >3x
normal range
Inpatients with
diabetes mellitus:
HbAIC >10%
(86mmol/mol)

Low white cell
count

Haemoglobin
<10g/L

Acute food refusal or
estimated calorie
intake <500kcal/day
for 2+ days

40 https://www.rcpch.ac.uk/sites/default/files/rcpch/HTWQ/Reference%20ranges%201an%2018.pdf
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2. Risk assessment: evaluating the impending risk to life due to the patient’s illness

Red: High
impending
risk to life

<

Amber: Alert to high
concern for
impending risk to
life

Green: Low
impending risk
to life

Physical struggles
with staff or
parents/carers over
nutrition or
reduction of
exercise

Engagement e
with
management
plan

e Harm to self

e Poor insight or
motivation

e Fearleading to
resistance to weight
gain

e Staff or
parents/carers
unable to
implement meal
plan prescribed

High levels of
dysfunctional exercise
in the context of
malnutrition

(>2h/day)

Activity and
exercise

Multiple daily
episodes of vomiting
and/or laxative abuse

Purging
behaviours

Self-harm and Self-poisoning,

e Poor insight or
motivation

® Resistance to weight
gain

e Staff or
parents/carers

unable to implement
meal plan prescribed

e Some insight and
motivation to tackle
eating problems

e Fear leading to some

ambivalence but not
actively resisting

Moderate levels of
dysfunctional exercise
in the context of
malnutrition (>1h/day)

Regular (=>3x per
week) vomiting and/or
laxative abuse

Cutting or similar

e Some insight and
motivation to tackle
eating problems

* May be ambivalent
but not actively
resisting

Mild levels of or no
dysfunctional exercise
in the context of
malnutrition (<1h/day)

suicide suicidal ideas with behaviours, suicidal
moderate to high risk ideas with low risk of
of completed suicide completed suicide
Key:

°C = degrees Celsius; ARFID = avoidant restrictive food intake disorder; BMI = body mass index; BP = blood
pressure; bpm = beats per minute; cm = centimetre; ECG = electrocardiogram; g = grams; h = hour; HR = heart
rate; kcal = kilocalories; kg = kilogram; L = litre; mmHg = millimetres of mercury; mmol = millimole; mol = mole;
ms = millisecond; QTc = corrected QT interval; SUSS Test = Sit Up-Stand-Squat Test.
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2. Risk assessment: evaluating the impending risk to life due to the patient’s illness

c. Differential diagnosis

Eating disorders can present challenges in recognition and diagnosis, in part because
consultant psychiatrists, physicians, paediatricians and other health care professionals
have limited training and expertise in the field.* Almost all the parameters outlined in
the risk assessment framework have multiple aetiologies, and there is a need to
consider and exclude potential organic causes. For example, the haematological
changes commonly found in anorexia nervosa can be found in primary
haematological conditions such as leukaemia and lymphoma, and can present with
pancytopaenia and weight loss, as can infection that is either acute (e.g. sepsis) or
chronic (e.g. tuberculosis).

i. Principles of differential diagnosis and eating disorders

A few principles may be helpful here. First, eating disorders are relatively common,
whereas most of the syndromes that might otherwise account for these findings are
not. Second, delay in diagnosis and treatment could lead to a continued weight loss,
which would increase risk and so should not divert the physician’s attention from the
need to provide nutrition. It may be helpful to distinguish between baseline screening
investigation to exclude organic cause/comorbidity and assessing and monitoring
risks. For example, raised liver enzymes occur regularly in patients with severe
malnutrition, probably as a result of hepatocellular autophagy.*? Abnormal
transaminase levels may be found during acute starvation**as well as refeeding.**
Liver enzymes should be monitored to ensure that they decrease as nutrition is
provided, and should only be investigated if they persist despite weight restoration —
in which case an acute liver disease screen should include a viral hepatitis screen.

