
delays we think it preferable to refer
before organising blood tests, ECG etc.

EVIDENCE-BASED TREATMENT
The most appropriate treatment
location for the majority of young
people with an actual or suspected
eating disorder is a CEDS-CYP.20 Referral
to a CEDS-CYP should be made directly
from primary care or via a self-referral.

CEDS-CYP have an expert
multidisciplinary team, offering a range
of evidence-based interventions.
Treatment should comprise a mixture of
psychological interventions, nutritional
support and physical monitoring.
Treatment may be offered in a mixture
of individual, family and group formats.
Crucially CEDS-CYP enable young
people to receive treatment while living
at home, attending school, staying in
contact with friends and engaged in
hobbies and activities in so far as their
physical condition allows. All these
factors have been shown to be
important in terms of early recovery.

A minority may, however, require

the patient and their parents, as soon as
an eating disorder is identified. Where a
local CEDS-CYP service has not yet
been formed then referral should be to
the local CAMHS, and again contact
made immediately at the point of
identification. In rare cases where there
is very high physical and/or psychiatric
risk then GPs should arrange immediate
paediatric and/or psychiatric care to
manage risk via local protocols and
should inform the CEDS-CYP
immediately.12

In order to improve access CEDS-CYP
have been encouraged to increase both
ease and range of potential referral
sources. Services are being encouraged
to open dedicated self-referral routes
either via phone and/or online for
patients and parents. Professionals
including paediatricians, CAMHS, school
nurses, teachers and social workers can
also refer using these routes.  

Services are at different stages in
improving access and it is important to
check locally about current
arrangements. To prevent unnecessary
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Table 4 

Identifying eating disorders in children and adolescents (adapted from NICE NG695)

Physical
•An unusually low or high BMI or body weight for their age
•Rapid weight loss
•Dieting or restrictive eating practices (such as dieting when they are underweight) that are worrying
them, their family members or carers, or professionals
•Compensatory behaviours, including vomiting, excessive exercise, laxative or diet pill use
•Abdominal pain that is associated with vomiting or restrictions in diet, and that cannot be fully
explained by a medical condition
•Menstrual disturbances, other endocrine disturbances
•Physical signs of malnutrition including: poor circulation, dizziness, palpitations, fainting, pallor
•Problems managing a chronic illness that affects diet, such as diabetes, coeliac disease or food
allergies
•Unexplained electrolyte imbalance or hypoglycaemia
•Atypical dental wear (such as erosion)
•Growth reduction or stunting 

Emotional
•A disproportionate concern about weight or shape (for example, concerns about weight as a side
effect of contraceptive medication)
•Other mental health problems e.g. depression, anxiety, OCD
•Mood swings
•Self-harm and suicidal thoughts

Social
•Family members or carers report a change in eating behaviour
•Social withdrawal, particularly from situations that involve food
•Family arguments especially around food
•Taking part in activities associated with a high risk of eating disorders (for example, professional sport,
fashion, dance, or modelling)
•Reduced interest or enjoyment in former interests e.g. swimming, meeting friends
•Decreased academic attainment/fall in school attendance
• Isolation/social withdrawal
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losing behaviours e.g. vomiting, exercise
•Temperature, heart rate, and lying and
standing blood pressure
•Phone numbers of parent(s) and/or
patient especially if high risk
•GPs should contact local CEDS-CYP
by phone/electronically as soon as a
potential eating disorder is identified.

In 2014 new funding was committed
for the development of CEDS-CYP
across England to speed up access to
specialist community-based treatment. 

As a result new CEDS-CYP are being
created throughout England and
additional funding is being given to
many existing CEDS-CYP. Funding is
contingent on CEDS-CYP offering
treatment according to the following
target timescales from referral:
•Emergency 24 hours
•Urgent 7 days 
•Routine 28 days

By 2020, 95% of referrals will need to
be seen within these timescales.12

The A&WT recommends that GPs
should contact the CEDS-CYP by phone
or electronically following discussion with

Box 1

Psychological treatment of eating
disorders, adapted from NICE NG695

Anorexia nervosa
First-line
Anorexia nervosa-focused family
therapy: 
18-20 sessions over 1 year

Second line
a) or b) depending on 
which seems most suitable
a) CBT for eating disorders:* 
40 sessions over 40 weeks
b) Adolescent-focused psychotherapy
for anorexia nervosa:*
32-40 sessions over 12-18 months

*Both include 8-12 additional family
sessions with the patient and their
parents or carers

Bulimia nervosa
First-line
Bulimia nervosa-focused family
therapy: 18-20 sessions over 6 months

Second line
CBT for eating disorders: 
18 sessions over 6 months
Includes up to 4 additional sessions
with parents or carers


