
Review Paper 
Page 1 19/02/2020

Review Paper + Business Case 

Review Paper and Business Case For Adult Community Eating Disorders. 

Version Control Log

DATE SECTIONS NAME COMMENT



Review Paper 
Page 2 19/02/2020

Table of Contents 

1 Executive Summary 

2 Strategic Context 

3. Current Performance 

4. Challenges and Risks  

5. Additional Considerations 

6. Steps Taken To Mitigate Challenges and Risks 

7. Case for Change  

8. Options 

9. Recommended Options and Financial Ask

10.  Implementation
 

11. Conclusion and Recommendations 

12.       References 



Review Paper 
Page 3 19/02/2020

Section 1 Executive Summary                                                  

This paper provides details of a review of the GMMH provided Salford Community 
Eating Disorders Service (EDS) and proposes three options for further consideration.

Eating disorders are serious mental health conditions with the highest mortality rate 
of any mental health problem (BEAT 2015). Effective psychological treatments exist 
and therefore early access to these is of paramount importance. Whilst Children and 
Young People (CYP) EDS have been a focus of the 5 Year Forward View, seeing 
increases in funding to achieve improved waiting targets, adult EDS have not 
received the same focus, creating disparity within the offer. Revisions of NICE 
guidance in relation to treatment length and changes to diagnostic criteria have 
added further pressure to local services. 

In addition, it is recognised that the Salford service has been significantly under-
commissioned in relation to the level of presenting demand and was not 
commissioned to provide medical input to support monitoring of people with more 
complex presentations. This has resulted in waiting lists to access the service and a 
challenge from primary care to ensure that the right treatment, support and medical 
oversight are in place for this population. 

Following a review of local data and identification of the challenges facing the 
service, three options are presented for further consideration and exploration:

1. Do nothing and continue with the current level of commissioned service.
2. Investment to increase capacity to meet the 18-week standard for treatment 

for routine cases and expand the service offer to include medical monitoring, 
family therapy, early intervention (FREED) and a pathway for severe and 
enduring presentations (SEED).

3. Investment to increase capacity to meet CYP waiting times and expand the 
service offer to include medical monitoring, family therapy, FREED and  
Severe and Enduring Eating Disorder (SEED) Pathways. (Preferred Option)

Option 3 is identified as the preferred option in providing a NICE Compliant, 
multidisciplinary, clinically effective service. This would require recurrent investment 
of £328,289 for a lower threshold of 90 referrals (80 treatment starts) and £381,958 
for an upper threshold of 120 referrals (110 treatment starts). 

The service has an existing backlog waiting list of 46 referrals, consequently the 
achievement of both the 18 week (Option 2) and CYP (Option 3) waiting time 
standards would not be achievable until this is addressed. Option 3 provides an 
additional resource of 0.8wte clinical time and it is proposed through this business 
case that if this is the selected option this additional resource is initially used to 
address this referral backlog prior to implementing the CYP waiting time standard. 
This is projected to take approximately 60 weeks following which the CYP waiting 
time standard could commence. Using this approach, the cost of addressing the 
waiting list would be absorbed into the resource provided in Option 3.

Option 3 will deliver increased quality, on the longer term, through providing a 
service response time matching Children and Young Peoples services of 1 week 
from referral to treatment for urgent cases and 4 weeks for routine. There will then 
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be access to a range of evidence based treatment pathways including individual and 
group therapy. The clinical benefits of this model will include:

 Increase in provision to meet the demand of 90-120 referrals per annum for 
assessment and 80-110 treatment starters

 Increase in service user, carer, GP/referrer and staff satisfaction
 Parity between CYP EDS and adult EDS
 Improvement in clinical outcomes across all presentations
 Reduced pressure on GPs, advice on interpretation and management 

available
 Meeting core functions of an effective EDS as outlined in NCCMH Guidelines
 Offering FREED pathway
 Meeting the need of SEED individuals
 Offering carers support 
 The backlog of referrals will be addressed
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Section 2 Strategic Context                ………                       …

2.1 National Context

Eating Disorders are serious mental health conditions with the highest mortality rate 
of any mental health problem (BEAT 2015). They also have high levels of disability 
and the onset is generally in adolescence at a critical developmental stage 
(Treasure, Stein & Maguire, 2014). The UK prevalence of eating disorders is 
estimated to be 600,000 to 725,000 (NICE, 2017). There is an associated cost of 
£3.9-£4.6 billion in NHS treatment and £6.8-£8 billion in lost income (Beat, 2015). 
There is also a significant emotional impact on carers who are often involved to a 
significant degree and carer-related costs are estimated to be £2.6-£3.1 billion each 
year (Beat, 2015). The impact of eating disorders highlights the importance of 
optimising service provision for this group of people. Early identification and 
intervention with access to effective stepped care pathways is of paramount 
importance to improve clinical outcomes and increase cost-effectiveness in 
individuals with eating disorders (Treasure et al, 2005). 

NICE Guidance provides an overview of the evidence based, recommended 
treatment approaches for specific types of eating disorder. Several Department of 
Health documents including ‘Closing the Gap: Priorities for Essential Change in 
Mental Health’ (2014), ‘Achieving Better Access to Mental Health Services by 2020’ 
(2014) and ‘The Five Year Forward View for Mental Health’ (2014) have set out a 
commitment to achieve parity of esteem between physical and mental health. In 
‘Achieving Better Access to Mental Health Services by 2020 (2014) the development 
of access and waiting times for treatment of eating disorders was identified to be an 
“early priority”, along with the focus on testing different models of eating disorders 
provision. Despite this focus, adult community eating disorders services have not 
been a focus in the Five Year Forward View. The subsequent  NHS Long Term Plan 
(20191) outlines that by 2023/24, new models of care, underpinned by improved 
information sharing, will give 370,000 adults and older adults greater choice and 
control over their care, and support them to live well in their communities. When 
explored further, the technical guidance specifies that this figure will include a 
specific focus on a range of community services, including Adult Eating Disorders. 
The new models of care, set out a directive to redirect resources from inpatient to 
community eating disorder services (EDS), providing individuals with eating 
disorders access to timely interventions, closer to their home to maximise treatment 
outcomes.

Access and waiting time standards for children and young people (CYP) were 
introduced in community eating disorder services in 2015 (NHS Commissioning 
Guidance), setting targets for receipt of treatment within four weeks from first contact 
for standard cases and within one week for urgent cases. This has created some 
challenges nationally (particularly for those people in transition) in relation to the 
difference in waiting times between CYP EDS, and adult EDS (Royal College of 
Psychiatrists, 2019; PHSO, 2017, Beat, 2019). One of the key recommendations 
from The Parliamentary and Health Service Ombudsman (PHSO, 2017) publication 
‘Ignoring the Alarms: How NHS Eating Disorder Services are Failing Patients’ is to 
achieve parity between CYP EDS and adult EDS. In response, NHS England 

1 https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-version-
1.2.pdf 

https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf
https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf
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(NHSE) has proposed testing the same waiting times that now exist in children’s 
and young people’s eating disorder services in adult eating disorder services. 

2.2 GM Context 

Within GM, most areas commission a community EDS for their local population. 
Whilst most services meet the needs of people aged 18+, there are some services 
that support people from age 16. Most provision is provided via a block contract, 
making it difficult to identify specific costs for the service.

An initial scoping exercise was conducted with other GM commissioners. Of those 
who responded, alternative providers to GMMH are particularly highlighted in 
Bolton and Trafford where the service is provided by Cheshire and Wirral 
Partnership (CWP) and is recognised as a well performing service. Stockport 
provision is delivered by Oakwood Psychology Service Ltd and is commissioned 
with an overlap of CYP / adult populations to support transition.   