All patients should have a history taken and a thorough clinical examination with
basic tests (e.g. TTg IgA for coeliac disease, blood film, CRP**) and more involved tests
if necessary. When the diagnosis is uncertain, offering food can elicit calorie-avoiding
behaviour in those with a drive for thinness and fear of weight gain. Some patients
may present with concurrent eating disorders and other pathology; these are
complex patients to manage, and specialist advice should be sought.

It would be reasonable to refer for specialist assessment any patient in
whom an eating disorder is considered as part of the differential diagnosis

and to withdraw the referral if an alternative diagnosis is confirmed. Most
importantly, the search for a diagnosis should never delay nutritional
therapy in an undernourished patient.

4 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6646967/

“2 https://pubmed.ncbi.nlm.nih.gov/23280717/

“3 https://pubmed.ncbi.nlm.nih.gov/25250330/

44 https://pubmed.ncbi.nlm.nih.gov/23280717/

4 A normal CRP (C-reactive protein) and ESR (erythrocyte sedimentation rate) suggests the absence of an
inflammmatory condition, and both are usually low in people with anorexia nervosa. However, for a CRP of
>40mg/dL the false negative rate is around 20% and the false positive rate around 60%.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3740117/pdf/nihms337827.pdf
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2. Risk assessment: evaluating the impending risk to life due to the patient’s illness

d. Assessing different domains of acute risk

Table 2: Guidance on management of clinical findings

Check for/ What to look for When to be Specific management
measure concerned
HR Bradycardia, <40bpm awake, Nutrition, monitor

ECG (especially if

bradycardic or
any other
cardiovascular
system
complication)

BP

Hypothermia

Dehydration

postural
tachycardia

Other cause for
bradycardia

(e.g. heart block),
arrhythmia, check
QTc interval, check
electrolytes, drugs

See Table 1, Risk
Assessment
Framework

Core temperature

Hypotension and
bradycardia usually
due to
undernutrition

or symptomatic
postural
tachycardia

Prolonged QTc
(males >450ms,
females > 460ms),
HR <40bpm,
arrhythmia
associated with
malnutrition
and/or electrolyte
disturbances

Systolic BP<90 or
<0.4th percentile.

Syncope

<35.5°C

Fluid refusal, signs
of dehydration

ECG

Nutrition and
correct electrolyte
abnormalities,
increased QTc - bed
rest, discuss with
cardiologist;
medication for
arrhythmia or
bradycardia likely to
be unhelpful

Nutrition and rest
until postural
hypotension
improved;
echocardiogram
likely to be
abnormal while
malnourished

Nutrition, blankets,
may need space
blanket

Oral rehydration
solution orally or via
a nasogastric tube
unless there is
hypovolaemia;
beware of giving
fluid boluses unless
in hypovolaemia -
cardiac compromise
or hyponatraemia
may occur; check
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2. Risk assessment: evaluating the impending risk to life due to the patient’s illness

Check for/
measure

What to look for

When to be
concerned

Specific management

Hypovolaemia

Tachycardia or
inappropriate
normal HR in
undernourished
person,
hypotension and
prolonged capillary
refill time

Other features of Skin breakdown

severe
malnutrition

Evidence of
vomiting or
laxative abuse

Hypokalaemia

and/or pressure
sores

Low potassium,
metabolic alkalosis
or acidosis, enamel
erosion, swollen
parotid glands,
calluses on fingers

Likely to be due to
purging. Note:
normal electrolyte
level does not
exclude medical
compromise

Hypokalaemia as
below,
uncontrolled
vomiting with risk
of oesophageal
and other visceral
tears

<3.0mmol/L
obtain
medical/paediatri
c opinion,
consider
admission and

electrolytes and
renal function

Senior
medical/paediatric
review. Normal
saline 10ml/kg bolus,
then review. If IV
fluids are used then
these should usually
be normal saline
with added KCI, with
added electrolytes,
e.g. phosphate, as
required; consider
other factors, e.g.
intercurrent sepsis,
as contributors

Nutrition. If skin
breakdown or
pressure sores
present, seek
specialist wound
care advice. Avoid
prolonged bed rest.
Use special mattress
and cushion.

Specialist nursing
support and
supervision to
prevent vomiting

Correction; Consider
IV initially if
<2.5mmol/L

(oral supplements
may still be
vomited); Beware
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2. Risk assessment: evaluating the impending risk to life due to the patient’s illness

Check for/ What to look for When to be Specific management
measure concerned
cardiac hyperkalaemia.

Hyponatraemia

Other electrolyte
abnormalities

Hypoglycaemia

Mental health risk
or
safeguarding/fam

ily

Consider water-
loading,
medications, such
as SSRIs, and
diuretics. Check
urine osmolality

Check phosphate,
magnesium,
calcium. Consider
refeeding
syndrome

Blood glucose by
finger-prick and
venous sample.
Urine or blood
ketones.

Suicidality,
evidence of self-
harm, family not
coping

monitoring

Consider
admission, obtain
medical/
paediatric
opinion,

Follow refeeding
guidelines

Occurs in very
severe emaciation
due to low
glycogen stores,
Usually
accompanied by
ketones.

Urgent
psychosocial
evaluation. For
<18s, may need
admission for
protection and
assessment

Monitor ECG

Specialist nursing
supervision to
prevent water-
loading.

IV correction,
proceed with
caution. Review
medication if
needed.

See Figure 4:
Refeeding decision

tree

Check for additional
(e.g. sepsis) or
alternative
(Addison’s disease,
insulin abuse)
diagnoses.

If symptomatic,
€.g.coma, give

IV glucose.
Otherwise, give food
or complex
carbohydrate
preparations

If emotionally
unstable personality
disorder is
suspected, avoid
admission if possible
and refer for urgent
psychological
treatment

Key: BP = blood pressure; bpm = beats per minute; IV = intravenous; ECG = electrocardiogram;
HR = heart rate; KCI = potassium chloride; kg = kilogram; mmol/L = micromole per litre;
ms = millisecond; QTc = corrected QT interval; SSRIs = selective serotonin reuptake inhibitors
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2. Risk assessment: evaluating the impending risk to life due to the patient’s illness

i. Risks discernible while taking the patient’s history

1. Who to ask for information

A multi-informant perspective (collecting collateral information from multiple
sources) is helpful to assess the risk. Parents/carers will often notice symptoms and
behaviours they find worrying, which can expedite consultation with the GP or a visit
to the emergency department. Young people are sometimes identified by their school
teachers and nurses as having problems, avoiding mealtimes and self-isolating.

Children and young people should be provided with developmentally appropriate
healthcare and offered time for independent consultation. They should be reassured
about confidentiality, but informed of its limits, and given appropriate psychosocial
assessment. At all ages, it is often highly informative to obtain the perspective of
parents/caregivers who may witness and experience eating-disordered behaviours
and have concerns about the impact of the eating disorder on the individual and
others. Anyone living independently is less likely to have their symptoms and
behaviours noticed by people around them: for example, symptoms can go unnoticed
in students away at university.4®

2. Signs and symptoms

Symptoms that should give rise to the suspicion of an eating disorder include
unexplained changes in weight, restriction of diet (sometimes apparently for health
reasons), binge eating, menstrual irregularity, vomiting, muscle weakness, abdominal
symptoms, and changes in mood (irritability, anxiety or depression). Once an eating
disorder has been raised in the mind of a GP or emergency department doctor, the
checklist in Table 3 should be followed so that a risk assessment can be performed.
Collateral history from parents, caregivers and friends, at times in the patient’s
absence, and from electronic health records or the GP, are essential. Patients with
eating disorders can be deeply ashamed of their difficulties, while for others denial
can be strong. They may also be extremely scared about the consequ