Exploration of Salford service provision in comparison to the provision in the 
responding areas identified alternative providers in Bolton and Stockport as 
illustrated in the table below: 

Locality Provider Contracting 
Method

Number of 
Assessments/ 

Treatments 
Commissioned 

Annually 
(Approx for non 

Salford 
contracts)

Cost Cost Per 
Person

Medical 
Input

Salford GMMH Block 50 assessments 
and treatment 

starts pa

£110k £1,100 per 
person (based 
on assessment 
and treatment 

start)

No

Stockport Oakwood 
Psychology 
Service Ltd

Mixed – block 
(core provision) 
+ Cost / Vol 
(intensive work)

Salford CCG 
have requested 
this information 

Salford CCG 
have requested 
this information

Salford CCG 
have requested 
this information

No

Bolton Cheshire 
Wirral 
Partnership

Block 105 
assessments 
and treatment 

starts

£316,489 £3,014 per 
person based 
on assessment 
and treatment 
starts 

Yes – 
Full 
MDT

Trafford Cheshire 
Wirral 
Partnership

Block Salford CCG 
have requested 
this information

£204,208 Salford CCG 
have requested 
this information

Yes – 
Full 
MDT

Table 1: Overview of Alternative GM Provision

Locality Waiting Time for 
Assessment

Waiting Time for 
Treatment

CYP Waiting 
Time Targets 

Salford Urgent – 2 weeks 
Standard – 6 weeks 

Urgent – 2 weeks 
after assessment 
Standard - 18 weeks 

Stockport Salford CCG have 
requested this 
information 

Salford CCG have 
requested this 
information 

Bolton Urgent – 72 hours 
Semi Urgent – within 
10 working days 

Urgent – 72 hours
Semi Urgent – Within 
10 working days 

Urgent = referral 
to treatment in 1 

week of less

Standard = 
referral to 
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Standard – Within 6 
weeks 

Standard – Within 2 
months of 
assessment 

Trafford Urgent – 3 working 
days 
Standard – 4 weeks 

Urgent – 10-14 days 
Standard - 1 month 
following assessment 

treatment in 4 
weeks or less.

Table 2: Overview of Alternative GM Provision Waiting Times 

Using Bolton as a comparator, a service that provides medical input, and has 
approximately the required capacity to meet the anticipated Salford demand has a 
contract value of £316,489. It should be noted that the Bolton service would only 
meet the CYP waiting time targets for urgent referrals and not for any other 
referrals being received into the service. There is also variation in the severity 
threshold required to access other GM EDS and a more limited range of pathways 
for binge eating presentations exists than in the Salford EDS. The emphasis on 
early intervention and not giving unintended but yet unhelpful messages about 
needing to be more unwell to qualify for a specialist EDS, NICE, Beat and NCCMH 
Guidelines recommend that services should not have a severity threshold, which is 
in line with the current Salford commissioning arrangements. 

Research conducted by GM Strategic Clinical Network in 2018 suggested that 
there was limited medical provision in the commissioned services; however the 
Bolton / Trafford provision both include a full MDT model with medical oversight.  
Bloods and ECG are requested via GP and are then monitored via the Community 
EDS MDT (with psychiatrist input). This provides primary care with medical 
guidance to support the management of people accessing the service, particularly 
those individuals with a severe and enduring eating disorder (which can often 
require significant clinical input). CWP are also providers of the adult eating 
disorder inpatient provision, meaning that they have full oversight of the eating 
disorders pathway, supporting effective gatekeeping and liaison between 
community and inpatient teams. Anecdotal evidence suggests that a benefit of this 
approach is a reduced referral into inpatient services. In the local Salford service, 
there is a good skill mix in the team to support management of people with complex 
needs in the community as demonstrated by the low admission rate to inpatient 
services (between 01.10.18 – 11.10.19, 3 people were admitted to inpatient care, in 
comparison to 14 in Manchester*). * Based on NHSE data. 

Additionally, it was noted that there is often a significant gap between the adult and 
CYP provision. The outlier to this was Stockport which commissions CYP services 
up to the age of 18 years and adult services from the age of 16 years. This 
provides an overlap to support transition planning and shared decision-making. 
Whilst this may be difficult to commission, the services do not report any capacity 
challenges, instead suggesting that referrals / case management balance out 
across the year. This service is monitored in line with CYP targets for the young 
people, whilst adults using the service are seen in line with 6 week and 18 week 
targets. 

2.3 Local Context  

Salford CCG commissions a local community eating disorders service based at the 
Willows in Weaste and St James House, Salford. This service is provided by Greater 
Manchester Mental Health Trust (GMMH) and is commissioned to provide: 

 Assessment of 50 adults* per year 
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 Treatment for 50 adults* per year 

*Adult is classed as 18 years+ for the purposes of this service delivery. 

Following assessment, people accepted into the service are offered: 
 Tier 1 Therapy – Guided self-help based on an evidenced based intervention 

(CBT) for milder presentations with dietetic intervention.
 Tier 2 Therapy – Psychological Therapy – 25-40 sessions of individual 

therapy or 19-23 group therapy offered fortnightly for standard cases, weekly 
for urgent cases/group interventions. Dietetic intervention alongside 
psychological intervention, usually two contacts over an episode of care. 

In addition, the service is the gatekeeper to the more intensive parts of the eating 
disorder pathway, including day-patient and inpatient treatment provided mainly by 
The Priory, Cheadle Royal, commissioned by NHSE. The service attends and 
provides input into Care Programme Approach (CPA) meetings for people requiring 
inpatient/day-care to ensure continuity of care and to contribute to discharge 
planning. 

Eating disorders have a significant impact on relatives and partners providing care 
and support. The service provides carers psychoeducation and a carer’s support 
group which is co-facilitated by a member of the service and two expert carers. Other 
carers also contribute to this group. These are highly valued interventions by carers 
of individuals receiving care in the service. 

Eating disorders typically generate feelings of anxiety in professionals due to the 
potential physical health consequences. Unhelpful myths can also exist about the 
degree of control individuals have over their symptoms and reasons for engaging in 
eating disorder behaviours. These myths can impact negatively on contact with 
services. High levels of ambivalence and shame can exist in individuals with eating 
disorders, which can result in a reluctance to seek help. To address these issues, 
the service offers regular co-produced and co-facilitated training across GMMH to 
raise awareness of eating disorders, to challenge unhelpful stereotypes that may 
exist and to increase confidence in identifying eating disorders, knowledge of referral 
pathways and development of general skills. 

The guidelines from the National Collaborating Centre for Mental Health (NCCMH 
Guidelines for Commissioners and Providers of Eating Disorder Services, 2019) 
recommends a specialist community Eating Disorder Service serves a population 
of 1 million due to advantages in terms of skill mix and economies of scale. GMMH 
EDS also has contracts to provide a specialist community eating disorder service to 
Wigan, Bury, Oldham, Tameside and Glossop and therefore serving a population of 
approximately 1.2 million meets this recommendation. These guidelines and Beat 
also recommend that specialist community eating disorder services are able to 
accept referrals of all severities of eating disorders. 

The full specification is provided below: 
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Eating Disorder Service

Section 3 Current Performance                ………                       

3. Current Performance 

3.3.1 Assessment and Treatment Starts 

As evidenced in the table below, performance for the Salford community eating disorders 
service exceeds the commissioned number of assessment and treatment starts. 

Table 1: Commissioned vs Actual Activity for a 3 Year Period. 
2016/17 2017/18 2018/19 Commissioned 

Activity

 Referrals accepted/received
 Assessments completed
 Treatment Starts
 Number of referrals meeting urgent 
criteria
 Number of referrals meeting routine 
criteria

139/147
92
88
17
122

144/148
105
87
25
119

128/131
111
89
23
105

50 per year 
50 per year 
(based on two 
treatment starts 
per month for 
12 months)

The data from the past three years demonstrates that demand is consistently double 
the number of assessments currently commissioned and just under double the 
number of commissioned treatment starts. It is useful to note that a significant 
number of urgent referrals are also received which are likely to require faster 
assessment and treatment timescales. Historic commissioning arrangements have 
not provided the right capacity in the service to manage demand based on 
increasing numbers. 

3.2 Waiting Times 

3.2.1 Referral to Assessment and Referral to Treatment

The table below illustrates the mean waiting time in weeks for referral to assessment 
and referral to treatment for urgent and routine referrals combined over the past 
three years. 
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Table 2a: Mean Waiting Times for Urgent and Routine Referrals in Weeks. 

*some exceptions in the data have inflated these figures

Table 2b: Percentage of referrals achieving service standards for waiting times for assessment and treatment 

Urgent referrals for adult services are identified by markers for prioritisation, which 
include: very low BMI, rapid weight loss, abnormal blood chemistry as a result of 
eating disorder behaviours, Type I diabetes, pregnancy and transition from CAMHS 
and other adult eating disorder intensive treatment services. Individuals screened as 
meeting urgent criteria should be contacted and offered an assessment appointment 
within two weeks. 

Routine referrals are those not meeting the above criteria. Routine referrals should 
be offered an assessment within six weeks. 

Current performance sees urgent referrals accessing assessment in two to four 
weeks and routine referrals typically accessing assessment in 3-12 weeks. The 
current waiting list as of September 2019 is 0 urgent referrals (all urgent referrals 
have been assessed) and 18 routine referrals, (5 of which are waiting 0-2 weeks, 6 
are waiting 3-6 weeks and 7 waiting 7-12 weeks). However this is only a partial 
picture as wait for treatment will be significantly longer, particularly for standard 
referrals.  

The target in the service specification states that referral to treatment times should 
not exceed 18 weeks. Performance data in the table above shows that a mean 
waiting time for referral to treatment far exceeds the 18 week target. 

Since the new standards for children and young people’s community eating disorder 
services came into effect in April 2016, parity between the waiting times has 
decreased. The standard for children’s services identifies a target between referral 
and treatment (one week or less for urgent cases and 4 weeks or less for routine 
cases). These new targets are being met by CYP ED providers. The current adult 
waiting times are measured between referral and assessment (2-4 weeks for 
urgent referrals and in excess of six months for routine referrals), with a further 
wait for therapeutic intervention. The service prioritises transition cases and 

Waiting Times (mean in 
weeks)
 urgent and routine 
referrals combined

2016/17 2017/18 2018/19 Target for 
Urgent 

Referrals

Target for 
Routine 

Referrals

 Referral to assessment 
 Referral to treatment

17.2* 
45.1

27.0*
44.7

26.8*
50.4

2
2

6
18

% meeting service standard waiting times 
for assessment and treatment

October 2018 – September 2019
 

 Referral to assessment 
(within 6 weeks; 
urgent and routine combined)

 Referral to treatment
(within 18 weeks; urgent and routine combined)

20.9% 

12%
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therefore the waits are significantly shorter than routine referrals, however they may 
still be longer than young people would previously be familiar with. Increased 
investment has been identified for CYP EDS in the NHS Long-Term Plan to achieve 
the waiting time targets. However, without increased investment in adult EDS, this 
could compromise reaching the GM transition standards (see section 5.3) and 
ultimately will impact on successful transition. 

3.2.2 Current Waiters for Treatment 

There are currently 46 routine referrals waiting for treatment (data taken at end of 
September 2019). The table below illustrates the composition of the waiting list at 
this point in time. 

Table 3: Current Referral to Treatment Time (in weeks) for Routine Waiters 
(Data taken at end of September 2019) 

3

2

3

3

3

4

2

3

4 8 11

0 5 10 15 20 25 30 35

Guided CBT

Group CBT-E

Group CBT BED

Individual CBT-E 0-6

18-Jul

19-26

27-35

36-49

50+

RTT per pathway

Numbers waiting

Pa
th

w
ay

s

7-18 

As previously mentioned, the demand entering the service is consistently 
outstripping capacity and this results in a sustained waiting list. In order to support 
management of the demand, one of the vacant roles (family therapist) was converted 
into a bank psychologist and administrative role to provide additional capacity in the 
team for assessment work and administration of the number of referrals. It is also 
noted that the Family Therapist post was not part of the Salford contract and was 
providing input into the Salford contract. This post is funded by wider GMMH 
contracts and the revised capacity is now supporting the Salford contract.  This has 
resulted in Family Therapy not being offered since August 2018, which was viewed 
by service users, particularly some of those transitioning from CYP EDS where this 
is a first line intervention, as an effective intervention to allow for a successful 
transition and continuity of care. 

3.3 Audit of NICE Quality Standards (2018)
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NICE introduced the first Quality Standards in Eating Disorders in September 2018. 
These 
comprise six core quality statements covering assessment, treatment, monitoring 
and care for children, young people and adults with an eating disorder. The quality 
statements relevant to adult services are provided below:

 Statement 1 People with suspected eating disorders who are referred to an 
eating disorder service start assessment and treatment within 4 weeks for 
children and young people or a locally agreed timeframe for adults. The 
locally agreed timeframe for the current service is 2-6 weeks for assessment 
and 18 weeks for treatment from the time of referral.

 Statement 2 People with eating disorders have a discussion with a healthcare 
professional about their options for psychological treatment.

 Statement 3 People with binge eating disorder participate in a guided self-help 
programme as first-line psychological treatment.

 Statement 5 People with eating disorders who are being supported by more 
than one service have a care plan that explains how the services will work 
together.

 Statement 6 People with eating disorders who are moving between services 
have their risks assessed.

The service completed an audit against the new Quality Standards in May 2019 and 
the subsequent results demonstrated compliance of upwards of 94%, reaching 100% 
for two of the standards (2, 6). The only standard falling below the NICE target is 
statement 1 regarding waiting times. This suggests a high quality service with strong 
fidelity to the quality framework outlined by NICE, with the only areas of development 
being focused on the areas relating to waiting times and capacity. 

3.4 Lived Experience 

Feedback routinely collected from people using the service shows that the quality of 
the service is rated highly in terms of receiving interventions which are highly 
acceptable and that they judge to be effective, in the context of feeling understood.

The one area where service users have expressed dissatisfaction is in terms of 
waiting times for treatment. 

Section 4 Challenges and Risks 

In addition to waiting time challenges, there are a number of other challenges and 
risks that impact the community EDS and place pressures on capacity. These are 
outlined below: 

4.1 Impact of NICE Guidance Changes and other changes in referral patterns

In addition to the number of referrals received by the service, there are several other 
factors which have had an impact on capacity in the service.

4.1.1 Changes To NICE Recommended Treatment Length  
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The changes undertaken in 2017 to NICE Guidance for treatment for Anorexia 
Nervosa, specified an increase in the number of sessions recommended, from 20 
sessions to 40 sessions, in effect, doubling the resource intensity. 

In addition, NICE Guidance describes ’40 sessions over 40 weeks, with twice-weekly 
sessions in the first two or three weeks’2 for people experiencing Anorexia Nervosa. 
This is currently not able to be provided in the EDS service given the capacity 
challenge. Therapy is instead offered on a fortnightly basis to routine referrals, 
weekly for urgent referrals and those accessing guided self-help and group 
interventions. 

4.1.2 Changes in Diagnostic Criteria

Inclusion of binge eating disorder in DSM-V has resulted in an increase of referrals 
for assessment and intervention and this increase is likely to continue.  

4.1.3 Changes to the Commissioning of CYP EDS and other Specialist Services

The local CYP EDS has received double the number of referrals that it has been 
commissioned to assess and treat. Secondly, the aim for this service to offer brief 
early interventions and then discharge prior to the age of 18 has not been possible in 
a significant number of cases because of the complexity and severity of the cases 
being referred. This therefore has resulted an increase in the number of cases 
requiring transition to the adult EDS. Other more newly commissioned services are 
also possibly identifying previously unidentified need. One such service includes the 
GM specialist perinatal service. GMMH EDS has received a number of referrals from 
this service and due to the referrals being for females who are pregnant these are 
meeting urgent criteria for the service and are therefore prioritised for assessment 
and treatment, this placing additional pressures on the service and extending the 
waits for routine referrals.

4.1.4 Increased Identification of Eating Disorders in Adults with Autistic Spectrum 
Disorders (ASD) and Type 1 Diabetes

There has been increased focus on the prevalence of eating disorders in certain 
populations recently including adults with ASD and adults with Type I diabetes 
(diabulimia). It is estimated that two out of five women with Type I diabetes and one 
in ten men have diabulimia. The service has received more referrals of adults with 
both conditions. In terms of service impact, individuals with Type 1 diabetes are 
prioritised for assessment and treatment because of increased physical health risks 
and both groups require individual psychological therapy with an experienced 
clinician due to the potential modifications in therapy (which are often required). This 
in turn increases numbers/pressure on this part of the pathway. There is currently a 
pilot project in the South East of England which has been developed to provide a 
service to individuals with eating disorders and Type I diabetes and it is anticipated 
that due to increased media attention of both, that this is likely to result in an 
increase in referrals of these presentations in the future. 

4.1.5 Bed Pressures in Inpatient Specialist Eating Disorder Units and Changes in 
Referral Patterns For Daypatient Services 

2 https://www.nice.org.uk/guidance/ng69/chapter/Recommendations#treating-anorexia-nervosa
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Nationally, there has been a year-on-year increase in hospital admissions for 
individuals with eating disorders, with numbers of admissions doubling from 7, 260 in 
2010-11 to 16, 023 in 2017-18 (Guardian, 2019). This has placed pressures on 
specialist eating disorder units and it is typical for there to be a wait of several weeks 
before a planned admission. In the interim, the individual, who will have acute 
physical health needs, will usually remain within the care of community adult EDS 
and GP. 

Referrals from the community adult EDS to daypatient EDS have reduced over the 
past few years, with only one Salford referral made in the past year. This reduction is 
due to daypatient service not accepting referrals where there are blood abnormalities 
and the service being difficult to attend several times per week for Salford people 
due to due to its location in Cheadle. Therefore, individuals who previously would 
have been referred to daypatient EDS now remain with the community adult EDS. 
Whilst this may avoid higher costs of daypatient provision, there is a higher impact 
on the community EDS in terms of capacity. As the medical needs of this group of 
individuals are higher, it places a requirement on the EDS service and the GP to 
manage the medical aspects of an individual’s care. 

4.1.6 Severe and Enduring Eating Disorders (SEED) and Medical Monitoring

The number of people considered to have a SEED presentation represents a small 
proportion of people (approximately 40 per million population). People with this type 
of experience are likely to experience many different challenges in the domains of 
physical health, social functioning and work as well as eating and mental health. 
Some people may not be able to fully recover from their ED, and some may require 
repeated admissions to medical or specialist eating disorder units in order to 
maintain safety, quality of life and personal recovery. To maximise the quality of life, 
careful joint-working between primary care, community health services, social 
services, and secondary and specialist ED mental health services may be required. 
Individuals with severe and enduring presentations present a challenge to the 
current care pathways which focus on change in symptomatology and are time 
limited, given that this may be at odds with the modest improvements for this group 
of people.  Discharging this group of individuals back to GP care will often result in 
anxiety and frustration being expressed by GPs due to them viewing this group as 
requiring specialist input. 

The NCCMH Guidelines (2019) states that an essential function of a community 
eating disorder service is the ability to comprehensively monitor and manage 
physical health. 

Salford’s service is not commissioned to provide medical input and does not have 
medical provision within the staffing complement. Local protocol has seen Salford 
GPs undertake regular monitoring of physical health needs for people using the 
EDS, however there have been challenges relating to those people experiencing 
severe and enduring eating disorders, some GPs have expressed concerns when 
managing their physical health needs in primary care. The frequency of physical 
investigations required during acute phases of the illness and on discharge from 
specialist eating disorder units (twice weekly) is often well beyond the capacity of 
already overstretched GP practices. There are also requests made to the service to 
interpret physical health tests, which is not possible given the skill mix of the current 
service. The concerns of GPs have been evidenced via a number of letters written 
by individual GPs and a specific GP practice to the community adult EDS. 
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As part of the assessment process, the service will request physical investigations 
(bloods and ECG) to be completed by the individual’s GP. A recent regional GMMH 
audit of those on the routine treatment waiting list revealed that only 31% (across all 
CCGs) had physical investigations completed. This audit was not able to ascertain 
whether these investigations had been offered and not taken up by individuals, 
however during the course of the audit, a further two GPs stated that support to this 
client group is not primary care work. With evidence that individuals on eating 
disorder service waiting lists generally remain as symptomatic or deteriorate (Beat, 
2013), this implies that a significant majority of individuals on the waiting list may not 
have undergone the NICE recommended physical checks and therefore may be at 
risk of physical consequences that can result from eating disorder behaviours, which 
is of significant concern to the service.  

Other adult eating disorder services have started to develop SEED pathways 
alongside their active treatment pathways with a focus on medical monitoring, 
enhancing quality of life via psychological interventions and providing dietetic 
support, with the aim of stabilisation to reduce the need for repeat admissions. This 
is viewed as a cost effective intervention (Robinson, 1995). 

A focus group held by the service of individuals who identified themselves as having 
a severe and enduring eating disorder identified the following as the elements of 
care and focus that would be important to be provided by a specialist community 
eating disorder service:

 Space for check-in and monitoring
 Medical monitoring provided 
 Focus away from symptom change and on reducing disability/maximizing 

quality of life
 Support for carers

Currently, Salford’s provision does not include a SEED pathway / medical monitoring 
and as a result there is a lack of oversight and appropriately skilled resource to 
support the physical health needs of the people using the service.  

 4.1.7 Service Specification  

The current service specification has not been updated for some time and 
consequently does not provide an outline of the performance baseline data that 
commissioners would require to thoroughly monitor the service provision. Further 
work is required to provide a commissioning update of the specification in addition to 
describing a revised performance framework and reporting requirements and 
strategic links to other parts of the system.

4.1.8 Prioritisation 

To respond to the need to see urgent referrals in a timely way, the service aims to 
prioritise a response to those who are most unwell and identified via transition. As 
urgent cases are received, this diverts resource from managing the standard 
referrals, resulting in a backlog and significant waiting times. 
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Section 5 Additional Considerations              

5.1 First Episode and Rapid Early Intervention for Eating Disorders (FREED)

There is now significant clinical consensus that intervening in the first three years of 
onset of an eating disorder is critical to successful outcomes due to changes in the 
brain that occur after this period (Treasure, Stein & Maguire, 2014). FREED is an 
early intervention initiative developed by the Maudsley (SLAM) for 16-25 year olds 
who have less than a three-year duration of illness. Assessment is offered within two 
weeks and treatment utilising a NICE recommended intervention is offered within 
four weeks. Outcomes have shown that 60% of individuals return to a healthy weight 
compared to 16% for Treatment as Usual cases, the number of individuals requiring 
daypatient or inpatient care reduced by 35% and an additional 20% (70% in total) 
achieved a clinically significant outcome. The FREED project was selected for an 
NHS Innovation Accelerator fellowship as an innovation worthy of scaling across 
England. It is also a low-cost intervention. GMMH EDS has been asked to be a 
FREED site by SLAM but has been unable to progress this to date due to capacity 
issues and the further impact this would have on waiting times for routine referrals. 

5.2 Primary Care View 

Discussions with GPs have added weight to the challenges identified in section 4. In 
particular, the following areas were highlighted:

 Medical Monitoring – the challenges indicated in 4.1.5 were supported, with 
additional concern raised around the level of clinical risk being held by GPs, 
particularly when supporting people with severe and enduring eating 
disorders. Specialist medical oversight is required for these cases, particularly 
to ensure that the most appropriate course of action is progressed for the 
individual and that the right level of medical oversight and ED expertise is in 
place. Without this, significant amounts of time are directed from primary care 
to support this group of people, without seeing a significant benefit to their 
health. 

 People with Severe and Enduring Eating Disorder have the potential to sit 
between community eating disorders services and inpatient services. There 
are an estimated 10 people in Salford who have an eating disorder which 
requires more support than can be provided in a standard community eating 
disorders service but are not meeting the criteria for inpatient care. This is 
based off population estimates, however we are aware of potential local 
variance in need. In addition, due to medical input not being commissioned 
within the Community service, the lack of written medical advice increases the 
level of risk for the person. In these circumstances, the gaps between the two 
types of provision can be problematic and may result in challenges supporting 
the individual and managing risk appropriately. Anecdotal evidence suggest 
that this can impact on the health of an individual by reinforcing the message 
that someone is ‘not ill enough’ for an inpatient stay, yet being in a very poor 
physical state. Pathways whereby one provider was responsible for inpatient 
and community was thought to be beneficial. 

 Early Intervention – this was seen as a very positive move, with recognition 
that people in the early stages of an eating disorder would be likely to benefit 
from intervention in a timely way. 
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 Transition – The difference in timescales between CYP and adult services 
was recognised as problematic and a number of cases specifically relating to 
this challenge have been experienced recently.  

5.3 Future Proofing 

When considering the future of the adult’s community ED service, it is important to 
recognise the potential standards and requirements that may be realised via GM and 
national channels. In particular, the guidance relating to CYP is useful to note as 
there are strong suggestions that this might be applied to adult ED services in the 
future, Additionally, consideration of these standards and targets are important for 
reducing pressure points in the system (particularly relating to transition cases) for 
the future. Without aligning adult ED targets and standards to those implemented in 
CYP, there are likely to be transition challenges and dissatisfaction from people 
moving from CYP to adult provision. 

The following considerations are particularly highlighted: 

5.3.1 Quality Network for Community Eating Disorder Services for CYP 

The standards outlined in 2016 by the Quality Network for Community ED services 
for CYP focus on the timely and appropriate access to treatment. The document 
comprises access and waiting time standards (NHSE 2015), Core Standards (Royal 
College of Psychiatrists, 2016) and the recommendations from the Quality Network 
for Community CAMHS. Included in the standards are the following targets relating 
to access and waiting times: 

 Service screens all referrals within 24 hours of receipt 
 Routine referrals receive a mental health assessment within 15 days with a 

view of starting a NICE concordant treatment within 4 weeks in line with CYP 
ED referral to treatment (RTT) standard. 

 Referrals with urgent mental health needs receive a mental health 
assessment within 1 week (in line with CYP ED RTT standard)

 Referrals with emergency mental health needs receive a mental health 
assessment within 24 hours 

 NICE concordant treatment received from a designated healthcare 
professional within 4 weeks for routine referrals

 Physical health reviews taken as part of the initial assessment including 
routine bloods and ECG in the context of medical instability 

 Care plans reviewed and updated at a minimum frequency (Waiting Time 
Standard suggests review at 4 weeks and at least every 3 months thereafter)

5.3.2 CYP GM Service Specification 

A revised GM CYP service specification for 2020/21 is currently out to consultation 
with GM commissioners. This describes a core standard for all GM services with the 
recognition that individual CCGs will be able to add to the specification to describe 
any extended service offers. In particular, the specification outlines: 

 All 8-18-year olds with ED to be seen within specialised CEDS service, and 
not within core CAMHS, with flexibility to extend beyond 18 to not interrupt an 
episode of care for an arbitrary transition age (in line with GM Transition of 
Care Recommendations). 
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 All CYP CEDS teams are to have a pediatrician at least a PA per week
 Providers are to be cognisant of transition of care recommendations  
 Quality Network for Community CAMHS (QNCC) ED lead review of GM 

services

The inclusion of a medic in the CYP service adds weight to the need for a similar 
resource in the adult service to manage physical health requirements. 

In particular, the CYP specification contains a number of elements relating to 
transition which will need to be considered by adult ED services. These include: 

 Transition arrangements into adult services must be in place, including 
transition arrangements to primary care if children/young people are not 
going to meet adult mental health services thresholds but still require 
some level of support

 Following the transition protocol which includes (as a minimum): a joint 
meeting between the provider and the new service that includes the 
child/young person and/or parent/carer, and a written discharge summary, 
followed up after 6 months to check that the transition has proceeded 
smoothly.

 A follow up after 6 months to ensure that transition has proceeded 
smoothly. 

 There are no arbitrary cut offs – the transition should be based on the 
individual needs of the CYP and not defined solely on the age range of the 
service.

 Transition arrangements into adult services must be in place, including 
transition arrangements to primary care if children/young people are not 
going to meet adult mental health services thresholds but still require 
some level of support.

There is a general expectation that CYP services will extend to 25 years to support 
transition cases. The proposed model to support 18-25 year olds is likely to be 
involve input from both CYP and the adult service to enable provision of 
developmentally appropriate care. Therefore, there is a recommendation that the 
Adult ED specification is updated and revised to align with the standards and GM 
CYP specification. 

5.3.3 CYP Pilot Initiative to Treat ARFID (Avoidant/Restrictive Food Intake 
Disorder)

MSEDS (CYP) are due to begin a pilot initiative to treat referrals of ARFID 
(Avoidant/Restrictive Food Intake Disorder, previously known as selective eating 
disorder) which was included in DSM-V under the ‘Feeding and Eating Disorders’ 
classification. ARFID is a presentation where food is restricted to a limited range not 
due to shape/weight concerns but due to a food’s appearance, texture or a previous 
negative experience with food. The consequences can be impact on weight resulting 
in lower or higher weight and also vitamin and mineral deficiencies which can result 
in serious physical health consequences as highlighted in recent cases in the media. 
There can also be a significant social and carer impact. Psychological treatments 
have recently been developed for ARFID (CBT-AR) and the data from MSEDS will 
be pooled with data from other sites nationally to review effectiveness. Currently the 
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adult eating disorder service does not accept referrals of ARFID. However, if CYP 
will be accepting and treating in the future, as this can be a long-standing issue then 
there are likely to be cases that need to transition to an adult service. At present 
there is no reliable data on prevalence of ARFID in an adult population. There would 
therefore need to be consideration about which adult service could best meet the 
needs of these individuals. 

5.3.4. Adult ED Community, Inpatient and Intensive Day Patient Care: Guidance for 
Commissioners and Providers 

The commissioner and provider guidance produced in 2019 provides an outline of 
the technical considerations when implementing an adult ED service in light of the 
Long Term Plan guidance. In particular, the guidance suggests that optimal service 
delivery should include support for: 

 People presenting for the first time (FREED pathway based on the early 
intervention model)

 People with long term / enduring problems (SEED pathway including medical 
monitoring)

 People with comorbid conditions 
 Young people transitioning from CYP services. 

The inclusion of Family Therapy is highlighted as part of the ideal staff team 
complement to support the empowerment of family members of the person 
supported by the service. 

Additionally the guidance refers to the need for clear arrangements relating to 
medical monitoring as an essential aspect of the service. In addition to outlining 
benefits of medical monitoring, a suggested approach is provided relating to the 
responsibilities for medical monitoring. This is as follows: 

 

For those cases whereby the person is supported in primary care, there is a 
requirement to have a clear shared care protocol in place. 

5.3.5 Capacity Requirements

To further support the considerations relating to future proofing the service, the 
potential volume of referrals transitioning from CYP to Adult ED services was 
considered, along with the potential overall prevalence in Salford. 

Salford’s CYP service is commissioned across Salford and Manchester and provided 
by Manchester and Salford Eating Disorder Service (MSEDS) at a cost of £161k. 
This does not include the costs for provision of medical input as this is provided in 
addition to the stated cost. The service is currently commissioned to support 50 
people (25 people in Salford, 25 people in Manchester), however this is frequently 
over-subscribed. It is understood that there has been an increase in young people 
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that have currently accessed the service in 2019/20 to date (Salford CCG are 
verifying the exact increase). This is compared to 69 young people in 2018/19. 

It is estimated that approximately 10% of people accessing CYP ED services would 
transition to adult ED. Currently, lower than 10% of this population actually complete 
transition due to the vast differences in service provision. 

In addition, Salford’s Public Health team have been undertaking a brief needs 
analysis to better understand the potential future demand for the service. This has 
been challenging due to a lack of robust national data relating to the prevalence of 
eating disorders in the general population.

Therefore, increasing capacity in the service to manage assessment for the following 
volumes would be appropriate: 

Upper Threshold Lower Threshold
Assessment 120 90
Treatment 110 80

This is supported by the volume of referrals / presentations to the Adult ED service 
over the past three years. 

5.3.6 Care Co-ordination

The CYP service specification includes care co-ordination and key working as a 
function of the service where there is a primary need for ED support. The service 
retains key working until full transition is in place. Currently, the adult ED service 
does not explicitly contain reference to care coordination. This is anticipated to be 
included in the costings for the business case and will therefore be amended in the 
specification. 

Section 6 Steps Taken to Mitigate Challenges / Risks               

To try to mitigate the risks and challenges identified section 4, the service has 
undertaken a number of approaches: 

 Close Liaison with Children and Young People’s Services, ensuring regular 
transition meetings between CYP EDS (Manchester and Salford EDS) and 
GMMH EDS. The purpose of this is to identify young people likely to require 
transition at an early stage to enable planning to ensure a smooth transition. A 
joint meeting also takes place with CYP ED, Adult ED, the young person and 
their family to address any concerns and questions about transition. This is in 
line with the new transition guidelines..

 Provision of guidance on the management of the physical health 
consequences by the service when requested by GPs (Kings College 
Guidance, Treasure 2009). The service dietitians also provide guidance on 
management of individuals at risk of refeeding syndrome and guidance on 
prescribing of nutritional supplements.   

 Revisions to the therapeutic offer to support management of the volume of 
referrals. These revisions include: 
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o Development of a group cognitive behaviour therapy for non-complex 
binge eating presentations. 

o Development of a group cognitive behaviour therapy for non-complex 
bulimia nervosa and eating disorder, unspecified presentations.

o Employment of a bank trainee clinical psychologist (band 6) to 
complete assessments and to provide guided cognitive behavioural 
self-help to individuals with non-complex binge eating presentations 
and bulimia nervosa who decline the group interventions, demonstrate 
motivation to address their eating disorder and value the flexibility of 
this intervention. The funds for this post were from a family therapy 
post supported by another contract. Family therapy was viewed as a 
positive from service users and carers, particularly those in transition 
and therefore the loss of this post has reduced the service offer. 

o Reviewed Inclusion/exclusion criteria to the service and looked at 
barriers to implementation  

o Reviewed CNA/DNA policy and implementation. 
o Continued to offer routine individual psychological therapy on a 

fortnightly frequency for those needing 1:1 support and non in 
treatment for Anorexia Nervosa. This is not in line with NICE 
recommendations for frequency of therapy across all eating disorder 
presentations and is likely to be negatively affecting outcomes, service 
user and carer satisfaction, staff satisfaction and also doubles the 
length of treatment.

Section 7: Case for Change                                 

7.1 Summary of Challenges 

As evidenced above, the service has consistently received more than double the 
number of commissioned referrals, creating capacity challenges. There has also 
been an increase in the number of urgent and complex cases as outlined above who 
require more complex interventions from the service and the changes to the 
requirements within CYP ED services in relation to waiting times has widened the 
gap between the referral to assessment / treatment standards, particularly for those 
people in transition from CYP to adult services and the standard referrals which are 
not prioritised. 

In addition to capacity challenges, the service has experienced a range of other 
challenges including: 

 Changes to NICE Guidance impacting on length of treatment 
 Concerns relating to the lack of medical input in the service and wider 

monitoring of people with ED in primary care 
 Changes to the use of day-patient services creating additional complexity 

within the community ED service 
 Increased identification of ED within specific cohorts (e.g. people with ASD 

and people with Type 1 Diabetes) 
 Changes to diagnostic criteria 

The service has responded locally by exploring a number of options, including 
reviewing posts within the team, establishing joint working agreements with CYP 
services, implementing group interventions and reviewing operational policies. 
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Despite these attempts to mitigate the challenges within the service, significant 
capacity pressures remain, along with the lack of Family Intervention Therapy, 
compromised compliance to NICE recommended therapeutic delivery (e.g. 
frequency of interventions offered), lack of alignment with the commissioning 
guidance for adult ED and a lack of future proofing for the service in relation to 
anticipated future standards and requirements. 

7.2 Recognition of Quality Provision. 

The NICE audit undertaken by the service demonstrates high quality, well respected 
provision. This is supported by feedback from people with lived experience who 
praise the quality of the service and support offered. The only area of challenge 
provided by people who access the service is in relation to the timeliness of access, 
which is in line with the identified capacity challenges and current commissioning 
arrangements. 
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Section 8 Options Summary           

Having outlined the above challenges the service current faces, there are a number 
of options for consideration for further exploration.

8.1 Option 1: Do Nothing 

Doing nothing is not a viable option. The requirements of the NHS LTP, challenges 
in meeting NICE guidance and the local challenges regarding capacity in the service 
highlight the need to take action to address the growing waiting list and future proof 
the service. 

8.2 Option 2: Increase capacity within the GMMH service to meet the 18 week 
referral to treatment target. 

Option 2 suggests an increase in capacity within the service (approximately double 
current capacity) to manage the existing demand. This would support the service to 
operate in a timely manner to our local 18 week target with enough resource to meet 
NICE guidance. 

Risks Benefit
 The lack of parity between the 

waiting times and service offer 
between CYP EDS and adult EDS 
will continue

 Will require a period of time to 
reduce waiting times and align to 
new targets 

 Potential requirements to increase 
staffing may highlight workforce 
challenges 

 Increase in service user, carer, 
GP/referrer and staff satisfaction

 Improvement in clinical outcomes
 Meeting current NICE Quality 

Standard on waiting times
 Commissioned to meet presenting 

level of demand reducing the risk 
of building a waiting list.

 Reduced length of wait for people 
referred to the service 

 Increase capacity in a known 
service of high quality. 

In addition to the increased capacity, option two would also benefit from the following 
inclusions: 

1. Medical Input (Phlebotomy, Interpretation and Management of Results, 
Prescribing, Support to Primary Care and Acute Hospitals)

2. FREED (Early Intervention)
3. Family Therapy
4. SEED (Severe and Enduring)

Costings for this option are as follows. This is inclusive of the current contract value 
of £110,600:
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Option 2 – Lower Referral Threshold Costings 
(90 referrals and 80 Treatment Starts)



Review Paper 
Page 25 19/02/2020

Option 2 – Upper Referral Threshold Costings 
(120 referrals and 110 Treatment Starts)
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8.3 Option 3 (Preferred Option): Increase capacity within the GMMH service to align 
with CYP timescales. 

This option would see the service provision increase capacity to manage the current 
level of demand in line with the CYP referral to treatment targets. This would ensure 
sufficient capacity to meet demand, achieve NICE compliant care and would provide 
parity between CYP and adult services, reducing challenges at the point of transition. 
As the service would be operating to CYP referral to treatment timescales, it would 
be inclusive of the FREED pathway (early intervention). The costings also include 
capacity for care coordination. 

Risks Benefit
 Will require a period of time to reduce 

waiting times and align to new targets 
 Potential requirements to increase 

staffing may highlight workforce 
challenges 

 Parity between CYP and Adult 
waiting times, reducing the 
challenges experienced at the point 
of transition. 

 Increase in service user, carer, 
GP/referrer and staff satisfaction

 Improvement in clinical outcomes
 Improved medical oversight and 

support to primary care 
 Meeting current NICE Quality 

Standard on waiting times
 Commissioned to meet presenting 

level of demand reducing the risk of 
building a waiting list.

 Reduced length of wait for people 
referred to the service 

 Increase capacity in a known service 
of high quality. 

In addition to the increased capacity, option three would also benefit from the 
following additions:  

 Medical Input (Phlebotomy, Interpretation and Management of Results, 
Prescribing, Support to Primary Care and Acute Hospital)

 FREED (Early Intervention)
 Family Therapy
 SEED (Severe and Enduring)

Appendix 1 provides a summary of the service pathway and is applicable to both the 
upper and lower referral thresholds.

Costings for this option are as follows. This is inclusive of the current contract value 
of £110,600:
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Option 3 – Lower Referral Threshold Costings 
(90 referrals and 80 Treatment Starts)



Review Paper 
Page 28 19/02/2020

Option 3 – Upper Referral Threshold Costings 
(120 referrals and 110 Treatment Starts)

8.4 Addressing the referral backlog

Two options for addressing the current waiting list are provided, options A and B 
below:

Option A – Waiting List Initiative (preferred option)
As detailed in section 3.2.2 above, as of the end of September 2019 there were 46 
people waiting for treatment. Analysis of the clinical pathways demonstrates that the 
following referral demand and clinical time would be required to address this 
backlog. 
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Analysis of the referral to treatment waiting list on 24.01.20 demonstrates that this 
has shown marginal reduction to 44 people waiting to commence treatment and that 
the service is therefore containing this demand.

Based on 1.0 wte working 42 weeks per year (1575 hours) and therefore 787.5 
hours over a six month period it would require 1.8 wte clinical staff to clear the 
existing backlog over the six month period. While the service has been able to 
contain the current waiting list to 46 this may increase. The table below shows the 
increase in establishment required (second column) or the number of weeks it would 
take for 1.8 wte clinicians (third column) to clear the backlog waiting list should it 
increase beyond the current 46 service users.

To address this current backlog would require an additional 1.8wte clinical staff, the 
costings of this are provided below though would need to either increase 
proportionately to the number on the waiting list at the time of implementation or be 
delivered over a longer period as indicated above.

Salford EDS Waiting List Costings (based on 46 service users)

*all estimates of staff costings include on-costs and are based on 2020/21 AfC Payscales at mid-point

Option B – Waiting List Initiative 
To address the 46 people waiting for treatment additional resource would be 
required in order to get the service to the point that waiting time targets are achieved. 
Option 2 does not offer additional resource to enable this though both the lower and 
upper referral threshold options in Option 3 provide an additional 0.8wte clinical time. 
While this resource is to achieve the CYP waiting time standard, if option 3 is 
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selected, it is proposed within this WLI that the additional 0.8wte resource is initially 
used to address the backlog of waiters. Consequently, this would delay the start of 
the CYP waiting time standard until the backlog is cleared. Analysis of the pathways 
projects, as detailed in Option A above, demonstrates that 1447 hours of clinical time 
are required to address the backlog of 46 people waiting for treatment. 

The additional establishment would equate to 24.2 hours per week (1260 hours per 
year). It is therefore projected that with this additional resource the backlog of 
referrals could be eliminated within 60 weeks. Using this additional resource to 
eliminate the referral backlog will, however, impact on the capacity to deliver to the 
CYP referral to treatment times within this period. It is noted that the service have 
been able to contain the referral backlog since September 2019, though if this 
increases so too will the time period within which the backlog can be addressed. The 
chart below demonstrates the linear increase in time it would take to address the 
waiting list should the current backlog increase.
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Once the backlog has been addressed the service would be able to commence the 
CYP waiting time standard as agreed for Option 3. 

8. 5 Addressing Possible Workforce Challenges of Option 2 and 3

If there is increased investment in the Eating Disorder Service, attracting high calibre 
candidates will be a priority to deliver the outcomes expected. The service has 
historically attracted very good applicants to psychological therapy (including family 
therapy) and dietetic posts advertised. Increased dietetic and administration time will 
be possible from current staffing increasing their hours. The main challenges are 
likely to be in relation to family therapy and psychiatry input. There has been more 
demand for family therapists since the advent of CYP EDS. However, the national 
training for these teams has also resulted in more therapists being trained in 
systemic therapy. Therefore if the service was not able to recruit a family therapist, a 
systemic therapist would be advertised as an alternative. 

It is acknowledged that there is a national shortage of general and eating disorder 
psychiatrists and this is the same picture in the North West. As this is a part-time role 
there may be a psychiatrist who is looking to increase their hours. If recruitment of a 
psychiatrist was not possible then the service would then advertise for a specialist 
GP and identify training and supervision to support this post. This is the option of 
medical input that other EDS in the North West have been able to secure. A 
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recruitment plan including contingencies and a timetable for achievement are 
provided in Appendix 2

Section 10   Implementation                     

10.1 Governance and Monitoring / Reporting Arrangements 

Key Performance Indicators of the service are:

1. Waiting times from referral to treatment.
2. Clinical outcomes as measured by the Eating Disorder Examination – 

Questionnaire which is considered the gold standard measure in eating 
disorder services and allows for benchmarking. 

3. Service user feedback questionnaire which is completed at the end of 
treatment. 

4. Carer feedback questionnaire which is completed at two time points, on 
receipt of psychoeducation and on attendance at each carer support group. 

5. Self-assessment against NICE Quality Standards (undertaken annually in 
April) and the new GM transition standards. 

The current performance reporting framework would be reviewed to ensure robust 
data is available to monitor the performance of the service should any additional 
investment be secured. 

Section 11      Conclusions and Recommendation                     

Eating Disorders are severe mental health problems with high levels of disability and 
mortality. Well-developed psychological treatments exist and full recovery is possible 
for approximately 50% of adults with an additional 30% experiencing improvements 
in their condition. The majority of individuals with eating disorders should be offered 
early, evidence based psychological treatment in the community (NICE, 2017) and 
an innovative, effective, low-cost early intervention package has been recently 
developed (FREED) which extends the current recommended pathways.

Salford CCG commissions a specialist community eating disorder service which 
provides high quality; evidence based psychological and dietetic interventions. 
Support is also provided for carers. Medical monitoring is not commissioned in the 
service, remaining instead with primary care, causing challenges around medical 
oversight. Demand for the service is high and the service consistently receives more 
than double the number of commissioned referrals per annum (50). In addition, there 
are also a number of other factors which are demanding increased capacity:

1) The main psychological intervention for anorexia nervosa (CBT-ED) doubled 
in length from 20 to 40 individual sessions in the current NICE Guidance 
(2017). 

2) Increase in number of referrals for binge eating presentations following 
changes in DSM-V.

3) The commissioning of CYP EDS and specialist perinatal services has resulted 
in an increase of urgent referrals for the service as transition cases and 
females who are pregnant are groups prioritised for assessment and 
treatment. 
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4) An increase in complexity of referrals including complex transition cases and 
an increase of individuals with comorbid conditions including ASD and Type I 
diabetes. These cases require the higher steps of the current care pathways 
and increased liaison and case management. 

5) A significant reduction over recent years in the number of individuals referred 
for day-care, which is provided by The Priory, Cheadle Royal and increased 
bed pressures in specialist eating disorder units. 

The service continues to offer assessments and treatments to urgent referrals largely 
within service standards. However, the impact of the above factors is a significant 
increase in waiting times for routine referrals. Individuals with eating disorders on 
waiting lists for treatment either continue to be as symptomatic or deteriorate and 
they typically interpret long waits as evidence that they are not significantly unwell 
enough for treatment (Beat, 2019). Waits for treatment also have a negative impact 
on outcome. 

The above changes in referrals have resulted in a higher number of individuals with 
complex physical health needs remaining under the service. Also 20% of individuals 
will not respond to treatments and a percentage of this group will develop a severe 
and enduring eating disorder. The service has received an increasing number of 
GPs refusing to complete NICE recommended physical investigations. A recent audit 
has provided further evidence of these investigations not being completed for a 
majority of individuals. The NCCMH Guideline identifies medical monitoring as an 
essential component of adult community eating disorder services due to the high 
rates of mortality. 

Beat (2019) and PHSO (2017) have recently highlighted waiting times for adult 
eating disorder services, the variance in commissioning of adult eating disorder 
services as well as the lack of parity which now exists between children and young 
person’s eating disorder service waiting times and service offer and those for the 
adult eating disorder service. The NCCMH Guideline outlines bringing in line the 
service offer of children and young people and adult eating disorder services. 

The paper outlines the details of the review of the current Community EDS service 
and provides an overview of three options for further exploration.

Recommendations: 

1. That SFG supports the business case for option 3 (increased capacity to 
meet CYP waiting times targets, including medical input, FREED, SEED 
and family therapy.). 

2. That SFG supports the revision of the adult ED specification to take into 
account the increase in capacity, medical provision, FREED, family 
therapy and integration of approaches with CYP specifications to 
support transition and to move to outcomes based monitoring as 
identified in 5.3.5
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Appendix 1 – Pathway Model

Medical Monitoring and Management 

Carers psycho education and carers support group every 6 to 8 weeks (2 hours) annum

Dietetic Assessment and Intervention 
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Appendix 2 – Recruitment Plan

The business case for the Salford EDS requires an increase in the clinical establishment to meet both the increased demand and the 
improved service offer in relation to clinical pathways and referral to assessment/treatment timescales. The service acknowledges that this 
will be challenging though has been in close dialogue with commissioners in relation to this.

The table below summarises each post, recruitment risks and potential contingency options if recruitment is delayed.

Post Band WTE Recruitment Risks Contingency Options
Clinical Lead 8a 0.15 Currently in post – no risks None required
Consultant 
Psychiatrist

N/A 0.20 This post is likely to be difficult to recruit to as 
Consultants specialising in EDS are unusual 
and it is acknowledged that there is a national 
shortage of general and eating disorder 
psychiatrists. 

i. Look across the GMMH pool of psychiatrists and where there 
may be a clinician looking for the opportunity to increase their 
sessional work.

ii. Advertise for a Specialist GP with training and supervision for 
this post.

Clinical 
Psychologist 

8a 1.00 Currently in post – no risks None required

Family 
Therapist

0.20 The service has historically attracted very good 
applicants to psychological therapy (including 
family therapy) though there has been more 
demand for family therapists since the advent of 
CYP EDS, making this more difficult to recruit to.

The national training for these teams has resulted in more 
therapists being trained in systemic therapy. Therefore if the 
service was not able to recruit a family therapist, a systemic 
therapist would be advertised as an alternative. This would be a 
lower banded post and would go out to a wider pool of clinicians.

Clinical 
Psychologist

7 2.10 There may not be clinicians with EDS 
experience applying to these posts.

Broaden the recruitment to clinical psychologists looking to 
develop their skills within the specialism of EDS. Training would 
then be provided upon commencing the role enabling them to start 
immediately with, initially, increased supervision.

Dietician 7 0.10 The current post holder is 0.15wte and wishes to 
increase their hours.

Increase current post holder’s hours.

Mental Health 
Practitioner

6 0.85 The availability of clinicians is not currently clear. Advertise as a training/developmental post. Potential opportunity 
to use temporary staff from NHS Professionals.

Physical 
Health 
Practitioner

4 0.15 Due to the limited number of hours this would 
potentially be difficult to recruit to. 

i. Opportunity for an existing GMMH employee to increase their 
hours providing sessions in the EDS.

ii. EDS to buy in the service from another provider – i.e. CMHT, 
GP Practice.
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iii. Temporary staffing through NHS Professionals.
Administrator 3 0.30 There are less likely to be risks associated with 

recruitment to this post.
i. Temporary staffing through NHS Professionals.

A timetable for the recruitment programme is shown below:

In Summary:
There is an achievement plan for all additional posts created by this development. Where current skilled expertise is not available, the 
service will attract skilled applicants and support their development through training and development opportunities. This will be 
strengthened by the broader development of the Eating Disorder Services within GMMH, developing the specialism, making posts more 
appealing and attracting professional expertise.
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Appendix 3 - Equality Impact Assessment Form
Part 1

1. Your name 
Magdalene Sampson, Clinical Lead, 
GMMH Eating Disorder Service

2. Date EIA completed
15/01/2020

3. Name of policy or service development being assessed? 
GMMH Salford Community Eating Disorder Service Business Case

4. Name of lead person responsible for the policy or service development? 
Deborah Partington, Executive Director of Operations

5. Describe the main aim of the policy or service development 
GMMH Salford Eating Disorder Service has produced a business case (in 
conjunction with Salford CCG) outlining a range of options regarding development 
with the aim of being a more responsive, safe and effective service. The options 
include increasing the capacity of the service to reduce referral to treatment 
waiting times and increasing the service offer. 

6. What evidence have you considered to understand the impact of the policy or 
service development on people with different protected characteristics?  
As part of the development of the business case, the service checked that the 
referral rates of people with protected characteristics including gender and 
ethnicity reflected the prevalence of eating disorders in these populations in the 
literature. Prevalence is less known in people with other protected characteristics.

7. Have you explained, consulted or involved people who might be affected by the 
policy or service development? 
Service users and carers have been consulted about the proposed developments 
and have also provided feedback on the business case. Other stakeholders 
including the main referrers to the service have also been consulted and provided 
their views of the proposed developments. 

Part 2 
 Does the evidence you have considered suggest that the policy or service 
development could have a potentially positive or negative impact on equality, 
discrimination or good relations for people with protected characteristics? 
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Age Positive impact: Yes / No Negative impact: Yes / No 
Please summarise potential impacts:
If Option 2 is the preferred option of the CCG and an early intervention pathway is 
introduced then this is likely to result in service users who are younger (due to 
having a duration of illness of less than three years) being prioritised for 
assessment and treatment. However, this could result in older service users who 
have a longer than three-year duration of illness waiting longer for assessment and 
treatment. However, in the evaluation by South London and Maudsley NHS Trust, 
no negative impact on waiting times for non-FREED service users was found. 

Disability Positive impact: Yes / No Negative impact: Yes / No 
Please summarise potential impacts: 
n/a
Gender re-assignment Positive impact: Yes / No Negative impact: Yes / No 
Please summarise potential impacts:
n/a
Marriage & Civil 
Partnership

Positive impact: Yes / No Negative impact: Yes / No 

Please summarise potential impacts:
n/a

Pregnancy and Maternity Positive impact: Yes / No Negative impact: Yes / No 
Please summarise potential impacts:
Service users who are pregnant are currently prioritised for assessment and 
intervention. Increased capacity would allow the service to be more responsive 
and with dietetic and medical staff the comprehensiveness of care would be 
increased. 
Race Positive impact: Yes / No Negative impact: Yes / No 
Please summarise potential impacts:
n/a
Religion and Belief Positive impact: Yes / No Negative impact: Yes / No 
Please summarise potential impacts:
n/a
Sex Positive impact: Yes / No Negative impact: Yes / No 
Please summarise potential impacts:
n/a
Sexual Orientation Positive impact: Yes / No Negative impact: Yes / No 
Please summarise potential impacts:
n/a

If you have identified a negative impact for a protected characteristic, complete the 
action plan below in PART 3: EIA Action Plan  
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PART 3: Equality Impact Assessment Action plan 

Potential impact Proposed actions Responsible/ 
lead person 

Timescale Progress

1. In Option 2, older 
service users 
(who have > 3 
year duration of 
illness) could 
potentially wait 
longer than 
service users with 
a < 3 year 
duration of illness 
who are more 
likely to be 
younger.

If this option is 
preferred by CCG:
Referral to 
Treatment (RTT) 
waiting times for 
the age groups are 
included in the 
service 
performance 
report and will be 
monitored to 
check the 
difference.
If this is 
significantly 
different this will 
be raised with the 
CCG.

Magdalene 
Sampson 
Clinical 
Lead, 
GMMH 
Eating 
Disorder 
Service

2.

3.


